PRINT NAME: ______________________________________________________ DATE:  _____/_____/_____

FULL LICENSE APPLICATION SUPPLEMENT
IMPORTANT NOTE:  If you answer “yes” to any of these questions, you must provide the additional information on pages 5-11.

	QUESTIONS
	YES
	NO



	1.
	While enrolled in college, medical school, graduate school or postgraduate training were you ever the subject of any disciplinary action?  (This includes action that was formal or informal, oral or written, voluntary or involuntary.  A confidentiality agreement does not absolve you of your requirement to answer this question.)  


	 FORMCHECKBOX 


	 FORMCHECKBOX 


	2-A.
	Have you ever been terminated or granted a leave of absence by a medical school or any postgraduate training program or have you ever withdrawn from a medical school or any postgraduate training program or had to repeat a year of postgraduate training?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2-B.
	Have you ever been placed on probation or remediation by a medical school, graduate school or any postgraduate training program?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
	If you are a US or Canadian graduate, did you take more than four (4) years to complete medical school; or if you are an international medical graduate, did you take more than six (6) years to complete medical school?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
	Since your enrollment in college, have you been denied the privilege of taking or finishing an examination or been accused of or found to have cheated or engaged in improper conduct during an examination?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.
	Have you ever been denied a medical license, whether full, limited, temporary, or have you withdrawn an application for medical licensure?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6.
	Have you ever surrendered a license to practice medicine or any professional license or has your license or certificate ever been revoked?  (You do not need to report a lapsed license.) 
                  
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7.
	Have you been denied American Board of Medical Specialties or American Board of Osteopathic Medicine certification or has your certification ever been suspended or revoked? 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8-A.
	Are you aware of any pending investigation or inquiry into your professional conduct by any entity or are any disciplinary charges pending against you?   

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8-B.
	Since your completion of postgraduate training, has any disciplinary action ever been taken against you?  (A confidentiality agreement does not absolve you of your requirement to answer this question.)  


	 FORMCHECKBOX 

	 FORMCHECKBOX 



	
	YES
	NO



	9-A.
	Have you ever relinquished any medical staff membership or association with a health    care facility?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9-B.
	Has your medical staff membership, medical privileges, medical staff status or association with a health care facility ever been limited, suspended, revoked, not renewed or subject to probationary conditions or has processing toward any of those ends been instituted or recommended by a medical staff committee, administration or governing board?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9-C.
	Have you ever withdrawn an application for hospital privileges or appointment, or have you ever been denied medical staff membership, advancement in medical staff status or association with a health care facility, or has such denial been recommended by a medical staff committee, administration or governing body?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10.
	Have you ever been charged with any criminal offense?  (You must report being arrested, arraigned, indicted or convicted, even if the charges against you were dropped, filed, dismissed, expunged or otherwise discharged.  A charge of operating under the influence or its equivalent is reportable.  A medical malpractice claim is a civil, not a criminal, matter and need not be reported for purposes of this question.)


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11.
	Has your privilege to manufacture, distribute, administer, possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, restricted or surrendered, or have you ever been called before or warned by any state or other jurisdiction including a federal agency regarding such privileges?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12.
	Has any professional liability insurance provider ever restricted, limited, terminated, imposed a surcharge or co-payment, or placed any condition on your coverage or have you ever voluntarily restricted, limited or terminated your insurance coverage in response to any inquiry by a professional liability insurance provider? 


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13.
	Have you ever had an application for membership as a participating provider denied by any third-party payor, Medicare or Medicaid (any state) or have you ever been the subject of any termination, suspension or probation proceedings instituted by any third-party payor, Medicare or Medicaid (any state) or have you ever been restricted from receiving payments from any third-party payor, Medicare, Medicaid (any state)?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14-A.
	Has any medical malpractice claim ever been made against you, whether or not a lawsuit was filed in relation to the claim or has such a suit been settled, adjudicated or otherwise resolved?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14-B.
	Has any lawsuit, other than a medical malpractice suit, ever been filed against you which is related to your practice of medicine or has such a suit been settled, adjudicated or otherwise resolved?


	 FORMCHECKBOX 

	 FORMCHECKBOX 



CONFIDENTIAL INFORMATION
If answering “yes” to any of the questions, provide details on the supplemental pages for questions 15 - 17. For purposes of the following questions, “currently” does not mean on the day of, or even the weeks or months preceding the completion of this application; it means recently enough to impact one’s functioning as a physician.
	
	YES
	NO



	 15.
	Do you have a medical or physical condition that currently impairs your ability to practice medicine?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 16.
 17. 
	Have you engaged in the use of any substance(s) with the result that your ability to practice medicine is currently impaired?
Have you ever refused to submit to a test to determine whether you had consumed and/or were under the influence of chemical substances?


