Instructions for Temporary License Application
A temporary license allows a physician to practice in approved hospital training programs as an intern, resident or fellow. This application
should be submitted by the hospital.
Your Application Packet Consists of:
 These instructions;
 Postgraduate Reference Form;
 Verification of Licensure Form;





Application;
Verification of Hospital Affiliation Form;
Original Documents Form (International graduates only).

Prior to completing the application, you should read the statutes and rules governing physicians in the State of Missouri. These are
located on our website at http://pr.mo.gov/healingarts-rules-statutes.asp.
GENERAL INFORMATION
All temporary licenses expire on June 30. Please remember this date so you can allow time for your renewal to be processed if needed. If
your license expires, you cannot practice until your renewal is granted.
In addition to the materials you are required to submit, the Board makes independent inquiries into your background. You should allow a
minimum of 30 days for the processing of your application once the Board has received all documents. Additionally, the Board can request
that you appear before them before your license is issued.
FEES
The fee for a temporary license is $30. Please make checks payable to the Missouri Board of Healing Arts. No application will be
processed until the fee is received. The Board cannot accept credit or debit cards for payment.
ACTIVITIES STATEMENT
 Please provide all medical and nonmedical activities since graduation from your medical/doctorate program to the present date in
CHRONOLOGICAL ORDER.
 All dates must be accounted for in the MM/YYYY format.
 Please include complete names and address for each activity listed.
 If unemployed or on vacation for more than one month, list your exact activities.
Note: if there are dates not accounted for, your application will be delayed.
INFORMATION TO SUBMIT IF ANY OF THE PERSONAL HISTORY QUESTIONS ARE ANSWERED YES
 Questions 1-5 - Include a separate statement/letter explaining the circumstances behind your “yes” answer and documentation
supporting that statement, if applicable (i.e. a settlement agreement from another state disciplining your license, documents showing
probation in your postgraduate program, etc.).
 Question 6 - If you were a defendant in a civil suit, include a separate statement/letter explaining the circumstances behind your
“yes” answer and also submit a certified copy of the court records or have your attorney send the documents to the Board. The
Board needs to receive a copy of the complaint/petition, judgment, settlement, or disposition.
 Question 7 - If you were arrested and/or charged with a crime, include a separate statement/letter explaining the circumstances
behind your “yes” answer along with a copy of the charge (it may be called a petition, indictment, information, or complaint), the
judgment, sentence, or dismissal order, certified by the court or from your attorney.
 Question 8  If you were named in only one or two medical malpractice claims or cases, and the cases were resolved more than five years
ago, you are only required to provide a statement. The statement should contain a summary of the incident leading to the suit,
the date of the incident, the name of the patient, and how the case was resolved.
 If any medical malpractice claim or case is still pending against you, please submit a certified copy of the complaint, certified
by the court or directly from your attorney, and a statement containing a summary of the incident leading to the suit, the date of
the incident, and the name of the patient.
 If you have been involved in more than two claims or cases, or if any claims or cases have been resolved in the last five years,
you are required to submit a certified copy of the complaint and the document showing the disposition of the case, certified by
the court or directly from your attorney. You should also submit a statement containing a summary of the incident leading to
the suit, the date of the incident, the name of the patient, and how the case was resolved. If a claim was paid without a formal
case being filed, include in your statement the name of your insurance carrier and the date and amount of the settlement.
 Questions 9-10 - Include a separate statement/letter explaining the circumstances behind your “yes” answer and documentation
supporting that statement, if applicable.
 Questions 11-15 – Please provide details and dates, including the names and addresses of the individuals and facilities which have
treated you. Also please submit a letter from your current physician or treatment professional indicating your diagnosis, prognosis,
and if your illness or condition affects your ability to practice.
 Questions 16 - Include a separate statement/letter explaining the circumstances behind your “yes” answer and documentation
supporting that statement.
***Certified court copies must have the original court seal or come directly from the court. Copies are only acceptable if they come directly
from the attorney. Copies of documents sent by the applicant or credentialing office will not be accepted.

