Medical Board of California Licensing Program

. * e o ’ ’ 2005 Evergreen Street, Suite 1200
Application for a Physician’s and Surgeon’s Sacromento. CA 95815-540]
License Phone: (916) 263-2382
Fax: (916) 263-2487
www.mbc.ca.gov
MBC USEONLY
TYPE OF APPLICATION
(Check One)
U.S. or Canadian Medical School Graduate International Medical School Graduate -
PP lype
(Check All That Apply)
Physician’s and Surgeon’s Certificate Limited Practice License Previously Licensed
PRIORITY REVIEW AND EXPEDITED LICENSURE
Honorably Discharged Veterans of the Armed Forces
Must supply safisfactory evidence to the Board that you have served as an active duty member of the Armed Forces of the
United States and were honorably discharged.

. . . . Priorit
Practice in Medically Underserved Area or Population Review
Must supply satisfactory evidence to the Board that you have accepted employment and infend to practice in an area of o
California formally designated as an underserved area or underserved population. Please see further details on the Board’s
website at hitp://www.mbc.ca.gov/Applicants/Physicians and Surgeons/Underserved.aspx.

Temporary License for Spouse of Active Duty Member of the Armed Forces
Must supply satisfactory evidence to the Board that you are married to, orin a domestic partnership or other legal union with, an
active duty member of the Armed Forces of the United States who is assigned to a duty station in California under official active
duty military orders. In addition, you must meet the requirements listed in Business and Professions Code section 115.6.
PERSONAL INFORMATION
Legal Name .
egal
Full Last Name First Name Middle Name Suffix Name
O
Other Names/Alias Date Of Birth oy
(mm/dd/yyyy)
SSN/ITITN
Social Security Number or Gender Female Gender
Individual Taxpayer Identification Number Male O
Telephone Numbers [Pima Cel Work Phone
(Include area code) O
Email Address (Required) Emoai\
Address Of Record This address will be used for all current correspondence during the review process and will be posted on the Board’s
website upon issuance of a license. If you are using a P.O. Box, you are also required to list a confidential street address. AOR
Line 1 (40 characters per line, including spaces) Line 2 (40 characters per line, including spaces) (@)
City State/Province Zip/Postal Code Country
Confidential Address Only required if Address of Record is a P.O. Box o
Line 1 (40 characters per line, including spaces) Line 2 (40 characters per line, including spaces) Adaress
O
City State/Province Zip/Postal Code Country
Sex
. Offender
1. Are you a registered sex offender? Yes No
2. Have you served or are you currently serving in the military? Yes No i
ilitary
3. Are you requesting expediting of this application as a spouse or domestic partner of an Yes No O

active duty member of the Armed Forces?
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Applicanf Full Legal Name Date Of Birth (mm/dd/yyyy)

PREVIOUS APPLICATION OR LICENSE

A "yes" response to questions 4-5 requires a signed and dated written explanation. Use the Explanation For

MBC USEONLY

Name & DOB

Application Question (Form EXP) to provide your explanation. O
4. Have you ever filed an application for a physician’s and surgeon’s license or other license Appilicense
in California that has been withdrawn, abandoned, or denied? Yes No O
5. Have you previously held a physician’s and surgeon’s license in California? Yes No O
If yes, please provide license number: Expired:
EXAMINATIONS
6. Are you certified by the Educational Commission for Foreign Medical Graduates? Yes No 5
List all of the following examinations you have taken and passed. (USMLE, FLEX, NBME, LMCC and/or STATE
BOARDS)
Examination Date Passed (mm/dd/yyyy) F—
O
O
O
O

MEDICAL EDUCATION

To verify your medical school meets the requirements set forth in Business and Professions Code sectfion 2084,
please use the links provided below.

Applicants must have received all of their medical school education from and graduated from: A U.S. or
Canadian medical school accredited by the Liaison Committee for Medical Education (LCME), the Committee
on Accreditation of Canadian Medical Schools, or the Commission on Osteopathic College Accreditation
(http://lcme.org/directory/accredited-u-s-programs/J.

-OR -
An international medical school that has been evaluated by the Educational Commission for Foreign
Medical Graduates (ECFMG) or a foreign medical school listed on the World Federation for Medical
Education (WFME) and the Foundation for Advancement of International Medical Education and
Research (FAIMER) World Directory of Medical Schools joint directory or the World Directory of Medical
Schools (https://search.wdoms.org/), or a foreign medical school that has been approved by the Board
(http://www.mbc.ca.gov/Applicants/Medical Schools/Schools Recognized.aspx).

List each medical school that you have attended and the medical school of graduation.

