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

Medical Psychologist

Qualification/Instructions

(Feb. 1, 2015)
Qualifications – you must 

a) Hold a current and unrestricted license in good standing to practice psychology issued by the Louisiana State Board of Examiners of Psychologists. 

b) Have successfully graduated with a post-doctoral master's degree in clinical psychopharmacology from a regionally accredited institution or have completed equivalent training to the post-doctoral master's degree approved by the board. The curriculum shall include instruction in anatomy and physiology, biochemistry, neurosciences, pharmacology, psychopharmacology, clinical medicine/pathophysiology and health assessment, including relevant physical and laboratory assessment.

c) Have passed a national exam in psychopharmacology approved by the board.

2) You must request verification of your licensure and certain other information from LSBEP. Download the verification form from our web site and send to LSBEP with a copy to us.  Check with LSBEP for the fees associated with this request. 

3) If your training involved completing a Post-Doctorate Master's Degree in Clinical Psychopharmacology, a certified copy of your transcript must be forwarded to the Board from your academic training site. The transcript must verify both your degree in clinical psychopharmacology and course work completed. The verification form may be downloaded from our web site.

4) If you are a graduate of the DOD-PDP, you must request a certified copy of your certificate of completion from the DOD be forwarded directly to the Board. The verification form may be downloaded from our web site.

5) If you completed a training program in psychopharmacology through the auspices of an individual branch of the Armed Services, you must request your training director to forward a certified copy of your certificate of training to the Board. Additionally, the training director must also provide the Board with a detailed description of your training experience, including didactic course work completed. The verification form may be downloaded from our web site.

6) Each applicant must pass the Psychopharmacology Examination for Psychologists (PEP) offered through the American Psychological Association's College of Professional Psychology. The passing score for the PEP is set by the Board with consideration of the recommendations of the College of Professional Psychology.  The PEP must have been taken within three years of completing the application for licensure as a medical psychologist by LSBME. You must request an official copy of your test score from the College of Professional Psychology be forwarded to the Board. The verification form may be downloaded from our web site.

7) If you have taken the PEP on more than one occasion, you must request the College of Professional Psychology forward an official document detailing the dates and scores for each of your examinations. The verification form may be downloaded from our web site.

8) You are required to obtain a valid BLS for Healthcare Providers. You must submit a photo copy of both sides of your BLS card with this application.

9) A criminal background check (CBC) by the state police and FBI is required for all health professionals according to state law. Finger prints are required.  Download instructions from the our web site

10) You must submit an Oath or Affirmation relating to your personal and professional background. Download the form from our web site. The form must be notarized. NOTE: If criminal history is found that you did not disclose, you will be required to submit a new Oath or Affirmation, a notarized affidavit as to why you did not disclose the information and a new processing fee equal to the initial licensure fee. It is important that you answer question 3 accurately and truthfully. Do not take the advice or friends, lawyer, etc.
11) You must attach a passport photo (2x2) to the application

12) Medical psychologists licensed by the board shall be eligible for a controlled and dangerous substance permit issued by the Louisiana Board of Pharmacy and Registration issued by the United States Drug Enforcement Agency. Controlled substances will not be prescribed until the required permits are obtained.   
13) Under no circumstances are Medical Psychologists permitted to treat pain with narcotics.

RS 37 §1360.55 Qualifications for licensure as medical psychologists

A. Notwithstanding any other provision of this Part or other law, on or before January 1, 2010, any medical psychologist shall be issued a medical psychology license by the board upon satisfaction of all of the following criteria:

(1) Holds a current and unrestricted license in good standing to practice psychology issued by the Louisiana State Board of Examiners of Psychologists

(2) Holds a current and unrestricted certificate of prescriptive authority issued by the Louisiana State Board of Examiners of Psychologists

(3) Holds a controlled and dangerous substance permit issued by the Louisiana Board of Pharmacy.

(4) Holds a controlled substance registration issued by the United States Drug Enforcement Administration.

B. After January 1, 2010, the board shall issue a medical psychology license to applicants who submit an application upon a form and in such a manner as the board prescribes and who furnish evidence to the board which meets all of the following criteria:

(1) Holds a current and unrestricted license in good standing to practice psychology issued by the Louisiana State Board of Examiners of Psychologists.

