
DECLARATION OF TRANSFERRING CONTROLLING INTEREST 

 
 
 
 
 
 

  
 
I/We:    and 

 

(1) (2)        

  

__________________________________________________________________________________ __________________________________________________________________________________ 
Last Name                                      First Name            Last Name                                      First Name 
 
 
__________ ________________________________________________________________ __________  __________________________________________________________ 
Reg. #  Signature      Reg. #                Signature 

__________ /__________ /_____________     __________ /__________ /_____________ 
  Month          Day              Year        Month           Day              Year  

 
 

hereby declare, effective _________ /_________ /____________ , that I am/we are transferring controlling interest of: 
                      Month       Day          Year 

 

i) Name: 
  

_________________________________________________________________________________________________________________________________________________________________________ 
Approved Place of Practice Name 

 

ii) Address: 
 

_________________________________________________________________________________________________________________________________________________________________________ 
Approved Place of Practice Address 

To: 
 ______________________________________________________________         ____________     and     ______________________________________________________________          ____________ 
    Last Name                      First Name             Reg         Last Name                      First Name                   Reg # 

 
 
 
 
 
 
 

 
 
I/We:     and 

 

(1)         (2) 
  

__________________________________________________________________________________ __________________________________________________________________________________ 
Last Name                                      First Name            Last Name                                      First Name 
 
 
__________ ________________________________________________________________ __________  __________________________________________________________ 
Reg. #  Signature      Reg. #                Signature 

__________ /__________ /_____________     __________ /__________ /_____________ 
  Month          Day              Year        Month           Day              Year  
 

   

hereby declare, effective __________ /__________/_____________ , that I/we will have controlling interest of: 
                      Month       Day         Year 

 
 
 
 
 
 
 

           
________________________________________________________________________________     and/or    __________________________________________________________________________________ 

         Place of Practice Name      Place of Practice Address 

 
 

 
 
 

Note: All applicable sections must be completed 
 

 
College of Optometrists of BC              Ph. (604) 623-3464  
906 – 938 Howe Street                          Fax: (604) 623-3465 
Vancouver, BC V6Z 1N9          E-mail:college@optometrybc.ca 

SECTION A:  In order to transfer controlling interest of an approved place of practice to another registrant(s),  
transferring registrant(s) must complete Section A. 

SECTION B: In order to receive controlling interest of the above place of practice, the recipient 
registrant(s) must complete Section B and Form 19 (Place of Practice – Request for Name 
Approval). 
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