Application for Medical Faculty
Certficate for Allopathic Physicians

Board of Medicine
P.O. Box 6330
Tallahassee, FL 32314-6330

Wehsite: https://flboardofmedicine.gov/
Email: BOM_InitialApps@flhealth.gov

Phone: (850) 245-4131
Fax: B50-488-0596
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Are you an active-duty member of the United States Armed Services?
Are you a veteran of the United States Armed Services?
Are you the spouse of a veteran of the United States Armed Services?

Are you the spouse of an active member of the United States Armed Services?

If you answered "Yes" to any of these questions, you may qualify for a reduction in
your application fees. You can find information about the Florida Department of
Health's commitment to serving members and veterans of the United States Armed
Forces and their families online at
http://www.flhealthsource.gov/valor.
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Medical Faculty Certificate Requirements

Pursuant to chapter (ch.) 458.3145, Florida Statutes, applicants must meet the following requirements:

Be a graduate of an allopathic medical school accraditad by the World Health Organization.
Hold a valid, current license lo practice medicine in another jurisdiction.

Have completed an approved residency or fellowship of at least one year or have recelved training
which has been determined by the board to be equivalent to the one-year residency requirement.

Been olfered and accepted a full-time faculty appoinlment o teach in a program of medicine at:

Burrell College of Osleopalhic Medicine in Melbourne, Florida

Florida Atlantic University

Florida International Univarsity

Flarida State University

Johns Hopkins All Children's Hospital in St, Petersburg, Florida

Lake Erle College of Osteopathic Medicine in Bradenton, Florida

Lincoln Memorial University-DeBusk College of Osteopathic Medicine in Orange Park, Florida
Loma Linda University School of Medicine - AdventHealth regional campuses in Orlando, Florida
Mayo Clinic College of Medicine and Science in Jacksonville, Florida

Nova Southeastern University

Orlando College of Osteopathic Medicine

University of Central Florida

University of Flarida

University of Miami

University of South Florida
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Only praclice madicing in conjunction with a full-lime lacully position at an accrediled medical school
in the state of Florida and its affiliated clinical facilities ar teaching hospitals.

Florida Birth-Related Neurological Injury Compensation Association (NICA) Fund

All physicians licensed in Florida are required to pay into the NICA fund unlass qualified for exemption. Visit
www nica com/medical-praviders/ for information on NICA participating, non-participating, and exempt.

“Participating,” is for Florida licensed physicians who practice obstetrics or perform obstetrical services on a full or part-time
basis and do not meet any of the exemption criteria.

“Non-participating,” is for Florida licensed physicians who do not practice obsletrics or perform obstetrical services and do not
meet any of the exemption criteria,

To delermine if you qualily for exemption, review the exemptions lisled on the page enliled “Florida Birth-Related MNeurological
Injury Compensation Asscciation (NICA) Farm® or visit the NICA websile listed above,
Dispensing Practitioner Information

"Dispensing” is definad as the transler of possession of medicinal drugs from a physician to a patient in the ofice. A
practiioner who writes prescriptions or provides medicinal drugs labeled as “drug sample” or “complimentary drug” is nol a
“dispensing practitioner,” and therefore does not need to register with the department,
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Application for Medical Faculty
Certificate for Allopathic Physicians
FEOTI d& Board ofuzedlclne
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Fax: (850) 468-0596
Email: BOM_InitialApps@fihealth.gov

Do Not Write in this Space
For Revenue Receipting Only

All physicians licensed in Flarida are required to pay into the NICA fund unless qualified for exemption. See page 3

far information on NICA paricipating, nan-participating, and exampt.

Medical Faculty Certificate {1508) $705.00 + NICA Fee Total fee includes the following:

" Application Fee (non-refundable) $350.00
f :

Select the appropriate fee based on NICA status Initial Licanse Fee $350.00
NICA Exempt: 30,00 - Total $705.00 (Submit proof of exemption) Unlicensed Activity Fee $5.00
, NICA Exempl Fee $0.00
NICA Non-Participating: $250.00 - Total $955,00 NICA Non-Participating Fee $250.00
NICA Participating; $5,000,00 - Total $5,705,00 NICA Parlicipating Fee $5,000.00
Dispensing {optional) 5100.00

Dispensing® (Optional) + $100,00 *see descrnplion on page 3

Fees must be paid in the form ol a cashier's check or money order, made payable lo the Deparlment of Health. Reguests for a
refund must be made in wriling, Fees are refundable for up to three years from the date of receipl,

1. PERSONAL INFORMATION

Name: Date of Birth:

Lasl/Surname First Middle

Mailing Address: (The address where mail and your license should be sent)

MMIDDIYYYY

Street/P.O. Box Apt. No. City

State ZIP Country Homea/Cell Telephons

Physical Location: (Required if mailing address is a P.O. Box- This address will be pested on the Department of Health's website.)

Stresl (Place af Employment) Suite No,  City
Stale Fd | o Counlry Waork/Cell Telephone
EQUAL OPPORTUNITY DATA:

We are required to ask that you furnish the following information as part of your voluntary compliance with 41 CFR Part 60-3-Uniform
Guidelines on Employee Selaction Procadure (1078); 43 FR 38295 and 38296 {August 25, 1978). This information is gathered for

siatistical and reporting purpases only and does not in any way affect your candidacy for licensure.

Gender. Male Race: Native Hawaiian ar Pacific |slander
Femalke American Indian or Alaska Nalive
Two or More Races

H=panic or Lating White
Black or African American Asian

Email Notification: To be notfied of the status of your application by email, chack tha *Yes” box and fill in your email address on the
line provided. If you choose to be notified via emad you will be responsitie for checking your emad regularly and updating your emall

address wilh 1he board office.
Yes No Email Address:

Under Flonda law, email addresses are public records, I you do not want your email address released in respanse 1o a public records

request, do not provide an email address or send electronic mail to our office. Instesd contact the office by phone or in writing.
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2. SOCIAL SECURITY DISCLOSURE

This information is exempt from public records disclosure.

Pursuant to Title 42 United States Code § 666(a){13). the department is required and authorized to
collect Sacial Security numbers relating to applications for professional licensure. Additionally, section
(s.) 456.013(1)(a), Florida Statutes, authorizes the collection of Social Security numbers as part of the
general licensing provisions.

