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QUALIFICATIONS APPLICATION 

If you do not complete the application process you will be sent an email with a link to log back in to 

complete the documents.  Be sure to look in your SPAM and JUNK folders.  To apply for a Letter of 

Qualification for licensure through the Interstate Medical Licensure Compact please answer the 

questions below.   

    
     IS THIS A RE-APPLICATION(earned an LOQ in the past and now is reapplying)?   YES                 NO 
 
 
 
1.      Which IMLC Member State do you want to serve as your State of Principal License (SPL)?:  
                       _______________________________________________ 

2.      Do you hold a full and unrestricted medical license to engage issued by a medical licensing board in 
the SPL (SPL Board)______________________________________________________?  Yes            No 
                                                

3.      What is the license number issued to you by the SPL board?_______________________ 

 

4.      Which of the following apply to you(at least one must apply)? 

      a.      Your primary residence is in the SPL______________________: Yes    No 

If yes, provide the following: 

Residence Street address____________________________________ 

Residence City State Zip ________________, _______, _____________ 

 

      b.      At least 25% of your practice of medicine occurs in the SPL___________________ Yes       No 

If yes, describe your current practice ________________________________________ 

             __________________________________________________________  

      c.       Your employer is located in the SPL_______________________:   Yes       No 

If Yes, Employer name____________________________________________________ 

Employer street address____________________________________________ 

Employer City State Zip ________________, _______, _____________ 

     d.      You have designated the SPL _____________________________________________ as your 

state of residence for U.S. federal income tax purposes: Yes    No 

If yes, give Tax ID # (SS#, EIN)_________________________(must be most recent return) 
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AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR AN 

IMLC LETTER OF QUALIFICATION AND MEDICAL LICENSES IN IMLC MEMBER STATES 

I, _________________________________(Type in full legal name) the undersigned, being duly 
sworn, hereby certify under oath that I am the person named in this Application for an IMLC Letter of 
Qualification and Medical Licenses in IMLC Member States (“Application”), that all statements I have 
made or shall make with respect thereto are true, that I am the original and lawful possessor of and 
person named in the various forms and credentials furnished or to be furnished with respect to my 
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect 
to my application are strictly true in every aspect.  

 
  I acknowledge that I have read and understand the Interstate Medical Licensure Compact 
(“Compact”) and the Application, and have answered all questions contained in the Application 
truthfully and completely. I further acknowledge that failure on my part to answer questions truthfully 
and completely may lead to disciplinary action against one or more medical licenses or permits I hold, as 
well as my being prosecuted under appropriate federal and state laws.  
   

I hereby apply to  _______________________________ as my State of Principal License (“SPL”) 
for a Letter of Qualification (“LOQ”) to be issued a medical license in one or more Compact Member 
States.  To permit the SPL to process my application for an LOQ, I hereby authorize and request every 
person, entity, hospital, clinic, government agency (local, state, federal, or foreign), court, association, 
institution, or law enforcement agency having custody or control of any documents, records, and other 
information pertaining to me to furnish to the SPL any such information, including documents, records 
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other 
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or 
receive, copies of such documents, records, and other information in connection with this Application.  I 
also authorize the SPL to perform or obtain a criminal history background check with law enforcement 
on me as part of the determination of my eligibility to be licensed through the Compact. 
 
  I hereby release, discharge, and exonerate the SPL and the Interstate Medical Licensure 
Compact Commission (“Commission”), their agents or representatives, and any person, entity, hospital, 
clinic, government agency (local, state, federal, or foreign), court, association, institution, or law 
enforcement agency having custody or control of any documents, records, and other information 
pertaining to me of any and all liability of every nature and kind arising out of investigation made by the 
SPL. 
 