DOCUMENTS THAT NEED TO BE SUBMITTED
 Pre-Medical Transcripts – Official transcripts with school seal affixed, from any pre-professional (undergraduate) program you
attended.
 Medical Transcripts – Official transcripts with school seal affixed, from any medical or osteopathic school you attended.
 Medical Diploma - A copy of your medical diploma (not larger than 8 ½” x11”).
 Verification of Licensure – You must submit a verification of licensure from each state you have had any professional license in.
This means any medical, dental, nurse, physician assistant, etc. license. This verification must be submitted directly from the
licensing agency and may be either on the enclosed form or on the agency’s letterhead. We recommend calling each state board to
check for fees and procedures before sending verification forms.
 Postgraduate Reference Letter –The director of each training program you have participated in must submit a Postgraduate
Reference Form or letter directly to the Board. One copy of this form is included in the application packet. Please print/make
additional copies as necessary.
 National Practitioner’s Data Bank Self-Query – Contact the National Practitioner’s Data Bank (NPDB) at 1-800-767-6732 or
http://www.npdb.hrsa.gov/index.jsp and tell them you need a self query. When you receive your self-query, forward the original
information to the Board by email (licensure@pr.mo.gov), fax (573-751-3166) or mail.
 Hospital Affiliation Form – Each hospital where you have held active admitting privileges in the US or Canada in the last five
years must submit this form. This does not include training hospitals. Please have the hospital submit the form directly to the
Board.
 Name Change – If you have had a name change for any reason, submit the document evidencing the name change (Marriage
Certificate, Divorce Decree, Adoption Order, Court Order). If the name change is due to naturalization, you must bring the
document to the office as it is illegal to copy the Naturalization Certificate.
 Photograph – A photograph no larger than 3 ½” x 5” must be attached to the application in the space provided. Please do not
staple.
HOW TO CHECK THE STATUS OF YOUR APPLICATION
When your application is received and processed, the person(s) listed as your hospital contact(s) will be notified via email of how to check
the status of your application online.
CONFIDENTIALITY
The Board cannot release information about your application (including status) or discuss your application without your permission. If you
wish us to discuss your application with anyone, please list that person in item C on the application (Names of coordinators with whom the
Board is authorized to discuss your file).
NOTICE
All persons receiving a license from, or renewing a license with the Division of Professional Registration, are required to have paid all state
income taxes, and also are required to have filed all necessary state income tax returns for the preceding three years. If you have failed to pay
your taxes or have failed to file your tax returns, your license will be subject to immediate suspension within 90 days of being notified by the
Missouri Department of Revenue of any delinquency or failure to file.
ADDITIONAL INFORMATION FOR INTERNATIONAL GRADUATES
 Missouri law (section 324.024, RSMo) requires submission of your social security number. If you are a citizen of a foreign country
and do not have a social security number, you are required to submit your visa or passport number in lieu of the social security
number.
 If you are sending original documents and need them to be returned, please fill out the “Original Documents Form.”
 Foreign notaries are acceptable if they have the “Apostile” stamp or were notarized at a US Embassy.
 Provide proof of licensure in the country you graduated from unless you are in a Fifth Pathway program.
 Complete a “Request for Status Report of ECFMG Certification” on the ECFMG website at ecfmg.org. ECFMG must send this
document to our office. Fifth Pathway applicants must submit a copy of the Interim Letter. Canadian graduates are not required to
submit an ECFMG Certificate.
 Fifth Pathway Applicants – The training institute where the Fifth Pathway Program was completed must furnish a Post-Graduate
Reference Letter directly to this office.
 Transcripts and other documents must be translated into English by:
 A government official in the United States;
 An official translation service in the US;
 A professor of a language department in a US college or university; or
 An official of an American Embassy.
 The translator should:
 Translate on official letterhead;
 Certify that the document is a true translation to the best of their knowledge and that they are fluent in both English and the
language from which the document is translated;
 Sign the translation and have their signature notarized; and
 Print their name and title under the signature.
If you have questions after reading these instructions, you may call the Board office at 573-751-0098 or toll free at 866-289-5753 or email at
licensure@pr.mo.gov.

