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| licensure in the state the Louisiana State Board of Medical Examiners (LSBME)
uses a service of the Federation of State Medical Boards (FSMB) called Federation Credentials
Verification Service (FCVS). As you move to full licensure, which is required to enter the 3" year for US
graduates, the LSBME will again use reports from FCVS. To have the information to prepare those
reports, FCVS requires us to update their files each year on your progress by filling out the below form
filled out for initial licensure. By copy of this release you consent to allow us to
release all of the below requested information to FCVS on an annual basis during your training. A benefit
ut your practice years as you switch hospitals and health plans your training

ilable through FCVS which will significantly speed your credentialing process. This

vities occurring during our training program.
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1. Did this individual ever take a leave of absence or braak from hisher training? Tyes [ Ne
2. Was this individual ever placed on probation? [Tves  [Ne
3. Was this individual ever disciplined or placed under investigation? [Tes [ MNe
4. Ware any negative reports for behavioral reasons ever filed by instiuctons? [Tires Mne
8. Waere any mitations o special recg placed upon this mdividual becauss
af of , disciplinary problems or any othor reason? [ Yes [ Ne
Please explain any “Yes" response from above: (altach an addibonal sheel il necessary)

Compietion of the fallowing is certification that the information above is an accurate account of ihis individual's records
and e true and corract This saction must be signed by he Program Director (M.DJD.O. anly), or If appropriste, the Director of GME.

Maere: Sigraure
Tithe: Date
Tul: Fax: E-Mail:

Reguest 1D







