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INITIAL LIMITED LICENSE APPLICATION SUPPLEMENT
For all questions, please attach additional pages, whenever necessary, using the same format.

QUESTIONS #14, 20 & 21 – 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.

QUESTIONS #15 & 16 – Medical school or any postgraduate training termination, leave of absence, withdrawal, repeating a year of training, probation, or remediation.
Name of institution:_________________________________________________________________  Date: ____/_____/_____

Address: _________________________________________________________________ City: 

State: ____________________ Zip:___________      Dates of attendance:  From: ____/_____/_____     To:  ____/_____/_____
Description:  


You must arrange for the appropriate institution to submit copies of all official documentation and correspondence regarding any termination, leave of absence, withdrawal, requirement to repeat, probation, or remediation.  Documents should be sent directly to you in a sealed envelope.

QUESTION #17  – 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.

Signature:___________________________________________________________ Date:____/____/____

QUESTIONS #18 & 19 – Medical license application denial, withdrawal, 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Describe circumstances under which license application was withdrawn or denied, or license was surrendered or revoked.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 license 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 #22 – 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 #23, 24 & 25 –Medical staff membership, status, or 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 23, 24 and 25.  Documents should be sent directly to you in a sealed envelope.
Signature:___________________________________________________________ Date:____/____/____

QUESTION #26 – Criminal offenses.
Court:_________________________________  Charge(s): __________________________________ Date: ____/____/____

Describe the circumstances leading up to criminal offenses.


Status:_______________________________________________________________________________________________

You must arrange for your lawyer, the police department, or the court to submit copies of the indictment, complaint, judgment or other disposition in any criminal offenses in which you were a defendant.  Documents should be sent directly to you in a sealed envelope.  

QUESTION #27 – 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.  

Signature:___________________________________________________________ Date:____/____/____

QUESTION #28 – 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 #28 continued on next page)
Signature:___________________________________________________________ Date:____/____/____
QUESTION #28 (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 #29 – 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:


Signature:___________________________________________________________ Date:____/____/____

QUESTIONS #30 & 31– 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, limitations, terminations, denials, etc.  Documents should be sent directly to you in a sealed envelope.  
Signature:___________________________________________________________ Date:____/____/____

CONFIDENTIAL MEDICAL INFORMATION

QUESTION #32 – Medical condition.
If you answered “yes” to Question #32, 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 #33 – Use of chemical substances.
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 #34 – Refusal to take screening test.
If you answered “yes” to Question #34, please set forth a description of the circumstances leading to the refusal to take the screening test and any resulting criminal or disciplinary consequences.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

Signature:___________________________________________________________ Date:____/____/____
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