state board of registration for the healing arts
p.o. box 4
jefferson city, mo 65102
for overnight deliveries
3605 missouri blvd.
jefferson city, mo 65109
telephone (573) 751-0098
toll free (866) 289-5753
fax (573) 751-3166

state of missouri
division of professional registration
state board of registration for the healing arts

ApplicAtion FoR tempoRARy licensuRe
inteRnAtionAlly eDucAteD physiciAn

instRuctions

complete each section by providing complete details in black ink or by typed responses. failure to answer all questions could result in
delayed processing of your application. if additional responses are necessary, submit in a separate statement.

A. missouRi tAx compliAnce

all persons renewing a license with the division of professional registration are required to have paid all taxes and are also required to have
filed state income tax returns for the preceding three years. if you have failed to pay your taxes or have failed to file your tax returns, your
license will be subject to suspension within ninety (90) days of being notified by the missouri department of revenue of any delinquency or
failure to file. the following tax information must be provided.
pursuant to section 324.010, rsmo:
i certify that in the last three (3) years:
1. i was a resident of missouri;
yes
no
2. i did have missouri income; and
yes
no
3. i was subject to any type of missouri income tax
yes
no
or
4. i have filed and paid all applicable missouri income tax
yes
no

All questions must be completed. False statements are subject to criminal penalties and/or license discipline. For tax questions,
please contact the Department of Revenue at (573) 751-7200 or email income@dor.mo.gov.
b. iDentiFying inFoRmAtion

print your full name, mailing address, and personal information.
last name

first name

middle initial

street address

maiden name

city

contact phone number

md

state

zip

do

business telephone number

email address
date of birth

place of birth

c. tRAining pRogRAm

ssn

print the name and address of the training hospital and the beginning date of the training program. if the training has already begun, it will
be necessary for the hospital to submit a letter to our office explaining your activities during the unlicensed period.

name of hospital

city

Univ. of Missouri-Kansas City, SOM

date training will begin

intern

x resident

fellow

other

state

Kansas City

MO

if already at this institution, date training began (month/year)
postgraduate year

1

2

3

4

5

6

7

8

i hereby authorize the state board of registration for the healing arts, its director or designee, to release and/or discuss information contained
in my application for temporary licensure in the state of missouri to the following individuals. list the name of up to two hospital coordinators
with whom we may discuss your file other than yourself. if no names are listed we will not speak to anyone about your file but you.
nAmes oF cooRDinAtoRs with whom the boARD is AuthoRizeD to Discuss youR File

Rhonda Hughes

hospital contact #1

department

hospital contact #1 email

hospital contact #1 telephone number

hospital contact #2

department

hospital contact #2 email

hospital contact #2 telephone number

Rhonda Hughes
HughesRS@umkc.edu
Eve Medlock

medlocke@umkc.edu

mo 375-0935 (3-14)
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D. pRemeDicAl eDucAtion

list the name of each school, city and state, dates of attendance, degree awarded and dates degree was awarded from all colleges attended.
FRom
month yeAR

to
month yeAR

nAme AnD locAtion oF school

DegRee
AwARDeD

DAte
AwARDeD

e. meDicAl/DoctoRAte eDucAtion

list the name of each school, city and state, dates of attendance, degree awarded and dates degree was awarded from all colleges attended.
if it took longer than four-year period to complete medical school, provide complete details on separate statement.
FRom
month yeAR

to
month yeAR

nAme AnD locAtion oF school

DegRee
AwARDeD

DAte
AwARDeD

F. FiFth pAthwAy eDucAtion

list name and location of hospital (city and states), dates attended and program director along with his/her address.
hospital

address
program director

term started (month/year)

g. ecFmg ceRtiFicAtion

indicate ecfmg number and date of issuance.
ecfmg certificate number

completed (month/year)

date issued

h. post gRADuAte expeRience

list training programs received in the united states and canada by indicating the type of training received, name of hospital, address and
the department/specialty, beginning and ending dates, and program director.
1.

