
UA utttFoix AtprtcAttoN
FOfi rHYSlCtArt
STAYT LICE'ItURI

Affidavit and Authorlzatlon for Release of lnformation

Thls fonn $hou[d be lent to the state board vou. are aoplvlnc t9' IJOT l0 FfiB"

Apotlcint:

Securely tape or glue
a recent (tess than 6
month otd) f ront-
vlew 2" x 2"
p6ssport-type cotor
photo of yoursel/ in
the square below.

Sign thls form with
attached photo in
the presence of a

notan/ pubtic,

Send the notarlzed
form to lhe bQeld
vou are apP-l{ng-!g
folIgclgclcr
DO NOT SEND THIS
FORM TO F5,lA8,

Doing so wilt cause a
delay with your 5tate
board apptlcation.

Appllcant Photograph

Ptease see the instructions above
Applicant's signalure (must be glgned ln lhe prBsence of a

l, the undersigned, heing duly sworn, hereby certify under oath thal I am lhe p€rson named ln ihle

application, thai all statem-ents i have made or itnatt mdto with respect ther€to are true, lhat I am the orlginal

uil ta*frt possessor of and person named in the varlous fotms and credentials furnlshed or lo be fumished

with respeit to my application, and that all documents, forms, or copies thereof fumished or to be furnished

wlth respect to my appllcatlon are strictly true in every aspect,

I acknowledge thal I have read and understand the Uniform Application for Physiclan Stale Licensure and

heve answeiod all questlons contalned in the application truthfully and completely. I further acknowledge

lhat failure on my parl to answer questions truthfully and completely may lead to my belng proseculed under

appropriate federal and state laws.

I aulhorize and requesl every porson, hospital, clinic, government agency {local, state, foderal, or forelgn),

courl, assoclation,'institution, or law enforcemont aginoy havlng custody or conlrol of any doouments,

records, and sther information perlaining lo me to iurniitr to the Board any such lnformation, includlng

Ooiuments, records regarding charg"s ortomplalnts filed against me, formal or informal, pending or closed,

or any oth€r pertinentiata, ina to'permit the'Board or any of its agente or representatives to lnspect and

make copies bf suctr documen'ts, records, and other lnformation in connecllon with this application,

I hereby r6lease, discharge, and exonerate lhe Board, lts agents or reptesentatives, and 8ny person'

frospltai clinic, governmerit igency (local, slate, federal, or foreign), oourt, assooiation, lnstitutlon' or law

enforcement ag|ncy havlng cJstody or conlrol of any documents, records, and other information pertalnlng

to rne of any a'iO alitiaUtttty-ot every nature and kind arising out of investigalion made by lhe Board'

I will immerjiately notify the Bsard ln writlng of any chongee to the answers to any of lhe guestions contained

in thii applicatloh it sultr a change occursit anyihnu prior to a license to practice medicine belng grantod to

me by the Board,

I understand my fallure to answer questions contained in this applicatlon truthfully and completely may lead

to denial, revocation, or other disciplinary sanction of my lioense or permit to practice medicine,

Appllcant's printed lart name

Applicant's printed first name, mlddls inltlal, and sufix (e.9., Jt.)

Dat€ of slgnalure corr€spon0 t0 date ot nolarlzali0n)(mu$t

I certify that on the date set lorth below, the indivjdual nemed above did appoar personally botors me

comparing his/her physical appearance wilh the photograph on the ldenlifying document presenled

aftixed hJrelo, anO ('O) oomparing tho applloant's signaturs made in nly presence on this form

document.

and that I dld ldentify this spplicanl by: {a}
by the applicant and with the photograph

witn tne signature on his/her ldentilying

Notary

State of , Counly of . .-r

The stgtements on lhis documeni are subscribed and sworn to before ma by the appllcant on thls 

- 

day of

(NOTARY PUELIC SEAL)

My Notary Commisslon Expires;

20-.