Last Name:

First Name:

Middle Name:

U.S. Social Security Number:

Social Security Information- * Under the Federal Privacy Acl, disclosure of Sacial Security numbers is
voluntary unless specifically required by federal statute. In this instance, Social Security numbers are
mandatory pursuant to Title 42 United States Code § 653 and 654; and s, 456.013(1), 409.2577, and
409.2598, Florida Slalutes, Social Security numbers are used 1o allow efficient screening of applicants
and licensees by a Title IV-D child support agency to ensure compliance with child support obligations.
Social Security numbers must also be recorded on all professional and occupational license
applications and will be used for license identification pursuant to Personal Responsibility and Work
Oppertunity Reconciliation Act of 1996 (Welfare Reform Act. 104 Pub. L. Section 317). Clarification of
the SSA process may be reviewed at www.ssa.qov or by calling 1-800-772-1213.
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Name:

3. EMPLOYING UNIVERSITY

Select the Employing University:

Mayo Clinic College of Medicine and Science
in Jacksonville, FL

Burrell College of Osteopathic Medicine in Melbourne, FL

Florida Allantic University ' Nova Southeastern University
Florida International University Crlando Callege of Osleopathic Medicing
Florida State University | University of Central Florida
John Hopkins All Children’s Hospital in St. Patersburg, FL | University of Florida
_Lake Erie College of Osteopathic Medicine in Bradenton, FL _University of Miami

Lincoln Memarial University-DeBusk College of Osleopathic

Medicine in Orange Park, FL University of South Florida

Loma Linda University School of Medicine - AdventHealth regional campuses in Orfando, FL

4. APPLICANT BACKGROUND

A. Ara you using the Federalion Credentials Verification Service (FCVS) to verify your cora credentials?
Yes MNo

FCVS is not a requirement for licensure. FCVS will primary source verify and provide a copy of the medical
schoal transcript(s), medical school diploma, medical school verification, name change document(s), national
examination score report, ECFMG certificate, ECFMG verification and postgraduate training verifications. For
mora information about FCVS, visit their website at woww.fsmb.oraffcvs/.

B. List any ather name(s) by which you have been known in the past, Attach additional sheets if necessary,

C. List the year you legally began to practice madicine {may be the date you began your postgraduate fraining).

S - 1| o A,
YYYY

D. Do you hold, or have you ever held a license o practice medicine or any other regulated professicnal
license(s)? Yes No

E._List all requlated professional licenses (active, inactive, or lapsed). Attach additional sheets if necessary.

3 z 5 Original Date Expiration
License State/Jurisdiction “
Type License # or Country Issued Date Status of License

(MM/DD/YYYY) | (MM/DDIYYYY)

Submit a License Verlification form to ALL state(s) of licensure. License verifications must be received directly
fram tha licensing authority or www.veridoc_org regardless of the stalus of the license. Check www.veridoc.org for
states that use the online verfication service, Applicants educated outside the U.S. may be required to request
international license verification(s). You will be notified in writing il internalional license verification is required.

F. i you have ever served in the United Slates (U.S.) Military or Public Health Sarvice (PHS), have you ever bean
disciplined by any branch of the U.S. Military or PHS? Yes No N/A

If “Yes,” provide the following:

A self-explanation on a separate sheet providing accurate details (including, but not limited to, the
date(s), location(s), and specific circumstances),

Documentation from the U.S. Military/PHS regarding the charge(s)/event(s).

DH-MQA 1072, Revised 8/2025, Rule 64B8-4.008, F.A.C. Page 6 of 26



Name:
5. AVAILABILITY FOR DISASTER

Would you be willing to provide health services in spacial needs shalters or to help staff disaster medical assistance
teams during times of emergency or major disaster? Yes No

If you respond "Yes," your name will be added to a listing that is available to the Department of Heallh if a disaster
i5 declared. If you live in an area where you may be able ta help you will be called on if needed.

6. EDUCATION / TRAINING HISTORY

A List in chronological order all medical schools attended, whether completed ar not. Attach a separate sheet if

necessary.
Date Degree
School Name School Address szar:l?-:' : : ::?ggmiﬂ Rt:coiv?m
(MM/DDIYYYY)
o
{o
o
o

All applicants except those using FCVS must have the "Medical Degree Verification™ form (found at the
back of the application) submitted directly to the board office from the schaol from which they received their
medical degree. Any informalion nol verifiable by FCVS may require the applicant to submit it.

B. Listin chronological erder from date of graduation from medical school to the present all postgraduate training

(intemship/residency/fellowship). Lisl all programs you began, whelher or not you complated or received credit
for the training.

Program Name/Address Specialty Area Fgﬁ;ﬁ:{:ﬁgg#ﬁ:% R :ézs;h?
to Y N
to Y N
to Y N

All applicants except those using FCVS must have the “Postgraduate Training Verification” form (found
at the back of the applicalion) submilted direclly 1o the board office from the Chairman/Director of each
postgraduate training program attended, whether completed or not, Any information not verifiable by FCVS may
require the applicant lo submit it

C. Are you ceriifiad by any specialty board recognized by the American Board of Medical Spacialties or speacialty

board approved by the Florida Board of Medicine? Yes No
If you responded “Yes," complete the following:
Date of
Board Name Certification/Specialty/Subspecialty Certification
(MMIYYYY)

7. EMPLOYMENT HISTORY

List in chronological erder all employmeant, non-employment, and/or any unaccounted period from the date you
graduated medical schoal to present. If needed, continue on a separate sheet of paper.