Medical School Dates of Attendance

Name Start Date (mm/dd/yyyy)

Mailing Address End Date (mm/dd/yyyy)

Name Start Date (mm/dd/yyyy)

Mailing Address End Date (mm/dd/yyyy)

Medical School of Graduation Title of Degree Awarded Issue Date of Degree
(mm/dd/yyyy)

Medical
Education

MED Trans

School Code

MED Trans

School Code

Diploma

sL1B
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https://www.mbc.ca.gov/Download/Forms/ps-exp.pdf
http://leginfo.legislature.ca.gov/faces/codes_displayText.xhtml?lawCode=BPC&division=2.&title=&part=&chapter=5.&article=4
http://www.mbc.ca.gov/Applicants/Medical_Schools/Schools_Recognized.aspx
https://search.wdoms.org
http://lcme.org/directory/accredited-u-s-programs

Applicqnt Full Legal Name Ddfe Of Biri’h (mm/dd/yyyy)

MBC USEONLY

ACGME, RCPSC, or CFPC ACCREDITED POSTGRADUATE TRAINING PROGRAMS

(Internship, Residency and Fellowship Programs)

Name & DOB

7. Have you participated in any ACGME-accredited postgraduate training programs in the United POUCIAE

Programs

States, RCPSC or CFPC-accredited postgraduate training in Canada? Yes No e}

List every program (internship, residency and fellowship) in which you have participated or are currently
participating, regardless of whether the program was completed or any credit was granted.

Facility Specialty Dates of Training

Facility Name Specialty Start Date (mm/dd/yyyy)

City, State/Province End Date (mm/dd/yyyy) O
Facility Name Specialty Start Date (mm/dd/yyyy)

City, State/Province End Date (mm/dd/yyyy) O
Facility Name Specialty Start Date (mm/dd/yyyy)

City, State/Province End Date (mm/dd/yyyy) O

A "yes” response fo questions 8 — 14 requires a signed and dated written explanation. Use the Explanation
For Application Question (Form EXP) form to provide your explanation. When in doubt as to whether a
postgraduate training issue should be disclosed, it is best to disclose the information on the application.

8. Have you ever received partial or no credit for a postgraduate training program? Yes No O
9. Have you ever taken a leave of absence or break from your training? Yes No O
10. Have you ever been terminated, dismissed, or expelled from a program? Yes No O
11. Have you ever been placed on probation for any reason? Yes No O
12. Have you ever been disciplined or placed under investigation? Yes No O
13. Have you ever had any limitations or special requirements placed upon you for clinical
performance, professionalism, medical knowledge, discipline, or for any other reason? Yes No O
14. Have you ever had a postgraduate training program contract not be renewed or offered
for a following year? Yes No O
MEDICAL LICENSE
15. Have you ever held or do you currently hold a medical license in any U.S. state, U.S. license
territory, or Canadian province? Yes No @)
List medical license information for all licenses ever held below. Do not list temporary, training, or provisional
licenses. (If additional space is needed, please provide the required information on a separate sheet of paper).
U.S. State, U.S. Territory, or Canadian Province License Number Dates of Practice
(mm/dd/yyyy) (mm/dd/yyyy)
to ©
(mm/dd/yyyy) (mm/dd/yyyy)
to ©
(mm/dd/yyyy) (mm/dd/yyyy)
to ©
(mm/dd/yyyy) (mm/dd/yyyy)
to ©

;L1C
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Applicant

Full Legal Name in’e Of Biri’h

(mm/dd/yyyy)

ABMS CERTIFICATION
16. Are you currently certified by a Member Board of the American Board of Medical Specialties? [ ]Yes [ |No

MBC USEONLY

Name & DOB

ABMS

MALPRACTICE HISTORY ©
A "yes" response to question 17 requires a signed and dated written explanation. Use the Explanation For
Application Question (Form EXP) to provide your explanation. i
17. Has a claim or an action ever been filed against you for the practice of medicine that ©

resulted in a malpractice settlement, judgment, or arbitration? [ ]Yes []No
DISCIPLINARY HISTORY
These questions refer to discipline by any hospital, military or public health service, state board, or other
governmental agency of any U.S. state, U.S. territory, Canadian province, or foreign country. If in doubt as to
whether discipline should be disclosed, it is best to disclose the information on the application.
A "yes" response to question 18-26 requires a signed and dated written explanation. Use the Explanation For
Application Question (Form EXP) to provide your explanation. Dy
18. Have you ever withdrawn an application for medical licensure in lieu of denial, disciplinary

