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


Visiting Physician Permit Application
READ CAREFULLY AND TAKE NOTICE: This application and any subsequently issued license, permit, certificate, or other authority to practice in the State of Louisiana are subject to all Louisiana laws and administrative rules governing the practice of medicine and allied health. A copy of the laws and rules can be found on the LSBME website. All applicants are hereby PLACED ON NOTICE that they are responsible for knowing the laws and rules and for complying with them. By submitting this application, you expressly acknowledge and agree that you are responsible for knowing and complying with the laws and administrative rules governing the practice of licensure for which you are applying. 



FILL IN ONLINE PRIOR TO PRINTING
	NAME: LAST
[bookmark: Text3]     
	FIRST
[bookmark: Text4]     
	MIDDLE
[bookmark: Text5]     
	SUFFIX (SR, JR)
[bookmark: Text6]     

	SOCIAL SECURITY NUMBER

[bookmark: Text7]     
	DRIVER’S LICENSE # & STATE

[bookmark: Text8]     
	CONTROLLED SUBSTANCES PERMIT #’S
[bookmark: Text9][bookmark: Text10]DEA:         STATE:                                 
[bookmark: Text11]FED:      

	BUSINESS ADDRESS: *This address will appear on the LSBME website.
                                                  **Renewal notices will be sent to this address.
STREET & NO. (DO NOT USE P.O. BOX)
[bookmark: Text12]     
	CITY

[bookmark: Text13]     
	STATE

[bookmark: Text14]     

	ZIP + 4

[bookmark: Text15]     
	COUNTY/PARISH

[bookmark: Text16]     
	COUNTRY (IF NOT U.S.)

[bookmark: Text17]     
	[bookmark: Text18]PHONE:      

	
	
	
	[bookmark: Text19]FAX:      

	
	
	
	[bookmark: Text20]EMAIL:                                                       

	HOME ADDRESS: STREET & NO.
[bookmark: Text21]     
	CITY
[bookmark: Text22]     
	STATE
[bookmark: Text23]     

	ZIP + 4

[bookmark: Text24]     
	COUNTY/PARISH

[bookmark: Text25]     
	COUNTRY (IF NOT U.S.)

[bookmark: Text26]     
	[bookmark: Text27]PHONE:      

	
	
	
	[bookmark: Text28]CELL:      

	
	
	
	[bookmark: Text29]FAX:      

	
	
	
	EMAIL:    

	PREFERRED MAILING ADDRESS: STREET & NO.
[bookmark: Text33]     
	CITY
[bookmark: Text34]     
	STATE
[bookmark: Text35]     

	ZIP + 4

     
	COUNTY/PARISH

     
	COUNTRY (IF NOT U.S.)

     
	[bookmark: Text30]PHONE:      

	
	
	
	[bookmark: Text31]FAX:      

	
	
	
	[bookmark: Text32]EMAIL:                                            

	SPECIALTY: 
[bookmark: Text36][bookmark: Text37][bookmark: Text38][bookmark: Text39]1)       2)       3)       4)      

	AMERICAN/AOA SPECIALTY BOARD CERTIFICATION/YEAR:
1)       2)       3)       4)      

	IDENTIFICATION:               RACE:       SEX      WEIGHT:       HEIGHT:       
EYES:       HAIR:       MARKS:      
MARITAL STATUS:       SPOUSE’S FULL NAME:      
PLACE OF BIRTH:       DATE OF BIRTH:       ARE YOU A U.S. CITIZEN?      
IF NOT NATIVE BORN CITIZEN OF THE U.S. GIVE FOLLOWING INFORMATION: TYPE OF VISA:      
IF NATURALIZED, CERTIFICATE #:       INS #:       PETITION #      
DATE ISSUED:       DISTRICT COURT THROUGH WHICH ISSUED:      
U.S. ACTIVE DUTY: BRANCH:       DATES SERVED:        TYPE DISCHARGE:      
[bookmark: Check106][bookmark: Check107]HAVE YOU EVER HELD ANY TYPE OF LICENSURE IN LOUISIANA? |_|Yes |_|No 
[bookmark: Text40]IF YES, TYPE & #:      





	[bookmark: Text106][bookmark: Text107]Name (Printed or typed):                   SS#:      




	Education
	Post Graduate Training-Include 5th Pathway if applicable.
See attached “Unusual Circumstances”

