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APA.2

NOTICE OF INTENDED ACTION

AGENCY NAME: Alabama Board of Medical Examiners

RULE NO, & TITLE 540-X-3, Appendix A, Application for Certiflcate of Qualification
to Practice Medicine

INTENDED ACTION: Repeal and replace the rule

SUBSTANCE OF PROPOSEDACTION: Application was amended to clarify and
expound upon background questions.

TIME PLACE MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5, 2022. Persons wishing to submit data, views, or comments
should contact Carla H. Kruger by telephone (334-2424116) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.

FINAL DATE FOR COMI\iIENT AND COI\4PLETION OF NOTICE December 5, 2022

CONTACT PERSON AT AGENCY Carla H. Kruger

ignature of officer authorized
to promulgate and adopt
rules or his or her deputy)

ALABAMA STATE BOARD OF MEDICAL EXAMINERS



NEW

Application for Ce(ificate of Qualification
to Practice Medicine in Alabama

Under Alabama law, this document is a public record and will be provided upon request

Application is made via the Federation of State Medical Boards' Uniform Application
(https://web.archive.org/web/2022062'1 041 332lhttps://www.fsmb.org/u niform-
application/).

Required demographic information :

Please DO NOT provide contact information for office managers, assistants, or license
assistance companies.

Name in full (First, Middle, Last, M.D./D.O.)
Alternate name(s) used
Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
requesl and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (W)

Provide a brief description and the location of your intended medical practice in the
State of Alabama.

Required background information :

lf your answer is "yes," please provide a detailed explanation in the space provided

Legal:

1. Have you ever been arrested for, cited for, charged with, or convicted of any crime,
offense, or violation of any law, felony, or misdemeanor, including, but not limited to,
offenses related to the practice of medicine or state or federal controlled substances
laws?

*This question excludes minor traffic violations such as speeding and parking tickets
but includes felony and misdemeanor criminal matters that have been dismissed,
expunged, sealed, subject to a diversion or deferred prosecution program, or
otherwise set aside.

540-X-3, Appendix A



2 Have you ever been arrested for, cited for, charged with, or convicted of any sex

offender laws or required to register as a sex offender for any reason?

3. Have you ever had a judgment rendered agalnst you or action settled relating to an

action for injury, damages, or wrongful death for breach of the standard of care in the
performance of your professional service ("malpractice")?

4. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any law enforcement agency?

Ad min istrative/Regu latory:

5. Have you ever had any Drug Enforcement Administration registration and/or state
controlled substances registration denied, voluntarily surrendered while under
investigation, or subject to any discipline, including, but not limited to revocation,
suspension, probation, restriction, conditions, reprimand, or fine?

6. Have you ever been denied a license to practice medlcine ln any state orjurisdlction or
has your application for a license to practice medicine been withdrawn under threat of
denial?

7. Has your certificate of quallfication or license to practice medlcine ln any state or
jurisdiction ever been subject to any discipline, including but not limited to revocation,
suspension, probation, restrictions, conditions, reprimand, or fine?

8. Have your staff privileges at any hospital or health care facility ever been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?

9. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any federal agency, any licensing board/agency, or
any hospital or health care facility?

Hea lth:

10. Have you ever been diagnosed as having or have you ever been treated for pedophilia,

exhibitionism, or voyeurism?

11. Within the past five years, have you raised the lssue of consumption of drugs or alcohol

or the issue of a mental, emotional, nervous, or behavioral disorder or condition as a
defense, mitigation, or explanation for your actions during any administrative or judicial
proceeding or investigation; any inquiry or other proceeding; or any proposed
termination by an educational institution; employer; government agency; professional
organization; or licensing authority?



12. Within the past five years, have you been convicted of drlving under the influence (DUl),
or have you been charged with DUI and been convicted of a lesser offense such as
reckless driving?

13. Are you currently+ engaged in the excessive use of alcohol or controlled substances or in
the use of illegal drugs, or receiving any therapy or treatment for alcohol or drug use,
sexual boundary issues, or mental health issues?

*The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough that the
condition referred to may have an ongoing impact on one's functioning as a physician
within the past two years.

Notice: lf you are an anonymous participant in the Alabama Professionals Health
Program and are in compliance with your contract, you may answer "No" to this
question. Such an answer for this purpose, upon certification, will not be deemed as
providing false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama.

13.a. IMPORTANT: The Board recognizes that licensees encounter health conditlons,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. Licensees are expected to address their
heallh concerns and ensure patient safety. Options include anonymously self-referring
to the Alabama Professionals Health Program (334-954-2596), a physician advocacy
organization dedicated to improving the health and wellness of medical professionals in
a confidential manner. The failure to adequately address a health condition where the
licensee is unable to practice medicine with reasonable skill and safety to patients can
result in action being taken against the license to practice medicine.

Ed ucation/Tra in ing/Experience

1,4. Has your medical education, training, or medical practice been interrupted or
suspended, or have you ceased to engage in direct patient care, for a period longer
than 60 days for any reason other than a vacation or for the birth or adoption of a child?

15. Have you ever been placed on academic or disciplinary probation by, or been required to
remediate any portion of, a medical school or postgraduate program?

16. Were limitations or special requirements imposed on you because of questions of
academic, clinical, or disciplinary problems, or any other reason during your medical
education or postgraduate training, such as repeating a class or classes or taking time
off from school to study for an examination?

Please initial to certify that you understand and acknowledge your duty as a licensee
to address any such condition as stated above.



77. Have you ever been disciplined for unprofessional cond uct/behavior reasons by a
medical school or postgraduate program?

18. Pre-Medical education: List all schools attended, undergraduate and post-graduate
education other than medical school, dates attended, and degree conferred.

19. Medical School: List all medical schools attended, dates, and complete addresses of
institutions. Do not list post-graduate medical education training.

20 Post-Graduate medical education training: List all post-graduate medical education
training since graduation from medical school, dates, and complete addresses of
institutions. Do not list practice experience.

21,. Activities following medical school and training: Llst all practice experience since
completion of your formal training, providing dates, institutions/hospitals, and complete
addresses.

22. Original full Iicense (if applicable): Provide name of state/territory, date lssued, license
number, and examlnation taken.

Has this license been the subject of any disciplinary action?
lf yes, please provide summary and supporting documenlation.

23. List all states where you have been licensed to practice medicine

List all licenses including training or educational licenses.

24. List all Hospital privileges: List all hospitals where you have held staff privileges of any
type, providing dates, hospital names, and complete addresses.

Specia lty/Exa m inations

25. Specialty (if applicable); (choose from list)

26. Specialty board certification: Are you CURRENTLY certified by one of the specialty
boards approved by the American Board of Medical Specialties or the American
Osteopathic Association?
lf yes, have your specialty board send verification to the Board.

27. Have you been certified or re-certified within the past ten years by one of the specialty
boards approved by the American Board of Medical Specialties or the American
Osteopath ic Association?

28. Have you successfully completed a written llcensing examination within the last ten
years (e.9., USMLE, NBOME, SPEX)?



Release
l, [name prints here], certify that all of the information supplied in the foregoing
application is true and correct to the best of my knowledge, that the photograph
submitted is a true likeness of myself and was taken within sixty days prior to the date of
this application. I acknowledge that any false or untrue statement or representation
made in this application may result in the denial of this application or the revocation of
my license to practice medicine and criminal prosecution to the fullest extent of the law-
I further consent to and authorize the release of this application and any information
submitted with it or information collected by the Alabama Board of Medical Examiners in
connection with this application, including derogatory information, to any person or
organization having a legitimate need for the information, and I release the Alabama
Board of Medical Examiners from all liability for the release of this information. I further
consent to and authorize the release of information, including derogatory information,
which may be in the possession of other individuals or organizations to the Alabama
Board of Medical Examiners, and I release this individual or organization from any
liability for the release of information.

Applicant's signature
Photograph

Under Alabama law, this document is a public record and will be provided upon request.

The Alabama Board of Medical Examiners will enforce the Board's rules and option for
the issuance of a Non-Disciplinary Citation and Administrative Charge when an
applicant falsifi es an application.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effecl as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date

Applicant's typed name

Rev.01/23

IVledical School Certification

Certificate of Dean, President, or Registrar

It is hereby certified that [applicant name] matriculated in [medicine/osteopathy] at
[name of school] from [start date] to [end date] and received a diploma conferring the
degree of Doctor of Medicine/Osteopathy on [date].



Unusual circumstances: The following questions apply to unusual circumstances that
occurred during any part of the individual's medical education. Please mark the correct
response and provide dates and requested information. "Yes" responses to any of
these questions require a copy of explanatory records or a written explanation.

Does this individual's official record reflect that he/she was ever placed on academic or
disciplinary probation? lf yes, please attach a copy of the written notification to the
individual.
Does this individual's official record reflect that he/she was ever disciplined for
unprofessional cond ucubehavioral reasons by the medical school or parent universlty?
lf yes, please attach a copy of the written notification to the individual of the disciplinary
action.
Does this individual's official record reflect that there were any limitations or special
requirements imposed on him/her because of questions of academic or clinical
incompetence, disciplinary problems, or any other reason? lf yes, please attach a copy
of the written notification to the individual.

IDate]
Signature of Dean, President, or Registrar
Dean's / President's / Registrar's typed name
I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Post Graduate Education Certificate

Certificate of Post Graduate Education Training
l, [name], [Administrator/Medical Education Director/Director of Residency Training
Programl of [school/institution], certify that the records of this Program show that
[applicant name] is currently enrolled in the [1sv2ndl3rd] year of post graduate training OR
has successfully completed [number] year/years of postgraduate training" in this
program from [date] to [date].

Unusual circumstances: The following questions apply to unusual circumstances that
occurred during any part of the individual's post graduate training. Please circle the
correct response and provide dates and requested information. "Yes" responses to any
of these questions require a copy of explanatory records or a written explanation.
Does this individual's official record reflect that he/she was ever placed on academic or
disciplinary probation? lf yes, please attach a copy of the written notification to the
individual.



Candidates who graduated from an LCME accredited medical school or AOA approved
college of osteopathy need to have one (1) year certified.
Candidates who graduated from a non-LCME accredited medical school or non-AOA
accredited college of osteopathy need to have three (3) years certified.
*"has completed _ years of postgraduate training" means the applicant has
successfully completed or met the program's established criteria, standards or
requirements which are necessary for promotion to the next level of post graduate
training or the applicant has successfully completed or met the program's established
criteria, standards or requirements which are necessary for completion of this program.

Note to applicant: Merely accumulating 12 months or 36 months of post graduate or
residency training shall not be evidence satisfactory to the Board that the applicant has
fulfilled the post graduate requirement necessary for qualifying for the issuance of a
certificate of qualification for a license to practice medicine in Alabama.

Declaration of Citizenship and Lawful Presence of an Alien for Public

Benefits and Licensing/Permitting Programs

Title lV of the federal Personal Responsibility and Work Opportunity Reconciliation Act
of 1996, 8 U.S.C. $ '1621, provides that, with certain exceptions, only United States
citizens, United States non-citizen nationals, non-exempt "qualified aliens" (and
sometimes only particular categories of qualified aliens), nonimmigrants, and certain
aliens paroled into the United States are eligible to receive covered state or local public
benefits.
With certain exceptions, Ala. Code SS 31-1 3-1 , et. seq., prohibits aliens unlawfully
present in the U.S. from receiving state or local benefits. Every U.S. Citizen applying for

Does this individual's record reflect that he/she was ever disciplined for unprofessional
conducUbehavioral reasons? lf yes, please attach a copy of the written notification to
the individual of the disciplinary action.
Does this individual's official record reflect that there were any limitations or special
requirements imposed on himiher because of questions of academic or clinical
competence, disciplinary problems, or any other reason? lf yes, please attach a copy of
the written notification to the individual.
lDateI
Type name
Signature of [Administrator of Hospital/Medical Education Director/Director of Residency
Trainlngll undersland and agree that by typing my name, I am providing an electronic
signature that has the same legal effect as a written signature pursuant to Ala. Code $$
8-1A-2 and 8-1A-7. I attest that the foregoing information has been provided by me and
is true and correct to the best of my knowledge, information and belief.
Date
Administrator's / Medical Education Director's/ Residency Training Program Director's
typed name



a state or local public benefit must sign a declaration of Citizenship, and the lawful
presence of an alien in the U.S- must be verified by the Federal Government.
Ala. Code SS 31-13-1 , et. seq., also requires every individual applying for a permit or
license to demonstrate his/her U.S. citizenship or if the applicant is an alien, he/she
must demonstrate hisiher lawful presence in the United States.
Directions: This form must be completed and submitted by individuals applying for
licenses or permits.
SECTION 1 -.- APPLICANT INFORMATION
Name:
Date of birth:
MD / DO i PA License Number (if applicable):
SECTION II -- U.S. CITIZENSHIP OR NATIONAL STATUS
Are you a citizen or national of the United States (choose one) Yes No
lf you answered YES: (1) Provide an original (only in person at agency office) or legible
copy of document from attached List A or other document that demonstrates U.S.
citizenship or nationality and (2) Complete Section lV.
lf you answered No: Complete Sections lll and lV.
Name of document provided:
SECTION III - ALIEN STATUS
Are you an alien lawfully present in the United States? Yes No
lf you answered Yes: (1) Provide an original (only in person at agency office) or legible
copy of the front and back (if any) of a document from attached List B or other
document that demonstrates lawful presence in the United States. (2) Complete
Section lV. lnformation from the documentation provided will be used to verify lawful
presence through the United States Government.
lf you answered No: Complete Section lV.
Name of document provided:
SECTION IV.. DECLARATION
I declare under penalty of perjury under the laws of the State of Alabama that the
answers and evidence I provided are true and correct to the best of my knowledge.
I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, informalion and belief.
Knowingly providing false information to the Alabama Board of Medical Examiners could
result in disciplinary action.
Date
Upload supporting documentation

