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DECLARATION OF APPLICANT 

Under the penalties of perjury, I declare that to the best of my knowledge and belief, the information contained herein is 

true, correct and complete. I understand that any falsification or misrepresentation of any item on this application may be a 

sufficient basis for denying or revoking a license.  

I understand that the Board, in its sole discretion, reserves the right to revoke an Emergency 90 Day License at any time, 

without hearing, if it determines that the Emergency Licensee is not qualified or competent, or is not of good moral 

character. 

If I am applying as a Fellow, I will only serve in the specialty that I have completed training in, within the hospital system. 

 

SIGNATURE: _________________________________________________    DATE: _________________________ 

 

 

 

APPLICANT QUALIFICATION REQUIREMENTS 

 

Applicants must currently hold an active Massachusetts Limited Medical License in good standing. 

 

Graduates of medical schools in the United States, Canada and the Commonwealth of Puerto Rico must have 

completed two (2) years of postgraduate medical training in an Accredited Council for Graduate Medical Education 

(ACGME) or American Osteopathic Association (AOA) approved, or accredited Canadian program.  In the case of 

sub-specialty clinical fellowship programs, the Board may accept postgraduate training in a hospital that has an 

ACGME or AOA approved, or accredited Canadian, postgraduate medical training program in the primary specialty. 

 

All international medical graduates currently practicing in a United States jurisdiction under a limited license must 

have successfully completed at least two years of postgraduate medical training in a program approved by the 

Accredited Council for Graduate Medical Education (ACGME) or the American Osteopathic Association (AOA) or in 

an accredited Canadian postgraduate training program shall be eligible for licensure. 
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