	 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 




If you have a substance use disorder or mental or physical health diagnosis that impacts your ability to practice medicine, the Board encourages you to seek assistance voluntarily and to abide by any recommendations of your health care provider. 

When the Board receives notice of a substance use disorder, its primary mission is to protect the public; however, the Board also seeks to ensure successful rehabilitation through the physician’s participation in approved treatment programs and supervised structured aftercare. Similarly, when the Board receives notice of a mental health or physical health diagnosis that impacts a physician’s ability to practice, the Board needs to ensure that the physician can practice medicine safely.  

In regard to issues of physician impairment, whether the impairment is caused by a substance use disorder, or a mental or physical health diagnosis, the Board works cooperatively with the Massachusetts Medical Society’s Physician Health Services (PHS) and encourages physicians to contact PHS to determine what services may be available to them in order to ensure their safe practice of medicine. Please call PHS at (781) 434-7404.
If your responses to Questions 1-17 change while your application is pending, you must immediately notify the Board of the new information.

CERTIFICATIONS
· Pursuant to M.G.L. c. 112, § 2 and 243 CMR 2.07(15), I certify that I will not charge to or collect from a Medicare beneficiary more than the Medicare “reasonable charge” for services, in compliance with Chapter 475 of the Acts of 1985.  (Note:  Signing this certification does not imply that you will participate in the Medicare program).

· Pursuant to M.G.L. c. 62C, § 49A, I certify under the penalties of perjury that, to the best of my knowledge and belief, I have filed any Massachusetts state tax returns and paid any Massachusetts state taxes that are required under law.  (Note:  This applies even if you reside out of the state or out of the country.) 
· Pursuant to G.L.c. 62C, § 49A, to the best of my knowledge and belief, I am in compliance with G.L.c. 119A relating to withholding and remitting child support. 

· Pursuant to M.G.L. c. 119, § 51A, I certify under the penalties of perjury that I will fulfill my obligation to report abuse or neglect of children.  
· I will read the Board’s regulations, 243 CMR 1.00 through 3.00.  
I certify under the penalties of perjury that all information on this form, and all attached pages, is true, to the best of my knowledge.

Applicant’s Signature:____________________________________________________ Date:_____/_____/_____
For all questions, please attach additional pages, whenever necessary, using the same format.
QUESTIONS #1, 8A, 8B – Disciplinary action.
Name of agency or institution taking action:_______________________________________________ Date: ____/____/____
Description:

You must arrange for the appropriate agency or institution to submit copies of all official documentation and correspondence related to any disciplinary action.  Documents should be sent directly to you in a sealed envelope.
QUESTION #2-A or 2-B  – Medical school or any postgraduate training termination, leave of absence, withdrawal, repeating a year of training, probation, or remediation.
Name of institution:


State or Country:_____________________________  Dates of attendance:  From: ____/____/_____    To:  ____/____/_____

Date of action:  ____/____/_____

Description:

You must arrange for the appropriate agency or institution to submit copies of all official documentation and correspondence regarding any leave of absence, withdrawal, failure to complete, requirement to repeat, termination, probation, or remediation.  Documents should be sent directly to you in a sealed envelope.
QUESTION #3 – Medical school more than 4 years for U.S. or Canadian graduates or more than 6 years for international medical graduates. 
Name of institution: _________________________________________________________________ Date: ____/____/____

State or Country:_____________________________  Dates of attendance:  From: ____/____/_____    To:  ____/____/_____

Explanation:  _________________________________________________________________________________________
QUESTION #4  – Examination denial; improper conduct.  
Name of organization: ____________________________________ Name of exam:  

Action:_________________________________________________________________________ Date: _____/_____/_____
You must arrange for the appropriate agency or institution to submit copies of all official documentation and correspondence regarding any examination denial or improper conduct.  Documents should be sent directly to you in a sealed envelope.
QUESTIONS #5 & 6 – Medical license application denial or withdrawal; license surrender or revocation.
Describe circumstances under which license application was withdrawn or denied, or license was surrendered or revoked.

State: _______________Year: _____________
You must arrange for the appropriate agency or institution to submit copies of all official documentation and correspondence regarding any medical application denial or withdrawal and any license surrender or revocation.  The documents must specify the reason(s) and should be sent directly to you in a sealed envelope.  
QUESTION #7 – ABMS or AOA certification denial, suspension, or revocation.
Specialty Board: __________________________________________________________________    Date:  ____/____/____
Explain reason(s) for loss or denial:

Please contact the certifying board to provide a letter explaining the reason(s) for the denial, suspension, or revocation.  The letter should be sent directly to you in a sealed envelope.  
QUESTIONS #9-A, 9-B, 9-C – Medical staff membership, status, privileges or association with a health care facility.
Name of facility:___________________________________________________________________   Date:  ____/____/____
Address:_________________________________________ City: ___________________ State: ________ Zip:

Description:

You must arrange for the appropriate agency or institution to submit copies of all official documentation and correspondence regarding any affirmative responses to Questions 9-A through 9-C.  Documents should be sent directly to you in a sealed envelope.  
QUESTION #10 – Criminal Offenses.
Court:_________________________________  Charge(s): __________________________________ Date: ____/____/____

Describe the circumstances leading up to criminal proceedings.