Untform Appltcatton for Physiclan Stato Lloenru16 * AMdaVit 8nd Aulhorizstlon lor Roloase ol lnformatlon @ 2013 Federation ot Slsl6 Medical Boards



UA ur{rroiH ArpLtGAttox

trATe ttcEilrunq

Liceneure Verificatlon (UA Form #1)

This form shoutd be $ent to each board with which you have ever held a llcense

Appllcantgj

Complete section 1,
ln the Authorlzatlon
area, list the board
that needs to verify
your [cense as wetl as
your license number,
Type or print legibly,

Send th{s form and any
requlred fee for thls
vgrlflcation to the
authorizing board,

Copy this form for
muItiple Icenses,

Stote Llcenrlnl Board
or Cana4lan Provlnce:

Please comptete
Sectlon 2, Send this
form to the board at
the address tiTted in
Section 1.

Section 't: Appllcant lnformatlon

Last name: suffix: 

-
First name;

Middle name:

Date of blrth: Soclal Securlly number';

'The sacial securlty number is lo be usod for purposes ol ldenlilicalion anly and mdy not be used tor any olhar raason.

ln llstlng the Board informatlon below, please reference l![!o:l/www.ismb,orQldirectorv smb.html,

Namo of Board applylng to: -
Board address: .. . -

Board city/statelzip code:

Authorization; I am applying for a license to praclice medicine, The Board I am applying to requlres that

this form be completed by each stat€ or Canadlan provlnce ln whlch I hold or have held llcenses' whether

now current or not. I aulhorlzs tho licenslng agency of the state/province of to

provide any and all information pertaining 1o license number 

-- 

to the Board lisled above'

Appllcant signaturo: Datel-

Sectlon 2: Licensure Veriflcatlon

Name of Licensee
L68t uuilx

License tvoe:

lssue date: ExPiration date:

l$ this license current? E yes ! ruo lf not current, please explaln

1. Have forrnal disciplinary proceedings been lnitiated against applicanl's'llcense by a disciplinary autholity

in your state? f, Yes n ruo E Cannot answer under state law

lf yes, please explain:

2, Has the appllcanl ever been warned, c€nsured, placed on probatlon, formal consent, reprimand, or in any

other manner disclplined, or has the applicant's license ever been revoked, suspEnded, or' in any other

manner, limited by a llcenslng or dlsclpllnary authority ln your stat€?

I ves [ ruo U Cannot answer under state law

lf yes, please explain;

l.CERTIFY THAT to,the best of my knowledge and bellef, the foregoing ls a true, acourate' and

complele statemont of the record of thE lndividual named on this form.

Slgnature:

AFFIX BOARD SEAL HERE PTiNt NAME:

(lf no seal is avaitable, thls form must be notatizod,) Tille;

Date:

Email: -

Flrst

Llcense number:

Unitorm Applioation for Phygioian Stals Licensuro - Licensulo Vorllioalion Q 2013 Fedorsllon ol Stals Medlcal Eoardg



UA ux tfonx AttllcattoN
IOT PHYIICIAH
sTAT€ ltCCxrunt

Medical SchoolVerlflcation (UA Form #2)

Thls form shoutd be $ent to the current Dean of your medlcal schoot.

Arrpllcants not uslnq
FCVS:

Complete Section 1

and fltl ln your name at
the top of page 2, Type
or print letibty,

Send thls form and a

copy of your medjcal
schoot diplorna to the
current Dean of Your
medical school.

Copy thls form for
rnuItlple medical
schools.

Dean or
Deslqnated Offlclalf

Please complete
Section 2 of this form,
certify the enclosed
copy of the above
narned appIicant's
diploma bY Ptaclng
your schoot seal on it'
provlde an official coPY

of the transcrlpts of
the above nam€d
physician, and send
these documents with
this form and any
attachments to the
state board tisted in
Sectlon 1,

Soctlon 1; Appllcant lnformation

Last name;

Flrsl name;

Sufftx: 

--

Name if different when dlploma awarded:

Name of medical school; - -

Date of birlh Social Security numberr:

'Ire socra/ s€cn rily numbsr is lo be used for purposes of ldontiliaation only and may nol ba usod'for any othar rceson'

ln listlng the Board lnformatlon below, please relerence littp:/./wwll/,fsmb$rq/rjlreclpry smb-!!nl'

Name of Board apPlYlng to: - ..

