Louisiana State Board of Medical Examiners
Physical & Application Processing Address: 630 Camp Street, New Orleans, LA 70130

General Correspondence Mailing & Criminal Background Check Address: P.O. Box 30250, New Orleans, LA 70190-0250

Application for Reinstatement – Physicians

Qualifications/Instructions

(Dec 6, 2016)

The Board may issue a license which has expired to a physician for reinstatement provided that application for reinstatement is made within four years of the date of expiration.
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Licensure Category- Indicate your licensure category 

Location – Indicate where and when you are locating in Louisiana

Address - Indicate your current Business, Home, and Preferred Mailing Address. (The Business address will appear on our website at www.lsbme.la.gov )

Specialty- List specialties and board certifications

Identification- Answer all identification questions
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Medical/Professional Education - List the professional education - the place where you received your Medical/Osteopathic/Podiatry Degree.  List all professional schools attended in chronological order

Postgraduate Medical Training -   List all postgraduate training done in the United States or Canada in chronological order

Fifth Pathway - Complete only if applicable.  This section does not apply to U.S./Canadian graduates

Practice History and Non-Professional Activities - List the practice history and non-medical/professional related activities here.  Do not include training

Verification of License in Other States - When possible, the LSBME staff will verify these licenses; not all states allow this.  In such cases, you will be notified via email.  Contact the state(s) before mailing the form as there may be a processing fee needed.

Submit application along with:

· Oath or Affirmation - Read, answer and have this form notarized.  Any “yes” answer(s) must be accompanied by a notarized affidavit.  The applicant must explain in detail the incident(s) in which he/she is answering yes to and have the explanation typed written and notarized.  This includes offenses that may have occurred as a juvenile and that may have been expunged from your record.  
· Check - Attach a check made payable to LSBME – Fees are NON REFUNDABLE
· 0-2 Years $632

· 2-3 Years $932

· 3-4 Years $1232
· The applicant must  submit 20 hours of board approved CME’s for each year since the date on which the applicant’s license was last renewed.
Other Information

Verification of Application/Licensure Status

Visit our website www.lsbme.la.gov >Verifications>On-Line Verification to verify application status. Search by first and last name only. Click on name for details.

Communication with the Board

If you need to speak to a Licensing Analyst please call our Licensure Dept. @ 504-568-6820 x115 or email licensing@lsbme.la.gov.   

Communication from the Board

After an application is received and reviewed, applicants will receive a deficiency report via e-mail (or by regular mail if requested); therefore, it is the applicant’s responsibility to check their e-mail and to keep their e-mail address current with LSBME. The deficiency report will list what is outstanding from the applicant’s file at the time of submission.

Louisiana State Board of Medical Examiners
Application for Reinstatement for Physicians
FILL IN ONLINE PRIOR TO PRINTING 

Check all that apply.  Specify the purpose and discipline of licensure application.
Intended Location/Date in Louisiana: City       Date:      
	NAME: LAST
     
	FIRST
     
	MIDDLE
     
	SUFFIX (SR, JR)
     

	SOCIAL SECURITY NUMBER
     
	DRIVER’S LICENSE # & STATE
     
	CONTROLLED SUBSTANCES PERMIT #’S

DEA:         STATE:                                 
FED:      

	BUSINESS ADDRESS: *This address will appear on the LSBME website.

STREET & NO. (DO NOT USE P.O. BOX)

     
	CITY
     
	STATE
     

	ZIP + 4
     
	COUNTY/PARISH
     
	COUNTRY (IF NOT U.S.)
     
	PHONE:      

	
	
	
	FAX:      


	
	
	
	EMAIL:      

	HOME ADDRESS: STREET & NO.
     
	CITY
     
	STATE
     

	ZIP + 4
     
	COUNTY/PARISH
     
	COUNTRY (IF NOT U.S.)
     
	PHONE:      

	
	
	
	CELL:      

	
	
	
	FAX:      

	
	
	
	EMAIL:         

	PREFERRED MAILING ADDRESS: STREET & NO.   *Renewal notices will be sent to this address.
     
