Afficavit and Authorization for Release of Information: You must attach a recent (less than 8 months oid)

passport quailty, color photograph of yourself to this form. Take the form to & notary public and sign the form in
the presence of the notary public. The notarized form then must be sent direcily o this Board.

Affidavit
“And
Authorization For Reiease of information

L tne undersigned, being duly sworn, nereby certify under cath that | am the persan named in this application,
that all statements | have made o snall make with respect thersto are true, that | am the original and iawful pos-
- 885507 of and person named in the vadous forms and credentiaic furnished o to be furnished with respact to my

application and that ai documents, forms or copies thereof furnished of to be furnished with respect to my appli-
cation are strictly true in avery aspact.

I acknowledge that | have read and understand the Application for Physician Licensurs and have answered al

questions contained in the application truthfully and complataly. | further acknowledge that failure on my part to

answer guestions truthfully and completely may lzad to my being prosecuted undar appropriate federal and state
laws

Fauthorize and request svery person, hospitat, clinic, government agency (looa!l, state. faderal or foraigny, cout,
assosiation, institution or law enforcement agency having custody or control of any dosuments, records and
other information pertaining to me to furnish to the Board any such information, including documents, records
regarding charges or complaints filed against me, formal of informal, pending or closed, or any other pertinent
data and to permit the Board or any of its agents or representatives 1o inspect and make copies of such docu-
ments, records, and other information in connection with this application.

I hereby reizase, discharge and exonerate {he Board, its agents or representatives and any person, nospital,
climic, government agency {local, state fedaral or foreign), court, association, institution or law erforcement
agency having custody or control of any decuments, records and other information pertaining to me of any and
all hiability of every nature and kind arising out of invesfigation made by the Board.

Lwill iImmediataly nofify the board in writing of any changes to the answers io any of the questions contained in
this application. f such a change ocours at any time prior to & license o practice medicine being granted to me
by the board. ' -

I understand my failure to-answer questions contained in this application truthfully and cbmpletely may iead fo
denial, revocation, or other discipiinary sanction of my license or permit to practice medicine.

|
Appiicant’s Signature (must be signed 1 the presence of 5 notary). | Appicant Photogresn |

i Securely tape orf glue
Iy I T : y | i lhes square B cur
Appiicant's Printed Last Name | rent fromes 2 x
passpor-type coior
protograph of your-

?\pplicam’s Printed First Name, Middie initial, and Suffix XN

Date or.‘ Signature _
NOTARY
Dated, — Signed
State of . - County of -
SUBSCRIBED AND SWORN TO before me this. _day of .. e R0

My commission expires

(NOTARY PUBLIC SIGNATURE & SEALL

Applicant Name: Date:




Reference Form

Return Dirsctly to the Board

STATE OF VERMONT - BGARD OF MEDICAL PRACTICE

108 CHERRY STREET

BURLINGTON, VERMONT 05401
(802) 657~ 4220

REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE
OR PROGRAM DIRECTOR

Name of applicant:

The person named above h

as applied o the Vermont Board of Medical Practice for a license to

practice as a podiatrist in Vermont. The appiicant has listed your hame as one who has requisite

knowledge through recent observation of the applicant's current cfin
character, and abifity to work cooperativel
reference form. Thank you for your cooperation.

ical compelence, ethical
y with others. In this regard, please complete fne fo

iowing

Please compiete ail parts of this form. If more room is needed, please aftach additional information.

Name

was af

from

0

was (list status in the institution):

IMPORTANT NOTE: If you rate the applicant "poor” or "fair"
elaberate on this aspect of the reference in as much detaii g

The basic medical
- knowledge to be
expectad in 2 podiatrist

Professions! judgement:
Sense of responsibility:

Moral characieriethical
conduct:

Competancs and skilis
in the tasks dalegated:

Cooperativeness ability
to work with others;

Willingness to accept
directions ang limitations
in roje:

mistory & physical exam:
Record keeping:

Podiatrist-Patient
rejationship:

Track record in adhering
to scope of practice:

Ability to communicate in
reading, writing and
speaking the English
language:

- During that time, ha/she

_. Poor

Poor
Poor

Paor

Poar

Foor

Foor

G

Poor

Poor

__Poor

Poor

8 possible,
Fair Average
Fair Average
Fair Aversge
fair Average
Fair Average
Fair Average
Fair Average
Fair Avearage
Fair Average
Fair Averags
Fair Average
Fair Average

n a particular category, please

e Above Averags

Above Average
Above Average

_ Above Average
Abave Average
Above Average
Above Average
Above Average

Above Average

Abova Average
Above Average

_. Above Average



Reference Form Return Directly to the Roard
Continued

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET o
BURLIMGTON, VERMONT 05404
{802) 857- 4220

REFERENCE FORM TO BE COCMPLETED BY CHIEF OF SERVICE
OR PROGRAM DIRECTOR

Name of applicant;

To the best of your knowledge, does/did the applicant carry out the duties and Yes
responsiniities of the position at your instiution in a satisfactory manner?

Do you know of any emotional d‘;siurbance, menta! iliness, organic iliness, alcohol or Yes
drug problem, which might impair the applicant's ability to practice as & podiatrist?

Do you know of any pending professional miscondunt proceedings or madical _ Yes
malpractice claims? ' ;

Do you know If the appiicant has hean a defandant In any criminal proceeding othar than Yes

minar traffic offanses? .