Employment Dates:

Name of Employer From-To (MM/DD/YYYY)

Employer Address Position Title

to

to

o
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Name:

8. ACADEMIC FACULTY APPOINTMENTS / STAFF PRIVILEGES
A. Do you currently hold a faculty appointment at an accradiled medical school? Yas No

B. Have you had the responsibility for graduate medical education wilhin the last 10 years? Yes No

If you responded “Yes," complete the following:

Name of Institution City/State Title of Appointment

C. Do you currently hold staff privileges in any hospital, health Institution, clinic, or medical facility?
Yes Mo

If you responded "Yes," complete the following:

Name of Facility City/State Type of Privileges From-To (MM/DDIYYYY)
to
| | 1o

D. Have you ever had any staff privileges deniad, suspended, revoked, modified, restricted, not renewed, or
placed an probation, or have you been asked to resign ar take a temporary leave of absence or otherwise acted
against by any lacilily? Yes No

If you responded “Yes," complete the following:

Name of Facllity Address From-To (MMDDIYYYY) | ,on9%)
to Y N
to Y N

If you responded “Yes" to D, you must provide the following:
A written self-explanation on a separate sheet describing in detail the circumstances
Supporting documents from the applicabla entity

9. OTHERITEMS REQUIRED

National Practitioner Data Bank (NPDB) Self-Query- All applicants are required lo complete a self-query to the
NPDB and upan receipt of the repart, pravide the board office with a copy. The NPDB charges a fee to provide the
self-query. You may contact NPDB at www.npdb.hrsa.qov/.

Dean's Letter- All applicants are required to have a letter sent by the Dean of the educational institution you will
be wiorking for, thal reflecls the offer and acceptance of a full-lime facully appointment o teach in a program.

All supporting documentation not submitted with the application must be sent to the board office at
BOM_InitialApps@fihealth.gov or mailed to:

Board of Medicine
4052 Bald Cypress Way Bin C-03

Tallahassee, FL. 32399-3253
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Name:

This information is exempt from public records disclosure.

10. HEALTH HISTORY

The board and the depariment, as part of its rasponsibility to protect the health, safety, and welfare of the public,
must assess whether an applicant manifests any physical, mental health, or substance use issue that impairs the
applicant’s ability to meet the eligibility raquiremants for a health care practitioner as definad in chapter (ch.) 456,
Florida Statutes, and the applicable statutory practice acts.

The board and the deparlmenl support applicants seeking frealment and views effective lreatment by a licensed
professional as enhancing the applicant’s ability to meet the eligibility requirements to practice a health care
profession.

Seaking assistance with stress, mild anxiaty, situational depression, family or marital issues will not adversaly affect
the outcome of a Florida health care practitioner application. The board and the department do not request that
applicanls disclose such assistance.

1. During the lasl two years, have you been treated for or had a recurrence of a diagnosed physical or mantal
disorder that impairad or impairs your ability to practica? Yes Nao

2. During the last five years, have you been treated for or had a recurrence of a diagnosed substance-related
(alcohol or drug) disorder that impaired or impairs your ability to practice? Yes No

If a “Yes" response was provided to any of the questions in this section, provide the following documents
direclly 10 the board office:

A letter from a licensed health care practitioner, who is qualified by skill and training to address the
condilion idenlified, which explains the impact the condilion may have on he ability lo practice the prolession
with reasonable skill and safety. The letter must specify that the applicant is safe to practice the profession
withoul restriclions or specifically indicate the restrictions that are necessary. Documentation provided must be
dated within one yaar of the application date,

A written self-explanation, identifying the medical condilion(s) or occurrence(s); and currant status.
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Name:

11. DISCIPLINE HISTORY
A. Have you aver had any professional license ar license to pracltice madicine revoked, suspended, placed on
probatien, received a citation, or other action taken in any state, territory, or country?
Yos No

B. Have you ever had any application for a license to practice a requlated profession, including medicine, denied
by any state board or the licensing authority of any state, territory, or country? Yes No

If you responded "“Yes" in questions A-B, you must provide the following:
A written self-explanation, describing in detail the circumstances surrounding the disciplinary action.

A copy of all pertinent information including Administrative Complaint(s), Final Order(s), and current
disposition.

C. Are you currently under investigation or prosecution in any jurisdiction for an act that would constitute a viclation
under s. 456.072, Florida Statutas, ar s. 458,331, Florida Statutes? Yas No

If you responded "Yes" to question C, you must provide the following:

A written self-explanation, describing in detail the circumstances surrounding the investigation or
prosecution.

A letter from the state board/entity explaining the results of the investigation or prosecution.

If you responded “Yes" in questions A-C, complete the following:

Name of Agency State {':':t ggml Final Action Al;:::?
Y N
Y N
Y N

D, Have you ever had any final disciplinary actien taken against you by a specialty board ar ather similar national
organizalion? Yes No

E. Have you ever been denied or surrendered a Drug Enforcement Agency (DEA) registration? Yes No
If you responded “Yes" in questions D-E, you must provide the following:
A written self-explanation on a separate sheet describing in detail the circumstances,

Supporting documents fram the applicable entity.
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Name:

12. CRIMINAL HISTORY

Have you ever been convicted of, or entered a plea of guilly, nolo contendere, or no contest to any crime in any
jurisdiction other than a minor traffic offense? You must include all misdemeanars and felonies, even if adjudication
was withheld. Pursuant to s. 943.0585(6)(b), Florida Stalutes, and s. 943.059(6)(b), Florida Statutes, an applicant
seeking to he licensed by the Department of Health must disclose expunged and sealed criminal history records.

Reckless driving, driving while license suspanded or revoked (DWLSR), driving under the influence (DUI) or driving
while impaired (DWI1) are not minor traffic offenses for purposes of this queastion. Yes No

If you responded “Yes" in this section, complete the following:

Offense Jurisdiction (MM J:I);::’YW] Final Disposition A‘;:::?
Y N
Y N
Y N

If you responded "Yes,” you must provide the following:

A written self-explanation, describing in delail the circumstances surrounding each offense; including
date, city and state, charges and final results,

Final Dispositions and Arrest Records for all offenses. The Clerk of the Court in the arresting
Jurisdiction will provide you with these decuments. Unavailability of these documents must come in the
form of a letter from the Clerk of tha Court.

Completion of Sentence Documents. You may obtain documents from the Department of Corrections.
The report must include the start date, end date, and that the conditions were met.

13. CRIMINAL AND MEDICAID / MEDICARE FRAUD QUESTIONS

IMPORTANT NOTICE: Applicants for licensure, certification, or registration and candidates for examination may ba
excluded from licensure, certification, or registration if their felony convictions fall into certain timeframes as
established in 5. 456.0635(2), Florida Stalutes.