LIST A

DOCUMENTS DEMONSTRATING U.S, CITIZENSHIP
(1) The applicant's driver's license or nondriver's identification card issued by the
division of motor vehicles or the equivalent governmental agency of another state within
the United States if the agency indicates on the applicant's driver's license or



nondriver's identification card that the person has provided satisfactory proof of United
States citizenship.
(2) The applicant's birth certificate that satisfactorily verifies United States citizenship.
(3) Pertinent pages of the applicant's United States valid or expired passport identifying
the applicant and the applicant's passport number.
(4) The applicant's United States naturalization documents or the number of the
certifi cate of naturalization.
(5) Other documents or methods or proof of United States citizenship issued by the
federal government pursuant to the lmmigration and Nationality Act of 1952, and
amendments thereto.
(6) The applicant's Bureau of lndian Affa irs card number, tribal treaty card number, or
tribal enrollment number.
(7) The applicant's consular report of birth abroad of a citizen of the United States of
America.
(8) The applicant's certificate of citizenship issued by the United States Citizenship and
lmmigration Services.
(9) The applicant's certification of report of birth issued by the United States Department
of State.
(10) The applicant's American lndian card, with KIC classification, issued by the United
States Department of Homeland Security.
(11) The applicant's final adoption decree showing the applicant's name and United
States birthplace.
(12) The applicant's official United States military record of service showing the
applicant's place of birth in the United States.
('13) An extract from a United States hospital record of birth created at the time of the
applicant's birth indicating the applicant's place of birth in the United States.
Ala. Act #201 1-535, Section 30(c) and Section 29(k).

LIST B
DOCUMENTS INDICATING STATUS OF QUALIFIED ALIENS, NONIMMIGRANTS,
AND ALIENS PAROLED INTO U.S, FOR LESS THAN ONE YEAR
The documents listed below that are registration documents are indicated with an
asterisk ("*").
a. "Qualified Aliens"
Evidence of "Qualified Alien" status includes the following:
Alien Lawfully Admitted for Permanent Residence
Form l-551 (Alien Registration Receipt Card, commonly known as a "green card"); or
Unexpired Temporary l-551 stamp in foreign passport or on * | Form-94-
Asylee
* Form l-94 annotated with stamp showing grant of asylum under section 208 of the
INA;
* Form l-6888 (Employment Authorization Card) annotated "27 A.a12(a)(50";
* Form l-766 (Employment Authorization Document) annotated "A5";
Grant letter from the Asylum Office of the U.S. Citizenship and lmmigration Service; or
Order of an immigration judge granting asylum.
Refugee



" Form l-94 annotated with stamp showing admission under $ 207 of the INA;
- Form l-6888 (Employment Authorization Card) annotated "274a.12(a)(3)"; or
- Form I-766 (Employment Authorization Document) annotated "A3"
Alien Paroled into the U.S. for at Least One Year
* Form l-94 with stamp showing admission for at least one year under section 212(d)(5)
of the lNA. (Applicant cannot aggregate periods of admission for less than one year to
meet the one-year requirement.)
Alien Whose Deportation or Removal Was Withheld
" Form l-688B (Employment Authorization Card) annotated "274a.12(a)(10);
* Form l-766 (Employment Authorization Document) annotated "A10"; or
Order from an immigration judge showing deportation withheld under $243(h) of the INA
as in effect prior to April 1 , 1997 , or removal withheld under $ 241(b)(3) of the lNA.
Alien Granted Conditional Entry
* Form l-94 with stamp showing admission under $203(a)(7) of the INA;
* Form l-6888 (Employment Authorization Document) annotated "27 4a.12(a)(3)": ot
- Form l-766 (Employment Authorization Document) annotated "A3."
Cuban / Haitian Entrant
- Form l-551 (Alien Registration Receipt Card, commonly known as a "green card") with
the code CU6, CU7, or CH6;
Unexpired temporary l-551 stamp in foreign passport or on * Form l-94 with the code
CU6 or CU7;
or
Form I-94 with stamp showing parole as "Cuba/Haitian Entrant" under Section 212(d)(5)
of the lNA.
Alien Who Has Been Declared a Battered Alien Subjected to Extreme Cruelty
U.S. Citizenship and lmmigration Service petition and supporting documentation

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53, 34-24-70
History: Repeal and replace approved November 16,2017 . Repeal and replace filed
February 27,2018. Effective Date: April 13,2018. Amended/Approved: February 20,
2019. Effective Date: May 31 ,2019. Amended/Approved: December 11,2019.
Certified Filed: February 'l9,2020. Effective Date: April 13,2020.



REPEAL
540-X-3, Appendix A

Application for Certificate of Qualification
to Practice Medicine in Alabama

Alabama Board of Medical Examiners
PO Box 946
Montgomery AL 3610'l
848 Washington Avenue - 36'104
(334) 2424116

Under Alabama law, this document is a public record and will be provided upon request

To the Alabama Board of Medical Examiners:
I hereby make application for a certificate to practice medicine in the state of Alabama,
and submit the following statement concerning my age, moral character, preliminary
and medical education and practice:

Type in the following:
Name in full (First, Middle, Last, M.D./D.O.)
Alternate name(s) used
Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
request and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (W)

Answer yes or no (if any below answers are in the affirmative, please explain in detail
and provide the complete name and address of any state board, hospital,
psychiatrisUpsychologist etc.):

'1. Have you ever been convicted of a crime or offense (felony or misdemeanor)
related to the practice of medicine? (lf yes, please provide the name of the court of
record or a copy of the record of conviction)
2. Have you ever been convicted of any violation of a state or federal law relating to
controlled substances? (lf yes, please provide the name ofthe court of record or a copy
of the record of conviction)
3. Have you ever been cited for, charged with, or convicted of any violation of any
law, felony or misdemeanor (excluding minor traffic violations such as speeding and



parking tickets), or are you required to register as a sex offender for any reason? (lf
yes, please provide the name of the agency, jurisdiction, and/or court along with the
case number and incident date). NOTE: lnclude felony and misdemeanor criminal
matters that have been dismissed, expunged, sealed, subject to a diversion or deferred
prosecution program, or otherwise set aside.
4. Has your DEA regishation or any state controlled substance certificate been
denied or subject to any discipline, including but not limited to the following: revocation;
suspension; probation; reshiction(s); condition(s); reprimand or fine; or has your DEA
registration or any state controlled substance certificate been voluntarily surrendered
while under investigation ?
5. Has your certificate of qualification or license to practice medicine in any state
been denied or subject to any discipline, including but not limited to the following:
revocation; suspension; probation; restriction(s); condition(s); reprimand or fine; or has
your certificate of qualification or license to practice medicine in any state been
voluntarily surrendered while under investigation or under threat of discipline?
6. Have your staff privileges at any hospital or health care facility been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?
7. Have you ever been denied a certificate of qualification or a license to practice
medicine in any state or has your application for a certificate of qualification or license to
practice medicine been withdrawn under threat of denial?
8. Have you ever had a judgment rendered against you or action settled relating to
performance of your professional service?
9. To your knowledge, are you the subject ofan investigation or proposed action by
any licensing board/agency as of the date of this application?
10. Within the past five years, have you ever raised the issue of consumption of
drugs or alcohol or the issue of a mental, emotional, nervous, or behavioral disorder or
condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or
any proposed termination by an educational institution; employer; government agency;
professional organization; or licensing authority?
11. Have you ever been diagnosed as having or have you ever been treated for
pedophilia, exhibitionism, or voyeurism?
12. Are you currently* engaged in the excessive use of alcohol, controlled
substances, or the use of illegal drugs, or received any therapy or treatment for alcohol
or drug use, sexual boundary issues or mental health issues? (lf you are an anonymous
participant in the Alabama Professionals Health Program and are in compliance with
your contract, you may answer "No" to this question. Such answer for this purpose will
not be deemed upon certification as providing false information to the Alabama Board of
Medical Examiners or the Medical Licensure Commission of Alabama).
lf you answer "Yes," then a description is required.
IMPORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. The Board expects its licensees to address
their health concerns and ensure patient safety. Options include anonymously self-
referring to the Alabama Professionals Health Program (334-954-2596), a physician
advocacy organization dedicated to improving the health and wellness of medical



professionals in a confidential manner. The failure to adequately address a health
condition, where the licensee is unable to practice medicine with reasonable skill and
safety to patients, can result in the Board taking action against the license to practice
medicine.

Please initial certifying that you understand and acknowledge your duty as a
licensee to address any such condition as stated above.
"The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough so that
the condition referred to may have an ongoing impact on one's functioning as a
physician within the past two years.
13. Within the past five years, have you been convicted of driving under the influence
(DUl) or have you been charged with DUI and been convicted of a lesser offense such
as reckless driving?
14. Has your medical education, training or practice been interrupted or suspended,
or have you ceased to engage in direct patient care, for a period longer than 60 days for
any reason other than a vacation or for the birth or adoption of a child?
15. Have you ever been placed on academic or disciplinary probation by a medical
school or postgraduate program?
16. Have you ever been disciplined for unprofessional conducUbehavior reasons by
a medical school or postgraduate program?
17. Were you notified in writing that there were limitations or special requirements
imposed on you because of questions of academic, clinical, or disciplinary problems, or
any other reason during your medical education or postgraduate training, such as
repeating a class or classes, taking time off from school to study for an examination?

Please provide the following information:

Please provide a brief description and the location of your intended medical practice in
the State of Alabama:

Pre-Medical education: List all schools attended, undergraduate and postgraduate
work otherthan medical school, dates attended, and degree conferred
Medical education: List all medical schools attended, dates, and complete addresses of
institutions. Do not list post-graduate medical education haining.
Poslgraduate medical education training: List all postgraduate medical education
training since graduation from medical school, dates, and complete addresses of
institutions. Do not list practice experience.

Specialty(s): (choose from list)
Specialty board certification: Are you CURRENTLY certified by one of the specialty
boards approved by the American Board of Medical Specialties or the American
Osteopathic Association? lf yes, have your specialty board send verification to the
Board.

Original full license (if applicable): Provide name of state/territory, date issued, license
number, and examination taken.



Original full license (if applicable): Has this license been the subject of any disciplinary
action? lf yes, please provide summary and supporting documentation.

Activities following medical school and training: List all practice experience since
completion of your formal training, providing dates, inslitutions/hospitals, and complete
addresses.

Hospital privileges: List all hospitals where you have held staff privileges of any type,
providing dates, hospital names, and complete addresses.

SPEX: Have you successfully completed a written licensing examination within the last
ten years?
Have you been certified or re-certified within the past ten years by one of the specialty
boards approved by the American Board of Medical Specialties or the American
Osteopathic Association?

Applicant's signature
Photograph

Under Alabama law, this document is a public record and will be provided upon request

The Alabama Board of Medical Examiners will enforce the Board's rules and option for
the issuance of a Non-Disciplinary Citation and Administrative Charge when an
applicant falsifi es an application.

Rev. 04/20

State licensure: List all states where you have been licensed to practice medicine.
List all licenses including training or educational licenses.

Release
l, [name prints here], certify that all of the information supplied in the foregoing
application is true and correct to the best of my knowledge, that the photograph
submitted is a true likeness of myself and was taken within sixty days prior to the date of
this application. I acknowledge that any false or untrue statement or representation
made in this application may resull in the revocation of my license to practice medicine
and criminal prosecution to the fullest extent of the law. I further consent to and
authorize the release of this application and any information submitted with it or
information collected by the Alabama Board of Medical Examiners in connection with
this application, including derogatory information, to any person or organization having a
legitimate need for the information, and I release the Alabama Board of Medical
Examiners from all liability for the release of this information. I further consent to and
authorize the release of informalion, including derogatory information, which may be in
the possession of other individuals or organizations to the Alabama Board of Medical
Examiners, and I release this individual or organization from any liability for the release
of information.