action, or for any other similar reason? [ ]Yes []No O
19. Have you ever been denied a license to practice medicine or is any denial pending against you? [ ]Yes [ |No O
20. Have you ever had any license to practice medicine subjected to any disciplinary action or

is any disciplinary action pending against any of your licenses to practice medicine? [ lYes []No O
21. Have you ever surrendered a license to practice medicine or have you ever had any license

to practice medicine revoked, suspended, or placed on probation? [ ]Yes []No O
22. Have you ever had any license to practice medicine subjected to any action including, but

not limited to, informal or confidential discipline, consent orders, letters of warning, letters

of reprimand, or citation? [ ]Yes []No o)
23. Have you ever been charged with, or been found to have committed unprofessional

conduct, professional incompetence, gross negligence, or repeated negligent acts by any

medical licensing board or hospital? [ ]Yes []No @)
24. Have you ever resigned from a medical staff in lieu of disciplinary or administrative action

or is any disciplinary action pending against your hospital or staff privileges? [ lYes []No O
25. Have you ever had staff privileges in a hospital terminated, denied, suspended, limited,

revoked, or not renewed? [ ]Yes []No o)
26. Have you ever had any healing arts license or certificate disciplined by another state or

federal territory? [ ]Yes []No o)
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Applicanf Full Legal Name Ddfe Of Biri’h (mm/dd/yyyy)

PRACTICE IMPAIRMENT OR LIMITATIONS

Please note that an affirmative answer to any of the questions below will not automatically disqualify you from
licensure. The Board will make an individualized assessment of the nature, the severity and the duration of the risks
associated with an ongoing medical condition to determine whether an unrestricted license should be issued,
whether conditions should be imposed, or whether you are eligible for licensure. Please note that a limited practice
license may be available. Refer to the application Information for a limited practice license for further information.

A "yes" response to question 27-29 requires a signed and dated written explanation. Use the Explanation For
Application Question (Form EXP) to provide your explanation.

27. Are you currently enrolled in, or participating in any drug, alcohol, or substance abuse
recovery program or impaired practitioner program? [ ]Yes []No

28. Do you currently have any condition (including, but not limited to emotional, mental,
neurological or other physical, addictive, or behavioral disorder) that impairs your ability to
practice medicine safely? [ ]Yes []No

29. Do you currently have any other condition that impairs or limits your ability to practice
medicine safely? [ ]Yes [No

PROCEED TO FORM LIF

Medical Board of California State of California | Business, Consumer Services, and Housing Agency | Department of Consumer Affairs
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PHOTOGRAPH AND NOTICE

Affix a 2” by 2” photo here. Notice: All items in this application are mandatory. Failure to provide any of
the requested information will delay the processing of your application. The

MBCUSEONLY

Reviewed
L1IA-LTF

Photo must be recent and information provided will be used to determine your qualifications for licensing ©
must be of your head and per Section 2080 of the California Business and Professions Code, which st mitiais
shoulder areas only. authorizes the collection of this information. The information on your & bate
application may be transferred to other medical licensing authorities, the
Altered photos are NOT Federation of State Medical Boards, or other governmental law enforcement P'gO
acceptable. agencies. You have the right to review your application subject to the
provisions of the Information Practices Act.
DECLARATION
Full Legal Name (First, Middle, Last, Suffix) Date of Birth (mm/dd/yyyy Applicant
Name &DOB
The applicant, , ©)
being first duly sworn upon his/her oath deposes and says: that | am the person herein named subscribing to this application;
that | have read the complete application, know the full content thereof, and declare under penalty of perjury, that all of the
information contained herein and evidence or other credentials submitted herewith are true and correct; and that | am the
lawful holder of the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular
course of instruction and examination, and that it, together with all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all
hospitals, institutions or organizations, my references, personal physicians, employers (past, present and future), or business
and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to
release to the Medical Board of California or its successors any information, files or records, including medical records,
educational records, and records of psychiatric treatment and treatment for drug, alcohol and/or substance abuse or
dependency, requested by that Board in connection with this application; or any further or future investigation by that Board
necessary to determine any medical competence, professional conduct, or physical or mental ability to safely engage in the
practice of medicine. | further authorize the Medical Board of California or its successors to release, in any investigation or
proceeding, to the organizations, individuals or groups listed above any information which is material to this application or any
subsequent licensure.
|1 UNDERSTAND THAT ANY OMISSION, FALSIFICATION, OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON  ,oicont
THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. SIIISILS
O
SIGN LEGAL NAME: DATE:
NOTARY SECTION
Applicant
Signature
SIGNATURE OF APPLICANT: o
(SIGN LEGAL NAME IN THE PRESENCE OF NOTARY)
A notary public or other officer completing this certificate verifies only the identity of the individual who signed the document to which
this certificate is attached, and not the truthfulness, accuracy, or validity of that document.
State of County of AT
Notary Date
Subscribed and sworn to (or affirmed) before me on this (NOTARY SEAL) :
day of ,20 ,
Print Applicant’s Legal Name
_NoTary
by, real
O

proved to me on the basis of satisfactory evidence to be the person who
appeared before me.