1. Have you been convicted of, or entered a plea of guilty or nolo contendere, regardless of adjudication, to a felony
under ch. 409, Florida Statutes (relating to social and economic assistance), ch. 817, Florida Statutes (relating to
fraudulent practices), ch. 893, Florida Statules (relating to drug abuse prevention and control), or a similar felony
offense(s) in another state or jurisdiction? Yes No

If you responded “No” to the question above, skip to question 2.

a. li“Yes"to 1. for the felonies of the first or second degree, has it been more than 15 years from the date of
the plea, sentence, and completion of any subsequent prabation? Yes No

b. If"Yes"to 1, for the felonies of the third degree, has it been mare than 10 years from tha date of the plea,
sentence, and completion of subsequent probation (this question does not apply to felonles of the third
degree under s. 883.13(6)(a), Florida Slatutes)? Yes No

c. If*Yes"to 1, for the lelonies of the lhird degree under s. 893.13(6)(a), Florida Stalutes, has it been more
than five years from the date of the plea, sentence, and completion of any subsequent probation?
Yes No

d. 1f*¥es" 10 1, have you successfully completed a drug court program that resulted in the plea for the felony
offense baing withdrawn or the charges dismissed (if “Yes® provide supporting documentation)?
Yes No
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MName:

Have you bean convicted of, or entered a plea of guilty or nolo contendere, regardless of adjudication, to a felony
under 21 U.S.C. ss. 801-970 (relating to controlled substances) or 42 U.S.C. ss. 1395-1396 (relating to public
health, welfare, Medicare and Medicaid issues)? Yes MNo

If you responded “No” to the question above, skip to question 3.

a  If*Yes"to 2, has it been more than 15 years before the date of application since the sentence and any
subsaquent parod of probation for such conviction or plea endad? Yes Na

Have you aver been terminated for cause from the Florida Medicaid Program pursuant to 5. 409.913, Florida
Statutes? Yes No

If you responded “No” to the question above, skip to question 4.

a. If you have bean lerminated bul reinslated, have you been in good standing wilh the Florida Medicaid
Program far the most recent five years? Yes No

Have you ever been tarminated for cause, pursuant to the appeals pracedures established by the state, from any
ather state Medicald program? Yes No

If you responded “No" to the question above, skip to question 5.

a. Hava you been in good standing with a state Medicaid pregram for the mast recant five years?
Yes No

b. Did termination accur at least 20 years before the date of this application? Yes No

Are you currently listed on the United States Department of Health and Human Servicas' Office of the Inspactor
General's List of Excluded Individuals and Entities {LEIE)? Yes No

a. lfyouresponded "Yes" to the question above, are you listed hecause you defaulted or are delinquent on a
sludent loan? Yes No

b If you responded “Yes" to question 5.a., IS the student loan default or delinquency the only reason you are
listed an the LEIE? Yes No

If you responded "“Yes" to any of the questions in this section, you must provide the following:

A written self-explanation for each question including the county and state of each termination or conviction,
date of each termination or conviction, and copies of supporting documentation,

Supporting documentation including court dispositions or agency orders where applicable.

Documentation for sections 10 and 11 must be Documentation for sections 12 and 13 must

BOM_InitialAppsitflhealth.gov or mailed to: MOA.BackgroundScreendflhealth.gov or

sent to the board office at be sent to the Background Screening Unit at

Board of Medicine mailed to:

4052 Bald Cypress Way Bin C-03 Background Screening Unit
Tallahassee, FL 32399-3253 Florida Department of Health
4052 Bald Cypress Way, Bin BSU-01
l'allahassee, FL. 32399
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Name;

14. MALPRACTICE / LIABILITY CLAIM HISTORY

A. Have you had a judgment entered against you for medical malpractice when the incident(s) of malpractice
accurred after November 2, 20047 Yes No

B. Within the last 10 years have you had any liability claims or actions for damages for personal injury settled or
finally adjudicated in an amount that exceeds $100,0007 Yes No

If you responded “Yes" to any of the questions In this section, you must provide the following:
A written self-explanation listing your involvement in each case
Completed Exhibit 1 form for each case (found following the application)
A copy of the complaint and disposition for each case

For judgments when the incident(s) of malpractice occurred after November 2, 2004, the entire
case record must be submitted in electronic format (either PDF or TIFF), preferably on a DVD (do not
send originals). The record must include:

= Initial and/or amended complaint
a  Trial transcripts

= Evidentiary exhibits

= Final judgment

15. LIVESCAN PRIVACY STATEMENT

I have been provided and read the statement from the Florida Department of Law Enforcement regarding the
sharing, retention, privacy and right to challenge incorrect criminal history records and the *Privacy Statement”
document from the Federal Bureau of Investigation (found in the forms following this application).

The board will not receive your Livescan results if you do not confirm the above statement by checking the box.

Electronic Fingerprinting: (Required for ALL applicants)

All applicants, including out-of-state applicants, are required to submit their fingerprints electronically, The Department of
Health accepls eleclronic lingerprinting offered by Livescan service providers that are approved by the Florida Department
of Law Enforcement. For a list of approved vendors, please visit our wehsite at:

ntipiwaww flhealthsource. govibackground-screenina/,

Typically, background results submitted by Livescan are received by the board within 24-72 hours of being processed
The board's ORI number is EDOH2014Z. The board cannol accepl hard fingerprint cards or results. All results must be
submitted electronically by the Livescan servica provider.

The Florida Department of Health retains fingarprints on any applicant in the Cara Provider Clearinghouse. Ona of the
requirements for your Livescan to be retained in the Care Provider Clearinghouse is a photograph must be taken by the
Livescan service provider al the lime of fingerprinting. Your background screening resulls will be retained far five years.
Licensees will be notified when their retention date is approaching and will be provided instructions on haw to ratain their
fingerprints lo avoid having lo submit a new background screening.
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Name;

16. APPLICANT SIGNATURE

I have carefully read the questions in the application and have answered them completely, without reservations of any
kind. | state that my answers and all stalements made by me are lrue and corract. | recognize that providing falsa
information may result in disciplinary action against my license or criminal penalties pursuant to s. 456,067, Florida
Statules.

Florida law requires me to immediately inform the board of any material change in any circumstances or condition
slated in the application which takes place batwean the initial filing and the final granting or denial of the license and
to supplement the information on this application as needed,

| authoriza all hospitals, institutions or organizations, my references, personal physicians, employers (past and
present), and all governmental agencies and instrumentalities (local, state, federal, or foreign) to release to the Florida
Board of Medicina information which is material to my application for licensura.

