
          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 of public record  ___________________, _____________, ______, ______ 

 
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 __________________  
 

Physician’s Email Address 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 ______________________________________ 

 
 
 

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

 

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

 

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

 



Full Specialty Board Name  (i.e. American Board of Pediatrics)(no abbreviations or acronyms)                                                

Qualifying Licensing exam taken:   USMLE             COMLEX                Other          _________________      

Number of attempts taken to pass the USMLE: 

 Step 1: ____  Step 2 CS: ____ Step 2 CK: ____ Step 3: ____ 

Number of attempts taken to pass the COMLEX: 

 Step 1: ____  Step 2 PE: ____ Step 2 CE: ____ Step 3: ____ 

Number of attempts taken to pass other licensing exam: 

 Step 1: ____  Step 2: ____  Step 3: ____ 

 

Specialty Board Certification must be by an ABMS or AOABOS board. 

Specialty Board Certification: ___________________________________________________ 

 

Expiration of Specialty Board Certification: 

Lifetime:  

Time limited:  Expiration date of time limited______________ 

 

Physicians must possess a full and unrestricted medical license issued by an IMLC Member 
Board.  
    License #________________ Date of Original Licensure ____________ (not renewal)   

  

Expiration Date____________ Status of License:    Current:         Not Current:  

 

Thank you for applying through the Interstate Medical Licensure Compact. 

The state will contact you to give instructions on obtaining your fingerprints for a criminal background 

check.  YOU HAVE 60 DAYS TO COMPLY WITH REQUESTS FROM THE STATE to avoid automatic 

withdraw.  Background checks may take some time, so please be patient.  If you have any concerns contact your 

SPL.  SPL contact numbers can be found at www.IMLCC.org.  You will receive an email regarding the status of 

your qualification.  Be sure to check your spam folder and set your email to accept messages from the 

@docusign.net and @docusign.com domains.   

 

(mm/dd/yyyy) 

 

(mm/dd/yyyy) 

 

(mm/dd/yyyy) 

 

                                                      FOR USE OF STATE OF PRINCIPAL LICENSE 

I have conducted the verification process of this physician’s application. 

                                                                           State Authorized Signature______________________ 

     Warning: The signature tab will default to your                       Type Name______________________ 

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

Must specify by name 