intern

address

resident

fellow

research

other

department/specialty

hospital

term started (month/year)

term completed (month/year)

program director
2.

intern

address

resident

department/specialty

fellow

research

other

hospital

term started (month/year)

term completed (month/year)

program director
mo 375-0935 (3-14)
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post gRADuAte expeRience (continued)
3.

intern

address

resident

fellow

research

department/specialty

other

hospital

term started (month/year)

term completed (month/year)

program director

i. meDicAl licensuRe histoRy

list all of the states and territories in which you currently hold or have ever held a license to practice medicine, including training licenses and
previous missouri licenses.
stAte

stAte

J. otheR pRoFessionAl licenses histoRy

list all other professional licenses, registration or certifications you now hold or have ever held (e.g. physician assistants, registered nurse, etc.)
pRoFession

stAte in which helD

K. ActiVities

chronologically list all medical and nonmedical activities since graduation from your medical/doctorate program to the present date. please
account for all months.

exAmple

DAtes
beginning
enDing
ActiVities
month/yeAR
month/yeAR
6/2011
6/2011 vacation/summer break, city, state
7/2011
present internship/residency, name of hospital, address, city, state

mo 375-0935 (3-14)
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l. hospitAl AFFiliAtion

list all hospital affiliations in which you had admitting privileges for the last five (5) years. indicate name, address and dates of privileges,
excluding all training programs.
hospitAl

m. exAminAtion

have you previously taken the

flex
lmcc

yes
yes

no
no

DAte oF pRiVileges
teRm stARteD teRm completeD

city AnD stAte

usmle
yes
state boards

no
yes

no

national boards

(month/year)

(month/year)

(month/year)

(month/year)

(month/year)

(month/year)

(month/year)

(month/year)

(month/year)

(month/year)

yes

if yes, indicate the number of times you have taken each portion of the examination in the space below:
pARt 1/step 1/nb pARt 1

pARt 2/step 2/nb pARt 2

pARt 3/step 3/nb pARt 3

component i

no
component 2

n. peRsonAl histoRy

answer the following questions with the appropriate checkmark. if any are answered yes, see the instruction sheet for specific
information and documentation needed for review.

1.
2.
3.

4.
5.

6.
7.
8.

9.
10.
11.
12.

13.
14.
15.

16.

have you ever had any right to practice (license) restricted or disciplined? this includes, but is not limited to actions
such as revocation, suspension, probation, censure, admonishment, or reprimand by any state, territory, agency, or
country. it also includes voluntary agreements for discipline.
have you ever surrendered your license or hospital privileges while under investigation or to avoid an investigation
or disciplinary action? this does not include resigning voluntarily when no investigation is pending or not renewing
a license or privileges because you don’t practice in that state or hospital any more.
have you ever had a charge or complaint filed against you by the federal government, a federal agency, any state
or country’s licensing authority?
have you ever had your drug enforcement agency (dea) registration or state controlled substance registration
denied, limited, restricted, placed on probation, censured or reprimanded? or have you ever surrendered a dea or
other controlled substance registration during an investigation?
has any federal or state agency, including medicare or medicaid, taken any disciplinary action against you, including
excluding you from payments?
have you been sued in civil court for something related to your practice of medicine other than malpractice?
have you been arrested, charged, indicted, found guilty or pled guilty or entered an alford, no contest or nolo
contendere plea to any federal or state crime? this includes any cases where you pled guilty but entered drug court,
a diversionary program, or received a suspended imposition of sentence.
have you ever been sued for malpractice or negligence associated with your medical practice or has anyone,
including a hospital or insurance company, paid a malpractice or negligence claim on your behalf?
have you ever been denied a professional license or denied the opportunity to take a professional licensure exam?
have you ever withdrawn an application for a professional license?
are you currently addicted to or dependent on narcotics, drugs, or alcohol?
have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism, voyeurism,
or paraphilia as defined by the dsm-iv-tr?
have you been hospitalized for any mental health disorder?
have you ever been or are you currently being treated for a mental health disorder, which impaired your judgment
or affected your ability to practice medicine? this does not include mild depression or adjustment disorder which was
limited in duration.
are you currently experiencing any medical condition or any disorder that limits or impairs your judgment or that
affects your ability to practice medicine in a safe and competent manner?
are you now or have you ever been required by any federal or state law to register as a sex offender?