Date

Medical School Certification
Certificate of Dean, President, or Registrar
It is hereby certified that [applicant name] matriculated in [medicine/osteopathy] at
[name of school] from [start date] to [end date] and received a diploma conferring the
degree of Doctor of Medicine/Osteopathy on [date].

Unusual circumstances: The following questions apply to unusual circumstances that
occurred during any part of the individual's medical education. Please mark the correct
response and provide dates and requested information. "Yes" responses to any of
these questions require a copy of explanatory records or a written explanation.

Does this individual's official record reflect that he/she was ever placed on academic or
disciplinary probation? lf yes, please attach a copy of the written notification to the
individual.
Does this individual's official record reflect that he/she was ever disciplined for
unprofessional conducUbehavioral reasons by the medical school or parent university?
lf yes, please attach a copy of the written notification to the individual of the disciplinary
action.
Does this individual's official record reflect that there were any limitations or special
requirements imposed on him/her because of questions of academic or clinical
incompetence, disciplinary problems, or any other reason? lf yes, please attach a copy
of the written notification to the individual.
IDate]
Type Name
Signature of Dean, President, or Registrar
I understand and agree that by typing my name, I am providing an electronic signature

that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code gg 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Applicant's typed name_

Alabama Board of Medical Examiners
PO Box 946, MontgomeryAL 36101
848 Washington Ave 36104
licensing@albme.org
(334\ 24241',t6



lnstructions to individual completing this form: Please flll in all applicable places and
return to the Alabama Board of Medical Examiners at the above physical or email
address (email must originate from school/institution domain). Please do not send this
certification back to the applicant because the Board will not consider this certificate
unless it is received directly from the institution.

Alabama Board of Medical Examiners
PO Box 946, MontgomeryAL 36101
848 Washington Ave 36104
lice n s inq @a lbme. o ro
(334\- 242-4116

Posi Graduate Education Certificate
Certificate of Post Graduate Education Training
l, [name], [Administrator/Medical Education Directori Director of Residency Training
Programl of [school/institution], certify that the records of this Program show that
[applicant name] is currently enrolled in the [1st/2ndl3rd] year of post graduate kaining OR
has successfully completed [number] year/years of post-graduate training" in this
program from [date] to [date].

Unusual circumstances: The following questions apply to unusual circumstances that
occurred during any part of the individual's post graduate training. Please circle the
correct response and provide dates and requested information. "Yes" responses to any
of these questions require a copy of explanatory records or a written explanation.
Does this individual's official record reflect that he/she was ever placed on academic or
disciplinary probation? lf yes, please attach a copy of the written notification to the
individual.
Does this individual's record reflect that he/she was ever disciplined for unprofessional
conducUbehavioral reasons? lf yes, please attach a copy of the written notification to
the individual of the disciplinary action.
Does this individual's official record reflect that he/she was ever notified in writing that
there were any limitations or special requirements imposed on him/her because of
questions of academic or clinical competence, disciplinary problems, or any other
reason? lf yes, please attach a copy of the written notification to the individual.
IDate]
Type name
Signature of [Administrator of Hospital/Medical Education Director/Director of Residency
Trainingll understand and agree that by typing my name, I am providing an electronic
signature that has the same legal effect as a written signature pursuant to Ala. Code $$

Date--------
Dean's / President's / Registrar's typed name_



8-1A-2 and 8-1A-7. I attest that the foregoing information has been provided by me and
is true and correct to the best of my knowledge, information and belief-

Date
Administrator's / Medical Education Director's/ Residency Training Program Director's
typed name

Candidates who graduated from an LCME accredited medical school or AOA approved
college of osteopathy need to have one ('1) year certified.
Candidates who graduated from a non-LCME accredited medical school or non-AOA
accredited college of osteopathy need to have three (3) years certified.
""has completed _ years of post-graduate training" means the applicant has
successfully completed or met the program's established criteria, standards or
requirements which are necessary for promotion to the next level of post graduate
training or the applicant has successfully completed or met the program's established
criteria, standards or requirements which are necessary for completion of this program.

Note to applicant: Merely accumulating 12 months or 36 months of post graduate or
residency training shall not be evidence satisfactory to the Board that the applicant has
fulfilled the post graduate requirement necessary for qualifying for the issuance of a
certificate of qualification for a license to practice medicine in Alabama.

lnstructions to individual completing this form: Please fill in all applicable places and
return to the Alabama Board of Medical Examiners at the above physical or email
address (email must originate from school/institution domain). Please do not send this
certification back to the applicant because the Board will not consider this certificate
unless it is received directly from the institution.

Declaration of citizenship:
ALABAMA BOARD OF MEDICAL EXAMINERS
DECLARATION OF CITIZENSHIP AND LAWFUL PRESENCE OF AN
ALIEN FOR PUBLIC BENEFITS AND LICENSINGiPERMITTING PROGRAMS
Title lV of the federal Personal Responsibility and Work Opportunity Reconciliation Act
of 1996, 8 U.S.C. S '1621, provides that, with certain exceptions, only United States
citizens, United States non-citizen nationals, non-exempt "qualified aliens" (and
sometimes only particular categories of qualified aliens), nonimmigrants, and certain
aliens paroled into the United States are eligible to receive covered state or local public
benefits.
With certain exceptions, Ala. Code SS 31-13-1 , et. seq., prohibits aliens unlawfully
present in the U.S. from receiving state or local benefits. Every U.S. Citizen applying for
a state or local public benefit must sign a declaration of Citizenship, and the tawful
presence of an alien in the U.S. must be verified by the Federal Government.



Ala. Code SS 31-13-1 , et. seq., also requires every individual applying for a permit or
license to demonstrate his/her U.S. citizenship or if the applicant is an alien, he/she
must demonstrate his/her laMul presence in the United States.
Directions: This form must be completed and submitted by individuals applying for
licenses or permits.

SECTION 1 --- APPLICANT INFORMATION
Name:
Date of birth:
MD / DO / PA License Number (if applicable):

SECTION II --- U,S. CITIZENSHIP OR NATIONAL STATUS
Are you a citizen or national of the United States (choose one) Yes No
lf you answered YES: (1) Provide an original (only in person at agency office) or legible
copy of document from attached List A or other document that demonstrates U.S.
citizenship or nationality and (2) Complete Section lV.
lf you answered No: Complete Sections lll and lV.
Name of document provided:

SECTION III - ALIEN STATUS
Are you an alien lawfully present in the United States? Yes No
lf you answered Yes: (1) Provide an original (only in person at agency office) or legible
copy of the front and back (if any) of a document from attached List B or other
document that demonstrates lawful presence in the United States. (2) Complete
Section lV. lnformation from the documentation provided will be used to verify lawfu I

presence through the United States Government.
lf you answered No: Complete Section lV.
Name of document provided

SECTION IV -- DECLARATION
I declare under penalty of perjury under the laws of the State of Alabama that the
answers and evidence I provided are true and correct to the best of my knowledge.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and B-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Knowingly providing false information to the Alabama Board of Medical Examiners could
result in disciplinary action.

Date

Upload supporting documentation

LIST A



DOCUMENTS DEMONSTRATING U.S. CITIZENSHIP
(1) The applicant's driver's license or nondriver's identification card issued by the
division of motor vehicles or the equivalent governmental agency of another state within
the United States if the agency indicates on the applicant's driver's license or
nondriver's identification card that the person has provided satisfactory proof of United
States citizenship.
(2) The applicant's birth certificate that satisfactorily verifies United States citizenship.
(3) Pertinent pages of the applicant's United States valid or expired passport identifying
the applicant and the applicant's passport number.
(4) The applicant's United States naturalization documents or the number of the
certifi cate of naturalization.
(5) Other documents or methods or proof of United States citizenship issued by the
federal government pursuant to the lmmigration and Nationality Act of 1952, and
amendments thereto.
(6) The applicant's Bureau of lndian Affairs card number, tribal treaty card number, or
tribal enrollment number.
(7) The applicant's consular report of birth abroad of a citizen of the United States of
America.
(8) The applicant's certificate of citizenship issued by the United States Citizenship and
lmmigration Services.
(9) The applicant's certification of report of birth issued by the United States Department
of State.
(10) The applicant's American lndian card, with KIC classification, issued by the United
States Department of Homeland Security.
(11) The applicant's final adoption decree showing the applicant's name and United
States birthplace.
(12) The applicant's official United States military record of service showing the
applicant's place of birth in the United States.
(13) An extract from a United States hospital record of birth created at the time of the
applicant's birth indicating the applicant's place of birth in the United States.
Ala. Act #201 1-535, Section 30(c) and Section 29(k).

LIST B
DOCUMENTS INDICATING STATUS OF QUALIFIED ALIENS, NONIMMIGRANTS,
AND ALIENS PAROLED INTO U.S. FOR LESS THAN ONE YEAR
The documents listed below that are registration documents are indicated with an
asterisk ("-").
a. "Qualified Aliens"
Evidence of "Qualified Alien" status includes the following:
Alien Lawfully Admitted for Permanent Residence
Form l-55'l (Alien Registration Receipt Card, commonly known as a "green card"); or
Unexpired Temporary l-551 stamp in foreign passport or on * | Form-g4.
Asylee
* Form l-94 annotated with stamp showing grant of asylum under section 208 of the
INA;
- Form l-6888 (Employment Authorization Card) annotated "27 4.a12(a)(5O":



. Form l-766 (Employment Authorization Document) annotated "A5";
Grant letter from the Asylum Office of the U.S. Citizenship and lmmigration Service; or
Order of an immigration judge granting asylum.
Refugee
" Form l-94 annotated with stamp showing admission under $ 207 of the INA;
* Form l-6888 (Employment Authorization Card) annotated "27 4a.12(a)(3)"; or
* Form l-766 (Employment Authorization Document) annotated "A3"
Alien Paroled into the U.S. for at Least One Year
- Form l-94 with stamp showing admission for at least one year under section 212(dX5)
of the lNA. (Applicant cannot aggregate periods of admission for less than one year to
meet the one-year requirement.)
Alien Whose Deportation or Removal Was Withheld
. Form l-6888 (Employment Authorization Card) annotated "274a.12(a)(10);
. Form l-766 (Employment Authorization Document) annotated "A10"; or
Order from an immigralion judge showing deportation withheld under $243(h) of the INA
as in effect prior to April 1 , 1997 , or removal withheld under $ 2a1(b)(3) of the lNA.
Alien Granted Conditional Entry
. Form l-94 with stamp showing admission under $203(a)(7) of the INA;
. Form l-6888 (Employment Authorization Document) annotated "27 4a.12(a)(3)": or
" Form l-766 (Employment Authorization Document) annotated "A3."
Cuban / Haitian Entrant

" Form l-551 (Alien Registration Receipl Card, commonly known as a "green card") with
the code CU6, CU7, or CH6;
Unexpired temporary I-551 stamp in foreign passport or on * Form l-94 with the code
CU6 or CU7;
or
Form l-94 with stamp showing parole as "Cuba/Haitian Entrant" under Section 212(d)(5)
of the lNA.
Alien Who Has Been Declared a Battered Alien Subjected to Extreme Cruelty
U.S. Citizenship and lmmigration Service petition and supporting documentation

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53, 34-24-70
History: Repeal and replace approved November 16,20'17. Repeal and replace filed
February 27,20'18. Effective Date: April 13,2018. Amended/Approved: February 20,
20'19. Effective Date: May 31 ,2019. Amended/Approved: Decembet 11,2019.
Certified Filed: February 19,2020. Effective Date: April 13,2020.



APA-1
Revised 4/2018

TRANSMITTAL SHEET FOR
NOTICE OF INTEIiDED ACTION

Conlrol 540 Department or Agency abanr a state Roard f Medical Examiners
540-x-3 nltendix BRule No.

Rule Title: Annlication for r Limiled aertificrte .lf On alificat Practice N4ed ln !nion to

X New Amend

ls the increase in cost, if any, more hamful to the
public than the harm that might result from the
absence of the proposed rule?

Are all facets ofthe rulemaliing process designed
solely for the purpose of, and so they have, as

their primary effect, the prolection ofthe public?

Repeal Adopt by Reference

NO

NO

NO

YES

Does the proposed aclion relate to or affect in any
manner any litigation which lhe agency is a party to
conceming lhe subject matler ofthe proposed rule? NO

Does the proposed rule have an economic impact? NO

If the proposed rule has an economic impact, the proposed rule is required to be accompanied by a fiscal
note prepared in accordance with subsection (0 ofSection 4l-22-23, Code of Alabama 1975.
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Certifi cation of Authorizcd Offi cial

the Adm inistrative Procedure

Signatue of certirying officer

Date: October 20- 2022

Division ofthe Le Services Agency.

ocl 20 2022

Would the absence ofthe proposed rule significantly
harm or endanger the public health, uelfre, or safety?