(2) Has successfully graduated with a post-doctoral master's degree in clinical psychopharmacology from a regionally accredited institution or has completed equivalent training to the post-doctoral master's degree approved by the board. The curriculum shall include instruction in anatomy and physiology, biochemistry, neurosciences, pharmacology, psychopharmacology, clinical medicine/pathophysiology and health assessment, including relevant physical and laboratory assessment.

(3) Has passed a national exam in psychopharmacology approved by the board

C. Medical psychologists licensed by the board shall be eligible for a controlled and dangerous substance permit and registration issued by the state and the United States Drug Enforcement Agency.

Fees

License:  $275.00

Fees must be paid via Check or Money Order ONLY. Fees must be submitted with application and are non-refundable.

Verification of Application/Licensure Status

Visit our website at www.lsbme.la.gov and log on to your account to verify the progress/status of your application.

Communication with the Board

Mailing address - LSBME, PO Box 30250, New Orleans, LA 70190-0250.

Most information you should need will be available online via the Online Licensing Application portal.  We recommend that you check in often during the application process to verify the progress/status of your application.  To do this, please visit our website www.lsbme.la.gov and log on to your online account.  If you need to speak to a Licensing Analyst please call our Licensure Dept. @ 504-568-6820 x115.  Please note that the LSBME will be moving to a Credit/Debit Card only payment system in the near future, so please plan accordingly when you are ready to start your application process.

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 continually check their online account for the status of their application and 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
Medical Psychology

 Initial Application for Licensure

FILL IN ONLINE PRIOR TO PRINTING

	Name: Last

     
	First

     
	Middle

     
	Suffix (Jr, Sr)

     

	List all names under which you have ever been known:

     

	Social Security Number

     
	Driver’s License # and Issuing State

     
	E-mail Address

     

	Marital Status

     
	Spouse’s Full Name

     
	Cell Phone #

     

	Sex

     
	Height

     
	Weight

     
	Eyes

     
	Hair

     
	Race

     
	Physical Marks

     


ADDRESSES

	Home Address

(mailing address)
	Street & Number

     
	City

     
	State

     

	
	Zip

     
	Parish (if in LA)

     
	Telephone (area code)

     
	

	Preferred Mailing

(if other than above)
	Street & Number

     
	City

     
	State

     

	
	Zip

     
	Parish  (if in LA)

     
	Telephone (area code)

     
	

	Business Address

(this is the public 

address and 

 will be posted on 

LSBME website)
	Street & Number

     
	City

     
	State

     

	
	Zip

     
	Parish (if in LA)

     
	Telephone (area code)
     
	


BIRTH/LEGAL AUTHORITY TO WORK IN THE U.S.

	Date of Birth      
	Place of Birth      
	Are you a U.S. citizen?      

	If not a native born U.S. citizen, provide the following information: 

	If naturalized:  Certificate number      
	INS number       

	Petition number       
	Date issued      
	District court through which issued      

	If immigrant: Type of Visa      


MILITARY SERVICE 

	U.S. Active Duty

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Branch

     
	Dates Served

     
	Type of Discharge

     


EDUCATION

	High School

     
	College/University

     

	City, State

     
	City, State

     

	Mo/Yr Started

     
	Mo/Yr Graduated

     
	Mo/Yr Started

     
	Mo/Yr Ended

     
	Degree Earned

     


	College/University

     

	College/University

     

	City, State

     
	City, State

     

	Mo/Yr Started

     
	Mo/Yr Ended

     
	Degree Earned

     
	Mo/Yr Started

     
	Mo/Yr Ended

     
	Degree Earned

     


	Professional/Medical School
     

	Hospital/Program
     

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

     

	Mo/Yr Started

     
	Mo/Yr Ended

     
	Degree 

     
	Mo/Yr Started

     
	Mo/Yr Ended

     
	Specialty
     


WORK HISTORY and NON PROFESSIONAL ACTIVITY

	Account for all time for the ten years preceding your application including any periods of unemployment

	From

Month/Year
	To

Month/Year
	Location

City/State
	Employer
	Specialty/Activity

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	Name (Printed or typed):             SS#:      


Louisiana State Board of Medical Examiners
Oath or Attestation re professional and personal history: INITIAL LICENSURE Medical Psychologists

Answer the following questions (Yes answers must be explained in an affidavit -AFFIDAVIT MUST BE TYPED & NOTARIZED!) 


