
Louisiana State Board of Medical Examiners
630 Camp Street, New Orleans, LA 70130
(504) 568-6820
APPLICATION FOR INTERNSHIP REGISTRATION

(U.S./CANADIAN GRADUATES ONLY)
FILL IN ONLINE PRIOR TO PRINTING
	Name: Last
     
	First
     
	Middle
     
	Suffix (Sr., Jr.)
     
	Suffix (MD/DO)
     

	List all names in which you have ever been known:      

	Social Security Number
     
	Driver’s License Number & State
     
	One Year Internship to be served:

From:        To:      

	Addresses
	Internship Address
	Name of Hospital & Department

     
	City
     
	State
     

	
	
	Zip + 4
     
	County/Parish
     
	Country if not U.S.

     
	Telephone 
     -     -      x      
	Pager Number
     

	
	Home Address
	Street & Number

     
	City
     
	State
     

	
	
	Zip + 4
     
	County/Parish
     
	Country if not U.S.

     
	Telephone (Area code, number).
     -     -      x      

	
	Preferred Mailing Address
	Street Number or Post Office Box

     
	City

     
	State

     

	
	
	Zip + 4
     
	County/Parish
     
	Country if not U.S.

     
	Telephone (Area code, #, Ext.)
     -     -      x      
	Pager Number
     

	Identification
	Race

     
	Sex

     
	Weight

     
	Height

     
	Eyes

     
	Hair

     
	Marks

     

	Email/Cell/Fax
	Email Address:      
	Cell Phone:      
	Fax #’s: Home:         Business:      

	Birth

(must submit ORIGINAL or Certified Copy of birth certificate)
	Place

     

	Date

     
	Are you a U.S. Citizen?

 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No

	
	If not native born citizen of the U.S., give the following information:


	Type of visa:      

	
	
	If Naturalized, give certificate number:      

	
	
	INS number:      

	
	
	Petition number:      

	
	
	Date issued:      

	
	
	District court through which issued:      

	Marital Status
	Spouses First Name:
     
	Last Name (if different from yours)

     

	U.S. Active Duty
	Branch
     
	Dates Served
From:           To:      
	Discharge

     

	Licensure History
	Have you ever held any type of licensure in Louisiana?  If yes, give type and number.
     

	Medical/

Osteopathic School
	Name
     
	School Address
     
	Date of graduation
     

	I wish to apply for a license to practice medicine in Louisiana?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No,  If yes, indicate on what basis:  FORMCHECKBOX 
 U.S.M.L.E.  to be taken in and for Louisiana  or

 FORMCHECKBOX 
Reciprocity with the State of: ___________________ Based on (c heck one):  FORMCHECKBOX 
FLEX    FORMCHECKBOX 
NBME     FORMCHECKBOX 
U.S.M.L.E.    FORMCHECKBOX 
NBOME     FORMCHECKBOX 
COMLEX-USA

Date: __________________________________       Signed:______________________________________________________________________________

	To be completed by the hospital or by the director of medical education
	The above-named applicant has been appointed to serve an internship at this hospital for one year beginning:  _________________________ and ending ________________________.

Signed:__________________________________________________________________________

            SEAL                                    

                                                                                                                                                      Title:____________________________________________________________________________

Name and Address of Institution: _________________________________________________________________________________________

	FOR OFFICE USE ONLY!

DO NOT WRITE IN THIS SECTION
	Presented MD/DO Degree Dates
	Name Of School
	AMA School Code No.
	Presented Valid Visa/Naturalization Certificate/Other

	
	Fee Paid
	Page No
	Intern Registration Card Issued Dated


	Education
	Post Graduate Training

	High School

     
	Hospital/Program
     

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

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

	Month/Year Started

     
	Month/Year Graduated

     
	Month/Year Started

     
	Monty/Year Ended
     
	Specialty
     

	College/University

     
	Hospital/Program
     

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

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

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started
     
	Monty/Year Ended
     
	Specialty
     

	College/University

     
	Hospital/Program
     

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

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

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started
     
	Month/ Year Ended

     
	Specialty
     

	College/University

     
	Hospital/Program
     

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

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

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started

     
	Month/ Year Ended

     
	Specialty
     

	Professional School

     
	Hospital/Program
     

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

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

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started

     
	Month/ Year Ended

     
	Specialty
     

	Practice History and Non-Professional Activity (Do NOT include Training)

Account for ALL time not specified above, in chronological order, from High School to the present.

	From MO/YR
	To MO/YR
	City
	State or Country
	Employer or practice setting 

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

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	States in which license/certificate obtained and basis of licensure/certification:

     


1
1