Is there a reasonable relationship between the state's
police power and the protection ofthe public health,
safety, or welfare?

ls there another, less restrictive method of
regulation available that could adequately protect
the public?

Does the proposed rule have the effect ofdirectly
or indirectly increasing the costs ofany goods or
services involved and, ifso, to what degree?

YFS
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I certify that the attached proposed rule has been proposed in full compliance with the requirements of
Chapter 22. Title 41, Code of Alabama 1975, and that it conforms to all applicable filing requirements of



APA.2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

RULE NO. & TITLE: 540-X-3, Appendix B, Application for a Limited Certificate of
Qualification to Practice Medicine

INTENDED ACTION: Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION: Application was amended to clarify and
expound upon background questions.

FINAL DATE FOR COMMENT AND COMPLETION OF NOTICE December 5, 2022

CONTACT PERSON AT AGENCY: Carla H. Kruger

(Signature of officer authorized
to promulgate and adopt
rules or his or her deputy)

AGENCY NAME: Alabama Board of Medical Examiners

TIME. PLACE. MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or comments
should contact Carla H. Kruger by telephone (334-2424116) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.



NEW
540-X-3, Appendix B

Application for a Limited
Certifi cate of Qualifi cation

Application for Certificate of Qualification
to Practice Medicine in Alabama Without Examination

Under Alabama law, this document is a public record and will be provided upon request.

Application is made through the school, program, or institution.

Required demographic information:

Name in full (First, Middle, Last, M.D./D.O.)
Alternate name(s) used
Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
request and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (W)

Name of lnstitution

Type of license (check one): Resident Fellow Distinguished Professor Specialty
Professor Visiting Professor State lnstitution

1. Have you ever been arrested for, cited for, charged with, or convicted of any crime,
offense, or violation of any law, felony, or misdemeanor, including, but not limited to,
offenses related to the practice of medicine or state or federal controlled substances
laws?

*This question excludes minor traffic violations such as speeding and parking tickets
but includes felony and misdemeanor criminal matters that have been dismissed,

Required background information :

lf your answer is "yes," please provide a detailed explanation in the space provided.

Legal:



expunged, sealed, subject to a diversion or deferred prosecution program, or
otherwise set aside.

2 Have you ever been arrested for, cited for, charged with, or convicted of any sex

offender laws or required to register as a sex offender for any reason?

3. Have you ever had a judgment rendered against you or action settled relating to an

action for injury, damages, or wrongful death for breach of the standard of care in the
performance of your professional service ("malpractice")?

4. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any law enforcement agency?

5. Have you ever had any Drug Enforcement Administration registration and/or state
controlled substances registration denied, voluntarily surrendered while under
investigation, or subject to any discipline, including, but not limited to revocation,
suspension, probation, restriction, conditions, reprimand, or fine?

6. Have you ever been denied a license to practice medicine in any state orjurisdiction or
has your application for a license to practice medicine been withdrawn under threat of
denial?

8. Have your staff prlvileges at any hospital or health care facility ever been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?

9. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any federal agency, any licensing board/agency, or
any hospital or health care facility?

Health

10. Have you ever been diagnosed as having or have you ever been treated for pedophilia,

exhibitionism, or voyeurism?

Ad m in istrative/Regu latory:

7. Has your certificate of qualification or license to practice medicine in any state or
jurisdiction ever been subject to any discipline, including but not limited to revocation,
suspension, probation, restrictions, conditions, reprimand, or fine?

'1-L. Within the past five years, have you raised the issue of consumption of drugs or alcohol
or the issue of a mental, emotional, neryous, or behavioral disorder or condition as a
defense, mitigation, or explanation for your actions during any administrative or judicial
proceeding or investigation; any inquiry or other proceeding; or any proposed



termination by an educalional institution; employer; government agency; professional
organization; or licensing authority?

72. Wlthin the past five years, have you been convicted of driving under the influence (DUl),

or have you been charged with DUI and been convicted of a lesser offense such as
reckless driving?

L3. Are you currently* engaged in the excessive use of alcohol or controlled substances or in
the use of illegal drugs, or receiving any therapy or treatment for alcohol or drug use,
sexual boundary issues, or mental health issues?

*The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough that the
condition referred to may have an ongoing impact on one's functioning as a physician
within the past two years.

Notice: lf you are an anonymous participant in the Alabama Professionals Health
Program and are in compliance with your contract, you may answer "No" to this
question. Such an answer for this purpose, upon certification, will not be deemed as
providing false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama,

13.a. IMPORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. Licensees are expected to address their
health concerns and ensure patient safety. Options include anonymously self-referring
to the Alabama Professionals Health Program (334-954-2596), a physician advocacy
organization dedicated to improving the health and wellness of medical professionals in

a confidential manner. The failure to adequately address a health condition where the
licensee is unable to practice medicine with reasonable skill and safety to patients can
result in action being taken against the license to practice medicine.

_ Please initialto certify that you understand and acknowledge your duty as a licensee
to address any such condition as stated above.

Ed u cation/Tra in ing/Experience:

1.4. Has your medical education, training, or medical practice been interrupted or
suspended, or have you ceased to engage in direct patient care, for a period longer
than 60 days for any reason other than a vacation or for the birth or adoption of a child?
lf yes, please provide a brief explanation.

15. Have you ever been placed on academic or disciplinary probation by, or been required to
remediate any portion of, a medical school or postgraduate program?



16. Were limitations or special requlrements imposed on you because of questions of
academic, clinical, or disciplinary problems, or any olher reason during your medical
education or postgraduate training, such as repeating a class or classes or taking time
off from school to study for an examination?

17. Have you ever been disciplined for unprofessional conduct/behavior reasons by a
medical school or postgraduate program?

18. Pre-Medical education: List all schools attended, undergraduate and post-graduate
work other than medical school, dates attended, and degree conferred.

19. Medical School: List all medical schools attended, dates, and complete addresses of
institutions. Do not list post-graduate medical education training.

20 Post-Graduate medical education training: List all post-graduate medical education
training since graduation from medical school, dates, and complete addresses of
institutions. Do not list practice experience.

21,. Activities following medical school and training: List all practice experience since

completion of your formal training, providing dates, institutions/hospitals, and complete
addresses.

22. Have you successfully completed a written licensing examination?

lf yes, please choose: ABMS or AOA board certification exam; USMLE; COMLEX;
Other

Release
l, [name prints here], certiry that all of the information supplied in the foregoing
application is true and correct to the best of my knowledge, that the photograph
submitted is a true likeness of myself and was taken within sixty days prior to the date of
this application. I acknowledge that any false or untrue statement or representation
made in this application may result in the denial of this application or the revocation of
my license to practice medicine and criminal prosecution to the fullest extent of the law.
I further consent to and authorize the release of this application and any information
submitted with it or information collected by the Alabama Board of Medical Examiners in

connection with this application, including derogatory information, to any person or
organization having a legitimate need for the information, and I release the Alabama
Board of Medical Examiners from all liability for the release of this information. I further
consent to and authorize the release of information, including derogatory information,
which may be in the possession of other individuals or organizations to the Alabama
Board of Medical Examiners, and I release this individual or organizatlon from any
liability for the release of information.

Applicant's signature
Photograph



I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date
Applicant's typed name

Attach or upload Photograph

Certification of lnstitution: This is to certify that the aforementioned individual is making
application for a limited certificate of qualification at lhis institution.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date
Name of Dean-School of Medicine, Director-Residency Training Program,
Warden/Medical Director

Print application, attach a recent photograph of yourself, have Dean-Medical School,
Director-Residency Training Program, or Warden/Medical Director sign, and return
original to the Alabama Board of Medical Examiners.

Rev. 01/23

Author: Alabama Board of Medical Examiners



Statutory Authority: Ala. Code SS 34-24-53, 34-24-75
History: Repeal and replace approved November 16,2017. Repeal and replace filed
February 27,2018. Effective Date: April 13, 20'18. Approved: December 12,2018.
Amended Filed: December 13,2018. Certified Filed: February 20,2019. Effective
Date: April 8,2019. Amended/Approved: December 11,2019. Certified Rule Filed:
February 19,2020. Effective Date: April 13,2020.



540-X-3, Appendix B
Application for a Limited

Certifi cate of Qualifi cation
REPEAL

Alabama Board of Medical Examiners
PO Box 946
Montgomery AL 36101
848 Washington Avenue - 36104
(334) 2424116

To the Alabama Board of Medical Examiners:
I hereby make application for a limited certificate of qualification to practice medicine in
the state of Alabama, and submit the following statement concerning my age, moral
character, preliminary and medical education and practice:

Type in the following:
Name in full (First, Middle, Last, M.D./D.O.)
Alternate name(s) used
Home Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
request and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (W)

Name of lnstitution
Type of license (check one): Resident Fellow Distinguished Professor Specialty
Professor Visiting Professor State lnstitution

Answer yes or no. lf any below answers are in the affirmative, please explain in detail
and provide the complete name and address of any state board, hospital,
psych iatrisUpsycholog ist, etc.

1. Have you ever been convicted of a felony? (lf yes, please provide the name of
the court of record or a copy of the record of conviction)
2. Have you ever been convicted of a crime or offense (felony or misdemeanor)
related to the practice of medicine? (lf yes, please provide the name of the court of
record or a copy of the record of conviction)



3. Have you ever been convicted of any violation of a state or federal law relating to
controlled substances? (lf yes, please provide the name of the court of record ora copy
of the record of conviction)
4. Has your DEA registration or any state controlled substance certificate been
denied or subject to any discipline, including but not limited to the following: revocation;
suspension, probation; restriction(s); condition(s); reprimand or fine, or has your DEA
registration or any state controlled substance certificate been voluntarily surrendered
while under investigation?
5. Has your certificate of qualification or license to practice medicine in any state
been denied or subject to any discipline, including but not limited to the following:
revocation; suspension; probation; restriction(s); condition(s); reprimand or fine, or has
your certificate of qualification or license to practice medicine in any state been
voluntarily surrendered while under investigation or under threat of discipline?
6. Have your staff privileges at any hospital or health care facility been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?
7 . Have you ever been denied a certificate of qualification or a license to practice
medicine in any state or has your application for a certificate of qualification or a license
to practice medicine in any state been withdrawn under threat of denial?
8. Have you ever had a judgment rendered against you or action settled relating to
performance of your professional service?
9. To your knowledge, are you the subject of an investigation or proposed action by
any licensing board/agency as of the date of this application?
10. Within the past five years, have you ever raised the issue of consumption of
drugs or alcohol or the issue of a mental, emotional, nervous, or behavioral disorder or
condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or
any proposed termination by an educational institution; employer, government agency;
professional organization; or licensing authority?
11. Have you ever been diagnosed as having or have you ever been treated for
pedophilia, exhibitionism, or voyeurism?
12. Are you currently" engaged in the excessive use of alcohol, controlled
substances, or the use of illegal drugs, or received any therapy or treatment for alcohol
or drug use, sexual boundary issues or mental health issues? (lf you are an anonymous
participant in the Alabama Professionals Health Program and are in compliance with
your contract, you may answer "No" to this question. Such answer for this purpose will
not be deemed upon certification as providing false information to the Alabama Board of
Medical Examiners or the Medical Licensure Commission of Alabama).
lf you answer "Yes," then a description is required.
IMPORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. The Board expects its licensees to address
their health concerns and ensure patient safety. Options include anonymously self-
referring to the Alabama Professionals Health Program (334-954-2596), a physician
advocacy organization dedicated to improving the health and wellness of medical
professionals in a confidential manner. The failure to adequately address a health
condition, where the licensee is unable to practice medicine with reasonable skill and



safety to patients, can result in the Board taking action against the license to practice
medicine.

Please initial certifying that you understand and acknowledge your duty as a
licensee to address any such condition as stated above.
*The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough so that
the condition referred to may have an ongoing impact on one's functioning as a
physician within the past two years.
13. Within the past five years, have you been convicted of driving under the influence
(DUl) or have you been charged with DUI and been convicted of a lesser offense such
as reckless driving?
14. Has your medical education, training or practice been interrupted or suspended
or have you ceased to engage in direct patient care, for a period longer than 60 days for
any reason other than a vacation or for the birth or adoption of a child?

Pre-medical education: List all schools aftended, undergraduate and post-graduate
work (other than medical school), dates attended, and degree conferred.
Medical education: List all medical schools attended, dates, and complete addresses of
institutions. Do not list post-graduate medical education training.
Post-graduate medical education training: Lisl all post-graduate medical education
training since graduation from medical school, dates, and complete addresses of
institutions. Do not list practice experience.