	CITY
     
	STATE
     

	ZIP + 4
     
	COUNTY/PARISH
     
	COUNTRY (IF NOT U.S.)
     
	PHONE:      

	
	
	
	FAX:      

	
	
	
	EMAIL:                                            

	SPECIALTY: 

1)       2)       3)       4)      

	AMERICAN/AOA SPECIALTY BOARD CERTIFICATION/YEAR:

1)       2)       3)       4)      

	IDENTIFICATION:               RACE:       SEX      WEIGHT:       HEIGHT:       

EYES:       HAIR:       MARKS:      
MARITAL STATUS:       SPOUSE’S FULL NAME:      
PLACE OF BIRTH:       DATE OF BIRTH:       ARE YOU A U.S. CITIZEN?      
IF NOT NATIVE BORN CITIZEN OF THE U.S. GIVE FOLLOWING INFORMATION: TYPE OF VISA:      
IF NATURALIZED, CERTIFICATE #:       INS #:       PETITION #      
DATE ISSUED:       DISTRICT COURT THROUGH WHICH ISSUED:      
U.S. ACTIVE DUTY: BRANCH:       DATES SERVED:        TYPE DISCHARGE:      
HAVE YOU EVER HELD ANY TYPE OF LICENSURE IN LOUISIANA?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 

IF YES, TYPE & #:      

	PERSONAL APPEARANCE
State the preferred location for personal appearance with original credentials.  Personal appearance shall not be made until application is otherwise complete.

If does not apply, mark “X” here:  FORMCHECKBOX 


	MD/DO
 FORMCHECKBOX 
New Orleans       FORMCHECKBOX 
Morgan City       FORMCHECKBOX 
Slidell       FORMCHECKBOX 
Shreveport       FORMCHECKBOX 
Lafayette       FORMCHECKBOX 
Rayne


	Name (Printed or typed):                   SS#:      


	Professional/Medical School

     
	Post Graduate Training-Include 5th Pathway if applicable.

See attached “Unusual Circumstances”

	City, State & Country, if not U.S.

     
	Hospital/Program
     

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	City, State & Country, if not U.S.
     

	
	
	
	Month/Year Started
     
	Month/Year Ended
     
	Specialty
     

	Hospital/Program
     
	Hospital/Program
     

	City, State & Country, if not U.S.
     
	City, State & Country, if not U.S.
     

	Month/Year Started
     
	Month/Year Ended
     
	Specialty
     
	Month/Year Started
     
	Month/Year Ended
     
	Specialty
     

	Hospital/Program
     
	Hospital/Program
     

	City, State & Country, if not U.S.
     
	City, State & Country, if not U.S.
     

	Month/Year Started

     
	Month/Year Ended

     
	Specialty
     
	Month/Year Started

     
	Month/Year Ended

     
	Specialty
     

	Practice History and Non-Professional Activity (Do NOT include Training) Attach separate 8 ½ x 11 sheet if necessary.
Account for ALL time not specified above, in chronological order, from Professional/Medical school to the present.

	From Month/Year
	To Month/Year
	City
	State or Country
	Employer or practice setting 

(Clinic, Hosp., Solo/Group, Etc.)
	Specialty or Activity

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	Have you ever taken any of the following written exams: 

National Boards, other State Boards, USMLE, FLEX, COMLEX-USA, NBOME, SPEX/COMVEX-USA  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

If yes, list name, location, date and result of each examination; failures must also be disclosed.  Each examination agency must submit an original official Examination History Report directly to the LSBME.  NOTE: Louisiana has a four time limit on all exams.

	Examination (indicate # of times taken)
	Date
	Result (Pass/Fail)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Have you ever been licensed to practice medicine in any state, territory, province, or country?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If yes, list the State, License Number and Issue Date of license.  Please include permanent, temporary, training, provisional, limited or permit. Verification is required for each. Attach separate 8 ½ x 11 sheet if necessary.