Board address; - '

Board citylstate/zip code:

Walvor for Rslaase of lnformafion: I authorlzo lhe medical school listed above to provlda any and all

information perlalnlng to rV r"ii"rf education at that lnstilution to the Board llsted above' I requesl that the

oe"r oi 
" 

i"*rgnate-d ofliciat completo Section z ot inis form and seal the TpJ^:llJi9.l",Tlfl*:"d),
then return thls form, the sealed diploma, and a copy of my oflicial transcripts to the Board llsted above at

the glven addross,

Applicant signaturs:

Section 2: Medical School Verlfication

Middle nam6:

Medical school name:

School name if differenl when the above applicant atlended:

Medical school address (includlng cily, slale or province, zlp code' and country as applicable):

Hours of undergraduate educatlon required for admission into your school:

Total weeks of educatlon appllcant attended your school

Applicant's attendance dates: From

Graduation date: Degree;- 
-lind-iAtol/A if not applicable)(indicste N/A lf not

lf transcripts are not in

English, an orlglna(,
certf/led, and of flcial
EngIish translation is

requlred, The queslions on lhe lollowing page apply to. unusual circumslances thal occurred during any parl of the

lndlvtdual,s medicalaou.ution, pleise irio'cx the approprla'te response(s)-and provide datos and requesied

lnformation, ,,ye$,,responses to any of these queitions require a copy of explanatory records or a writlen

oxplanation, Attach additlonal pages as nocessary,

uniform Application tor Physlcian stale Llcensuro * Medical school verilicslion (page 1 or 2) @ 2013 Federation ot Sta(e Medical Boardg



Appllcant Name;

1, Dotheofficial rocordsforthisindlvldual reflect(an)inlerruption(s) orextension(s)inhis/hermedioal education? YesfJ NofJ

lf yes, please select the reason(s), indicate the dates of tho interruption(s) or extension(s), and indicale whether tho lnteruptlon(8)/
exlonsion(s) was/were approved or unapproved 

From Monthr/ear To Monthr/ear Approved unapproved

Personal/Family

Academic remodlation

Health

Financial

Partlcipation ln Jolnl degree program
(e.9., MD/PhD)

Participaiion in non.research special study
(e,9., fellowshlp, lnternatlonai exporlonce)

D other:

2 Do the offlcial records for this individual rellect that he/she was ever placad on academlc or disciplinary probation during hlsiher

medicaleducation? Yes tr ruo E
lf yes, please select the reason(s) for the probation, indicate lhe date(s) of placement on and removal from probation, and attach

documenlation/informalion of lhe circumstances and outcome(s),
From Monthffear To Monthffear

tr Academlc probatlon

n Probation forunprofessional conduot/behavioral reasons

tr Probalion for other reason(s) (please specify):

3. Do the official records for this individual reflect that he/she was ever dlsclpllned for unprofessional conducubehavioral reasons by

the medical school or parent university? Yes I ttto fl

lf yes, please attach documentation/lnforrnation of lh€ clrcumstances and outcome(s),

4. Do the official records for this individual re{lect thal hs/she wa9 ever the subject of negarive reports for bohavioral leasons or an

lnvestigation by the medical school or parent university? Yes D ruo fJ

lf yes, please attach documentatlon/information of the circumstanoes and outcome(s),

5, Do tho officlal rscords for thls lndivldual reflect that there wer€ ever any limitations or special requirements imposed on the indlvldual

because of que6tions of academlc incompetence, disciplinary problems, or any other reason? Yee fJ No fl

lf yes, please altach documentallon/lnformation of lhe nature ol ths limitations or special requiremenls'

I CERTIFY rHAT to the best of my knowledge and bellef, the foregoing le a true, accurate, and complete statement of the

rocord ol the lndlvidual named on thls form'

Signature:

Print name:

tr
D
!
n
tr

T

!