List all activities following medical school excluding the poslgraduate medical training
provided above

Have you taken and passed a written licensing examination?
You answered yes, please choose: ABMS or AOA board certification exam USMLE
COMLEX Other
Date

Release:

l, [name prints here], certify , that all of the information supplied in the foregoing
application is true and correct to the best of my knowledge, that the photograph
submitted is a true likeness of myself and was taken within sixty days prior to the date of
this application. I acknowledge that any false or untrue statement or representation
made in this application may result in the revocation of my license to practice medicine
and criminal prosecution to the fullest extent of the law. I further consent to and
authorize the release of this application and any information submitted with it or
information collected by the Alabama Board of Medical Examiners in connection with
this application, including derogatory information, to any person or organization having a
legitimate need for the information and release the Alabama Board of Medical
Examiners from all liability for the release of this information. I further consent to and
authorize the release of information, including derogatory information, which may be in
the possession of other individuals or organizations to the Alabama Board of Medical



Examiners and I release this individual or organization from any liability for the release
of information.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. lattest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date

Applicant's typed name

Attach or upload Photograph

Certification: This is to certify that the aforementioned individual is making application
for a limited certificate of qualification at this institution.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-14-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date

Type name of Dean-School of Medicine, Director-Residency Training Program,
Warden/Medical Director



Under Alabama law, this document is a public record and will be provided upon request

Print application, attach a recent photograph of yourself, have Dean-Medical School,
Director-Residency Training Program, or Warden/Medical Director sign, and return
original to the Alabama Board of Medical Examiners.

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53, 34-24-75
History: Repeal and replace approved November 16,2017. Repeal and replace filed:
February 27,2018. Effective Date: April 13,2018. Approved: December 12,2018.
Amended Filed: December 13,2018. Certified Filed: February 20,2019. Effective
Date: April 8,2019. Amended/Approved: December 11,2019. Certified Rule Filed:
February 19,2020. Effective Date: April 13,2020.



APA.l
Revised.li2018

TRANSMITTAL SHEE'T FOR
NOTICE OF INTENDED ACTION

Contlol 540 Department or Agency Alabama State Board of Medical Examiners
Rule No. 540-X-3. Aooendix C
Rule Title: Applicalioi for a Certificate of Qualillatron under the Retired Senior Volunteer Phvsician
Proeram (RSVP)

x New Amend X Repeal Adopt by Reference

Would the absence ofthe proposed rule significantly
harm or endanger the public health, welfare, or safety?

Is lhere a reasonable relationship between the state's
police power and the protection ofthe public health,
safety, or welfare?

ls there anothel less restrictive method of
regulation available that could adequately protect
the public?

Does the proposed rule have the effect ofdirectly
or indirectly increasing the costs ofany goods or
services involved and, if so, to what degree?

Is the increase in cost, ifany, more harmful to the
public than the harm that might result fiom the
absence ofthe proposed rule?

Are alI facets ofthe rulemaking process designed
solely for the purpose oll and so they have, as

their primary effect, the protection ofthe public?

Does the proposed action relate to or affect in any
manner any litigation which the agency is a party to
conceming the subject matter ofthe proposed rule?

Signature of certirying officer

Date: October 20. 2022
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YES

NO

NO

NO

YES
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Certifi cation of Authorized Offi cial

I certiry that the attached proposed rule has been proposed in full compliance with the requirements of
Chapter 22, Title 41, Code of Alabama 1975, and that it conforms to all applicable filing requirements of
the Administrative Procedure Division ofthe Legislative

ocr ,0 2022

ces Agency.

REC'D & FILE



APA-2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

AGENC Y NAME Alabama Board of Medical Examiners

RULE NO. & TITLE: 540-X-3, Appendix C, Application for a Certificate of
Qualification Under the Retired Senior Volunteer Program
(RSVP)

INTENDED ACTION Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION: Application was amended to clarify and
expound upon background questions.

TIME. PLACE, MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or comments
should contact Carla H. Kruger by telephone (334-242-4116) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.

FINAL DATE FOR COMMENT AND COMPLETION OF NOTICE: December 5, 2022

CONTACT PERSON AT AGENCY: Carla H. Kruger

(Signature of officer authorized
to promulgate and adopt
rules or his or her deputy)



Application for a Certificate of Qualification under the Retired Senior Volunteer Physician
Program (RSVP)

Under Alabama law, this document is a public record and will be provided upon request

Required demographic information :

Name in full (First, Middle, Last, M.D.iD.O.)
Alternate name(s) used
Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
request and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (W)

Required background information :

lf your answer is "yes," please provide a detailed explanation in the space provided.

Legal:

1. Have you ever been arrested for, clted for, charged with, or convicted of any crime,
offense, or violation of any law, felony, or misdemeanor, including, but not limited to,
offenses related to the practice of medicine or state or federal controlled substances
Iaws?

.This question excludes minor haffic violations such as speeding and parking tickets
but includes felony and misdemeanor criminal matters that have been dismissed,
expunged, sealed, subject to a diversion or deferred prosecution program, or
otherwise set aside.

2 Have you ever been arrested for, cited for, charged with, or convicted of any sex

offender laws or required to register as a sex offender for any reason?

3. Have you ever had a Judgment rendered against you or action settled relating to an

action for injury, damages, or wrongful death for breach of the standard of care in the
performance of your professional service ("malpractice")?

NEW
540-X-3, Appendix C

Application for a Certiflcate of Qualification under the Retired
Senior Volunteer Physician Program (RSVP)



4. To your knowledge, as of the date of this application, are you the subject of an
investigation or proposed action by any law enforcement agency?

Ad min istrative/Regu latory

5. Have you ever had any Drug Enforcement Administration registration and/or state
controlled substances registration denied, voluntarily surrendered while under
investigation, or subject to any discipline, including, but not limited to revocation,
suspension, probation, restriction, conditions, reprimand, or fine?

6. Have you ever been denied a license to practice medicine in any state or jurisdiction or
has your application for a license to practice medicine been withdrawn under threat of
denial?
lf yes, please provide

7. Has your certificate of qualification or license to practice medicine in any state or
jurisdiction ever been subject to any discipline, including but not limited to revocation,
suspension, probation, restrictions, conditions, reprimand, or fine?

8. Have your staff privileges at any hospital or health care facility ever been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?

9. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any federal agency, any licensing board/agency, or
any hospital or health care facility?

10. Have you ever been diagnosed as having or have you ever been treated for pedophilia,
exhibitionism, or voyeurism?

11,. Within the past five years, have you raised the lssue of consumptlon of drugs or alcohol
or the issue of a mental, emotional, nervous, or behavioral disorder or condition as a
defense, mitigation, or explanation for your actions during any administrative or judicial
proceeding or investigation; any inquiry or other proceeding; or any proposed
termination by an educational institution; employer; government agency; professional
organization ; or licensing authority?

12. Within the past five years, have you been convicted of driving under the influence (DUl),

or have you been charged with DUI and been convicted of a lesser offense such as
reckless driving?

13. Are you currently* engaged in the excessive use of alcohol or controlled substances or in
the use of illegal drugs, or receiving any therapy or treatment for alcohol or drug use,
sexual boundary issues, or mental health issues?

Health:



"The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough that the
condition referred to may have an ongoing impact on one's functioning as a physician
within the past two years.

Notice: lf you are an anonymous participant in the Alabama Professionals Health
Program and are in compliance with your contract, you may answer "No" to this
question. Such an answer for this purpose, upon certification, will not be deemed as
providing false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama.

13.a. IMPORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. Licensees are expected to address their
health concerns and ensure patient safety. Options include anonymously self-referring
to the Alabama Professionals Health Program (334-954-2596), a physician advocacy
organization dedicated to improving the health and wellness of medical professionals in
a confidential manner. The failure to adequately address a health condition where the
licensee is unable to practice medicine with reasonable skill and safety to patients can
result in action being taken against the license to practice medicine.

Please initlalto certlfy that you understand and acknowledge your duty as a licensee
to address any such condition as stated above.

Ed ucation/Tra in ing/Experience

1,4. Has your medical education, training, or medical practice been interrupted or
suspended, or have you ceased to engage in direct patient care, for a period longer
than 60 days for any reason other than a vacation or for the birth or adoption of a child?

15. Have you ever been placed on academic or disciplinary probation by, or been required to
remediate any portion of, a medical school or postgraduate program?

\-7. Have you ever been disciplined for unprofessional conduct/behavior reasons by a
medical school or postgraduate program?

18. Pre-Medical educatlon: List all schools attended, undergraduate and post-graduate
work other than medical school, dates attended, and degree conferred.

16. Were limitations or special requirements imposed on you because of questions of
academic, clinical, or disciplinary problems, or any other reason during your medical
education or postgraduate training, such as repeating a class or classes or taking time
off from school to study for an examination?



19. Medlcal School: List all medical schools attended, dates, and complete addresses of
institutions. Do not list posl-graduate medical education training.

20. Post-Graduate medical education training: List all post-graduate medical education
training since graduation from medical school, dates, and complete addresses of
institutions. Do not list practice experience.

Certification+
1. I hereby certify that I am now or was licensed to practice medicine in the states of Uist statesl,

that my license to practice medicine in each of the states indicated is now or was on the date
of expiration unrestricted and in good standing and that there are no currently pending
disciplinary actions or investigations concerning my license in any ofthe states listed above.
I further certify that my license to practice medicine in the states listed above has never been
revoked, suspended, placed on probation, or otherwise subject to disciplinary action and that
I have not had my hospital medical staff privileges revoked, suspended, curtailed, limited, or
surrendered while under investigation-

2. I certiry that I am fully retired from the active practice of medicine; however, I wish to
volunteer my services as a physician in a free medical clinic located in [city], Alabama, and it
is my expectation that I will provide nol less than 100 hours of voluntary services for the
calendar year [year].

3. I understand and acknowledge that issuance of a certificate of qualification and license to
practice medicine under the Retired Senior Volunteer Physician Program requires that I

comply with the continuing medical education requirement for physicians as specified in
Chapter 14 of the rules of the Alabama Board of Medical Examiners.

l, [name prints here], certify , that all of the information supplied in the submitted_application is
true and correct to the best of my knowledge, that the photograph submitted is a true likeness of
myself and was taken within sixty days prior to the date of this application. I acknowledge that
any false or untrue statement or representation made in this application may result in the denial
of this application or revocation of my license to practice medicine and criminal prosecution to
the fullest extent of the law.

I further consent to and authorize the release of this application and any information submitted
with it or information collected by the Alabama Board of lvledical Examiners in connection with
this application, including derogatory information, to any person or organization having a
legitimate need for the information, and I release the Alabama Board of Medical Examiners
from all liability forthe release of this information. lfurther consent to and authorize the release
of information, including derogatory information, which may be in the possession of other
individuals or organizations to the Alabama Board of Medical Examiners, and I release this
individual or organization from any liability for the release of information.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Applicant's typed name

Release:



Attach Photograph
lf one was not uploaded

Print or upload signed affidavit and release, attach color picture if not uploaded, and return
original to the Alabama Board of lvledical Examiners.



Declaration of citizenship
ALABAMA BOARD OF MEDICAL EXAMINERS
DECLARATION OF CITIZENSHIP AND LAWFUL PRESENCE OF AN
ALIEN FOR PUBLIC BENEFITS AND LICENSING/PERMITTING PROGRAMS
Title lV of the federal Personal Responsibility and Work Opportunity Reconciliation Act of 1996,
8 U.S.C. $ 1621, provides that, with certain exceptions, only United States citizens, United
States non-citizen nationals, non-exempt "qualifled aliens" (and sometimes only particular
categories of qualified aliens), nonimmigrants, and certain aliens paroled into the United States
are eligible to receive covered state or local public
benefits.
With certain exceptions, Ala. Code SS 31-13-1, et. seq., prohibits aliens unlawfully present in the
U.S. from receiving state or local benefits. Every U.S. Citizen applying for a state or local public
benefit must sign a declaration of Citizenship, and the lawful presence of an alien in the U-S.
must be verified by the Federal Government.
Ala. Code SS 31-13-1, et. seq., also requires every individual applying for a permit or license to
demonstrate his/her U.S. citizenship or if the applicant is an alien, he/she must demonstrate
his/her lavdul presence in the United States.
Directions: This form must be completed and submitted by individuals applying for licenses or
permits.
SECTION 1 --- APPLICANT INFORMATION
Name:
Date of birth:
MD / DO / PA License Number (if applicable):

SECTION II --- U,S. CITIZENSHIP OR NATIONAL STATUS
Are you a citizen or national of the United States (choose one) Yes No
lf you answered YES: (1) Provide an original (only in person at agency office) or legible copy of
document from attached List A or other document that demonstrates U.S. citizenship or
nationality and (2) Complete Section lV.
lf you answered No: Complete Sections lll and lV.
Name of document provided:

SECTION III _ ALIEN STATUS
Are you an alien lalvfully present in the United States? Yes No
lf you answered Yes: (1) Provide an original (only in person at agency office) or legible copy of
the front and back (if any) of a document from attached List B or other document that
demonstrates lalvful presence in the United States. (2) Complete
Section lV. lnformation from the documentation provided will be used to verify lawful presence
through the United States Government.
lf you answered No: Complete Section lV.
Name of document provided:

SECTION IV -- DECLARATION
I declare under penalty of perjury under the laws of the State of Alabama that the answers and
evidence I provided are true
and correct to the best of my
knowledge.