I undersland thal my records are protected under federal and stale regulations governing Confidentiality of Mental
Health Patient Records and cannot be disclosed without my writtan consent unlass otherwise provided in tha
regulations. | understand that my records are protected under federal and state regulations governing Confidentiality
of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written consent
unless otherwise pravided in the regulations. | also understand that | may revoke this consent at any time except to
the exlant that action has been taken in reliance upon it

Seclion 456.013(1)(a). Florida Statutes, provides that an incomplete application shall expire one year after the initial
filing with the depariment.

Applicant Signatwre ______ Date - -
You may print (s applicalion and sign it or sign digitally. MMDDIYYYY

Applicants who do not currently have a practice address are required to update their online practitioner profile
with a practice address when it is available.
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If you are using FCVS do not submit this form.

Complete verifications must be sent directly from the medical education institution
to the board office by fax to (850) 412-1268 or by mail to:

Board of Medicine
4052 Bald Cypress Way Bin C-03

Tallahassee, FL 32399-3257

Board of Medicine
Medical Degree Verification

Nama: Dalsa of Birth:
MMIDDYYY'Y
Part I: To be completed by applicant
Nama of Medical School:
Address:
City: State: ZIP:

Part Il: To be completed by Medical Education Institution

The above-named doctor has applied for licensure in the stata of Florida. Please complele this section and submit to
the above address,

Type of degree awarded:

Date degree received:

MMIDDIYYYY

Verifier Name Tille

Signature Date

MM/DDIYYYY

Affix school seal
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If you are using FCVS do not submit this form.

Complete verifications must be sent directly from the chairman/director
of the postgraduate training program to the board office by fax to (850) 412-1268
or by mail to:

Board of Medicine
4052 Bald Cypress Way Bin C-03

Tallahassee, Fl, 3239%9-3257

Board of Medicine
Postgraduate Training Verification

Name:

Part I: To be completed by applicant

Institution Name:

Department;

Address:

City: State: ZIP:

Phone Number:

Part Il: To be completed by Training Institution

The above-named doctor has applied for licensure in the state of Florida, Please complete this section and submit to
the above address,

1. Dates of internship/residency/fellowship: to
MAM/DDIYYYY MM/DDIYYYY

2. Matriculation date:

MMIDDIYYYY
3. Completiondate:

MMDDIYYYY
4. Specialty:
5 Tne levels completed under your purview; |  PGYI| PGYII | PGY Il PeYIV] PGYV |
6. Accreditedby: | ACGME | RCPSC |  CFPC | Other |

Program Director/Chair Name

Signature Date

MM/DDIYYYY
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This form is required Board of Medicine
for ALL applicants. -

Financial Responsibility
P.r]__l.:t’ 10f2

Name:

The Financial Rasponsibility options ara divided into two categories: coverage and exemplions.

Choose only ONE option that best describes your situation, unless you choose option 6 in the “Financial Responsibility
Coverage” section. Mot making a cheice or choosing more than one option will make this form invalid. Staff is unable to
advise you on which option to choose. If you have questions regarding an option, consult your legal counsel, insurance
company or financial inslitution.

FINANCIAL RESPONSIBILITY COVERAGE

1. | do not have hospital staff privileges, | do not perform surgery at an ambulatory surgical center, and | have
established an irrevocable letter of credit or an escrow account in an ameunt of $100,000/5300,000, in accord
with ch. 675, Florida Statutes, for a letter of credit and s. 625.52, Florida Statutes, for an escrow account,

2. | have hospilal slaff privileges or | perform surgery al an ambulatory surgical cenler, and | have established an
irevocable letter of cradit or escrow account in an amount of $250,000/5750,000, in accord with ch. 675, Flarida
Statules. for a letter of credit and s. 625.52, Florida Statules, for an escrow account.

3. | do not have hospial staff privileges, | do not perfarm surgery at an ambulatory surgical center, and | have
oblained and mainlain professional liability coverage in an amount nol lass than $100,000 per claim, with a
minimum annual aggregate of not less than $300,000 from an authorized insurer as defined under s. 624,09,
Florida Stalutes, from a surplus lines insurer as defined under s. 626.914(2), Florida Statutes, from a risk
retention group as definad under s. 627.942, Florida Statutes, from the Joint Underwriting Association established
under s, 627.351(4), Florida Stalutes, or through a plan of self-insurance as provided in s. 627,357, Florida
Statules.

4. | have hospital slaff privileges or | perform surgery al an ambulatory surgical cenler, and | have prolessional
liahility coverage in an amount not lass than $250,000 per claim, with @ minimum annual aggregate of not less
than §750,000 from an authorized insurer as defined under s. 624.09, Florida Statutes, from a surplus lines
insurer as defined under s. 626.914(2), Florida Statutes, from a risk retention group as definad under s. 627.942,
Florida Statutes, from the Jaint Underwriting Association established under s, 627.351(4), Florida Statutes, or
through a plan of self- insurance as providad in 5. 627.357, Florida Stalutes.

5. Ihave elecled nol to carry medical malpractice insurance; however, | agree Lo salisfy any adverse judgments up
1o the minimum amounts pursuant to s. 458.320(5){g)1, Florida Statutes. | understand that | must either post
nolice in a sign prominently displayed in my reception area or provide a written statement to any person to whom
medical services are being provided that | have decided not to carry medical malpractice insurance. | understand
that such a sign or notice must contain the wording specified in s. 458.320(5)(g), Florida Slatutes.

6. | am exempt from financial responsibllity coverage (If you choose this option you must choose one option
from the exemption category on the following page.)
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Board of Medicine
Financial Responsibility
Page 2 of 2

Name:

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. | practice medicine exclusively as an officer, employee, or agent of the federal governmaenl, or of lhe slale or its
agencies or subdivisions,

2. | hold a limited license issued pursuant o 5. 458.317, Florida Statutas, and practica only under tha scope of such
limited license.

3. I practice only in conjunction with my teaching duties at an accredited medical scheol or its teaching haspitals.
(Inlerns and residenls do not qualify for this exemption.)