!
tr
tr
n
n
n

n
n
n
n
n
u

AFFIX INSTITUTIONAL SEAL HERE

(lf no seal ie avallablo, this form rnust be notarlzed,)

Titlo:

Date

Phone numbet: Fax numben

Email: ,

Uniform Applicatlon for Physictan $talo L{conEure - Modlcdl gchool V€rilicalion (page 2 of 2) @ 2013 Frderallon ot State Medical Boardg



U vr{tFoix aP2!tclYtoN
fOF THY'IGI X

STATC ltCtXlVA!

Postgraduate Training Verlfication {UA Form #3}

This form should be sent to the Program Dlrector of youi postgraduate training program

Aorrllconts not uslng

ECV5.r

Complete Sectlon 1

and filI in your name
at tho top of page 2,
Type or print tegibly,

Send this Form to lhe
current Program
Director of your
postgraduate tralnlng
pr0gr0m,

Copy this form for
multip[e lraining
programs.

Proqlam Dlrector or
elglglsd-ggsb!
Please complete
Section 2, Report
lncomptete years
separately from those
that were completed
successfutty. Report
each lnternshlp,
Residency, and
Fellowrhip separatety.

Use one section per
specialtyi subspeciatty
and provide a
schedute of rotatlor'ls
lf the speclaltyl
subspeciatty is
rotating/ transitionat,

Make copies and
atlach addltlonal
pages lf necessary

Send thls form to the
board Iisted in Section
1 with any added
documentatiotr, if
appticable.

Suflixr 

-

Soction 1: Applicant lnformatlon

First name:

Middle name;

Name lf different when diploma awarded

Name of postgraduate training program:

Date of bldh: Social Security numbor*:

'Ihg socia/ socurtty numbor ls to bo usod for pueosf,s ol iderllificallon only and may nol be used lor any olher roason,

ln listing tho Board informatlon below, pleese referenoe hllp://wvvw.fsmb.orq/directorLsmb.hlml.

Name of Board applying to:

Board address:

Board clty/slate/zip code:

Applicant elgnature: Date

Sectlon 2: Postgtaduate Tralnlng Voriflcation

Waiver fori Release of lnformaUon: I authorize lhe postgraduate training prograq llsted ebove to provide

any and all lnformatlon pertaining to my medical education at that instilutlon to the Board listed above'

I r6quesl that the Progiam Direior or-deslgnatefl offlclal complote Section 2 of this form and eend lt to the

Board listed above at the glven addrass.

lnstitution name: .. ..

lnstitution address;

lnstitution city I slate or province / zip code:

Affillated medical school name:

lnstitutlon / school name if different when the appllcent attended:

postgraduate year (e.g., 1, Z, 3, otc.): fl lnternship E Resldency E Fellowship

I Rsssarch fJ cnier Reeldency E otner

Specialty/Su bspeclaltY:

Attendanca dates: From to

Successfullycompleted*?[ves[ruoElnprogress$/itheXpecledcompletiondateof-
,ln oach year of tralning, did the applicant dononslrate sufficienl academic and clinlcol abilily to qudlify f1r advdncoment

wlthout iondlllonal orirobationary'status to lhe naxl yaar and norl prugrdssive tovot of rasponsibllity ln a designated

specially programT

Accredited by: tr
tr

n
tr

tr
n

ACGME
RCPSC

AOA
APPAP

LCGME [] nsc
None oflhese

! crpc

Unllorm Application for Physician Slate Llcensure - Postgladuate Training Verillcallon (page 1 ol 2) 62013 Federatlon 0f st818 Msdical Boardg



Applicant Name;

Postgraduate yoar (e,g., 1, 2, 3, etc,): ! lnternshlp ! Residency D reilowship

! Research fJ ct,iet Residency E other;

S peoially/S ubspeclalty :

Attendance dates: From to

Successfullycompleted-?[yesfJruollnprogresswi1hexpec.tod0omplotiondateof-
,tn oach yeat of ltsining, dtd ltfl appliaar'tl domonslrcta sutflcient academic and. clinicat ,abllitl lo oullily- fo1 aduancomsnl

withoul cont1itionat orilrabattoiary'slaluts lo the noxl yoar and nexl prcgrossivo lavel ot.responsibilty in a dasignaled

speoielly program?