APPLICANT'S SIGNATURE DATE



LIST A
DOCUMENTS DEIVIONSTRATING U,S. CITIZENSHIP
(1) The applicant's driver's license or nondriver's identification card issued by the division of
motor vehicles or the equivalent governmental agency of another state within the United States
if the agency indicates on the applicant's driver's license or nondriver's identification card that
the person has provided satisfactory proof of United States citizenship.
(2) The appticant's birth certificate that satisfactorily verifies United States citizenship.
(3) Pertinent pages ofthe applicant's United States valid or expired passport identifying the
applicant and the applicant's passport number.
(4) The applicant's United States naturalization documents or the number of the certificate of
naturalization.
(5) Other documents or methods or proof of United States citizenship issued by the federal
government pursuant to the lmmigration and Nationality Act of 1952, and amendments thereto.
(6) The applicant's Bureau of lndian Affairs card number, tribal treaty card number, or tribal
enrollment number.
(7) The applicant's consular report of birth abroad of a citjzen of the United States of America.
(8) The applicant's certificate of citizenship issued by the United States Citizenship and
Immigration Services.
(9) The applicant's certification of report of birth issued by the United States Department of
State.
(10) The applicant's American lndian card, with KIC classification, issued by the United States
Department of Homeland Security.
(11) The applicant's final adoption decree showing the applicant's name and United States
birthplace.
(12) The applicant's offlcial United States military record of service showing the applicant's place
of birth in the United States.
(13) An extract from a United States hospital record of birth created at the time of the applicant's
birth indicating the applicant's place of birth in the United States.
Ala. Act #2011-535, Section 30(c) and Section 29(k).

LIST B
DOCUI\iIENTS lNDICATING STATUS OF QUALIFIED ALIENS, NONIM[/IGRANTS, AND
ALIENS PAROLED INTO U.S. FOR LESS THAN ONE YEAR
The documents listed below that are registration documents are indicated with an asterisk (".").
a. "Oualified Aliens"
Evidence of "Qualified Alien" status includes the following:
Alien Lawfully Admitted for Permanent Residence
Form l-551 (Alien Registration Receipt Card, commonly known as a "green card"); or
Unexpired Temporary l-551 stamp in foreign passport or on * I Form-g4.
Asylee
. Form l-94 annotated with stamp showing grant of asylum under section 208 ofthe INA;
. Form l-6888 (Employment Authorization Card) annotated "27 4.a12(a)(50";
. Form l-766 (Employment Authorization Document) annotated "A5";
crant letter from the Asylum Office of the U.S. Citizenship and lmmigration Service; or
Order of an immigration judge granting asylum.
Refugee
* Form l-94 annotated with stamp showing admission under $ 207 of the INA;
* Form l-6888 (Employment Authorization Card) annotated "274a.12(a)(3)"; ot
* Form l-766 (Employment Authorization Document) annotated "A3"



Alien Paroled lnto the U.S. for at Least One Year
* Form l-94 with stamp showing admission for at least one year under section 212(dX5) of the
lNA. (Applicant cannot aggregate periods of admission for less than one year to meet the one
year requirement.)
Alien Whose Deportation or Removal Was Withheld
. Form l-6888 (Employment Authorization Card) annotated "27 aa.12(a)(10);
' Form l-766 (Employment Authorization Document) annotated "A10"; or
Order from an immigration judge showing deportation withheld under S243(h) of the INA as in
effect prior to April 1, 1997, or removal withheld under $ 241(b)(3) of the lNA.
Alien Granted Conditional Entry
* Form l-94 with stamp showing admission under S203(a)(7) of the INA;
. Form l-6888 (Employment Authorization Document) annotated "274a.12(a)(3)": ot
* Form l-766 (Employment Authorization Document) annotated "A3."
Cuban / Haitian Enhant

* Form l-551 (Alien Registration Receipt Card, commonly known as a "green card") with the
code CU6, CU7, or CH6;
Unexpired temporary l-551 stamp in foreign passport or on " Form l-94 with the code CU6 or
cu7;
or
Form l-94 with stamp showing parole as "Cuba/Haitian Entrant" under Section 212(d)(5) of the
INA.
Alien Who Has Been Declared a Battered Alien Subjected to Extreme Cruelty
U.S. Citizenship and lmmigration Service petition and supporting documentation



(Letterhead)

CERTIFICATION OF FREE CLINIC

TO: State Board of Medical Examiners

agreed to perform no fewer than 100 hours of voluntary professional services annually

at the _, located at
(Clinic Name)

Alabama, which is an established free medical clinic operating under the provisions of

Ala. Code 56-5-660 and provides outpatient medical care to patients unable to pay

for it.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Clinic or Facility Administrator

Address

Telephone

Facsimile

DATE:-

This is to certify that _, M.D./D.O. has



Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code $$ 34-24-53, 34-24-7 5.1
History: Repeal and replace approved November 16,2017. Repeal and replace filed
February 27,2018. Effective Date: April 13,2018. Amended/Approved: June 20,20'19
Effective Date: Decembet 17, 201 8. AmendediApproved: December 1 1, 2019.
Certified Rule Filed: February 19,2O2O. Effective Date: April '13,2020.



540-X-3, Appendix C
Application for a Certificate of Qualification under the Retired

Senior Volunteer Physician Program (RSVP)

REPEAL

Alabama Board of Medical Examiners
PO Box 946
I\ilontgomery AL 36'101
848 Washington Avenue - 36'104
(334) 242-4116

To the Alabama Board of Medical Examiners:
I hereby make application for a limited certificate of qualification to practice medicine in the state
of Alabama under the RSVP, and submit the following statement concerning my age, moral
character, preliminary and medical education and practice:

Type in the following:
Name in full (First, Middle, Last, M.D./D.O.)
Alternate name(s) used
Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
request and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (W)

Answer yes or no (if any following answers are in the affirmative, please explain in detail and
provide the complete name and address of any psychiatrisupsychologist, state board, hospital,
etc.):

1. Have you ever been convicted of a felony?
2. Have you ever been convicted of a crime or offense (felony or misdemeanor) related to the

practice of medicine?

Application for a Certificate of Qualification under the Retired Senior Volunteer Physician
Program (RSVP)

Contact Information
The address and contact methods provided should be how the Board or Commission can
contact the license applicant directly. Please DO NOT provide contact information for office
managers, assistants, or license assistance companies.
Address



3. Have you ever been convicted of any violation of a state or federal law relating to controlled
substances?

4. Has your DEA registration or any state controlled substance certificate been denied
or subject to any discipline, including but not limited to the following: revocation;
suspension; probation; restriction(s); condition(s); reprimand or fine; or has your DEA
registration or any state controlled substance certificate been voluntarily surrendered
while under investigation ?
5. Has your certificate of qualification or license to practice medicine in any state been denied

or subject to any discipline, including but not limited to the following: revocation;
suspension; probation; restriction(s); condition(s); reprimand or fine; or has your
certificate of qualification or license to practice medicine in any state been voluntarily
surrendered while under investigation or under threat of discipline ?

6. Have your staff privileges at any hospital or health care facility been revoked, suspended,
curtailed, limited, or placed under conditions restricting your practice?

7. Have you ever been denied a certificate of qualification or a license to practice medicine in
any state or has your application for a certificate of qualification or license to practice
medicine been withdrawn under threat of denial?

8. Have you ever had a judgment rendered against you or action settled relating to performance
of your professional service?

9. To your knowledge, are you the subject ofan investigation or proposed action by any
licensing board/agency as of the date of this application?

10. \ivithin the past five years, have you ever raised the issue of consumption of drugs or alcohol
or the issue of a mental, emotional, nervous, or behavioral disorder or condition as a
defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed
termination by an educational institution; employer; government agency; professional
organization; or licensing authority?

1 1. Have you ever been diagnosed as having or have you ever been treated for pedophilia,
exhibitionism, or voyeurism?

12. Are you currently* engaged in the excessive use of alcohol, controlled substances, or the use
of illegal drugs, or received any therapy or treatment for alcohol or drug use, sexual boundary
issues or mental health issues? (lf you are an anonymous participant in the Alabama
Professionals Health Program and are in compliance with your contract, you may answer
"No" to this question. Such answer for this purpose will not be deemed upon certification as
providing false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama).

lf you answered Yes, a description is required.

*The term "currently" does not mean on the day of, or even in the weeks or months preceding,
the completion of this application. Rather, it means recently enough so that the condition
referred to may have an ongoing impact on one's functioning as a physician within the past two
years.

IMPORTANT: The Board recognizes that licensees encounter health conditions, including those
involving mental health and substance use disorders, just as thelr patients and other health care
providers do. The Board expects its licensees to address their health concerns and ensure
patient safety. Options include anonymously self-referring to the Alabama Professionals Health
Program (334-954-2596), a physician advocacy organization dedicated to improving the health
and wellness of medical professionals in a confidential manner. The failure to adequately
address a health condition, where the licensee is unable to practice medicine with reasonable



skill and safety to patients, can result in the Board taking action against the license to practice
medicine.
Please initial certifying that you understand and acknowledge your duty as a licensee to address
any such condition as stated above.

13. \Mthin the past flve years, have you been convicted of driving under the influence (DUl) or
have you been charged with DUI and been convicted of a lesser offense such as reckless
driving?

14. Has your medical education, training or practice been interrupted or suspended, or have you
ceased to engage in direct patient care, for a period longer than 60 days for any reason other
than a vacation or for the birth or adoption of a child?

Education lnformation

When entering dates attended in the education sections if you don't know the exact date
use the first date ofthe month. (Example: you attended from August 1990 - July 1994,
Enter 08/01/1990 - 0710111994)

Pre-Medical education

List all schools attended, undergraduate work other than medical school, dates, attended,
and degree conferred.

School Name

State Date

End Date

Degree Received

Medical education

List all medical Schools attended, dates, and complete addresses of institutions. Do Not list
poslgraduate medical education training.

Medical School Name

Start Date

End Date

Street Address

Suite

City

State

zip

Country

Post-graduate medical education training



List all post-graduate medical education training since graduation from medical school, dates,
and complete address of institutions. DO NOT list practice experience.

Facility Name

Start Date

End Date

Sheet Address

Suite

City

State

zip

Country

Certification:
1. I hereby certify that I am now or was licensed to practice medicine in the states of flist states],

that my license to practice medicine in each ofthe states indicated is now or was on the date
of expiration unrestricted and in good standing and that there are no currently pending
disciplinary actions or investigations concerning my license in any ofthe states listed above.
I further certify that my license to practice medicine in the states listed above has never been
revoked, suspended, placed on probation, or otherwise subject to disciplinary action and that
I have not had my hospital medical staff privileges revoked, suspended, curtailed, limited, or
surrendered while under investigation.

2. I certify that I am fully retired from the active practice of medicine; however, I wish to
volunteer my services as a physician in a free medical clinic located in [city], Alabama, and it
is my expectation that I will provide not less than 100 hours of voluntary services for the
calendar year [year].

3. I understand and acknowledge that issuance of a certificate of qualification and license to
practice medicine under the Retired Senior Volunteer Physician Program requires that I

comply with the continuing medical education requirement for physicians as specified in
Chapter 14 of the rules of the Alabama Board of Medical Examiners.



Release:

l, [name prints here], certify , that all of the information supplied in the submitted_application is
true and correct to the best of my knowledge, that the photograph submitted is a true likeness of
myself and was taken within sixty days prior to the date of this application. I acknowledge that
any false or untrue statement or representation made in this application may result in the
revocation of my license to practice medicine and criminal prosecution to the fullest extent ofthe
law.

I further consent to and authorize the release of this application and any information submitted
with it or information collected by the Alabama Board of Medical Examiners in connection with
this application, including derogatory information, to any person or organization having a
legitimate need for the information, and I release the Alabama Board of Medical Examiners
from all liability for the release of this information. I further consent to and authorize the release
of information, including derogatory information, which may be in the possession of other
individuals or organizations to the Alabama Board of ftiledical Examiners, and I release this
individual or organization from any liability for the release of information.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-14-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Applicant's typed name

Attach Photograph
lf one was not uploaded

Under Alabama law, this document is a public record and
will be provided upon request.