mo 375-0935 (3-14)
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o. ApplicAnt’s oAth

during the period of time in which the board is processing my application and determining whether to issue me a license, i will inform the
board of any change in information included in my application for licensure, including but not limited to malpractice suits, discipline imposed
by another state, administrative agency, hospital or other entity, arrests, and criminal convictions. i understand that failure to disclose this
information could result in discipline pursuant to section 334.100.2(11).

i hereby certify under oath that i am the person named in this application for a license to practice medicine in the state of missouri; that all
statements i have made herein are true and that i have personally read, reviewed and answered each of these questions; that all documents
submitted with this application or as part of the application process that are original, or duplicated copies of the originals, have not been
altered in any fashion whatsoever; that i am the original and lawful possessor of and person named in the various documents and credentials
furnished to the board in connection with this application. i acknowledge and state that i have read chapter 334 (statutes and rules), rsmo,
which contains the statutes, rules and regulations governing the practice of medicine, that can be located on the board’s website; i have
answered all questions truthfully and in compliance with the instructions provided; and i understand that the application fee submitted with
this application is non-refundable and cannot be transferred to another application.

i further state that by filing this application for a license to practice medicine in the state of missouri, i hereby authorize and consent to have
an investigation made as to my moral character, professional reputation and fitness for the practice of medicine, when in the opinion of the
missouri board such an investigation is deemed necessary. i agree to give any further information which may be required in reference to my
past record. i authorize and request every person, hospital, clinic, community, governmental agency (local, state, federal or international),
court, association, institution or other organization having control of any documents, records and other information pertaining to me to furnish
to the missouri state board of healing arts any such information, including documents, records regarding charges or complaints filed against
me, formal or informal, pending or closed, or any other pertinent data and to permit the missouri state board of healing arts or any of its
agents or representatives to inspect and make copies of such documents, records, and other information, in connection with this application.

state

applicant’s signature

▼

must be signeD in
pResence oF notARy
p. notARizAtion

county

the applicant identified him/herself with a government issued photographic identification and bearing

notary public rubber stamp

notary public signature

notary public embosser seal

true likeness to the attached photograph subscribed and swore to the truthfulness of this application

before me, this _____________ day of ____________________________ , _______________ .
commission expires

notary public printed name

photo

Q. RecommenDAtion oF moRAl, ethicAl AnD pRoFessionAl conDuct

to be completed by the chief executive officer, superintendent, chief of staff, program director or director of medical education in the
hospital where applicant desires employment.

by completing and signing this section, i recommend this applicant for temporary licensure and agree to supervise him/her in accordance
with the board’s rule 20 csr 2150-2.060(7).
print name

title

signature

date

Eve Robb Medlock

mo 375-0935 (3-14)
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tempoRARy licensuRe Dept.
state of missouri
division of professional registration
state board of registration for the healing arts

postgRADuAte ReFeRence letteR

name of applicant (please print full name)

state board of registration for the healing arts
p.o. box 4, jefferson city, mo 65102
for overnight deliveries
3605 missouri blvd., jefferson city, mo 65109
telephone (573) 751-0098
toll free (866) 289-5753
fax (573) 751-3166
date

the physician named above has applied for licensure in the state of missouri. the missouri state board of registration for the healing
arts requires a postgraduate reference letter from the program director of each ama or aoa approved training program the applicant has
been in or is currently enrolled.
please provide all of the information requested on this form and send the form directly to the missouri state board of registration for the
healing arts, p.o. box 4, jefferson city, mo 65102.
this information will become part of the permanent records maintained in this office. please note that the candidate cannot receive final
consideration without your cooperation.
please type or print this form in blAcK ink.

