GEORGIA DEPARTMENT OF AGRICULTURE
Pesticide Division, 19 M.L.K. Jr. Drive, Room 543, Atlanta, GA 30334

PRIVATE PESTICIDE APPLICATOR’S LICENSE APPLICATION

Date of Application Date of Birth Home Telephone Number
(must be 16 years of age or older)
- - - - ( )_
MONTH DAY YEAR MONTH DAY YEAR
Name
(Last) (First) (Middle)

Mailing Address

(If P.O. Box, also give physical address)

City State Zip Code County

CERTIFICATION METHOD

D THIS IS MY FIRST APPLICATION FOR GEORGIA
“RESTRICTED USE” PESTICIDE CERTIFICATION.

oo

I:I | AM REQUESTING A RECIPROCAL LICENSE. | AM A
PRIVATE PESTICIDE APPLICATOR IN THE STATE OF

MY LICENSE WAS ISSUED
MY LICENSE WILL EXPIRE

| HAVE PREVIOUS APPLICATION ON FILE WITH THE GEORGIA
DEPARTMENT OF AGRICULTURE. THIS APPLICATION IS BEING
FILED FOR THE FOLLOWING REASON(S).

D (21) DUPLICATE LICENSE REQUEST

- (23) RETEST



http://www.ent.uga.edu/pesticide.htm
mailto:bugman@uga.edu
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