F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

Graduate Medical
Education

List all of the graduate medical
education programs you attended in
chronological order. Use one page
per institution. You must make a
photocopy(ies) of this page to report
more than one institution.

Important: Report incomplete
training levels (years) separate
from those that were successfully
completed.

If your training level (year) is currently
in progress, indicate the EXPECTED
completion date in the “To” field.

Report internships, residencies,
fellowships and research programs
separately.

Use one section per department.

If a break of six months or more
occurred between medical schools
attended or between graduation from
medical school and your first year
GME, please include an explanation
in the Chronology of Activities Form.

If necessary, you may continue
your explanation of Unusual
Circumstances on a separate
8.5 x 11 inch sheet of paper.
Your response may not exceed
100 words per question.

Please report ALL graduate medical education in which you participated, both U.S. and International.

Only U.S. programs will be verified.

D | have not participated in any GME programs.

D | have not participated in any U.S. GME programs.

Institution/Company Name

Affiliated Medical School Name

Address Line 1

Address Line 2

City State/Province Postal Code
Country
Training Level: Specialty/Subspecialty:
(e.g9. 1,2, 3, etc)
D Internship
Start Date: / End Date: /
O Residency MM YYYY MM YYYY
O] chief Residency
D Fellowship Successfully completed: D Yes D No D In Process
D Research
Training Level: Specialty/Subspecialty:
(e.g. 1,2, 3, etc)
D Internship
Start Date: / End Date: /
O Residency MM YYYY MM YYYY
O chief Residency
D Fellowship Successfully completed: D Yes D No D In Process
D Research
Training Level: Specialty/Subspecialty:
(e.g. 1,2, 3, etc)
D Internship
Start Date: / End Date: /
D Residency MM YYYY MM YYYY
[ chief Residency
|:| Fellowship Successfully completed: |:| Yes |:| No |:| In Process
D Research
Unusual Circumstances
Did you have any interruption(s) or extensions(s) in your medical education? Oves Ono
Dates: From: / To: /
Were you ever placed on probation? D Yes D No
Were you ever disciplined or placed under investigation? D Yes D No
Were any negative reports for behavioral reasons ever filed by instructors? |:| Yes |:| No
Were any limitations or special requirements imposed on you because of
academic, incompetence, disciplinary problems or for any other reason? |:| Yes |:| No

Please explain any “Yes” responses from above:

GENERAL INFORMATION and INSTRUCTIONS |
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F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

State Licensure

List all active and inactive or
expired professional licenses you
have held.

D | have no state licensure.

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / D Date Unknown

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / D Date Unknown

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / D Date Unknown

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / ] bate Unknown

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / D Date Unknown

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / D Date Unknown

License Type: D Physician D Physician Assistant D Dentist D Temporary D Training
State: D Active D Inactive License Number:

Issue Date: / Expiration Date: / D Date Unknown

APPLICATION |
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Instructions, Applications and Forms
FCVS FEDERATION CREDENTIALS VERIFICATION SERVICE for U.S./Canadian Medical School Graduates

Examinations [ 1 have taken no state licensure examinations.

State board examinations are

those that were developed and State Medical Board Examinations

administered specifically by state State Medical Board Name Most Recent ~ Number of  Result of Last Attempt

licensing authorities. Some states Attempt Date  Attempts

have never administered state board L Opass [rail [JResult Unknown

examinations and therefore do not 0 Oear O

apply. Most state medical boards did — Pass LFail LJResult Unknown

not offer a state board examination . Opass [Fail  [IResult Unknown

for licensure until after the early

1970s. Do not confuse these Examination Most Recent  Number of  Result of Last Attempt

