
Interstate 

Medical Licensure 

-•--• Compact 
A faster pathway to medical licensure 

Application for Expedited Licensure 

I have read and understood the Qualifications to practice medicine in the Compact states. I attest that I am 

qualified and understand that pursuant to the IMLCC's rules, all fees are non-refundable. Yes

If you have questions please call your State of Principle License 

I understand that inaccurate or missing information may be grounds for rejection of my application. 

Please carefully review the Application documents before applying. Yes

I have reviewed the criteria to select a State of Principal License (SPL) and confirm eligibility to designate a 

Compact state as my SPL. Yes

I have a full and unrestricted license in a Compact State 

SPL TEXAS ME DICAL BOAR D License # E3654 

AN D at least one of the below must APPLY (Please select all that apply) 

Yes 

a. Your primary residence is in the SPL (State of Principal License) Yes 

b. At least 25% of your practice of medicine occurs in the SPL Yes 

c. Your employer is located in the SPL Yes 

d. You use the SPL as your state of residence for U.S. federal income tax purposes Yes

Please provide below information: 

Residence Street address __ XXXXX XXXX XXXX XX'--___ _ 

Residence City State Zip _-=XXXXXXXXXXXXXXXXXXXXXX'--_ _._"""T"""E""XA=-=-S-_, ---'XXXXXX=------

Please describe your practice and location in the SPL selected ____ ....:D=i"'-re=ct�p=a=ti=e=n-=-t =ca=r-=e-=a=t ..:..A=
la=m==o 

W o me n 's Rep roductive Se rvi ces, LLC 

7402 Joh n Smith D rive 

Sa n Anto nio, Texas 78229 

Please be prepared to provide documentation to the designated SPL for further verification. If you have any 

question please contact your SPL. 

You or your employer may be asked for additional documentation about your Employment. 

Name of Employer ___ .:..A
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614-4 742 

Employer Street address 7402 Joh n Smith D rive, Suite 10 1 

Employer Contact Phone (2 10) 

Please provide your Tax ID# (SS#, EIN) _ (must be most recent return)Please be prepared to 

provide documentation to the designated SPL for further verification. 





Interstate 
Medical Llcensure 
Compact 

A faster pathway to medical licensure 

PHYSICIAN'S CORE DATA SHEET 

(Must be the physician's accurate information to avoid delay or rejection) 

Full Legal Name Alan • ___.lL, Braid • 

Other names used (maiden, birth)_, _J 

,

,

_ 

Residential address XXXXXXXXXXX XXXXXXXX  _TEXAS
__,_ 

XXXXXX • Office 

address 6136 E 32nd Place • Tulsa , TEXAS 74135  United States of America 

Where do you wish to receive mail. Residential 

Physician's cellular or alternative telephone number (XXXXXXXXX

Physician's office or practice telephone number of public record (XXXXXXXX

Date of Birth - Gender: Male 

Applicants personal email address_ 

Email address delegated by applicant to receive correspondence -­

Social Security Number: 

Physician's National Provider Identifier Number 1205810447








