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f}z;;mimwﬁamf Massachusetts
Board of Registration in Medicine
10 West Street, Boston, Massachusetts 02111

INITIAL LIMITED LICENSE APPLICAT ION

IMPORTANT: Read the afzcﬂmgaayiﬁg nstructions before completing this form, and p rint legibly
or type your answers. Please attach a $50 check payable to the Commonwealth of Massachusetts,

CHECK ONE:

T Graduate of 2 Medical School in the United States, Canada, or Puerto Rico {USMQG)
; Graduate of an International Medical School {IMG)
[] Graduate of an International Medical School applying under the Special Refugee Physician Program

NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUSYT COMPLETE ADDITIONAL FORMS

SECTION A: Sworn Statement to be Completed by Applicant

A, Name: (Last)_(leveland _(Fisy__Byyd (MI)
I-B.  Other Name(s): | au o bl { '3}{2&.&2&&%\ C lewy l an f.i
I-C. Mother’s Maiden Name: e _Social Security No.

YER NO

1) Have you ever been known under a different name or combination of names? [
2) Have you ever been licensed under a different name? - [
3) Have you ever applied for licensure, or applied to sit for an examination, or [ |
taken an examination under a different name?
If yes, you must provide additional information. (See instructions.)

REC

2. Current Residence: - e, _ .. Telephone Number: _‘ o
City- State:-_ Zip:
3. Date of Birth: ) “Place of Birth: __Depve v Aolpva do

[— .

(Month (Day) (Year)
4, Sex: [ |Male [¥] Female 5. Social Security Number: B L
6. Name of Massachusetts Training Hospital: V| p 40 tSa< s Mo olicad @/;M%m,,
””:”MW? oo Uniey, ;‘?ff'?'ﬁ;ﬁ ttod IS Lincolyy Spvecs
(Street Address) ( {City}
fnfﬁvm&%? é,..&% oy CiZ o /- m z
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10

11

12-A.

12-B.

13,

Name of Pfﬁmﬁ;iiﬁiijfﬁﬁiﬁ)ﬁ {.i!r’hiif”‘*&»; y of Tsé,mg _Aushin Tx (1SA
o
Location: @;%%ﬁfaa@w& iﬁi’} ’Pﬁ%%yéh FA _, USA

- (i, State, Countnl)

Name of medical ssémsﬁ{g) - N VW le M{Liﬁ al C ol f € Q €
L&aatwﬁ Vallhadle N usA

£01ty, State, Country}

Date of Graduation: 05~/ 19/ 2¢v0 Degree: @ M.D.[] Do {Bthezfggamfy}
{Month) (Day) (Year)

Have you had previous post-graduate training? No [[]Yes [[JUS.or [[] International

Name of Institution:

Address:

Narhie of Program: - o o Dates of Training:
{If additional space is needed, please continue your answer on a separate sheet of paper.)

List states (abbreviations) where you are currently licensed to practice medicine (include
residency training licenses). Indicate whether full license (F) or residency or limited izaeﬁsa‘ (L)

el _ OO0 _ OO0 DO Do

List states (abbreviations) where you were previously licensed to practice medicine (include
residency-training licenses). Indicate whether full lmﬁn% (F) or residency or limited license (L).

7 owho __ Oenlo_ . OoDo O 0o

YES NO

If you are a USMG, have you taken more than 4 vears to complete medical school? Nl

1If you are an IMG, have you taken more than 6 vears to complete medical school? RN

If yes, you must provide additional information. (See instructions).

Has more than one year passed between the date of your graduation from medical OM
school and the anticipated start date of your limited licensure in Massachusetts?

If yes, you must provide additional information, including your curriculum vitae

and the months and dates of any gaps in your professional activities since graduation from

medical school. (See instructions.)
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SECTION C: TO BE {3{)?91?1&""{”133{} AND SEGE‘%F I} BY THE E}ESK;NA‘TEi} OFFICIAL
OF THE INSTIT UTION AT WHICH THE APPLICANT HAS RECEIVED AN

APPOINTMENT.

This certifies that BYRD CLEVELAND, M.D. has been appointed
{Name of Applicant)

to the position of  [X] Itern _ [} Resident [ Fellow

in the specialty i}f TRANSITIONAL YEAR PROGRAM _ as a PGY wmgﬁgw

i}ﬁyaﬁmﬁm _Subspeciality:

at _METROWEST MEDICAL O ENTER-FRAMINGHAM UNION HOSPITAL
(Name of Healthcare Faci fity}

beginning 6 /24 4, 00 ~ to anticipated completion of training: 6 2 01
(Month)  (Day)  (Year) (Month)  (Day) (Year)

YES NO

Is the program accredited by the ACGME? X D
If mo, is there an ACGME-approved &mmﬁg program in the applicant’s specialty? 00O

S
Designated Official’s S;gﬁatam ﬁw / f} Bt e LL @

N

E'yg}e or Print Name: J{}T‘L%" BASS, M.D.