i hereby authorize the above-named hospital, its staff or representative, to provide to the missouri state board of registration for the healing
arts any and all information requested below, whether such information is favorable or unfavorable, and i hereby release any and all liability
against the above-named institution and/or person for any and all acts performed in fulfilling this request, provided that such acts are
performed in good faith and without malice. further, i request that this completed form be sent directly to the missouri state board of
registration for the healing arts, p.o. box 4, jefferson city, mo 65102. i understand that completed forms returned to me will not be accepted
by the missouri state board of registration for the healing arts.
applicant signature
program director
name of training hospital
address of training hospital

area in which you are being called upon as a reference
clinical clerkship (fifth pathway)

internship

name of department

residency

fellowship

dates applicant was in training

the physician satisfactorily completed _____________ months of training here. (please fill in blank)

briefly describe the duties this candidate performed while under your supervision and briefly describe
the nature and type of supervision you provided.

please read the following and indicate your answer by a check mark in the appropriate box. (if any answers are “yes”, please provide
complete details on a separate sheet.)

1. during the time this physician was in your training program has he/she ever been subject to any disciplinary action, such as imposition of
consultation requirements, suspension, termination or probation?
yes
no

2. at the time the physician left your institution, were any actions instituted, in process or pending against him/her?

yes

no

3. do you have knowledge of any drug or alcohol dependency or abuse by the applicant during the previous ten years or know of any
emotional, mental, behavioral or nervous afflictions?
yes
no

mo 375-0935 (3-14)
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indicate your evaluation of the following elements by a check mark in the appropriate column at the right,
based upon your personal knowledge oR records maintained by your hospital:
unable
to
evaluate

basic medical knowledge

not
acceptable

average

above
average

professional judgment

sense of responsibility

clinical competence

technical skill

cooperativeness, ability to work with others

medical record currency

Quality of medical records

patient management

physician-patient relationship

i would rate this applicant’s overall performance under
my supervision, or based on hospital records, as

briefly explain the reason for any check marks in the column entitled not AcceptAble or unAble to eVAluAte.

please read the following recommendations carefully and mark the appropriate one.

i recommend this candidate for licensure to practice medicine and surgery without any reservation.
i recommend this candidate for licensure to practice medicine and surgery with reservation.
i do not recommend this candidate for licensure to practice medicine and surgery.

iF you Do not RecommenD this inDiViDuAl FoR licensuRe oR RecommenD him/heR with ReseRVAtions, pleAse explAin why.

please list the names and addresses of any other physicians on a separate sheet of paper who, in your opinion, should
be contacted regarding this candidate and the reason for contacting them.

i attest that the foregoing information which i supplied is true in every respect.
name (please print or type)

title

telephone number

signature

4

this FoRm mAy be sent electRonicAlly to the hospitAl,
but the oRiginAl completeD FoRm must be mAileD DiRectly to the boARD oFFice
mo 375-0935 (3-14)
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state of missouri
division of professional registration
state board of registration for the healing arts

tempoRARy licensuRe VeRiFicAtion

AuthoRizAtion AnD ReQuest
applicant name (please print)

state board of registration for the healing arts
p.o. box 4, jefferson city, mo 65102
for overnight deliveries
3605 missouri blvd., jefferson city, mo 65109
telephone (573) 751-0098
toll free (866) 289-5753
fax (573) 751-3166

please type or print form in blAcK ink.