Status:_______________________________________________________________________________________________
You must arrange for your lawyer or the court officer to submit copies of the indictment, complaint, judgment or other disposition in any criminal proceeding in which you were a defendant.  Documents should be sent directly to you in a sealed envelope.  
QUESTION #11 – Controlled substances privileges.
Type of restriction:  ________________________________________________________________   Date:  ____/____/____

Describe the circumstances of restriction:  __________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
You must arrange for the appropriate agency or institution to submit a copy of all official orders, findings of fact, and correspondence related to any suspension, revocation, denial, restriction or surrender of controlled substance privileges.  Documents should be sent directly to you in a sealed envelope.  

QUESTIONS #12 &13– Liability insurance provider, third party payor, Medicare and Medicaid (any state).
Name of Organization:  ______________________________________________________  Date of action: ____/____/____

Action:

Describe reason(s) for action:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

You must arrange for your liability carrier or appropriate institution or agency to submit documents regarding any restrictions, denials, or revocations.  Documents should be sent directly to you in a sealed envelope.  

QUESTION #14-A – Malpractice claims.
For each instance of alleged malpractice, you must provide the following information. 
Claimant’s name:_______________________________________________ Date of incident:_____/_____/


Insurer’s name:

Insurer’s Address:

Description  of claim (allegations only: this does not constitute an admission of fault or liability). 
Allegation:_______________________ Allegation:_____________________ Allegation:

REQUISITE DESCRIPTIVE INFORMATION:
1.
Patient’s condition at point of your involvement:


2. Patient’s condition at end of treatment:

3. The nature and extent of your involvement with the patient:

4. Your degree of responsibility for the course of treatment leading to the claim:

5.
If incident resulted in patient’s death, indicate cause of death according to autopsy or patient chart:
6.
Legal representative’s name:



Address:_______________________________________________________Telephone:



City:___________________________________________ State: ___________________  Zip:

(Question #14-A continued on next page)
QUESTION #14-A (continued)

Current status of claim:        FORMCHECKBOX 
 Closed    FORMCHECKBOX 
 Pending

Was the case resolved before the entry of a verdict?           FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

What was the decision?        FORMCHECKBOX 
 Dismissed before trial        FORMCHECKBOX 
 Plaintiff Verdict        FORMCHECKBOX 
 Defense Verdict

Decision determined by:       FORMCHECKBOX 
 Judge    FORMCHECKBOX 
 Jury

If a payment was made:      Amount allocated to you:  $___________         Payment Date: _____/_____/_____

In addition to the information listed above, you must arrange for your lawyer or liability carrier to submit a copy of the following documents directly to the Board for the following malpractice cases:

Open case – a copy of the complaint naming the physician as a defendant.

Closed case – a copy of the complaint and final judgment, settlement and release or other final disposition of each claim, even if you were dismissed from the case by the court and/or  if the case was closed with or without prejudice and the amount of monies paid on your behalf.

Dismissed  case – a copy of the dismissal if you were dismissed before the case was reviewed by a tribunal or jury.  The dismissal must include the name or initials of the patient and confirmation that no monies were paid on your behalf.  

NOTE:  Please be advised that the Board may request pertinent medical records or additional information.

QUESTION #14-B – Civil lawsuits (other than medical malpractice).
Plaintiff’s name:_________________________________________________________ Date:_____/_____/


Your legal representative’s name:

Description of claim (this does not constitute admission or liability):


Outcome of lawsuit:

CONFIDENTIAL MEDICAL INFORMATION

QUESTION #15 – Medical condition.
If you answered “yes” to Question 15, please provide the specifics of your condition and any related treatment, including dates and diagnoses.  In addition, provide any adjustments or interventions you may have made or taken to ameliorate or address the impact of your medical condition on your current practice, including a change of specialty or field of practice, or participation in any supervised rehabilitation program, professional assistance or retraining program, or monitoring program.  

QUESTION #16 – Substance use.
If you have obtained medical treatment related to your use of substances, please provide the specifics of your treatment, including dates and diagnoses.  In addition, provide any adjustments or interventions you may have made or taken to ameliorate or address the impact of your use of substances on your current practice, including participation in any supervised rehabilitation program or monitoring program.  

QUESTION #17  - Refusal to take a screening test for chemical substances.
If you answered “yes” to Question 17, please provide a description of the circumstances leading to your refusal to take the screening test and any resulting criminal or disciplinary consequences.
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