Accredited by: n
n

n
T

ACGME
RCPSC

AOA
APPAP

Postgraduate yoar (e,g,, 1, 2, 3, erc.): f, lnternship I Residenoy X Feltowsntp

f Research ! crriet Residency ! otner;

Unueual Clrcumstancsg

1. Did this individual ever take a leave of absence or break from hls/her training?

2. WaB this individual ever plsced on probation?

3, Was this individual ever dlsclplined or placed under invastlgation?

4, Were any negatlve reports for behavioral roasons ever liled by inetructors?

Title;

Date:

D lccue fJRsc
f, ttone of these

E crpc

il t-ccue E Rsc ! crPc
I None oftheee

I ves

I ves

flves

E ves

flves

Spocialty/Subspeclalty:

Attendance dales: From to

Successfully completed*? ! Ves E ruo n ln progress with expected completion date of 

-

'tn dach yoar of tratntng, dld lhe appticant demonstrate suffhlen! acadomlc and clinical abilily lo qualify fo.r advancarnant

i/tiiiiioiarcnatorirctuiliia,i-sntiiio tia next yaar and next progrosslva levot of rasponsibilltv in a destsnated

spociolty pragrcn?

Accredited by: tr
tr

T
n

ACGME
RCPSC

AOA
APPAP

Please exptain any

"Yes" reSponse on an
additionat page or ln
the btank sidebar area
above,

! tlo

nruo

!Ho
Eruo

I t'lo
5. Were any limitations or special requirements placed upon this indlvldual

because of questions of academlc inoompetence, diaciplinary problems,

or any other reason?

I CERTIFY THAT to the beet of my knowledge and belief, tho foregolng i8 6 true, accutate, and complete ctatement of the

record of the indlvldual named on thle lorm.

$ignature:

Print name:

AFFIX INSTITUTIONAL SEAL HERE

(lf no seal is available, this form rnust bo notarlzed')

Phone number Fax number:

Email: - -

Unlform Application lor Physlclan Sl6te Llconsure - Postgr€duate T.ainlng Voriflc€tlon (Page 2 ol 2l O 2013 Fsdorsllon otSlate Medlcal Eoardi



UA uxtFoRtt A?tilcAYtoN
FOR PHYJICI N

Flfth Pathway Verification (UA Form #4)

Thls form shoutd be sent to your Filth Pathway Program Dlrector.

Section 1; Applicant lnformatlon

Lasl name: Suflix: 

-

lnstitution city / state or provinee / zip code

lnstitution / school name if different when,the applicant oltondod:

ApfJllc.nts not ljslng
FCVS;

Complete Sectlon 1

and filt in your name
at the top ot page 2,
Type or print legibty.

Send this form to your
FiFth Pathway
Program 0irector.

Proqram Dlrector or
Ery49fldslt
Please complete alt of
Section 2, Send thls
form to the board
listed ln Sectlon I
with any added
dgcumentation, it
appticable,

Middle name

Name if differenl when cedlficato awarded:

Name of medical schooll

Dale of blrth: _ Social Security number';

'The social security nunber ls lo be usod for purpases o[ ldentlllcsllon only and may not be used for any other reason.

lnlletlngtheBoardlnformationbelow'pleaserefer€nceht!iJ!t&@
Name of Board applyirrg lo;

Bqard address

Board city/state/zlp code:

Walver for Release of lnformatlon: I aulhorize tho Program Direclor or designated official of the Fiflh