    I also hereby apply to the Compact Member States’ medical boards (“Member Boards”) I have 
designated in this Application, and further authorize the SPL to process my application for medical 
licensure by one or more Member Boards including, but not limited to, personally-identifiable 
information including my Social Security Number to be used for querying the National Practitioner Data 
Bank and in child support enforcement actions.  I hereby release, discharge, and exonerate the SPL and 
the Commission, and their employees, agents, or representatives, of any, and all liability of every nature 
and kind arising out of any disclosure to the Member Boards. 
 
  I will immediately notify the SPL and the Commission in writing of any changes to the answers to 
any of the questions contained in this application if such a change occurs at any time prior to a medical 
license being issued by one or more of the Member Boards.  
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          (Exactly as on DL or Passport)         First                                       Middle                                           Last                               Suffix(Sr., Jr.) 

                     Mailing address                                                          City                    State(XX)          Zip 

       First                                            Middle                                           Last 

         Full Program Name (no abbreviations or acronyms)                                    
                          
                                 

       Name of School  (no abbreviations or acronyms)                             
                  
                                        

               
 (mm/dd/yyyy)                                      

               (mm/dd/yyyy)                                      

               (mm/dd/yyyy)                                      

                  Office address                                                                           City                    State(XX)          Zip 

PHYSICIAN’S CORE DATA SHEET 
(Must be the physician’s accurate information to avoid delay or rejection) 

Full Legal Name ________________, ______________, ____________________, ______ 
 
Other names used(maiden, birth) _________________  ______________ __________________ 
 

Mailing address_ __________________, _____, ____, _ 

 
Office address _____________________________________, _____________, ______, _______ 
 

Date of Birth _ _______               Gender:  Male             Female     

 

Physician’s office or practice telephone number of public record ____________________ 

 
Physician’s cellular or alternative telephone number _ ______  
 

Email address delegated by applicant to receive correspondence _ __ 
        
Social Security Number:   _ ____    
 

Physician’s National Provider Identifier Number ____________________ 
 
Medical Degree Received:  M.D.  D.O.  

 
(Medical school must be accredited by the Liaison Committee on Medical Education or the 
Commission on Osteopathic College Accreditation, or be listed in the International Medical 
Education Directory or its equivalent.) 

Medical School __________________________________________________________ 

             Date of Degree Issued____________ 

 

Physicians must have successfully completed graduate medical education approved by the 
Accreditation Council for Graduate Medical Education or the American Osteopathic Association.  
(NOTE: One-year transitional residencies do not meet this requirement) 
 
Residency Program _______________________________________Completion Date_________ 
 

What is the specialty of the program ______________________________________ 

 
 
 

(###-###-####) 

 

(###-##-####) 

 

(###-###-####) 

 

DocuSign Envelope ID

251-928-2375

DeNapolesChristopher

X

Trinity School of Medicine

36532Fairhope

06/30/2017

 

04/30/2013

Family Medicine 

 

AL

Romano

Stamford Hospital/Columbia University

750 Morphy Ave

1578973715

X





CORE DATA CORRECTION SHEET 

 

To process corrections please use the below freeform text boxes.  The corrections will be passed to the Member 

Boards selected to issue licenses.  If you use this sheet there is no need to send any correction emails. 

 

Core Data to be changed                       Incorrect data               Correction    
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First Name                                 Middle Name                           Last Name 

mm/dd/yyyy 

mm/dd/yyyy 

MEDICAL LICENSE ISSUANCE INFORMATION 
 

Physician’s Name _____________________________________________ 
 

 

Please fill in your respective Member Board’s information for the qualified Physician named 

above. 

 

 

National Provider Identifier Number ___________________________ 

 

Medical Board Name _________________________________________  

 

 

Member Board License Number ________________________________ 
 

 

Date License Issued _____________________  
 
Date of Expiration ____________________    Warning: The signature tab will default to your                        

                                                                                                                Board’s name.   Please change it to your name  
                                                                                              in Adopt and Sign  
 

 
   Member Board Signature __ ____ 

 

      Type Name     ____________________________ 

   

       

        DATE     _______________ 
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