Louisiana State Board of Medical Examiners
630 Camp Street, New Orleans, LA 70130
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 

[bookmark: _GoBack]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, 630 Camp Street, New Orleans, LA 70130.  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