examinations with national licensing Attempt Date  Attempts

examinations such as NBME, (] USMLE Step 1 . Opass Fail [ Result Unknown

NBOME or USMLE.
L] usMLE Step 2 o Opass [lFail [ Result Unknown
] usMLE step 2cs i, Opass [Fail [ Result Unknown
[ usMLE step 2CK e, Opass [Fail  [1Result unknown
L] usMmLE Step 3 o Opass [lFail [ Result Unknown
|:| NBME Part 1 ! |:| Pass |:| Fail |:| Result Unknown
LINBME Part 2 i, Opass [Fail [ Result Unknown
LINBME Part 3 e, Opass [Fail  [1Result unknown
LI FLEX Pre-1985 e, Opass [Fail [ Result unknown
|:| FLEX Component 1 ! |:| Pass |:| Fail |:| Result Unknown
D FLEX Component 2 ! D Pass D Fail D Result Unknown
CINBOME 1 i, Opass [Fail [ Result Unknown
CInBoOME 2 e, Opass [Fail [ Result unknown
LI NBOME 3 o Opass [lFail [ Result Unknown
I NBOME COMLEX 1 i, Opass [Fail [ Result Unknown
[INBOME COMLEX 2 e, Opass [Fail [ Result unknown
] NBOME COMLEX 2CE o Opass [lFail [ Result Unknown
I NBOME COMLEX 2PE i, Opass [Fail [ Result Unknown
[INBOME COMLEX 3 e, Opass [Fail [ Result unknown
Oimee - Single Exam _ Opass [Fail [ Result unknown
ClLmec - Part 1 o Opass [lFail [ Result Unknown
Oimee - Part 2 i, Opass [Fail [ Result Unknown
Climee - PartA e, Opass [Fail  [1Result unknown
Climec - Part B o Opass [lFail [ Result Unknown
O spex / Opass [lFail [ Result Unknown
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F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

Controlled Substance
Registration

List your current DEA and State
Registration Number(s).

Include additional information on a
separate 8.5 x 11 inch sheet
of paper.

Federal DEA Registration

D | have no DEA registration. DEA Number:

Issue Date: / O Date Unknown Expiration Date: / O Date Unknown
State Registration

D I have no state controlled substance registration.

Registration Number: State:

Issue Date: / D Date Unknown Expiration Date: / D Date Unknown
Registration Number: State:

Issue Date: / D Date Unknown Expiration Date: / D Date Unknown
Registration Number: State:

Issue Date: / D Date Unknown Expiration Date: / D Date Unknown

Specialty Certification

Please list your current certification
status. Include additional
information on a separate page

if necessary.

11 have no Board Specialty Certifications.

Specialty Board Name

Specialty

Certification Date: /

D Date Unknown

Last Certification Date: /

D Date Unknown

Specialty Board Name

Specialty

Certification Date: /

D Date Unknown

Last Certification Date: /

D Date Unknown

Specialty Board Name

Specialty

Certification Date: /

D Date Unknown

Last Certification Date: /

D Date Unknown

Chronology of Activities

Please list all activities beginning

at Medical School to date. Do not
leave any gaps of 6 months or longer.
If necessary, you may continue
your explanation of Chronology of
Activities by using a photocopy(ies)
of the “Chronology of Activities”
section. Note that you MUST use a
photocopy(ies) for this section if you
do need additional pages.

Type of Activity

DAdvanced Degree Program
D Employment — Non Medical
[ Health Activity

DAttending Physician
D Employment — Staff Physician D Extern
D Medical Leave

D Employment — Lab Assistant

D Military Service D Observer

D Flight Surgeon

D Private Practice D Relocation D Seeking a GME Program

[ social Service (IMG) [ studying for Exams (MG) [ vacation

D Volunteer Service D Unemployed

Institution / Employer

Address Line 1

Address Line 2

City State/Province Postal Code

Country

Start Date: / End Date: / O in Progress
MM YYYY MM YYYY

APPLICATION |
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F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

Chronology of Activities
continued

Type of Activity
DAdvanced Degree Program
D Employment — Non Medical

D Attending Physician D Employment — Lab Assistant

D Employment — Staff Physician D Extern D Flight Surgeon

L Health Activity [ Medical Leave O military Service [ Observer

D Private Practice D Relocation D Seeking a GME Program

[ social Service (IMG) [ studying for Exams (MG) [ vacation

D Volunteer Service D Unemployed

Institution / Employer

Address Line 1

Address Line 2

City State/Province Postal Code

Country

Start Date: / End Date: / D In Progress
MM YYYY MM YYYY

Type of Activity

DAdvanced Degree Program
O Employment — Non Medical

DAttending Physician D Employment — Lab Assistant

D Employment — Staff Physician D Extern D Flight Surgeon

[ Health Activity [ Medical Leave O Military Service [ observer

D Private Practice D Relocation D Seeking a GME Program

O Social Service (IMG) O Studying for Exams (IMG) O Vacation

D Volunteer Service D Unemployed

Institution / Employer

Address Line 1

Address Line 2

City State/Province Postal Code

Country

Start Date: / End Date: / [ in Progress
MM YYYY MM YYYY

APPLICATION |
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F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

Chronology of Activities
continued

Type of Activity

DAdvanced Degree Program
D Employment — Non Medical
[ Health Activity

O Private Practice

[ social Service (IMG)