SIGNATURE OF NOTARY PUBLIC

Medical Board of California State of California | Business, Consumer Services, and Housing Agency | Department of Consumer Affairs

SL1F

(Rev 06/20)



	Application Fee - $491.00
	Official Examination Scores from the appropriate examination entity:  


<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles false

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.1000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts false

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

    /Arial-Black

    /Arial-BoldItalicMT

    /Arial-BoldMT

    /Arial-ItalicMT

    /ArialMT

    /ArialNarrow

    /ArialNarrow-Bold

    /ArialNarrow-BoldItalic

    /ArialNarrow-Italic

    /ArialRoundedMTBold

    /ArialUnicodeMS

    /CenturyGothic

    /CenturyGothic-Bold

    /CenturyGothic-BoldItalic

    /CenturyGothic-Italic

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Average

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages false

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Average

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages false

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



	Question 26: Off
	Question 28: Off
	Question 29: Off
	Full_Name: 
	DOB: 
	Question 16: Off
	Question 17: Off
	Question 18: Off
	Question 19: Off
	Question 20: Off
	Question 21: Off
	Question 22: Off
	Question 23: Off
	Question 24: Off
	Question 25: Off
	Question 7: Off
	Program 1 Facility Name: 
	Program 1 Specialty: 
	Program 1 Start Date: 
	Program 1 Location: 
	Program 1 End Date: 
	Program 2 Facility Name: 
	Program 2 Specialty: 
	Program 2 Start Date: 
	Program 2 Location: 
	Program 2 End Date: 
	Program 3 Facility Name: 
	Program 3 Specialty: 
	Program 3 Start Date: 
	Program 3 Location: 
	Program 3 End Date: 
	Question 8: Off
	Question 9: Off
	Question 10: Off
	Question 11: Off
	Question 12: Off
	Question 13: Off
	Question 14: Off
	Question 15: Off
	Other Licensure Location 1: 
	Other Licensure Number 1: 
	Other Licensure From 1: 
	Other Licensure To 1: 
	Other Licensure Location 2: 
	Other Licensure Number 2: 
	Other Licensure From 2: 
	Other Licensure To 2: 
	Other Licensure Location 3: 
	Other Licensure Number 3: 
	Other Licensure From 3: 
	Other Licensure To 3: 
	Other Licensure Location 4: 
	Other Licensure Number 4: 
	Other Licensure From 4: 
	Other Licensure To 4: 
	Question 4: Off
	Question 5: Off
	Question 5 License Number: 
	Question 5 Expired Date: 
	Question 6: Off
	Examination Title 1: 
	Examination Date Passed 1: 
	Examination Title 2: 
	Examination Date Passed 2: 
	Examination Title 3: 
	Examination Date Passed 3: 
	Examination Title 4: 
	Examination Date Passed 4: 
	Medical School 1 Name: 
	Medical School 1 Start Date: 
	Medical School 1 Address: 
	Medical School 1 End Date: 
	Medical School 2 Name: 
	Medical School 2 Start Date: 
	Medical School 2 Address: 
	Medical School 2 End Date: 
	Medical School of Graduation: 
	Title of Degree: 
	Degree Date: 
	App Type Graduate: Off
	App Type  PNS: Off
	App Type  LPL: Off
	App Type  PL: Off
	Priority Veteran: Off
	Priority Underserved: Off
	Priority Spouse: Off
	Legal Name - Last: 
	Legal Name - First: 
	Legal Name - Middle: 
	Legal Name - Suffix: 
	Other Names Alias: 
	SSN or ITIN: Off
	SSN_ITIN: 
	Gender: Off
	Phone - Primary: 
	Phone - Cell: 
	Phone - Work: 
	Email: 
	AOR Line 1: 
	AOR Line 2: 
	AOR City: 
	AOR State: 
	AOR ZIP: 
	AOR Country: 
	Confidential Address Line 1: 
	Confidential Address Line 2: 
	Confidential Address City: 
	Confidential Address State: 
	Confidential Address ZIP: 
	Confidential Address Country: 
	Question 1: Off
	Question 2: Off
	Question 3: Off
	Date of Signature: 


