STATE OF ALABAMA
MEDICAL LICENSURE COMMISSION

POST OFFICE BOX 887

MONTGOMERY, ALABAMA 36101-0887

RETIRED SENIOR VOLUNTEER PROGRAM
APPLICATION FOR LIMITED LICENSE TO PRACTICE MEDICINE

NAME IN FULL:

(Last Name)

HOME ADDRESS:

(First Name) (Middle Name)

CITY:

STATE:

COUNTY:

ZIP CODE:

TELEPHONE: ( )

TYPE OF PRACTICE:

PRACTICE ADDRESS:

Name of free medical clinic or non-profit facility

CITY:

STATE:

COUNTY:

ZIP CODE:

TELEPHONE: ( )

DATE: SIGNATURE:

Please specify the following:
Mailing Address: 0 Home

NO FEE REQUIRED
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