Official Title: _ DIRECTOR, TRANSITIONAL YEAR PROGRAM

Date: 4 /7 25 /00 Telephone Number:  508-383-1555

Share/Forms/linappla
Bevigsed: 0140472000
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YES NO

14. Have you ever been enrolled in a residency program(s) where you were
required to repeat a year of training? (See instructions).

Explanation attached: [ ] ” ngméﬁ Director’s explanation requested: f:}

If you answered “yes” to question 14, a letter from Your program director is required.

SECTION B: Read the instructions. Check either YES or NO to each question. Do not answer N/A,
If you answer YES to any of these questions, you must provide details on the Limited License
Supplement. : :

et

15.  Since your enrollment in college, have you been subject to any disciplinary
action (see definition) at any academic institution?

16-A. Have you ever been terminated by a medical school or ;ms;igra;ﬁa.xaié training program?

16-B. Have you ever been granted a leave of absence by a medical school or a
postgraduate training program?

16-C. Have you ever voluntarily lefi, transferred or withdrawn from a medical school or
postgraduate training program?

If you answered “yes” to 16-A,B or C, a letter from your medical sﬁime}i{s}-ar
postgraduate training program(s) is required.

17.  Since your enrollment in college, have you been denied the privilege of
taking or finishing an examination or have you been accused of cheating and/or
improper conduct during an examination?

18.  Have you ever, for any reason, been denied a medical license, whether ﬁa‘ii,
limited or temporary, or have you withdrawn an application for medical licensure?

19, Have you ever voluntarily surrendered a license fo practice medicine or any
healing art?
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20.

29

YES NO

Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investi gation info your professional competence or conduct by any
governmental authority, health care facility, group practice or professional medical
society or association {(international, national, state or local}? (See definition).

Has any disciplinary action ever been taken against you for violation of
laws, rules, by-laws or standards of practice by any governmental authority,
health care facility, group practice, or professional medical society or
association (international, national, state or local)? (See definition).

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing mﬂéi;::ai staff committee or
goveming body? ’

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment? :

ﬁave you ever voluntarily relinquished medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by a medical staff committee or governing board?

Have vou ever been charged with any criminal offense, other than a minor

traffic offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended, revoked, denied, restricted or surrendered, or have you ever been called
before or warned by any state or other jurisdiction including a federal agency
regarding such privileges?

In the past ten (10) years, has any medical malpractice claim been made against you,

- whether or not a lawsuit was filed in relation to the claim?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which
is related to your competency to practice medicine, or your professional conduct in

the practice of medicine, been filed against you or has such a suit been seftled,
adjudicated or otherwise resolved?
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Before completing the following questions, refer fo the instructions for definitions and additional information, I
answering “yes™ 1o any of the questions, you must provide details on the Limited License Supplement. For purpeses of
the following questions, “enrrently” does not mean on the day of, or even the weeks or months breceding the completion
of this application, It means recendly encugh'te have an impact on one’s functioning as a licensee, or within the past twe
years, ;

YES NO

30.  Since becoming a medical student, have you been diagnosed with or treated fora
medical condition which in any way currently limits or impairs your abilj ty to
practice medicine or {0 function as a physician?

31. Doyou currently have a medical condition which in any way limits or impairs
your ability to practice medicine or to function as a physician? ~

Within the past two years, have you engaged in the use of chemical substances with
the result that your ability to practice medicine is currently limited or impaim&?

St
Bt

33 Have you ever refused to submit to g test to determine whether you had consumed
and/or were under the influence of chemical substances?

34. - Areyou currently engaged in the illegal use of drugs or misuse of prescription drugs?

35 Within the past five years, have you voluntarily modified or otherwise limited your

CERTIFICATIONS:

Pursuant to M.G.L. ¢, 62C, § 494, 1 certify under the penalties of perjury that, to the best of my knowledge
and belief, I have filed any Massachusetts state tax returns and paid any Massachusetts state taxes that are
required under law. (Note: This applies-even if you reside out of the state or out of the country.)

Pursuant to M.G.L. c. 119, § 51A, 1 certify under the penalfies of perjury that I will fulfll my obligation to
feport abuse or neglect of children. I will read the Board’s regulations, 243 CM.R. 1.00 through 3.00. To
the best of my knowledge, I meet the qualifications for limited licensure in Massachusetts.

I certify under the penalties of perjury that gl information on this form (front and back, and all attached
pages) is true, to the best of my knowledge

Applicant’s Signature: %}{;ﬁf{i{ &%U&/;i%ﬁ

Date: 4/ /7100