Pathway program to provido any and all information perlalning to my medlqal educatiQn at that lnslltullon to

the Board listed abovo. I request lhat the Program Director or designaled official complele Soction 2 ol this

form and send it to tho Board listed above at the given address,

Appllcant signature; Date

Sectlon 2: Ftfth Pathway Vorification

First name:

lnstitution name: _. ---

lnstitulion address:

Enrollmenl dates: From to

Completed? [ Ves, Certification date; ._---
D tto. Witnarawaldate:

! No, Dismtssal date:

I ln progr"ru, Expecled corpletion d"t"r

lf the applicant withdrew or was dismlssed, please explain in the space below, Attach addllional inlomation
lf needed,

Unilorm Application for Physlolan Slate Lic€nsuro - Fifth Pathway Verllicatlon (pago 1 ol 2) O 2013 Federalion of Slste M€dlcal Soards



Applicant Name;

I CERTIFY THAT to ths best of m
record of the individual named on

Type of Clinical Rotation From To Number of Weeks Credit

Unusual Circumstance

'1. DId this individual ever take a leave of absence or break from hls/her tralnlng? [ Vee fJ tlp

2, Was ihis individual ever placed on probation? E ves ! t'to

3. Was this lndividualever disclplined or placed under investigation? [ yes X tto

4, Were any negative reports for behavioral r€asons ever flled by lnstruclors? E ves [ ruo

5. Were any limltatlons or speclal requlrements placed upon this individual ! yes ! No

because of questions of academic incompetence, disciplinary problems,
or any other reason?

Please axplaln any "Yes" respons€ in the blank space below. Attach additional information il needed,

y knowfedge and bellef, the foregolng ls a true, accurate, and complete statement ol the
this form,

AFFIX INSTITUTIONAL SEAL HERE

(lf no,seal is available, this form must be nolarized,)

Signature:

Print name

Title:

Date;

Phone number: 

- 

Fax number:

Ernail:

Unifo/m Applioetlon tor Physloian Slate Licensuie - Flfth Pathway verlnoatlon (page 2 of 2) O 201 3 Federation of Slalo Modlcal Boardg



Vermont Department of Health
Board of Medical Practice

108 Gherry Street, PO Box 70
Burlington, VT 05402-0070

802-657 4220 or 800-7 45-7 37 1

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER

Name of applicant:
The Applicant named above has applied to the Vermont Board of Medical Practice for a license to'practice medicine. The
applicant has listed your name as one who.has requisite knowledge through recent observation of the applicant's current
clinical competence, ethical character, and abil ity to work cooperatively with others. ln this regar:d, please complete the following
reference form. Thank you for your cooperatio

Please complete all parts of this form. lf more room is needed, please attach additional information

Name (applicant) at (lnstitution) 
,

From to . During that time, he/she

Was (list Position at the institution):

IMPORTANT NOTE: lf you rate the applicant lpoor'' or "fair" in a particular category, please elaborate on this aspect of the
reference in as much detail as possible.

The basic medical
knowledge:

Professional judgement:

Sense of responsibility:

Moral character/ethical
conduct:

Competence and skill:

Cooperativeness ability
to work with others:

History & physicalexam
taking:

Recprd keeping:

Patient management:

Case presentations:

Physician-Patient
relationship:

Participation in Medical
Staff Affairs::

Competence in being
able to communicate in
reading, writing and
speaking the English
language:

Reference Form
Page 1 of2

Poor

Poor

Poor

Poor

Poor

Poor

Fai

Fair

Fair

_ Fair _Average Above Average

. Average

_ Average

-Average

. Above Average

-Above 

Average

_Above Average

Fair

Fair

_ Average

_ Average

_ Average

_ Average

_Average
. _Average

_Above Average

_Above Average

_Above Average

_Above Average

Above Average

_Above Average

Poor _Fail Average _AboveAverage

Poor

Poor

Poor

Poor

Poor

Fair

Fair

Fair

Fair

Fair Average Above Average

Fair Average _ Above AveragePoor

Return Directly to the Board



Name of applicant:

To the best of your knowledge, does/did the applicant carry out the duties and
responsibilities of the position at your institution in a satisfactory manner?

