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APPLICATION FOR A GRADUATE LICENSE
FOR GRADUATES OF ACCREDITED MEDICAL SCHOOLS

THIS APPLICATION IS TO BE USED FOR INITIAL
NOT USE TO RENEW

GRADUATE LICENSE - DO -
NOTE: A processing fee of $20.00 will be charged for any check or money order returned ”ll

your bank, regardless of the reason for non-payment .
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]3N|1253% fg «:m§ua

NAME & ADDRESS OF MOSPITAL(S)
N
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NAME OF HOSPITAL:

ADDRESS OF HOSPITAL
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territories and countries in which you have ever possesse

List all states,
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license to practice medicine and

All of the guestions must De answered. You must sign and date this form bef

returning it to be processed.

If you answer "YES" to any of the questions, you must provide complete deta
on a separate 8 1/2 x 11 sheet.
YES NO

1.Has any disciplinary action been taken against your license
ir another state, territory or country? \/

2.Have you been convicted, found guilty, or pleaded guilty or
nolo contendere, or received probation without verdict as to

any felony or misdemeanor, including any drug law violation,
in any state or federal court?

3.Have you had practice privileges denied, revoked or restricted
in a hospital or other health care facility?

.

4.Have you had your DEA registration denied, revoked or
restricted or have you had your provider privileges terminated

by any medical assistance agency for cause?
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person completing this application, that I am of good moral character, and that all stateme
therein are true and complete to the best of my knowledge and belief. I hereby authorize
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present ), and all governmental agencies and instrumentalit/es (local, state,
to release to the Pennsylvania State Board of Medicine any information, files or records reques

by the Board.
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