4. | have no malpraclice exposure because | do not practice in the state of Florida. | will notify the depariment
immediately before commencing practice in the state,

5. 1 am exempt from demonstrating financial responsibility due to meeting all the following criteria (If you salect this
option you must also complete the “Financial Responsibility Affidavit of Exemption” form that follows this

pagaj):

a. | have held an active license to practice in this state or another state or some combination thereof for more than
15 years,

b. I am retired or maintain a part-time practice of no more than 1,000 patient contact hours per year.

c. | have no more than two claims resulting in an indemnity exceeding $25,000 within the previous five-year period.

d. | have not been convicted of or pled guilly or nolo conlandere to any criminal violation specified in ch. 458,
Florida Statutes, or the medical practice act in any ather state,

€. | have not been subject, within the past 10 years of practice, to license revocation, suspension, or probation for a
perod of three years or longer, or a fine of $500 or more for a violation of ch, 458, Florida Statutes, or the
medical practice act of another jurisdiction. A regulatory agency’s acceptance of a relinquishment of license,
stipulation, consent order, or other setliement oflered in response Lo or in anticipation of filing of administrative
charges against a license is construed as action against a license. | understand if | am claiming an exception
under this section that | must either post notice in a sign prominently displayed in my receplion area or provide a
written statement to any person to whom medical services ara heing provided that | have decided not to camry
medical malpraclice insurance. See s. 458.320(5)(f), Florida Slatutes, for specilic nolice requiremaents,

Section 456.067, Florida Statutes, penalty far giving false information. - In addition to, or in lieu of, any other discipline
imposed pursuant lo s. 456.072, Florida Statules, the act of knowingly giving fatse information in Lthe course of applying for
or obtaining a license for the depariment, or any board thereunder, with intent to mislead a public servant in the
performance of his or her duties, or the act of attempting to obtain or obtaining a license from the department, or any
board thereunder, lo practice a profession by knowingly misleading stalemenls or knowing misreprasentations conslilutes
a felony of the third degree, punishable in s, 775.082, Florida Statutes, 5,775.083, Florida Statutes, ar s. 775,084, Florida
Statules.

Applicant Signature Date

MM/DDYYYY
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Board of Medicine
Financial Responsibility Affidavit of Exemption

This affidavit is only required if you are claiming exemption
based on #5 on the preceding page.

I, , do certify and attest that | maet all the following criteria:
(Namae)

a. | have hald an active license lo practice in Lhis stale or another state or some combination thereof for more than
15 years.

I am retired or maintain a part-time practice of no more than 1,000 patient contact hours per year.
I have no more than two claims resulting in an indemnity exceeding 25,000 within the previous five-year period.

d. |have nat been convicted of ar pled guilty or nolo contendere to any criminal violation spacified in ch. 458,
Florida Statules, or the medical praclice acl in any other state,

2. | have not been subject, within the past 10 years of praclice, to license revocalion, suspension, or probation for a
perind of three years or longer, or a fine of $500 or more for a violation of ch. 458, Florida Statutes, or the
medical practice act of another jurisdiction. A regulatory agency's acceptance of a relinquishment of license,
stipulation, consent order, or other sattlement offered in response to or in anticipation of filing of administrative
charges against a license is conslrued as action against a license. | understand if | am claiming an exception
under this saction that | must either post notice in a sign prominently displayed in my reception area or provide a
wrillen statement to any person to whom medical services are belng provided that | have decided not to carry
medical malpractice insurance, See s. 458,320(5)(f), Florida Statutes, for specific notice requirements,

Applicant Signature Date
MM/DDIYYYY
State of County of
Swiorn lo andfor subscribed before me Lhis day of .20
by

Personzlly Known _ OR Praduced Identification

Type of ldentification Producad

Notary Signature Printed Name of Notary

Thess signature fields cannot be typed. You must print the form and sign it before a notary public.

[ NOTARY SEAL]
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FLORIDA DEPARTMENT OF LAW ENFORCEMENT

NOTICE FOR ALL APPLICANTS SUBMITTING FINGERPRINTS WHERE CRIMINAL RECORDS RESULTS
WILL BECOME PART OF THE CARE PROVIDER BACKGROUND SCREENING CLEARINGHOUSE

NOTICE OF:
» SHARING OF CRIMINAL HISTORY RECORD INFORMATION WITH SPECIFIED AGENCIES,

» RETENTION OF FINGERPRINTS,
* PRIVACY POLICY, AND

* RIGHT TO CHALLENGE AN INCORRECT CRIMINAL HISTORY RECORD

This notice is to inform you that when you submit a set of fingerprints to the Florida Department of Law
Enforcement (FDLE) for the purpose of conducting a search for any Florida and national criminal history
records that may pertain to you, the results of that search will be retumed to the Care Provider Background
Screening Clearinghouse. By submitting fingerprints, you are authorizing the dissemination of any state and
national criminal history record to be employed, licensed, work under contract, or serve as a volunteer,
pursuant to the National Child Protection Act of 1993, as amended, and section 943.0542, Florida Statutes.
“Specified agency” means the Department of Health, the Department of Children and Family Services, the
Division of Vocational Rehabilitation within the Department of Education, the Agency for Health Care
Administration, the Department of Elder Affairs, the Department of Juvenile Justice, and the Agency for Person
with Disabilities when these agencies are conducling state and national criminal history background screening
on persons who provide care for children or persons who are elderly or disabled. The fingerprints submitted will
be retained by FOLE and the Clearinghouse will be notified if FDLE receives Florida arrest information on you,

Your Social Security Number (SSN) is needed to keep records accurate because other people may
have the same name and birth date. Disclosure of your SSN is imperative for the performance of the
Clearinghouse agencies’ duties in distinguishing your identity from that of other persons whose
identification information may be the same or similar to yours.

Licensing and employing agencies are allowed to release a copy of the state and national criminal record
information to a person who requests a copy of his or her own record if the identification of your record was
based on submission of the person’s fingerprints. Therefore, if you wish to review your record, you may
request that the agency that is screening the record provide you with a copy. After you have reviewed the
criminal history record, if you believe it is incomplete or inaccurate, you may conduct a personal review as
provided in 5. 943.056, Florida Statutes, and Rule 11C-8.001, F.A.C. If national information is believed to be in
error, the FBI should be contacted at 304-625-2000. You can receive any national criminal history record that
may pertain to you directly from the FBI, pursuant to 28 CFR Sections 16.30-16.34. You have the right to
obtain & prompt determination as to the validity of your challenge before a final decision is made about your
status as an employee, volunteer, contraclar, or subcontractor.