Print or upload signed affidavit and release, , attach color picture if not uploaded, and return
original to the Alabama Board of Medical Examiners.



Declaration of citizenship:
ALABAMA BOARD OF MEDICAL EXAMINERS
DECLARATION OF CITIZENSHIP AND LAWFUL PRESENCE OF AN
ALIEN FOR PUBLIC BENEFITS AND LICENSING/PERMITTING PROGRAMS
Title lV of the federal Personal Responsibility and Work Opportunity Reconciliation Act of 1996,
8 U.S.C. S 1621, provides that, with certain exceptions, only United States citizens, United
States non-citizen nationals, non-exempt "qualified aliens" (and sometimes only particular
categories of qualified aliens), nonimmigrants, and certain aliens paroled into the United States
are eligible to receive covered state or local public
benefits.
With certain exceptions, Ala. Code SS 31-13-1, et. seq., prohibits aliens unlav'dully present in the
U.S. from receiving state or local benefits. Every U.S. Citizen applying for a state or local public
beneflt must sign a declaration of Citizenship, and the lalvful presence of an alien in the U.S.
must be verified by the Federal Government.
Ala. Code SS 31-13-1, et. seq., also requires every individual applying for a permit or license to
demonstrate his/her U.S. citizenship or if the applicant is an alien, he/she must demonstrate
his/her lalvful presence in the United States.
Directions: This form must be completed and submitted by individuals applying for licenses or
permits.
SECTION 1 ... APPLICANT INFORMATION
Name:
Date of birth:
MD / DO / PA License Number (if applicable):

SECTION II -.. U.S. CITIZENSHIP OR NATIONAL STATUS
Are you a citizen or national ofthe United States (choose one) Yes No
lf you answered YES: (1) Provide an original (only in person at agency office) or legible copy of
document from attached List A or other document that demonstrates U.S. citizenship or
nationality and (2) Complete Section lV.
lf you answered No: Complete Sections lll and lV,
Name of document provided:

SECTION III -ALIEN STATUS
Are you an alien lalvfully present in the United States? Yes No
lf you answered Yes: ('l) Provide an original (only in person at agency office) or legible copy of
the front and back (if any) of a document from attached List B or other document that
demonstrates lalvful presence in the United States. (2) Complete
Section lV. lnformation from the documentation provided will be used to verify lavvful presence
through the United States Government.
lf you answered No: Complete Section lV.
Name of document provided:

SECTION IV -- DECTARATION
I declare under penalty of perjury under the laws of the State of Alabama that the answers and
evidence I provided are true
and correct to the best of my
knowledge.

APPLICANT'S SIGNATURE DATE



LIST A
DOCUMENTS DEMONSTRATING U.S. CITIZENSHIP
(1) The applicant's drive/s license or nondriver's identiflcation card issued by the division of
motor vehicles or the equivalent governmental agency of another state within the United States
if the agency indicates on the applicant's driver's license or nondriver's identification card that
the person has provided satisfactory proof of United States citizenship.
(2) The applicant's birth certificate that satisfactorily verifies United States citizenship.
(3) Pertinent pages of the applicant's United States valid or expired passport identifying the
applicant and the applicant's passport number.
(4) The applicant's United States naturalization documents or the number of the certificate of
naturalization.
(5) Other documents or methods or proof of United States citizenship issued by the federal
government pursuant to the lmmigration and Nationality Act of 1952, and amendments thereto.
(6) The applicant's Bureau of lndian Affairs card number, tribal treaty card number, or tribal
enrollment number.
(7) The applicant's consular report of birth abroad of a citizen of the United States of America.
(8) The applicant's certificate of citizenship issued by the United States Citizenship and
lmmigration Services.
(9) The applicant's certification of report of birth issued by the United States Department of
State.
(10) The applicant's American lndian card, with KIC classification, issued by the United States
Department of Homeland Security.
(11) The applicant's final adoption decree showing the applicant's name and United States
birthplace.
(12) The applicant's official United States military record of service showing the applicant's place
of birth in the United States.
(13) An e)dract from a United States hospital record of birth created at the time ofthe applicant's
birth indicating the applicant's place of birth in the United States.
Ala. Act #20'l 1-535, Section 30(c) and Section 29(k).

LIST B
DOCUMENTS INDICATING STATUS OF QUALIFIED ALIENS, NONIMMIGRANTS, AND
ALIENS PAROLED INTO U.S. FOR LESS THAN ONE YEAR
The documents listed below that are registration documents are indicated with an asterisk (".")
a. "Qualified Aliens"
Evidence of "Qualified Alien" status includes the following:
Alien Lalvfully Admitted for Permanent Residence
Form l-551 (Alien Registration Receipt Card, commonly known as a "green card"); or
Unexpired Temporary l-551 stamp in foreign passport or on * I Form-g4.
Asylee
. Form l-94 annotated with stamp showing grant of asylum under section 208 ofthe INA;
* Form l-6888 (Employment Authorization Card) annotated "2T 4.a|2(a)(50";
. Form l-766 (Employment Authorization Document) annotated "A5";

Grant letter from the Asylum Office of the U.S. Citizenship and lmmigration Service; or
Order of an immigration judge granting asylum.
Refugee
* Form l-94 annotated with stamp showing admission under $ 207 of the INA;
* Form l-6888 (Employment Authorization Card) annotated "27 4a.12(a)\3)"; ot
* Form l-766 (Employment Authorization Document) annotated "A3"
Alien Paroled lnto the U.S. for at Least One Year



* Form l-94 with stamp showing admission for at least one year under section 212(d)(5) of the
lNA. (Applicant cannot aggregate periods of admission for less than one year to meet lhe one
year requirement.)
Alien Whose Deportation or Removal Was Withheld
. Form l-6888 (Employment Authorization Card) annotated "274a.12(a)(10);
* Form l-766 (Employment Authorization Document) annotated "A10"; or
Order from an immigration judge showing deportation withheld under S243(h) of the INA as in
effect prior to April 1, 1997, or removal withheld under $ 241(bX3) of the lNA.
Alien Granted Conditional Entry
* Form l-94 with stamp showing admission under S203(aX7) of the INA;
* Form l-6888 (Employment Authorization Document) annotated "274a.12(a)(3)"; ot
" Form l-766 (Employment Authorization Document) annotated "A3."
Cuban / Haitian Entrant

* Form l-551 (Alien Registration Receipt Card, commonly known as a "green card") with the
code CU6, CU7, or CH6;
Unexpired temporary l-551 stamp in foreign passport or on * Form l-94 with the code CU6 or
CU7;
or
Form l-94 with stamp showing parole as "Cuba/Haitian Entrant" under Section 212(dX5) of the
INA.
Alien Who Has Been Declared a Battered Alien Subjected to E)dreme Cruelty
U.S. Citizenship and lmmigration Service petition and supporting documentation



(Letterhead)

CERTIFICATION OF FREE CLINIC

TO: State Board of Medical Examiners

This is to certify that , M.D./D.O. has

agreed to perform no fewer than 100 hours of voluntary professional services annually

at the _, located at _,
(Clinic Name)

Alabama, which is an established free medical clinic operating under the provisions of

Ala. Code 56-5-660 and provides outpatient medical care to patients unable to pay

for it.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Clinic or Facility Administrator

Address

Telephone

Facsimile

DATE:



Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53, 34-24-75.1
History: Repeal and replace approved November 16,2017. Repeal and replace filed
February 27,2018. Effective Date: April 13,2018. Amended/Approved: June 20,2019
Effective Date: December 17, 2018. Amended/Approved: December 1 1, 201L
Certified Rule Filed: February 19,2020. Effective Date: April 13,2020.



APA-I
Re!ised 4/2018

TRANSMITTAL SItEfT FOR
NOTICE OF INTENDID ACTION

Control 540 Department or Agency Alabarna State Board of Medical Examlnels
Rule No.
Rule Tille: Retired Senior Volunteer Pro$am Cefificate of Qualifi cation Renewal Application

Neu' X Amend

Would the absence ofthe proposed rule significantly
harm or endanger the public health, welfare, or safety?

Is there a reasonable relationship between the state's
police power and the protection ofthe public health.
safety, or welfare?

ls there another, less restrictive method of
regulation available that could adequately protect
the public?

Does the proposed rule have the effect ofdirectly
or indirectly increasing the costs ofany goods or
services involved and, ifso, to what degree?

Is the increase in cost, ifany, more harmful to the
public than the harm that might result ftom the
absence ofthe proposed rule?

Are all facets ofthe rulemaking process designed
solely for the purpose of, and so they have, as

their primary effect, the proteclion ofthe public?

Does the proposed action relate to or affect in any
manner any Iitigation which the agency is a pafiy to
conceming the subject matter ofthe proposed rule?

Repeal Adopt by Referenco

YES

NO

NO

NO

YES

NO

+ + * * * *+* +++ + * * **** *:t)** *:l** *)** * * ** **,*** *,t* * * ,i.,* * 1. * *** * **+**,1*x,| *x*++ * + + * x ++,*:t+* * i x:t + + +;t

Does the proposed rule have an economic impact? NO

If the proposed rule has an economic impact, tlre proposed rule is required to be accompanied by a fiscal
note prepared in accordance with subsection (0 of Section 41-22-23, Code of Alabama 1975

**ir++,t+:t++ + t * * + ***,***,r* ** * ** * * * * * ****,i. +*'i+* +*++:t+++* *+++,1.+++,t:|*+*i +,t + +,l(*+,*r(* + * * *:t * * t,t
Certifi cation of Authorized Offi cial

I certio'that the attached proposed rule has been proposed in full compliance with the requirements of
Chapter 22, Tide 41, Code of Alabama 1975, and that it confonns to all applicable filing requirements of
the Administrative Procedure Division ofthe Legi

Signature of certi!ing officer

Date: October 20 2022

slative Services Agency.

2 0 z0?2

540-X-1 A nnpnnir f)

NO



APA.2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

AGENCY NAIVE: Alabama Board of Medical Examiners

RULE NO. & TITLE: 540-X-3, Appendix D, Retired Senior Volunteer Program
Certificate of Qualification Renewal Application

INTENDED ACTION: Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION: Application was amended to clarify and
expound upon background questions

TIME, PLACE, MANNER OF PRESENTING VIEWS All interested persons may submit

FINAL DATE FOR COMMENT AND COIVIPLETION OF NOTICE: December 5, 2022

CONTACT PERSON AT AGENCY Carla H. Kruger

1Jr.'
(Signature of officer authorized

to promulgate and adopt
rules or his or her deputy)

data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or commenls
should contact Carla H. Kruger by telephone (334-242-4116) during the comment
period, Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.



540-X-3, Appendix D
Retired Senior Volunteer Program Certificate

of Qualification Renewal Application

Under Alabama law, this document is a public record and will be provided upon request

Full name
Alternate name
Name of qualified clinic or nonprofit organization
License number
Date issued

Required background information:

1. Have you ever been arrested for, cited for, charged with, or convicted of any crime,
offense. or violation of anv law. felonv. or misdemeanor, includinq, but not limited to,
offenses related to the practice of medicine or state or federal controlled substances
laws?

*This question excludes minor trafflc violations such as speedinq and parkinq tickets
but includes felony and misdemeanor criminal matters that ha dismissed,n

expunqed, sealed, subiect to a diversion or deferred prosecution proqram, or
otherurise set aside

2 Have you ever been arrested for, clted for, charged with, or convicted of any sex

offender laws or required to reqister as a sex offender fQI anv leason?

I

Retired Senior Volunteer Program Certificate of Qualiflcation Renewal Application

Ala. Code S 34-24-75.1 requires that all physicians holding limited licenses under the
retired th€-senior volunteer program apply ffi r
renewal of the certificate of qualification prior to renewal of the license. ln.a€Gorda€€e
with this seetien, yeu are required te aeeurately eernple!+thi+ applieatien, Once the
application has been completed, please return it to the insti{utiea-qg a lj[gglqlin !C iI
nonprofi t orqanization to obtain the-certifi cation@
e+ga+iza{ien-

Required demographic information :

lf vour answer is "ves," please provide a detailed explanation in the space provided.

Legal:

3. Have vou ever had a iudgment rendered against you or action settled relating to an

action for iniury, damaqes, or wronqful death for breach of the standard of care in the
performance of vour professional service ("malpractice")?



4. Io vour knowledse. as ofthe date of this application, are vou the subiect of an

investioation or Drooosed action bv anv law enforcement aqencv?

