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Louisiana State Board of Medical Examiners
(Rev. 3.24.2026)

Oath or Affirmation - INITIAL LICENSURE – Dispensing
NOTE: “Yes” answers must be explained in a typed, signed, and dated explanation affirmed or certified as true under penalty of perjury.
*************************************************************************************************************************
The Board recognizes that licensees may suffer from potentially impairing health conditions, just like their patients, including but not limited to physical illnesses or debilitation, mental illness or deficiency, and/or substance use disorders, any of which may lead to a deterioration or loss of sensory skills or motor skills, and/or impact cognition. The Board expects its licensees to properly address their health concerns, in order to ensure patient safety. Licensees should seek appropriate medical care and should limit their medical practice, when appropriate.

The Board encourages licensees to utilize the services of the Healthcare Professionals’ Foundation of Louisiana, a confidential resource which provides advocacy for licensees who may suffer from potentially impairing illnesses. www.hpfla.org 

The failure of a licensee to adequately address any health condition which may impair their ability to practice with reasonable skill and safety can constitute a violation of the Medical Practice Act and result in the board taking action against the impaired provider’s license.
*************************************************************************************************************************

	ANSWER THE FOLLOWING QUESTIONS:

IF ANSWER IS YES,  ATTACH A DETAILED EXPLANATION

	1. Have you ever been convicted, whether upon verdict, judgment, or plea of guilty or nolo contendere, of any crime constituting a felony under the laws of the United States or of any state
	YES
	NO

	2. 
	[bookmark: Check26]|_|
	[bookmark: Check28]|_|

	3. Have you ever been convicted, whether upon verdict, judgment, or plea of guilty or nolo contendere, of any crime and element of which is the manufacture, production, possession, use, distribution, sale, or exchange of any controlled substance
	[bookmark: Check29]|_|
	[bookmark: Check30]|_|

	4. Have you ever within the five years preceding application for registration, abused or excessively used any medication, alcohol, or other substance which can produce physiological or psychological dependence or tolerance or which acts as a central nervous system stimulant or depressant.
	[bookmark: Check31]|_|
	[bookmark: Check32]|_|



	
ACKNOWLEDGEMENTS


	1. I have read and understand the rules on the Dispensing of Medication.
	YES
	NO

	5. 
	|_|
	|_|

	2.  I acknowledge I personally completed the online Dispensing Rules Course and Quiz.
	|_|
	|_|

	3.  I acknowledge a physician is prohibited from delegating the dispensation and or labeling of medication to any medical personnel, including a 
    nurse/employee.  
	|_|
	|_| 

	4.   I acknowledge that a Legend and CDS permit limits me to dispensing a single 48 hour supply of a CDS except as noted  in the    
     rules, a seven day sample of  Lyrica
	|_|
	|_|


OATH OR AFFIRMATION OF APPLICANT

I HEREBY swear or affirm that all statements made and information provided in or with this application are true, correct and complete; that I have read and understood the LSBME application statements and questions; that I am the person named in the credentials herewith presented and that I am the original and lawful possessor of such documents; that if this document is inaccurate or incomplete, my application will be closed and a new application and application fee will be required if I still wish to apply for licensure; that in consideration of the issuance to me of a license/certificate to practice in Louisiana, I swear that I shall observe, abide by and uphold the laws of the State of Louisiana governing my practice and that I shall abstain from unethical, deceptive and fraudulent methods of practice and from immoral, unprofessional and unethical conduct, and that I shall not associate professionally with nor become a partner or employee of any person who resorts to such practices.  I hereby agree that the violation of this oath shall constitute cause sufficient for the revocation of said license/certificate and surrender of the rights and privileges accorded me there under.
	I CERTIFY under oath my acknowledgment and understanding that I am solely responsible for the proper and legitimate use of my DEA number for all controlled substance transactions. I will be present at any time that medication is dispensed from a registered dispensing location, and solely responsible for dispensing all medication and maintaining all invoices, orders, inventories, dispensing and other required records in the manner prescribed by the Board’s dispensing rules.  By my subscription hereto, I acknowledge that I fully understand that failure to adhere to the Board’s dispensing rules may constitute violation of State and Federal law, subjecting me to criminal investigation and prosecution by State and Federal authorities, as well as action against my medical license by the Board.



Signed _____________________________________________		 	  Date____________________________________ 
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