Do you know of any emotional disturbance, mental illness, organic illness, alcohol or
drug problem, which might impair the applicant's ability to practice?

Do you know of any pending professional misconduct proceedings or medical
malpractice claims?

Do you know if the applicant has been a defendant in any criminal proceeding other
than minor traffic offenses? (Note: DW is not minor)

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence,
miscoriduct or malpractice?

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes

-No

Do you know of any confirmed quality concern (quality of hospital care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere?

Do you know of a failure of the applicant to complete a residency training program(s)?
Yes No

Does the applicant call upon consults when needed 
yes _ No

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part.of the
applicants medical education. Please check the appropriate response. lf you answer yes to any of these questions,
please enclose an explanation.

Yes _ No
Did the applicant take any leaves of absence or breaks from his/her medical education?

Were any limitations or special requirements imposed on the applicant because of Yes _ No
questions of academic or technical competence?

ln addition to the information provided on the previous page, please use the space below and the reverse side for
elaboration on the above and any additional information you have available to aid the Board in evaluating this applicant.
Of particular value to us in evaluating any applicant are comments regarding his/her notable strengths and/or
weaknesses. We would appreciate such comments from you. Any additional information should be attached to this form

The above report is based on:
C lose personal observation

- 
f :ffifi L'$l3'ffi i"J,io u s eva r uat ion s

I further certiff that at the time of completion of the above training, or during my association with the applicant, he/she was
competent to practice as a medical practitioner and he/she was not the subject of any disciplinary action.

I recommend (App for licensure in Vermont.

Signed

Print or Type Name and Title:

Reference Form

, Page2of2

Date:

Return Directly to the Board



)

I

Medical Malpractlce Clalm Repoillng Form -Must complete form. Do not say "see attached"

Name of Applicant;

Please provide the following information regarding each instance of alleged malpractice, This section should
be photo copied and filled out separately for each claim. Addltional sheets may be obtalned/used if necessary

lnsurer

Claimant name

Description of alleged claim (allegations only): This does not constitute an admission of fault or liability

Please indicate:

1. Patient's condition at point of your Involvement;
2. Patient's condition at end of treatment;
3, The nature and extent of your involvement with the patient;
4. Your degree of responsibility for the course of treatment ln leading to the claim; and
5, Narrative of event.

lf the incident resulted ln patient's death, indicate cause of death according to autopsy or patient chart:

Your role (clrcle one);

01 Aneslhesiologlst
02 Primary Care Physician
03 Refering Physician
04 Aitending Physician
05 Consultant Specialist
06 Surgeon
07 Fellow
08 PGY 1

09 PGY 2
1O PGY 3

11 PGY 4
12 PGY 5
13 PGY 6
14 PGY 7
15 Workmen's Compensation Evalualor
16 Court Psychiatrist
17 On-Call Physlclan
1 I Group Praclitioner/Partner
19 Other: Specify _.
20 Unknown

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

Name

Firm

Address

City, State, Zip

Phone

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

Form A
Page 1 of 5



Court's location

Docket n

Date the action was

Decision determined by (check one):, 

-- 

Judge ' . _ Jury_ Arbitration panel

Decision: Award;

lf your case was appealed, indicate the following: Date appeal filed
Date appeal decided; (msnth, day, year) _l_]__

(month, day, year)

lf your case was settled, indicate the following

Settlement amount paid on your behalf;

Total settlement amount:

Date of settlement: (month, day, year) __l__---.1_
_ Case currently pending

Case dismissed agalnst you 

- 

Against all defendants

lmportant; ln sdditlon to the above lnformatlon, please attach a copy of the comptaint and final judgment,
settlementandrelease,orotherfinal dispositionoftheclaim. Thisinformationcanbs:obtainecifromyour
legal representative.

Additional lnformation, if any:

Form A
Page 2 of 5