Until the criminal history background check is completed, you may be denied unsupervised access to children,
the elderly, or persons with disabilities.

The FBI's Privacy Statement follows on a separate page and contains additional information.
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US Department of Juslice
Federal Bureau of Investigation
Criminal Justice Information Services Division

PRIVACY STATEMENT

Authority: The FBI's acquisition, preservation and exchange of information requested by this form is generally
authorized under 28 U.S.C. 534. Depending on the nature of your application, supplemental authorities include
numerous Federal statutes, hundreds of State statutes pursuant to Pub. L.92-544, Presidential executive
orders, regulations and/or orders of the Attorney General of the United States, or other autharized authorities.
Examples include, but are not limited to: 5 U.S.C. 9101; Pub.L.94-29: Pub.L.101-604; and Executive Orders
10450 and 12968, Providing the requested information is voluntary; however, failure to furnish the information
may affect timely completion of approval of your application.

Social Security Account Number (SSAN): Your SSAN is needed to keep records accurate because other
people may have the same name and birth date. Pursuant to the Federal Privacy Act of 1974 (5 USC 552a),
the requesting agency is responsible for informing you whether disclosure is mandatory or voluntary, by what
statutory or other authority your SSAN is solicited, and what uses will be made of it, Executive Order 9397 also
asks Federal Agencies to use this number to help identify individuals in agency records.

Principal Purpose: Certain determinations, such as employment, security, licensing and adoption, may be
predicated on fingerprint-based checks. Your fingerprints and other information contained on (and along with)
this form may be submitted to the requesting agency, the agency conducting the application investigation,
andlor FBI for the purpose of comparing the submitted information to available records in order to identify other
information that may be pertinent to the application. During the processing of this application, and for as long
hereafter as may be relevant to the activity for which this application is being submitted, the FBI may disclose
any polentially pertinent information to the requesting agency and/or to the agency conducling the
investigation. The FBI may also retain the submitted information in the FBI's permanent collection of
fingerprints and related information, where it will be subject to comparisons against other submissions received
by the FBI. Depending on the nature of your application, the requesting agency andlor the agency conducting
the application investigation may also retain the fingerprints and other submitted information for other
authorized purposes of such agency(ies).

Routine Uses: The fingerprints and information reported on this form may be disclosed pursuant to your
consent, and may also be disclosed by the FBI without your consent as permitted by the Federal Privacy Act of
1874 (5 USC 552a(b)) and all applicable routine uses as many be published at any time in the Federal
Register, including the routine uses for the FBI Fingerprint Identification Records System (Justice, FBI-009)
and the FBI's Blanket Routine Uses (Justice/FBI-BRU). Routine uses include, but are not limited to, disclosure
to: appropriate governmental authorities responsible for civil or criminal law enforcement counterintelligence,
national security or public safety matters to which the information may be relevant; to State and local
governmenlal agencies and nongavernmental entities for application processing as authorized by Federal and
State legislation, executive order, or regulation, including employment, security, licensing, and adoption
checks; and as otherwise authorized by law, treaty, executive order, regulation, or other lawful authority. If
olher agencies are involved in processing the application, they may have additional routine uses.

Additional information: The requesting agency and/or the agency conducting the application investigation will
provide additional information to the specific circumslances of this application, which may include identification
of other authorities, purposes, uses and consequences of not providing requested information. In addition, any
such agency in the Federal Executive Branch has also published notice.
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Board of Medicine
Electronic Fingerprinting

Take this form with you to the Livescan service provider. Check the service provider's
requirements to see if you nead to bring any additional items,

¢ Background screening resulls are obtained from the Florida Department of Law Enlorcement and the Federal
Bureau of Investigation by submitting a fingerprint scan using the Livescan meathod.

= You can find Livescan service providers at: hitpJ//www. flheaithsource gov/backaround-screenina/.

= Failure to submit background scraening will delay your application,

e Applicants may use any Livescan service provider approved by the Florida Depariment of Law Enfarcement to
submit their background screening to the departiment.

¢ If you do nol provide the correct Originating Agency Identification (ORI) number o the Livescan service providar,
the board office will not recaive your background screaning resulis.

» The ORI number for the Board of Medicine is EDOH2014Z.

s You must provide accurate demographic information to the Livescan service provider at the time your fingerprints
are laken, including your Social Security number (SSN).

¢« Typically background screening rasults submitted through a Livescan service provider are recaived by the board
within 24-72 hours of being processed,

= | you abtain your Livescan from a service provider who does not capture your photo you may be required to be
reprinted by another agency in the future.

Nama: SSN#:

Last First Middle

Aliases:

Address: Apt, Number;

Cily: Slate: ] ZIP:

Date of Birlh: Placa of Birth:

MMIDDAYYYY

Weight: Height: Eye Caolor: Hair Color:

Race; Sex;
{W-While/Lalina(a), B-Black; A- Asian; NA-Native American; U-Unknown) {M= Male, F=Female)

Citizenship:

Transaction Control Number (TCN#),

{Thi-s will boﬁprdvidﬂecl to you by the Livescan service provider.)

Keep this form for your records,
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This form is required Board of Medicine
for ALL applicants. Florida Birth-Related Neurological Injury
Compensation Association (NICA) Form

All applicants must checose one of the three options described below, Check anly ane,
Visit wanw nica com/medical-providers! for information on NICA participaling, nan-participating, and exempt,

Exempt- $0.00 I Mon-participaling- $250.00 Parlicipating- §5,000.00 I Amount Enclosed: $

For applicants whe choose “Participating”, NICA provides eligible children with lifetime benefits for catastrophic claims
rasulting from certain birth-related neurclogical injuries. In arder to participate. a physician must:

1. Be heensed 1o practice medicine in Flonda
2. Praclice cbsletrics or perform obstetrical services on a full or part-ime basis; and
3. Have paid, or been exempled from paying, the required assessment when the incident occurred,

For applicants who choose “Non-participating,” a mandatory annual fee of $250.00 is paid by every physician in Florida who is
not Participating or Exempt.