	
	
	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? You may answer no to this question if you are currently in the Physicians' Health Foundation of Louisiana and in good standing.
	 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? You may answer no to this question if you are currently in the Physicians' Health Foundation of Louisiana and in good standing.
	 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
	Has your application for any professional license, certificate, or registration been denied by any state licensing board or federal authority?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	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 


	6
	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 


	7
	Was your application for staff or clinical privileges at any hospital, clinic, or other health care institution denied?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	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 


	9
	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 


	10
	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 


	11
	Did you leave any professional training program as defined above before completion?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12
	Was your professional training program extended for any reason? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13
	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 


	14
	Have you surrendered your state or federal controlled substances permit or registration?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15
	Has your membership in a professional society been revoked, suspended, or disciplined or have you resigned membership while under investigation 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16
	In the 10 years prior to this application have any malpractice claims been settled by you or on your behalf?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17
	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 year; 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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 Louisiana State Board of Medical Examiners
P. O. Box 30250, New Orleans, LA 70190-0250

Telephone: (504) 568-6820

Website: www.lsbme.la.gov 
Name (LASTNAME, first name, Professional Credential)  
Psychology License number  
I hereby request the Louisiana State Board of Examiners of Psychology to provide the Louisiana State Board of Medical Examiners with the following information

1) Verification of licensure in good standing to practice psychology   

2) Disciplinary orders / consent agreements  if any

3) Impaired provider agreements  if any

4) Application for license  (original)

5) Specialty declaration  if applicable

6) Application for clinical neuropsychology specialization  if applicable

____________________________________

Signature of applicant

____________________________________

Date

Instructions for applicant

1. Contact LSBEP for information re fees associated with this request

2. Mail original to 

Louisiana State Board of Examiners of Psychologists

8706 Jefferson Hwy, Suite B
Baton Rouge, Louisiana 70809
3. Mail copy to 

LSBME

PO Box 30250 

New Orleans, LA 70190-0250

Louisiana State Board of Medical Examiners
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P. O. Box 30250, New Orleans, LA 70190-0250

Telephone: (504) 568-6820

Website: www.lsbme.la.gov 
CERTIFICATE OF DEAN/REGISTRAR

APPLICANT’S NAME 

     
SOCIAL SECURITY NUMBER 
     
	Section 1: To Applicant

Download and fill in your name and SSN above. Complete Section 1 before a Notary.  Forward this form to your Dean/Registrar for completion.

	Recent photograph
Passport quality photograph of Applicant securely affixed.  2” x 2” clear, front view, full face without hat or dark glasses.  Full-length photograph, black and white or computer-generated will not be accepted.  Applicant is to sign name across bottom of photograph, partly on photograph and partly upon the page.

Notary is to affix seal directly on photograph.
	                                                                     Affix Photograph

                                                                        Here

                                                                          (Follow directions carefully.)

I certify that the photograph is a true likeness of 

____________________________________________ (Applicant).

On this the ___________Day of ____________________, ________________

____________________________________________________


                      Notary Public

My commission expires_________________________________




	Section 2: To Dean/Registrar

After completion of this form, return to Office of Licensure, Louisiana State Board of Medical Examiners, P. O. Box 30250, New Orleans, LA 70190-0250.  DO NOT RETURN TO APPLICANT.

I hereby certify that   ________________________________________________________________________________
Whose photograph appears above, was awarded the Masters degree in Clinical Pharmacology
Dated _________________ from this school. 