state, territory or international country of:

i, the above named applicant, hereby authorize and reQuest the state board named above having control of any documents, records and other information pertaining to me, to furnish to
the missouri state board of healing arts information, including documents, records regarding charges or complaints filed against me, formal or informal, pending or closed, or any
other pertinent information.
signature of applicant

license number

VeRiFicAtion - to be completeD by stAte licensing boARD oFFiciAls
license number

issue date

expiration date license method

state board exam

other (specify)

date

flex exam

usmle

reciprocity

lmcc

national board
endorsement

no

have any complaints or charges been filed, formal or informal, pending or closed?
yes
if yes, please provide complete details and send copies of all pertinent documentation.

no

▼

▼

has disciplinary action been taken against the license?
yes
if yes, please provide complete details and send copies of all pertinent documentation.

state seal

state board

date

state board administrator

mo 375-0935 (3-14)
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state of missouri
division of professional registration
state board of registration for the healing arts

tempoRARy hospitAl AFFiliAtion VeRiFicAtion

name of applicant (please print full name)

state board of registration for the healing arts
p.o. box 4, jefferson city, mo 65102
for overnight deliveries
3605 missouri blvd., jefferson city, mo 65109
telephone (573) 751-0098
toll free (866) 289-5753
fax (573) 751-3166
date

hospital name
hospital address (street, city, state & zip code)
date privileges were held

i hereby authorize the above-named hospital, its staff or representative, to provide to the missouri state board of registration for the healing
arts any and all information requested below, whether such information is favorable or unfavorable, and i hereby release any and all liability
against the above-named institution and/or person for any and all acts performed in fulfilling this request, provided that such acts are performed in good faith and without malice. further, i request that this completed form be sent directly to the missouri state board of registration
for the healing arts, p.o. box 4, jefferson city, mo 65102. i understand that completed forms returned to me will not be accepted by the
missouri state board of registration for the healing arts for verification purposes.
date of birth

social security number*

▼

signature

hospitAl ADministRAtoR section

this section must be completed by the hospital administrator or his/her representative and returned to the missouri state board of
registration for the healing arts. no substitutes will be accepted in lieu of this form. verifications returned to the applicant will not be
accepted. this form must be notarized or have the hospital seal affixed.
1. the above-named physician is/has been affiliated with our hospital
from _________________________________________ to _______________________________________ .

2. based on past performance, would you recommend this physician for reappointment at this hospital?

yes

no

3. during the stated period of time, were the practice privileges of this individual restricted, limited, suspended, or revoked as a result of disciplinary action?
yes
no

4. please submit an explanation if question 2 is answered “no” and/or 3 is answered “yes”
comments, if any

i solemnly swear that the above information is true and accurate to the best of my knowledge.
print full name of administrator/representative

title

▼

signature of hospital administrator/representative
mo 375-0935 (3-14)
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state of missouri
division of professional registration
state board of registration for the healing arts

oRiginAl Documents

state board of registration for the healing arts
p.o. box 4, jefferson city, mo 65102
for overnight deliveries
3605 missouri blvd., jefferson city, mo 65109
telephone (573) 751-0098
toll free (866) 289-5753
fax (573) 751-3166

instRuctions
you are required to provide our office with all original professional and preprofessional transcripts, marks, translations and other
documents requested by the board. please type or print form in blAcK ink.

1. nAme As shown on ApplicAtion (lAst, FiRst, miDDle)

DAte

2. nAme shown on Documents iF DiFFeRent FRom ApplicAtion (lAst, FiRst, miDDle)
3. ADDRess (stReet, city, stAte, zip) pleAse notiFy boARD oFFice oF Any ADDRess chAnge(s)

4. list eAch oRiginAl Document encloseD

no. oF
pAges

5. list oRiginAl tRAnslAtion encloseD

no. oF
pAges

notARizeD copies encloseD (3)

yes

no

notARizeD copies encloseD (3)

yes

no

no. oF
pAges

no. oF
pAges

copies must AccompAny All oRiginAls.
stAte oFFice use only
date received

number of originals received

certified number

return address if not same as listed above

mo 375-0935 (3-14)

date returned

number of originals returned
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