D Volunteer Service

D Attending Physician D Employment — Lab Assistant
O Flight Surgeon

D Observer

O Employment — Staff Physician [ Extern
D Medical Leave D Military Service
O Relocation O Seeking a GME Program
O Studying for Exams (IMG) [ vacation

D Unemployed

Institution / Employer

Address Line 1

Address Line 2

City

State/Province Postal Code

Country

Start Date: /

End Date: / O in Progress

MM YYYY

MM YYYY

Type of Activity
DAdvanced Degree Program
O Employment — Non Medical

DAttending Physician D Employment — Lab Assistant

D Employment — Staff Physician D Extern D Flight Surgeon

[ Health Activity [ Medical Leave O Military Service [ observer

D Private Practice D Relocation D Seeking a GME Program

O Social Service (IMG) O Studying for Exams (IMG) O Vacation

D Volunteer Service D Unemployed

Institution / Employer

Address Line 1

Address Line 2

City State/Province Postal Code

Country

Start Date: / End Date: / O in Progress
MM YYYY MM YYYY

GENERAL INFORMATION and INSTRUCTIONS |
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F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

Recipient Designation

Indicate each professional licensing
board, hospital, or other credential-
ing entity where you want your
profile sent.

Addresses are not required for state
medical boards.

You may photocopy this page for
additional recipients.

D | do not wish to forward my application to any recipient at this time.

Application Purpose: D Establish a Portfolio

State Medical Board Recipients

State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other
State
Application Purpose: D Full D Training D Institutional D Limited D Special D USMLE Step 3 D Other

Other Entity Recipients (i.e. hospital, training Program)

Institution Name

Attention

Address Line 1

Address Line 2

City

State/Province

Phone Number (must be included)

Postal Code

APPLICATION |
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F‘ \/ S FEDERATION CREDENTIALS VERIFICATION SERVICE

Instructions, Applications and Forms
for U.S./Canadian Medical School Graduates

Recipient Designation
continued

Other Entity Recipients (i.e. hospital, training Program)

Institution Name

Attention

Address Line 1

Address Line 2

City State/Province Postal Code
City State/Province Postal Code
Phone Number (must be included)
Fee Calculations Method of payment: [ Check []Money Order Check/Money Order #:
To avoid processing delays, please Name on check
refer to pages 4 - 6 of the FCVS o _ _ ' . _ .
instructions (Fees). A.  Application fee (includes forwarding one Medical Professional Information Profile) $ 295.00
B. Paper application fee (applications NOT submitted online) $50 50.00
If you are uncertain about any aspect c Feetor d additional Medicsl Professionsl Informafion Profie(s)
. . Fee to forward additional Medical Professional Information Profile(s
of fee calculation, call . Profiles x $60.00 each
1-888-ASK-FCVS for assistance.
D. Examination Score Transcript Fee
1. USMLE Pre-1985, FLEX, SPEX
Refunds for overpayment
will be initiated at the time your transcripts x $65.00 (1 - 2)
Profile is completed and shipped. > NBME
transcripts x $65.00 (1 - 5)
transcripts x $5.00 (each additional)
3. NBOME
transcripts x $50.00 (each)
4. Licentiate of Medical Council of Canada (LMCC) $102.00 (one time charge)
5. State Board Examinations. Indicate name of Board(s).
You will be billed separately for this once we determine the correct charge.
E. Institutional Administrative Fee $25.00 (one time charge) 25.00
F.  Shipping and handling (if applicable)
Passport — $25.00 25.00

Total Fee Due:

APPLICATION |
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Instructions, Applications and Forms
FCVS FEDERATION CREDENTIALS VERIFICATION SERVICE for U.S./Canadian Medical School Graduates

Document Checklist

Please mail these documents to
FCVS with your application.

The following documents (when applicable) are required by FCVS as part of your application.
U Certified Birth Certificate (will be retained in your permanent file)
OR
O Original Passport (with explanation)
| Photocopy of Medical School Diploma (8.5 x 11 inch size)
[ Affidavit for Release
[ Authorization for Release of Information, Documents and Records
LJ Fcvs Medical School Release Form
] NBME Release Form

The following additional documents may be required to support a variation of your name
O Photocopy of Marriage Certificate

O Photocopy of Divorce Decree

O Photocopy of Name Change Document — Court Issued

O Photocopy of Naturalization Certificate

O Photocopy of Baptismal Certificate

O Photocopy of Birth Certificate

O Photocopy of Passport

O Refugee Travel Document

The following additional documents may be helpful but are not required.
O Residency Completion Certificate

Signature

Failure to complete this section
will suspend all processing of
your application.

I, the undersigned, hereby attest that | have read the instructions for completing the FCVS Application and
agree to the terms and conditions set forth therein. | acknowledge that | have answered all the questions
and reported all information in this application truthfully and completely.

Signature Date

APPLICATION | Page 24



L

Federation of *

FCVS

:i?ﬂi“l‘;\'ﬁg:zizjf‘cTE'“‘ Affidavit and Release E&Agl%m 4
BOARDS -
. W ¥ r(

Notary:

The physician
has been
instructed to
sign the front of
the photograph.
Your seal (or
stamp) must be
partly upon the
photo and partly

I, the undersigned, hereby certify under oath that | am the person named in this application, that all statements |
have or shall make with respect thereto are true, that | am the original and lawful possessor and person named in
the various forms and credentials furnished or to be furnished with respect to my application and that all documents,
forms or copies thereof furnished or to be furnished with respect to my application are strictly true in every aspect.

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS
APPLICATION” and have answered all questions contained in the application truthfully and completely. | further
acknowledge that failure on my part to answer questions truthfully and completely may lead to me being prosecuted
under appropriate federal and state laws.

| authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), court,
association, institution or law enforcement agency having custody or control of any documents, records and other
information pertaining to me to furnish to the Federation Credentials Verification Service any such information,
including documents, records regarding charges or complaints filed against me, formal or informal, pending or
closed, or any other pertinent data and to permit the Federation Credentials Verification Service or any of its agents
or representatives to inspect and make copies of such documents, records, and other information in connection with
this application.

I, hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or
representatives and any person furnishing information, of any and all liability of every nature and kind arising out of
investigation made by the Federation Credentials Verification Service. | authorize the Federation Credentials
Verification Service to release information, material, documents, orders or the like relating to me or this application
to any entity at my request.

upon the While the FSMB will only use collected personal information for the purposes described on our website and in the

signature of the FCVS application materials, the FSMB has no control over the entities to which an applicant authorizes the release

applicant. of FCVS materials. Such entities may include state medical boards, state osteopathic boards, and other entities that
may be subject to state and federal public information or open records laws, which might require the release of
certain FCVS profile information to the public upon request.

Applicant

Ph OtOg rap h Applicant’s Signature (must be signed in the presence of a notary)

Securely tape or glue

in this square a

current, front-view,
2" X 2" passport-type
color photograph

of yourself

Applicant’s Printed Last Name

Applicant’s Printed First Name, Middle Initial, and Suffix (e.g., Jr.)

Date of Signature (must correspond to date of notarization)

State of
| certify that on the date set forth below the individual named above did appear personally before me and that | did identify this applicant by: (a)
comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the photograph
affixed hereto, and (b) comparing the applicant’s signature made in my presence on this form with the signature on his/her identifying document.
The statements on this document are subscribed and sworn to before me by the applicant on this day of , 20

, County of ,

Notary Public Signature:

My Notary Commission Expires:

400 FULLER WISER ROAD | SUITE 300 |

© 1996 Federation of State Medical Boards

EULESS, TX 76039 | TEL(BI7)868-5000 | FAX(817)868-509%9
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Federation of *
F CVS PEDERETTON CREFENTIRLE Authorization for Release of STATEi :

VERIFICATION SERVICE Information, Documents and Records E%R%g -'
- Y W F
A photocopy or I, the undersigned, hereby authorize the Federation Credentials Verification Service to
facsimile of this collect, verify and maintain information and copies of documents and records that can
authorization shall be . . . . . o
as valid as the original subsequently be provided to professional licensing boards, hospitals and other entities when
and shall be valid from | apply for licensure, staff membership, employment or other privileges.

the date signed.
| request and authorize every person, institution, professional licensing board of any state in
which | hold or may have held a license to practice my profession, hospital, clinic,
government agency (local, state, federal or foreign), law enforcement agency or other third
parties and organizations, and their representatives, to release information, records,
transcripts and other documents, concerning my professional qualifications and
competence, ethics, character and other information pertaining to me to the Federation
Credentials Verification Service.

| further request and authorize that the requested information, documents and records be
sent directly to:

Federation Credentials Verification Service
400 Fuller Wiser Road

Suite 300

Euless, TX 76039

Immunity and Release
| hereby extend absolute immunity to, and release, discharge and hold harmless from any
and all liability:

1) the Federation Credentials Verification Service, its agents, representatives, directors and
officers; 2) other agencies, institutions, hospitals and clinics providing information, their
representatives, directors and officers; and 3) any third parties and organizations for any
acts, communications, reports, records, transcripts, statements, documents,
recommendations or disclosures involving me, made in good faith and without malice,
requested or received by the Federation Credentials Verification Service.