_______________________________________ 
                                   ___________________________________________
Name of school/program
                                                                       Signature of Dean/Registrar         

____________________________________ 
                                  _________________________________________
Address
                                                                                                          Title                                                                                                              

                                                                                                                             __________________________________________ 

                                                                                                                             Date

Affix School Seal Here
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 Louisiana State Board of Medical Examiners
P. O. Box 30250, New Orleans, LA 70190-0250

Telephone: (504) 568-6820

Website: www.lsbme.la.gov 

Verification of Completion

Department of Defense Training in Psychopharmacology 

Not to be used for DoD-PDP 
APPLICANT’S NAME                                          
SOCIAL SECURITY NUMBER 
     
	Section 1: To Applicant

Complete Section 1 before a Notary.  Forward this form to the DoD Psychopharmacology Training Director

	Recent photograph
Passport quality photograph of Applicant securely affixed.  2” x 2” clear, front view, full face without hat or dark glasses.  Full-length photograph, black and white or computer-generated will not be accepted.  Applicant is to sign name across bottom of photograph, partly on photograph and partly upon the page.

Notary is to affix seal directly on photograph.
	                                                      Affix Photograph

                                                              Here

                                                                          (Follow directions carefully.)

I certify that the photograph is a true likeness of ____________________________________________ (Applicant).

On this the ___________Day of ________________, _________
____________________________________________________


                      Notary Public

My commission expires_________________________________



	Section 2: To DoD-PDP Training Director
After completion of this form, return to Office of Licensure, Louisiana State Board of Medical Examiners, P. O. Box 30250, New Orleans, LA 70190-0250.  DO NOT RETURN TO APPLICANT.

I hereby certify that   ________________________________________________________________________________

Whose photograph appears above, successfully completed the Psychopharmacology Training in the DOD (NOT DoD-PDP)  

Dated _________________      

A certified copy of the certificate of completion and a detailed description of the training is attached

_______________________________________ 
                           ___________________________________________
Training Director – Print                                                                             Name of program

____________________________________ 
                           ___________________________________________
Training Director – Title                                                                              Address 1

_____________________________________                                          ___________________________________________
Training Director Sign (no stamps)                                                            Address 2

 _______________________________________                                     ___________________________________________
  Telephone                                                                                                 Street

                                                                                                                    ___________________________________________
                                                                                                                    City/ State/ Zip
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 Louisiana State Board of Medical Examiners
P. O. Box 30250, New Orleans, LA 70190-0250

Telephone: (504) 568-6820

Website: www.lsbme.la.gov 

Verification of Completion
DoD Psychopharmacology Demonstration Project (DoD-PDP)
APPLICANT’S NAME                                          
SOCIAL SECURITY NUMBER 
     
	Section 2: To DoD-PDP Training Director
After completion of this form, return to Office of Licensure, Louisiana State Board of Medical Examiners, P. O. Box 30250, New Orleans, LA 70190-0250.  DO NOT RETURN TO APPLICANT.

I hereby certify that   ________________________________________________________________________________

Whose photograph appears above, successfully completed the Department of Defense Psychopharmacology Demonstration Project (DoD-PDP)  
Dated _________________      

A certified copy of the certificate of completion is attached

_______________________________________ 
                           ___________________________________________
Training Director – Print                                                                             Name of program

____________________________________ 
                           ___________________________________________
Training Director – Title                                                                              Address 1

_____________________________________                                          ___________________________________________
Training Director Sign (no stamps)                                                            Address 2

_______________________________________                                     ___________________________________________
Telephone                                                                                                   Street

                                                                                                                    ___________________________________________

                                                                                                                    City/ State/ Zip 


	Section 1: To Applicant

Complete Section 1 before a Notary.  Forward this form to the DoD-PDP Training Director

	Recent photograph
Passport quality photograph of Applicant securely affixed.  2” x 2” clear, front view, full face without hat or dark glasses.  Full-length photograph, black and white or computer-generated will not be accepted.  Applicant is to sign name across bottom of photograph, partly on photograph and partly upon the page.

Notary is to affix seal directly on photograph.
	                                                                           Affix Photograph

                                                                          Here

                                                                          (Follow directions carefully.)

I certify that the photograph is a true likeness of ____________________________________________ (Applicant).

On this the ___________Day of ________________, ____________
____________________________________________________


                      Notary Public

My commission expires_________________________________
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 Louisiana State Board of Medical Examiners
P. O, Box 30250, New Orleans, LA 70190-0250

(504) 568-6820

Website: www.lsbme.la.gov 
REQUEST FOR EXAMINATION RESULTS

Applicant: Contact the American Psychological Association College of Professional Psychology to determine monies necessary to request scores.  Complete Sections 1 and 2 and forward to the College

	Section 1: To Applicant: Download this form and fill in your name and address as it appears on your examination application form.