Participating and Non-participating applicants must complete and attach this form and appropriate feas to the application or

submit to Ihe Board of Medicine at: Board of Medicine

P.O. Box 6330
Tallahassee, FL 32314-6330
Applicants claiming exemption must compiete this form, and retumn it with proof of qualification for the exemption to:

Board of Medicine NICA
4052 Bald Cypress Way Bin C-03 AND 7.0, Box 14567
Tallahassee, FL. 32399-3253 Tallahassee, FL. 32317-4567

Exemptions Include:

1. Resident physicians, assistant resident physicians and interns in postgraduate training programs approved by the
Board of Medicine (decumentation of the dates of your program signed by the chair of your department must be
provided to NICA).

2. Relired physicians who maintain an active license, but who have withdrawn from employment in any madically related
field, as evidenced by an affidavit filed with NICA (a copy of this affidavit must be provided to the Department of Health).

3. Physicians who held a limited license, as defined by ch. 458, Florida Statutes, who do not receive any
compensation for medical services (an affidavit must be provided to NICA stating that no compensation is
received for medical services).

4. Physicians employed full-time by the Veterans Administration whose practices are confined to VVeterans Administration
hospitals (a letter from your employer stating you are a full-time employee as well as an affidavit from you stating you
are not engaged in the private practice of medicina must be provided to NICA).

5. Any licensed physician on active duty with the Armed Forces of the United States; (a letter from your commanding
officer stating that you are on active duly in the Armed Forces as well as an affidavit from you stating you ara not
engaged in the private practice of medicine must be provided lo NICA).

6. Physicians who are full-time state of Florida employees whose practice is confined to state owned correctional
faciliies, mental health or developmental sarvices facilities, or the Department of Health or County Health Departmant
{a letter from state government documenting your employment status as well as an affidavit from you stating you are not
engaged in oulside employment must be provided to NICA).

It is each physician’s obligation to notify NICA of a subsequent change in status with regard to a claimed exemption. For
questions about NICA or this form, contact NICA al www nica com or (§50) 488-81G1.

Applicant Name:;

Addrass:

Strect and Number City State ZIP

I have read the information provided by NICA at www.nica.com and | have selected the option above.

Applicant Signatura Date

MM/DDIYYYY
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Board of Medicine
Exhibit I- Report on Professional
Liability Claims and Actions

Page1o0f2

Include informalion relating to liability aclions accurring within the previous 10 years. The aclions are required to be
reported under s, 456.039(1)(b), Florida Statutes, You must submit a completed form for each occurrence, If you are an
allopathic, osteopalthic, or podiatric physician, you may submit copies of reports previously submitted under the
requirements of 5. 456.049, Florida Statutes, in lieu of this exhibit to satisfy this reporting requirement.

Date of Date reporiad
accurrence: 1o licensee:

Date claim reported
to insurer ar self-insurer:

MMDDIYYYY MMIDDIYYYY

Injured person’s full name:

MM/DDIYYYY

Street Address;
City: State: ZIP:
Aga: Sex:
List all delendants with their heallh care provider license number involved in this claim:
Defendant Health Care Provider License #
Date of suit, if filed; Date of final ¢laim disposition:
MNDDIYYYY MMDDIYYYY
Date of judgmenUsetliamant, if any: Amount of judgment/settlement, if any: §
MM/IDDIYYYY
\Was there an itemized verdic1? Yes No If “Yes,"” attach a copy of the settlement verdict.
Indemnity paid on behalf of this defendant: 5
Loss Adjustment expense paid to defanse counsal: 3
All other loss adjustment expense paid: $
If no judgment or setllement, provide the following: Date: Reason:
MMIDDIYYYY

Name of institution at which the injury occured; D R
Location of injury accurrence:

Critical Care Unit Emergency Room Labor & Delivery Room

Nursery Operating Suite Patient’s Room

Physical Therapy Dept. Radiology Recovary Room

Special Procedures Room Other:
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Board of Medicine
Exhibit I- Report on Professional

Liability Claims and Actions
Page 2 of 2

Final diagnosis for which treatment was sought or rendered:

Describe misdiagnosis made, if any, of the patient's actual condition:

Describe the operalion. diagnoslic, or lreatment procedure causing the injury. Use nomenclature and/or description of the
procedures used. Include method of anesthesia, ar name of drug usad for treatment, with detail of administration.

Describe the principal injury giving rise Lo the claim. Use nomenclature andlor descriplion of Lthe injury. Include type of
adverse effect from drugs where applicable.

Safety management steps taken by the licensee to make similar occurrences less likely.

| represent that these statements are true and correct pursuant to s. 837,06, Florida Statutes. | recognize that providing
any false stalements made in writing with the intent to mislead the department slaff in the performance of their official
duties shall be punishable as provided in 5. 775,082, Florida Statutes, and 5. 775.083, Florida Statutes.

Applicant Namea

Applicant Signatura Date

MM/DDIYYYY
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Complete verifications must be sent directly from the licensing agency
to the board office at BOM_InitialApps@fihealth.gov, or mailed to:
Board of Medicine

4052 Bald Cypress Way Bin C-03

Tallahassee, FL, 32399-3257

Board of Medicine License Verification Request

Part I: To be completed by applicant (Florida requires verification of all your current and previously held
licenses.)

Name:

Address:

e e P —— = - ==

Name original licensa was issued under;

License Number: State:

l authorize release of any information regarding my licensure status to the Florida Board of Medicine.

Applicant Signature: Date:
MM/DDIYYYY
Part lI: To be completed by state licensing agency
All verifications musl be in English and include the following criteria:
" Typed on an official state form or letterhead
* Include an official board seal
*  Signature and title of state board official
The following information must be included in all verifications:
*  Licenses name * License number * State or jurisdiction of licensure

*  Licensure status " Is license in good standing?

* Date of issuance/expiration

*  Licensure melhod (examination or reciprocity/endorsement)

* Has this license ever baen encumbered (denied, revoked, suspended, surrendered, limited, placed
on probation)?

*  Ifthis license has ever been encumbered, please provide certified copies of documentation
regarding the action with the completed license verification.
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