	State
	License Number
	Issue Date

	     
	     
	     

	     
	     
	     


	Name (Printed or typed):             SS#:      


Louisiana State Board of Medical Examiners
Oath or Affirmation - INITIAL LICENSURE – Physicians & Podiatrists

NOTE:  Yes answers must be explained in an affidavit (a typed, notarized explanation in your own words).
	
	
	Yes
	No

	1
	In the 5 years prior to this application have you had any physical injury or disease or mental illness or impairment, which could reasonably be expected to affect your ability to practice medicine or other health profession?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	In the 5 years prior to this application have you been referred to or obtained treatment for a substance abuse disorder including alcohol abuse?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Have you been cited, arrested, charged with, convicted of or pled guilty or nolo contendere to a violation of any municipal, state or federal statute including any that have been expunged or judicially removed for any reason with the exception of misdemeanor traffic offenses or traffic ordinance violations that do NOT involve the use of drugs or alcohol? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Have you failed a professional licensure or certification examination (any step/part of FLEX, USMLE, NBME, NBOME, COMLEX-USA, SPEX/COMVEX-USA or PMLexis)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Has your application for any professional license, certificate, or registration been denied by any state licensing board or federal authority?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Has your professional license, certificate, or registration been the subject of investigation or revoked, suspended, probated, restricted, reprimanded, limited, or subjected to any other disciplinary action by any state licensing board or federal authority?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	Have you voluntarily surrendered any professional license, or agreed with any licensing authority not to seek re-licensure in order to avoid disciplinary action, investigation or inquiry?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	Was your application for staff or clinical privileges at any hospital, clinic, or other health care institution denied?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9
	Were you the subject of an inquiry or investigation by any hospital, clinic, or other health care institution which resulted in the suspension, restriction, probation or other limitation on your affiliation or staff or clinical privileges; including remediation and/or non-disciplinary sanctions?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10
	Did you surrender or fail to renew staff or clinical privileges at any hospital, clinic, or other health care entity in lieu of investigation, while under investigation or while you were the subject of disciplinary proceedings? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11
	Were you the subject of disciplinary action, placed on academic probation, or asked to undergo additional training or remediation during your professional training (as a student, intern, resident, fellow, or other trainee)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12
	Did you leave any professional training program as defined above before completion?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13
	Was your professional training program extended for any reason? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14
	Has your participation in any private, federal or state health insurance program been terminated, non-renewed, denied, suspended, restricted, placed on probation, or are you the subject of a current investigation or proceeding by such entities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15
	Have you surrendered your state or federal controlled substances permit or registration?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16
	Has your membership in a professional society been revoked, suspended, or disciplined or have you resigned membership while under investigation 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17
	In the 10 years prior to this application have any malpractice claims been settled by you or on your behalf?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18
	Has any court determined you are currently in violation of a court’s judgment or order for the support of dependent children?

	 FORMCHECKBOX 

	 FORMCHECKBOX 



OATH OR AFFIRMATION OF APPLICANT

I HEREBY swear or affirm that all statements made and information provided in or with this application are true, correct and complete; that I am the person named in the credentials herewith presented and that I am the original and lawful possessor of such documents; that the photograph submitted to LSBME is a true likeness of me and that it was taken within the last 60 days; that in consideration of the issuance to me of a license/certificate to practice in Louisiana, I swear that I shall observe, abide by and uphold the laws of the State of Louisiana governing my practice and that I shall abstain from unethical, deceptive and fraudulent methods of practice and from immoral, unprofessional and unethical conduct, and that I shall not associate professionally with nor become a partner or employee of any person who resorts to such practices.  I hereby agree that the violation of this oath shall constitute cause sufficient for the revocation of said license/certificate and surrender of the rights and privileges accorded me there under.

Signed _____________________________________________________
Full Name                                                                                                                                                                       

Subscribed and sworn to before me this _____day of ____________ YEAR________
________________________ 
My commission expires___________
NOTARY PUBLIC  
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