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

Reinstatement – Polysomnography Technologist
QUALIFICATIONS / INSTRUCTIONS

(Feb. 1, 2015)

The Board may issue a license which has expired to a polysomnography technologist for reinstatement provided that application for reinstatement is made within four years of the date of expiration.

Fees - must be paid via check or money order only. Fees must be submitted with application and are non-refundable.

0-2 Years $150

2-4 Years $225
Current copy of BLS card
Current certification thru BRPT/ABSM
10 hours of CEU’s for each year that license expired

· 10 for 0-1 year

· 20 for 0-2 years

· 30 for 0-3 years

· 40 for 0-4 years
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.

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

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

Questions - contact Dave Vicknair at (504) 568-7814, dvicknair@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.

Oath or Affirmation

This form must be notarized. All yes answers must be accompanied by a sworn affidavit. A sworn affidavit is an explanation (in applicant’s own words) that must be typed and 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 of friends, lawyer, etc.
Louisiana State Board of Medical Examiners
Polysomnography Technologist

Application for Reinstatement
FILL IN ONLINE PRIOR TO PRINTING
	Name :      
	Prior License #:
       
SSN #:      


ADDRESSES:  Must provide at least 1 physical address.  Check to specify one Public and one Mailing address.

	*Public Address: Address that is posted on the LSBME Website.    *Mailing Address: Mailings from the LSBME will go to this address. 

	BUSINESS ADDRESS        FORMCHECKBOX 
Public Address     FORMCHECKBOX 
Mailing Address:

     
	PHONE:
       

FAX: 
       

E-MAIL:
     

	HOME ADDRESS       FORMCHECKBOX 
Public Address     FORMCHECKBOX 
Mailing Address:

     
	PHONE:
       

FAX: 
       

E-MAIL:
     

	OTHER ADDRESS (i.e., P.O. Boxes, Alt. Business Address, etc)   

 FORMCHECKBOX 
Public Address     FORMCHECKBOX 
Mailing Address

                     
	PHONE:
       

FAX: 
       

E-MAIL:
     


	    OTHER STATE LICENSES: List all states in which licensed since license expired in Louisiana
State:        License #:       Issue Date:       Expiration Date:      
State:        License #:       Issue Date:       Expiration Date:      
State:        License #:       Issue Date:       Expiration Date:      
State:        License #:       Issue Date:       Expiration Date:      


	 Practice History and Non-Professional Activity Since License Expired. Account for ALL time  

Attach separate 8 ½ x 11 sheet if necessary

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

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

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     


Name (Printed or typed):             SS#:      
Louisiana State Board of Medical Examiners
Oath or Affirmation - INITIAL LICENSURE - Allied Health Personnel

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

	1
	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
	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 agree 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 institutions


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

	 FORMCHECKBOX 


	11
	Were any malpractice claims settled by you or on your behalf?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12
	Has any court determined you are currently in violation of a court’s judgment or order for the support of dependent children?

	 FORMCHECKBOX 

	 FORMCHECKBOX 



I hereby certify that to the best of my knowledge, all statements I have made in this application for renewal are true and correct. 

Signed (no stamps) ____________________________________   Date________________________________

2