	Name: (Last, First, Middle) 
	

	Address: (Number, Street, Apartment #) (City, State, Zip Code + 4)
	


	Social Security Number: 
	      -      -      


	Section 2: To American Psychological Association College of Professional Psychology from the Applicant: 

Gentlemen:

I am applying for licensure as a medical psychologist in the state of Louisiana. This is your authorization to release all my examination results on the Psychopharmacology Examination for Psychologists (PEP) (on file and future examination results), favorable or otherwise, to the Louisiana State Board of Medical Examiners.  See Section 3 below.

__________________________________________________        ___________________________

(Signature)







(Date)




	Section 3: To American Psychological Association College of Professional Psychology from the Board
Please mail examination results to: Louisiana State Board of Medical Examiners, Licensure Division, P. O. Box 30250, New Orleans, LA 70190-0250. DO NOT mail to Applicant.  The LSBME will NOT accept this information from any source other than from you. 



Louisiana State Board of Medical Examiners
Third Party Authorization

	I understand and acknowledge that the submission of an application to, as well as the acceptance or maintenance of, any license, permit, certificate and/or registration (hereinafter referred to as a "license") issued by the Louisiana State Board of Medical Examiners (the "Board") shall constitute and operate as a perpetual authorization by me to each educational institution at which I have matriculated, each state or federal agency to which I have applied for any license, permit, certificate and/or registration, each person, firm, corporation, clinic, office or institution by whom or with whom I have been employed in the practice of medicine or as an allied health professional, each physician or other health care practitioner whom I have consulted or seen for diagnosis or treatment and each professional organization or specialty board to which I have applied for membership, to disclose and release to the Board any and all information and documentation concerning me which the Board may deem material to the consideration of my initial application and during such period as I may hold or maintain a license.  With respect to any such information or documentation, the submission of an application to or the acceptance or maintenance of a license from the Board shall equally constitute and operate as a consent by me to the disclosure and release of such information and documentation and as a waiver by me of any privilege or right of confidentiality which I would otherwise possess with respect thereto.

By submitting an application or accepting or maintaining a license issued by the Board, I shall be deemed to have given my consent to submit to physical or mental examinations if, when and in the manner so directed by the Board and to have waived all objections as to the admissibility or disclosure of findings, reports or recommendations pertaining thereto on the grounds of privileges provided by law.  I acknowledge that the expense of any such examination shall be borne by me.

The submission of an application or the acceptance or maintenance of a license from the Board shall also constitute and operate as perpetual authorization and consent by me to the Board to disclose and release any information or documentation set forth in or submitted with my application, or which then or at any time thereafter may be obtained by the Board from other persons, firms, corporations, associations or governmental entities, to any person, firm, corporation, association or governmental entity having a lawful, legitimate and reasonable need therefore, including, without limitation, the medical and/or allied health professional licensing, permitting, certifying and/or registering authority of any state; the Federation of State Medical Boards of the United States; professional organizations, associations and societies; the American Medical Association and any component state, county or parish medical society, including but not limited to the Louisiana State Medical Society and component parish societies thereof; the American Osteopathic Association; the Louisiana Osteopathic Medical Association; the Federal Drug Enforcement Agency; the Louisiana Office of Narcotics and Dangerous Drugs, Office of Licensing and Registration, Department of Health and Hospitals; federal, state, county or parish and municipal health and law enforcement agencies and the Armed Services.

I understand that this authorization and consent is valid commencing on the date herein below subscribed and that such will remain in force and effect until and unless I withdraw my application for, or no longer possess or maintain, a license issued by the Board.  I also acknowledge that a duplicate of this document may serve as an original.

Printed Name (Full Name):           
Signature (Full Name):             _____________________________________________
                  **TO BE SIGNED IN THE PRESENCE OF A NOTARY

Subscribed and sworn to before me this ________________ day 

of ___________________________________, 20 __________.


___________________________________________________ 

                                    Notary Public

                                                                               Seal

My Commission expires: _______________________________
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