Do you know of any suspension, rastriction or termination of training or professiona Yes
privileges for reasons related to mentaj or physical impairment, incompstence,
misconduct or malpractice?

0o you know of any resignation or withdrawal from raining of of professional privileges Yes
to avoid imposition of disciplinary measures? ‘

Do you know of any confirmed quality concers {quslity of hospital care provided to Yes
Medicare patiénts) by the Peer Raview Organization (PRO) in Vermont or elsewhare?

Do you know of a failure of the applicant to comptele a training programy(s)? Yes

in addition to the information provided on the previous page, please usée the space beiow and the
reverse side for-elaboration on the above and any additional information you have available 1o aid
the Board in evaluating this applicant. Of particular value (o us in evaluating any applicant are
comments regarding his/her natable strengths and/or weaknasses, We would appreciate such
comments from you. Any additionat information should be attached to this form.

The above report is hased on:

Close personal observation

General imprassion

A composite of nrevious evaluations
e Ofher — Specify:

Ffurthér certify that at the time of compietion of the above training, or during my association with the

podlatrist, he/she was competent to practice as a podiatrist and he/she was not the subject of any
desciplinary action. '

i recommend for licensure in Vermont,

Signed Date:

Print or Type Name and Title:




VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
PO, Box 70, Burlington, VT 065402

CERTIFICATE OF POBIATRIC MEDICAL EDUCATION

To be compisted by an officer of your Sehool of Podiatric Medicine

| hereby certify that was admitted o the

{Nama}
School of Podiatric Medicing in
_ .Dﬁ _ -and

completed ali

{City/State) _ " (Date}
reguirements for graduation on

: (Date)

A was granied on

(s'pecify Cerﬁif%catefDipiomé/Degree) {Date)

Signature of Autherized Cfficer of the Schocl

. [Affix Seal]

Prifted Name of Authorized Officer of the School

Date



Vermont Department of Health
Board of Medical Practice
108 Cherry Sireet, PO Box 70
Buriington, VT 05402-0070
medicalboard@vdh.state. vt us
8G2-657-4220 or 800-745-7374

VERIFICATION OF POSTGRADUATE PODIATRIC MEDICAL EDUCATION
To be compiated by the Training Program Direcior:

Name of Institution:

Address:

If name of the institution was different when applicant attended please enter name:

I hareby certify that

was enroiled
{(Name)
in the ‘
Program Type (residency, feliowship)
Uepartment (e.g. Radiology, Infernal Medicing)
At this institution from to

mm{idd/yy mmidd/lyy
During the time of the appficant participation, our postgraduate podiatric medical training met the
minimum requirements set by the council on Padiatric Medical Education (CPME) of the
American Podiatric Medical Association.

Our records indicate that the applicant received a certificate of compietion on

- mm/ddivy

Date:

Signed: {AFFIX SEAL)
(Official of the Sponsoring Institution) .

Frint Name:

Title:

Return directly 1o the Board



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRAGTICE
P.O. Box 70, Burlington, VT 05402

CERTIFICATE OF PODIATRIC MEDICAL LICENSURE

This section must be completed by the regulatory autherity in the States in which you now hoid
or have ever held a license fo practice medicine.

I, authorized reprasantative of the

State Board of Podiatric Medical Examiners or similar authority,

cariify that was granted license/certificate

number to practice podiatric medicine in the state of .
on the day of ,

Based on and that said certificate has never been

revoked, suspended or conditioned in any way, or the licensee/certificate holder has never been
disciplined by this authority in any Way,

NOTE: If licensed/certified by written examination the avthorized represéntative should further
certify:

| further certify that the aforesaid in his/her written

examination before this Board, obiained a general average of percent in the

following branches: (The subjects of the examination and rating of each must be stated in
full) ' '

Signature of authorized representative

‘ [Affix Saal]
Printed Name of authorized representative

Date



Request Scores

- Please complete the Part I/11 Score Reqguest Form, Forms are also
available at the school registrar office, Please send the form and
$35.00 fee (by credit card, personal check, certified check, cashier

~check or money order) made payable to: The National Board of
Podiatric Medical Examiners.

Mailing or Express Service Address:
Prometric
ATTN: NBPME
7941 Corporate Drive
Nottingham, MD 21236.
Telephone: (877) 302-8952

« Part III scores can be transferred to another state by online ordering

with payment by credit card at the Federation of Podiatric Medical

Board's (FPMB) web site www.fpmb.org. Alternatively, requests may

be printed and mailed to the Federation with a check. If you have any

questions, you may contact FPMB at their new address and phone
number:

Federation of Podiatric Medical Boards
12116 Flag Harbor Drive
Germantown, MD 20874-19879,
Telephone: (202) 810-3762



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET, PO BOX 70
BURLINGTON, VERMONT 05402

(802) 657-4220

FPMB DISCIPLINARY INQUIRY

To the Applicant: Please fill out the information below and forward it to the following
address with a check made payable to:

Federation of Podiatric Medical Boards
1729 Glastonberry Road
Potomac, MD 20854
(301)424-1000
Or

www.fpmb.org

ATTENTION FPMB: Please return the information to the Board at the above address.

The Vermont Board of Medical Practice requests a disciplinary search on the following
individual:

Name:

Address:

City, State, Zip Code:
Date of Birth:

Social Security Number:

School of Podiatric Medicine of Graduation and Branch Location:

Drate of Graduation:

Applicants Signature:




