Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210    Fax: (781) 876-8383    www.mass.gov/massmedboard
FULL LICENSE APPLICATION

Application Fee:
  Please enclose a check or money order in the amount of $600.00 made payable to the Commonwealth of Massachusetts.  The application fee is non-refundable.

Type of License 

 FORMCHECKBOX 
  Initial Full License

 FORMCHECKBOX 
  Administrative License
 FORMCHECKBOX 
  Volunteer License

Check One:

 FORMCHECKBOX 
  U.S./Canadian Graduate
 FORMCHECKBOX 
  International Graduate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

Last Name (type or print clearly)

First


Middle

 
     Suffix (Jr., etc.)

  FORMCHECKBOX 
  M.D.       FORMCHECKBOX 
  D.O.       FORMCHECKBOX 
  PhD       FORMCHECKBOX 
  Other degree____________________ 
 FORMCHECKBOX 
  Male       FORMCHECKBOX 
  Female
Other Name(s) Used  - List any other name(s) you have used which may appear on your identifying documents, such as medical education and examination records.  If not applicable, check here.   FORMCHECKBOX 

Entire Last Name (type or print clearly) 

First



Middle

Suffix (Jr., etc.)

Social Security Number: __________/________/___________


Date of Birth:______/_____/______











          Month    Day      Year
NPI (National Provider Identifier) Number: ________________________________________
Place of Birth:_________________________________________________________________________________________


         City



State/Province/Territory

 Country if not USA

*Mailing Address:_____________________________________________________Telephone:



             Number and Street

City





State/Province/Territory
 
Zip (or postal) Code

Home Address:_______________________________________________________Telephone: 



             Number and Street


City





State/Province/Territory
 
Zip (or postal) Code

Business Address:_____________________________________________________ Telephone: 




Number and Street


City





State/Province/Territory

Zip (or postal) Code

E-mail Address:_______________________________     Fax number:

Are you applying for licensure through FCVS?    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
* The Board will use your Mailing Address for all correspondence
Pre-medical School








From

To
Name:____________________________________  Degree: _________________ Year:_______  Year:

Street:______________________________________________ City:______________________  State:

Name:____________________________________  Degree: _________________ Year:_______  Year:

Street:______________________________________________ City:______________________  State:

Medical School

Name:_____________________________________________________________ Degree:

Street:______________________________________________ City:______________________  State:

Name:_____________________________________________________________ Degree:

Street:______________________________________________ City:______________________  State:

Medical School Graduation Date:  ______/_______






   


       Month       Year
Postgraduate Education:
List all postgraduate training in chronological order from medical school to the present.  Include the name and address of the facility, your position, e.g. PGY 1, 2, fellow, etc.  You must account for all periods of training or postgraduate work from the time you graduated from medical school.  Enter month and year only.










           From                   To
Facility:_________________________________________ PGY Year:_________    _____/_____     _____/_____
Specialty:________________________________________ City:_________________________ State:


Facility:_________________________________________ PGY Year:_________    _____/_____     _____/_____

Specialty:________________________________________ City:_________________________ State:


Facility:_________________________________________ PGY Year:_________    _____/_____     _____/_____

Specialty:________________________________________ City:_________________________ State:


Facility:_________________________________________ PGY Year:_________    _____/_____     _____/_____

Specialty:__________________________ _____________ City:_________________________ State:


Facility:_________________________________________ PGY Year:_________    _____/_____     _____/_____

Specialty:___________________________ ____________ City:_________________________ State:


Examination History
Please contact the appropriate examination entity and have the examination scores sent to you in a sealed envelope.  If you are using FCVS, your examination scores will be sent to the Board with your credentials packet.

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, FLEX, COMVEX, COMLEX or a state examination.  
Examination
    

Number of attempts
        Passed (P) or Failed (F) 

USMLE Step I 

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

USMLE Step II 
____________________________         FORMCHECKBOX 
 P 
   FORMCHECKBOX 
 F         

USMLE Step III 
_____________________________       FORMCHECKBOX 
 P 
   FORMCHECKBOX 
 F         

NBME Part I 

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

NBME Part II 

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F        

NBME Part III 

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

FLEX Component 1 
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

FLEX Component 2
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

FLEX Pre-1985  
___________________________           FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

NBOME Part 1

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F        

NBOME Part II

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

NBOME Part III 
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

COMLEX Level 1
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

COMLEX Level 2
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

COMLEX Level 3
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

COMVEX 

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

LMCC – Single 
_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

LMCC – Part I 

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

LMCC – Part II

_____________________________       FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         

State Board Exam  
____________________________         FORMCHECKBOX 
  P 
   FORMCHECKBOX 
 F         
                                     
(State of examination and year)
Hospital Affiliations and Employment

List hospital appointments, in chronological order by month and year where you ever had medical staff privileges.  Include the name and address of the facility, your position and dates of affiliation.  Also include periods of unemployment or employment outside of medicine.  Attach a separate sheet of paper if necessary.











         From
          To
Facility:______________________________________ Position:____________     _____/______   _____/


Street:____________________________________________ City:________________________ State:


Facility:______________________________________ Position:____________     _____/______   _____/


Street:____________________________________________ City:________________________ State:


Facility:______________________________________ Position:____________     _____/______   _____/


Street:____________________________________________ City:________________________ State:


1. 
List other states (abbreviations) where you are currently or have ever had a full license:  _____  _____  _____ 

2.
a) Are you certified by the American Board of Medical Specialties?      
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No


b) Are you certified by the American Board of Osteopathic Medicine? 
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

3.
List Board Certification(s):

4. List your practice specialt(ies):_______________________________________________________________

5. Have you completed the Opioid and Pain Management training?  (See Instructions)             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
6. Have you completed training to recognize and report suspected child abuse or neglect?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
(Your license will not be processed until you complete the required training – see instructions.)
7.
Reason for requesting a Massachusetts medical license:

8.
Name of Facility:


Address:________________________________________________ City:

9.
Anticipated starting date in Massachusetts:  _____/_____/_____

10.
Curriculum vitae (CV) listing activities by month and year must be enclosed with your application.

Under the penalties of perjury, I declare that I have examined this full application and all its accompanying instructions, forms and statements, and to the best of my knowledge and belief, the information contained herein is true, correct and complete.
___________________________________________

________/______/________

Signature of Applicant





     Month       Day          Year
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