	High School
[bookmark: Text41]     
	Hospital/Program
[bookmark: Text42]     

	City, State & Country, if not U.S.
[bookmark: Text43]     
	City, State & Country, if not U.S.
[bookmark: Text46]     

	Month/Year Started
[bookmark: Text44]     
	Month/Year Graduated
[bookmark: Text45]     
	Month/Year Started
[bookmark: Text47]     
	Month/Year Ended
[bookmark: Text48]     
	Specialty
[bookmark: Text49]     

	College/University
[bookmark: Text50]     
	Hospital/Program
[bookmark: Text56]     

	City, State & Country, if not U.S.
[bookmark: Text51]     
	City, State & Country, if not U.S.
[bookmark: Text57]     

	Month/Year Started
[bookmark: Text52]     
	Month/ Year Ended
[bookmark: Text53]     
	Degree
[bookmark: Text55]     
	Month/Year Started
[bookmark: Text58]     
	Month/Year Ended
[bookmark: Text59]     
	Specialty
[bookmark: Text60]     

	College/University
[bookmark: Text61]     
	Hospital/Program
[bookmark: Text76]     

	City, State & Country, if not U.S.
[bookmark: Text62]     
	City, State & Country, if not U.S.
[bookmark: Text77]     

	Month/Year Started
[bookmark: Text63]     
	Month/ Year Ended
[bookmark: Text64]     
	Degree
[bookmark: Text65]     
	Month/Year Started
[bookmark: Text78]     
	Month/Year Ended
[bookmark: Text79]     
	Specialty
[bookmark: Text80]     

	Professional/Medical School
[bookmark: Text71]     
	Hospital/Program
[bookmark: Text86]     

	City, State & Country, if not U.S.
[bookmark: Text72]     
	City, State & Country, if not U.S.
[bookmark: Text87]     

	Month/Year Started
[bookmark: Text73]     
	Month/ Year Ended
[bookmark: Text74]     
	Degree
[bookmark: Text75]     
	Month/Year Started
[bookmark: Text88]     
	Month/Year Ended
[bookmark: Text89]     
	Specialty
[bookmark: Text90]     

	Practice History and Non-Professional Activity (Do NOT include Training) Attach separate 8 ½ x 11 sheet if necessary.
Account for ALL time not specified above, in chronological order, from High School to the present.

	From Month/Year
	To Month/Year
	City
	State or Country
	Employer or practice setting 
(Clinic, Hosp., Solo/Group, Etc.)
	Specialty or Activity

	      /      
	      /      
	[bookmark: Text54]     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	Have you ever taken any of the following written exams: 
[bookmark: Check114][bookmark: Check115]National Boards, other State Boards, USMLE, FLEX, COMLEX-USA, NBOME, SPEX/COMVEX-USA |_|Yes   |_|No
If yes, list name, location, date and result of each examination; failures must also be disclosed.  Each examination agency must submit an original official Examination History Report directly to the LSBME.  NOTE: Louisiana has a four time limit on all exams.

	Examination (indicate # of times taken)
	Date
	Result (Pass/Fail)

	[bookmark: Text91]     
	[bookmark: Text92]     
	[bookmark: Text93]     

	[bookmark: Text94]     
	[bookmark: Text95]     
	[bookmark: Text96]     

	[bookmark: Text97]     
	[bookmark: Text98]     
	[bookmark: Text99]     

	[bookmark: Check116][bookmark: Check117]Have you ever been licensed to practice medicine in any state, territory, province, or country? |_|Yes |_|No
If yes, list the State, License Number and Issue Date of license.  Please include permanent, temporary, training, provisional, limited or permit. Verification is required for each. Attach separate 8 ½ x 11 sheet if necessary.

	State
	License Number
	Issue Date

	[bookmark: Text100]     
	[bookmark: Text101]     
	[bookmark: Text102]     

	[bookmark: Text103]     
	[bookmark: Text104]     
	[bookmark: Text105]     


[bookmark: _Hlk99616151] By submitting this application, I expressly acknowledge that I understand and agree I am responsible for knowing and complying with the laws and administrative rules governing the practice of licensure for which I am applying. A copy of which are available for my review on the LSBME website.  CLICK HERE TO READ THE RULES BY SELECTING YOUR LICENSE CATEGORY.

2