By my signature below, | acknowledge that information, documents and records required to
be furnished by another organization, educational institution, hospital, individual or any
person or groups of persons must be sent directly by such persons to the Federation
Credentials Verification Service. | understand that the Federation Credentials Verification
Service will not accept such information, records or documents forwarded by me.

Signature Date of Signature

Printed Last Name, First Name, Middle Initial, Suffix (e.g., Jr.)

Date of Birth (month/day/year) Last 4 digits of Social Security Number

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 7603% | TEL(817)868-5000 | FAX(B817)868-5099
© 1996 Federation of State Medical Boards



FCVS

VERIFICATION SERVICE
BOARDS -

Federation oi ‘(
FEDERATION CREDENTIALS ST_ATE

Medical School Release MEDICAL

=
YT ;

Please complete, sign
and date this form
and return it with your
application.

Name of Institution

Address

City, State, ZIP Code

Physician Applicant Name

Physician Applicant Social Security Number (Last 4 digits only)

Physician Applicant Date of Birth (Month) (Date) (Year)

Physician Applicant Graduation Date (Month) (Date) (Year)

Dear Sir or Madam:

| am currently applying for state medical licensure. As you may know, the Federation
Credentials Verification Service (FCVS), a division of the Federation of State Medical
Boards, acts as an agent to collect and verify credentials of licensure applicants in this state.

To facilitate this process, | hereby request:

* An official medical school transcript which bears your institution’s seal and the
signature of an authorized representative

» Certification of the enclosed Medical School diploma, by affixing the institution’s seal
and the signature of an authorized representative onto the diploma

* The Dean of your Medical School, or an authorized representative, to complete the
attached form titled “Verification of Medical Education”

* A copy of the official Dean’s Letter, if available.

Please send this information directly to FCVS in the enclosed postage-paid self-
addressed envelope. If you have any questions about this process, please contact
FCVS toll-free at 1-888-ASK-FCVS (1-888-275-3287).

Thank you for your time and efforts.

Sincerely,

Signature (Physician Applicant)

Date of Signature

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 | TEL(BI7)868-5000 | FAX(817)868-509%9

© 1996 Federation of State Medical Boards



NBME® EXAMINATION HISTORY RELEASE

Required only for Verification of NBME Part I, Il and Ill Examinations

The Federation Credentials Verification Service (FCVS) is responsible for obtaining verification of your examination history
according to the requirements of the medical licensing authority(ies) where you are having your Physician Information
Profile sent. In the case of the National Board of Medical Examiners (NBME), medical licensing authorities have the option
of requiring either or both of two types of examination verification: 1) an endorsement of your National Board certification;
or 2) a Record of Scores.

NBME Endorsement of Certification

The NBME Endorsement of Certification (only for NBME diplomates) will show the following:
* Your most recent passing scores for the NBME Part |, Il and Il upon which your certification is based
» Complete examination history for any USMLE Steps upon which certification is based
* Your diplomate status and certificate number

NBME Record of Scores

The NBME Record of Scores will show a complete examination history, indicating the date and score for all NBME Part |,
Il and/or 1l attempts, and, if you have met licensing examination requirements through a combination of NBME Parts and
USMLE Steps, indicating the date and score for all USMLE Step 1, 2 and/or 3 attempts.

To facilitate this request, the NBME requires that you complete the following release:

To the National Board of Medical Examiners:

l, hereby request the National Board of Medical

(Type/Print your complete name)

Examiners (NBME) to comply with the written request accompanying this release made by the Federation Credentials
Verification Service (FCVS) on my behalf. If applicable pursuant to the accompanying request, | authorize the NBME, its
staff and/or representatives to forward my Endorsement of Certification directly to FCVS. Furthermore, if applicable
pursuant to the accompanying request, | authorize the NBME, its staff and/or representatives, to provide directly to FCVS
a complete examination history in the form of a Record of Scores, whether or not such information is favorable or
unfavorable. | hereby release from any and all liability the NBME, its staff and/or representatives, for any and all acts
performed in fulfilling this request, provided that such acts are performed in good faith and without malice. | also
acknowledge that a photocopy or facsimile of this authorization shall be valid as the original and shall be valid from the
date signed.

Signhature Date
Printed Name (First, Middle, Last) Please provide your current address (optional):
Medical School Current Mailing Address

Year of Graduation

NBME Identification Number (if known) City State ZIP

Federation Credentials Verification Service





