
VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE

P.O. BOX 70
BURLINGTON, VT 05402-0070

(802) 6s7-4220

LIMITED TEMPORARY LICENSE APPLICATION
STATEMENT OF PROGRAM DIRECTOR/SUPERVISING PHYSICIAN

This section must be completed by the Program Director/physician who will be supervising your work in Vermont. This licensed

physician will be responsible and liable for all negligent and wrongful acts or omissions of the limited temporary license holder.

Termination of appointment as an intern, resident, fellow or medical officer of such designated hospital or institution shall operate as a

revocation of such limited temporary license. This limited temporary license shall be revoked upon the death or legal incompetence of

the licensed physician or upon ten days written notice of the licensed physician.

I certiff that (name of applicant) is under my direct supervision and control !ry
formal ACGME-approved residency program at:

Hospital or Institution:

Department:

Address

City, State, Zip Code

For the period to

I state that the above applicant is under my direct supervision and control. I further state that I shall be legally responsible and liable

for all negligent or wrongful acts or omissions of this limited temporary license holder.

Signature of Program Director/Supervising Physician Program Director/Supervising Physician's Vermont License Number

Printed Name of Program Director/Supervising Physician Date

Address

City, State, Zip Code

PLEASE MAIL COMPLETED FORM TO THE BOARD'S ADDRESS LISTED ABOVE. THANK YOU

Verrn$ni llepaltrnent of Heai{h, Boald cl Merircal Pria<*ice
Litnited Ternporary Physician's License Applicattcrr
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VERMONT DEPARTMENT OF' HEALTH
BOARD OF MEDICAL PRACTICE

P.O. BOX 70
BURLINGTON' VT 05402-0070

(802) 6s7-4220

LIMITED TEMPORARY LICENSE APPLICATION
STATEMENT OF THE PROGRAM DIRECTOR

(THIS FORM TO BE USED FOR RESIDENTS PARTICIPATING IN AN AWAY ROTATION ONLY)

This section must be completed by the Director of the residency program in which the applicant is currently engaged.

I certiff that (name of applicant)

medical officer at:

Hospital or Institution:

is engaged as an intern, resident, fellow or

Department:

Address

City, State, Zip Code

For the period to

I further state that (name of applicant)

participate in an away rutation at:

Hospital or Institution:

is a resident/fellow in good standing and is scheduled to

Department:

Address:

City, State, Zip Code

For a period of

program.

This is an approved rotation within the framework of the residency

Signature of Program Director Date

Printed Name of Program Director
PLEASE MAIL COMPLETED FORM TO THE BOARD'S ADDRESS LISTED ABOVE. THANK YOU.

to



Medical Malpractlce Glalm Reportlng Form -Must complete form. Do not say "see attached"

Name of Appllcanh

Please provlde the followlng informatlon regerdlng each lnstance of alleged malpractlce. Thls secflon should
be photo copled and flllod out separately for each'claim, Addltlonel sheets may be obtalned/used if necessary,

lnsurer

Claimant name =--_

Desoription of alleged clalm (allegatlons only): This does not constltute en admlsslon of lault or llablllty

Please lndicate:

1, Patient's qondition at point of your invoJvement;
2. Patient's oondition at end of treatment;
3, The nature and extent of your involvement wlth the patient;

1, Your degree of responsibillty for the course of treatment In leadlng to the olaim; and5, Narrative of event,

lf the incldent resulted in patient's death, indlcate oause of death aocordlng to autopsy or patient chart;

Your role (clrcle one);

01 Aneslhesiologlsl 11 PGY4
12 PGY 5
13 PGY 6
14 PGY 7
15 Workmen's Compensatlon Evalualor
16 Court Psychialrlot
17 On-Call Physlclan
1 I G roup PraclltioneilPartner

02 Pilmary Care Physician
03 Referdng Physlclan

19 Other; Speclfy_ _-
20 Unknown

Your Legal Representative in this matter (lnclude name, address and telephone number)

Name

Firm

Address

City, State, ZIp _
Phone

lndlcate Declsion, Appeal, Settlement, Dlsmlssal:
lf a Courl or Arbitration Panel heard your case, lndlcate the followlng:

Form A
Page 1 of 5

04 Allendlng Physlcian
05 Consultanl Speciallst
06 Surgeon
07 Fellow
08 PGY 1

09 PGY 2
1O PGY 3



Court's

Docket numbot

Date the action was

Declslon determined by (check one):, _Judge ' . Jury_ Arbikatlon panel

Decision: Award:

lf your case was eppealed, indlcate the followlng; Date appeal filed (month, day, year)
Date appealdecided; (month, day, year) l_J__
lf your case was settled, lndicate the following:

Settlement amount pald on your behalf;

Total settlement a mount:

Date of settlement: (month, day, year)

_ Case currently pending

__ Case dismissed agalnst you _ Against alldefendants

lmportantl ln addltlon to the above lnformatlon, ploaeo attach a copy of the complalrrt and flnslfudgment,
settlement and rblease, or other flnal dlepositlon of the clalm, Thti lnformation ian bo obtetned from your
legal representatlve.

Addltlonal lnformation, if any:

{j,
r

l

Form A
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