Ad m inistrative/Regu latory

6. Have vou ever been denied a license to practice medicine ln anv state or iurisdiction or
has your application for a license to practice medicine been withdrawn under threat of
denial?

7. Has vour cei(ificate of quElficaiio! ol" licelSq to oractice medicine ltl qny state or
uflsd cl ion ever been s ll b iecl to an dis ctn lin e NC tl dino bLrt no limited to revocation

suspended, curtailed, limited, or placed under conditions restrictinq vour practice?

9. To you r knowledge, as of the date of th is applicatlon, a re you the su biect of a n

investiqation or proposed action by anv federal aqencv, any licensino board/aqency, or
any hospital or health care facilitv?

10. Have you ever been diagnosed as having or haveto! e!elb!e! tlqaled,|qr pedopltla.
exhibitionism. or voyeurism?

defense. mitiqation, or explanation for vou r actions durino anv administrative or iudicial
proceedinq or investiqation; any inqui or other proceedinq; or anv proposed
termination bv an educational institution; emolover: oovernment aoencv: professional
oroanization; or licensinq authoritv?

1,2. Within the past five Vears, have you been convicted of drivine under the influence (DUl),

or have vou been charqed with DUI and en convicted of a lesser offense such as
reckless drivinq?

5. Have vou ever had anv Drug Enforcement Administration registration and/or state
controlled substances reqistration denied, voluntarilv surrendered while under
investiqation. or subiect to anv discipline. includinq. but not limited to revocation.
suspension, probation, restriction, conditions, reprimand, or fine?

suspension, probation, restrictions. conditions. reDrimand. or fine?

8. Have vour staff privileges at anv hospitalor health care facilitv ever been revoked.

Health:

11. Within the past five vears, have vou raised the issue of consumption of drugs or alcohol
or the issue of a mental. emotional. nervous. or behavioral disorder or condition as a

13. Are vou currentlv* engaged in the excessive use of alcohol or controlled substances or in
the use of illeaal druqs. or receivino anv theraov or treatment for alcohol or druq use.
sexual boundarv issues. or mental health issues?



13.a. IMPORTANT: The Board recosnizes that licensees encounter health conditions.
includinq those involvinq mental health and substance use disorders, iust as their
patients and other health care providers do. Licensees are expected to address their
health concerns and ensure patient safetv. Options include anonvmouslv self-refeninq

h n lsH 334-9 stcran VOC

orqanization dedicated to improvinq the health and wellness of medical professionals in
a confidential manner. The failure to adequatelv address a health condition where the

h

1,4. Has vour medical education, training, or medical oractice been interrupted or
susDended. or have vou ceased to enqaqe in dlrect oatient care for a riod Ioe onoer
than 60 davs for anv reason other than a vacation or for the birth or adoption of a child?

Please answer yes er no te the f@ll€wing questiens (if any below aflswers ar€ in the

@
4 , Have yeu ever been eenvieted ef any vielatien ef a state er federal law relating te
eentrelled substanees?

*The term "currentlv" does not mean on the dav of, or even in the weeks or months
precedinq. the completion of this application. Rather. it means recentlv enouqh that the
condition referred to mav have an onqoino impact on one's functioninq as a phvsician
within the past two vears.

Notice: lf vou are an anonvmous participant in the Alabama Professionals Health
Prooram and are in compliance with vour contract, vou mav answer "No" to this
question. Such an answer for this purpose, upon certification. will not be deemed as
providinq false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama.

licensee is unable to practice medicine with reasonable skill and safetv to patients can
result in action beinq taken aoainst the license to practice medicine.

Please lnitial to certifv that you understand and acknowledge vour duty as a licensee
to address anv such condition as stated above.

Ed u cation/Tra in ing/Expe rience:



whi{€-uf,der-inve€tiga+io#
A l.lac rrnrrr aartifiaala af a,rali{ina+ian a" li^anaa +^ ^.^^+i^a aani^i^- ;h -hr, -}-1^

+Rg.

y€sr€€rtifi€ate ef qualifiGatien er lieense tg praeti€e medieine in any s{ata been
\,^l' 'h+arih, or rrraniarazl rrrhila r rnrlar inrracliaarian ^r ' '^.16r rhr6-t nf rlicninliaa?

7, Have yeu. staff privileges at any hespital er health eare faeility everbeen
revekedi ssspended! Gurtailedi limited sr pla€eC under eenditiens restrieting yeur
pfa€ti€*
a !.1-\,6 r,^r I a.,ar 1..^^^ na^iart a 

^^rt;{i^-t^ 
a{ a, ralifiaa+iaa ar a linanca }^ 
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practiGe medi€ine been withdrawn under threat ef denial?
O Ll^r,^ h-..1 - i,i,.l^hr6h+ .^h,.1^r^,.1 -^^i^61 r,^" ^' ^alian .6Hl6.l ral-+i^^ l^

ing;-€r

11, Have yeu ever bee+ diagnesed as having er have yeu ever been keated fer
@
12, Are yeu eurrenfly* engaged in the exeessive use ef aleehel; eentrelled

Medieal Examiners er the Medieal tieensure Cemmissien ef Alabarna),
lf yeu answer "Yes;" then a deseriptien is required,
IMPORTANT; The Beard reeegnizes that lieensees eneeunter health eenditiensr

patients and ether

referring te the nlabama Prefessienals Health Pregram (33'1 954 2596); a physieian

i6e
mediGine,



I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date
Applicant's typed name

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-'tA-7. I attest that the foregoing information has been previded by rne and is true
and correct to the best of my knowledge, information and belief.

Date
-Clinic or Facility Administrato/s typed name

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53, 34-24-75.1
History: Repeal and replace approved November 16,2017. Repeal and replace filed:
February 27 , 2018. Effective Date: April 1 3, 20,l8. Amended/Approved: December
11,2019. Certified Filed: February 19,2020. Effective Date: April 13,2020.

I

the Genditlen referred te may have an ongeing impaGt en ene's funetiening as a
@
13, Have yeu been within the pasl five years €eflvicted ef driving under the influenee
(DUl) er have yeu been eharged with DUI and beer eenvieted ef a lesser effense sueh
as-reekless++iving?
14, Has yeur medieal edueatieft trai+ing er praetiee been interrupted er suspended'
er have yeu eeased te engage in direet patient eare; fera peried lengerthan60 days
fer any reasen ether than a vaeatien er fer the birth er adeptie+ ef a ehild?

Certification of qualified clinic or nonprofit orqanization



APA-1
ReYised 4/20I8

TRANSMITTAL SHEET FOR
NOTICE OF INTENDED ACTION

Control 540 Department or Agency
Rule No. 540-X-3. Aooendix E

Alabama State Board f Medical Examiners

Rule Title: Limited Certificate ofOualification Renewal ADDlication

x New

Would the absence ofthe proposed rule significantly
harm or endanger the public health, welfare, or safety?

Is there a reasonable relationship between the state's
police power and the protection ofthe public hcalth,
safety, or welfare?

ls there another, less restrictive method of
regulatiol available that could adequately protect
the public?

Does the proposed rule have the effect ofdireclly
or indirectly increasing the costs ofany goods or
services involved and, if so, 1o what degree?

ls the increase in cost, if any, more harmful to the
public than the harm that might result from thc
absence ofthe proposed rule?

Are all facets ofthe rulemaking process designed
solely for the purpose of. and so they have, as

their primary effecl, the protection ofthe public?

Does the proposed action relate to or affect in any
manner any litigation which the agency is a party to
conceming the subject matter ofthe proposed rule?

NO

NO

YES

NO
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Does the proposed rule have an economic impact? NO

Ifthe proposed rule has an economic impact. the proposed rule is required 1o be accompanied by a fiscal
note prepared in accordance with subsection (0 of Section 4l-22-23, Code of Alabama 19?5.
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Certifi cation of Authorized Official

I certify that the attached proposed rule has been proposed in full compliance with the requirements of
Chapter 22, Title 41, Code of Alabama 1975, and that it conforms to all applicable filing requirements of
the Administrative Procedure Division ofthe Legi

Signature of certifoing officer

Date: October 20. 2022

slative Services Agency.

ocT ,0 2022

Amend X Repcal Adopt by Reference



APA.2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

AGENCY NAME Alabama Board of Medical Examiners

RULE NO. & TITLE: 540-X-3, Appendix E, Limited Certificate of Qualification
Renewal Application

INTENDED ACTION: Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION: Application was amended to clarify and
expound upon background questions.

TIME. PLACE. MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or comments
should conlact Carla H. Kruger by telephone (334-242-41'16) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.

FINAL DATE FOR COMMENT AND COMPLETION OF NOTICE December 5, 2022

(Signature of officer authorized
to promulgate and adopt
rules or his or her deputy)

CONTACT PERSON AT AGENCY: Carla H. Kruger

I



NEW
540-X-3, Appendix E

Limited License Renewal Application

Limited Certificate of Qualification Renewal Application

UnderAlabama law, this document is a public record and will be provided upon request.

lf you meet the qualifications for a full medical license, you do not qualify for a limited
license.

Section 34-24-75, Code of Alabama '1975, as amended, requires that all physicians
holding a limited license apply to the Board of Medical Examiners for the renewal of
their certificate of qualification prior to renewal of the license. Once the application has
been completed, return it to the institution forthe certification of the Dean, Program
Director, Chief Medical Officer, or authorized State lnstitution individual.

Required demographic information:

Name in Full
Alternate name(s) used
Name of lnstitution
Home address
Telephone number (H/C)
Email address
License Number
Date lssued

Type of Limited License: (Please Choose One):
Resident
For yes, number of years in current residency program
Fellow
For yes, number of years in current fellowship program
Specialty Professor
For yes, number of years in current teaching position
Distinguished Professor
For yes, number of years in current teaching position
Visiting Professor
For yes, number of years in current teaching position
State lnstitution
For yes, number of years in current position

Required program/institution information



Do you limit your practice to the confines of the progra m/institution ?

lf the answer is no, please explain.

Since you last renewed, have you successfully completed an ACGME accredited postgraduate
year or fellowship? You answered yes, please choose year completed: 1 2 3

Required background information:
lf your answer is .yes,' please provide a detailed explanation in the space provided

Legal:

1. Have you ever been arrested for, cited for, charged with, or convicted of any crime,
offense, or violation of any law, felony, or misdemeanor, including, but not limited to,
offenses related to the practice of medicine or state or federal controlled substances
laws?

*This question excludes minor traffic violations such as speeding and parking tickets
but includes felony and misdemeanor criminal matters that have been dismissed,
expunged, sealed, subject to a diversion or deferred prosecution program, or
otherwise set aside.

2 Have you ever been arrested for, cited for, charged wlth, or convicted of any sex

offender laws or required to register as a sex offender for any reason?

3. Have you ever had a judgment rendered against you or action settled relating to an

action for injury, damages, or wrongful death for breach of the standard of care in the
performance of your professional service ("malpractice")?

4. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any law enforcement agency?

Ad m in istrative/Regu latory

5. Have you ever had any Drug Enforcement Administration registration and/or state

controlled substances registration denied, voluntarily surrendered while under
investigation, or subject to any discipline, including, but not limited to revocation,
suspension, probation, restriction, conditions, reprimand, or fine?

Since you last renewed, have you successfully passed a licenslng examination? You answered
yes, please choose: board certification USMLE COMLEX SPEX Other

6. Have you ever been denied a license to practice medicine in any state or jurisdlction or
has your application for a license to practice medicine been withdrawn under threat of
denial?



7. Has your certificate of qualification or license to practice medicine in any state or
jurisdiction ever been subject to any discipline, including but not limited to revocation,
suspension, probation, restrictions, conditions, reprimand, or fine?

8. Have your staff privileges at any hospital or health care facility ever been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?

9. To your knowledge, as of the date of this application, are you the subject of an
investigation or proposed action by any federal agency, any licensing board/agency, or
any hospital or health care facility?

10. Have you ever been diagnosed as having or have you ever been treated for pedophilia,
exhibitionism, or voyeurism?

11, Within the past five years, have you raised the issue of consumption of drugs or alcohol
or the issue of a mental, emotional, nervous, or behavioral disorder or condition as a
defense, mitigation, or explanation for your actions during any administrative or judicial
proceeding or investigation; any inquiry or other proceeding; or any proposed
termination by an educational institution; employer; government agency; professional
organization; or licensing authority?

12. Within the past five years, have you been convicted of driving under the influence (DUl),

or have you been charged with DUI and been convicted of a lesser offense such as
reckless driving?

13. Are you currently* engaged in the excessive use of alcohol or controlled substances or in
the use of illegal drugs, or receiving any therapy or treatment for alcohol or drug use,
sexual boundary issues, or mental health issues?

*The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough that the
condition referred to may have an ongoing impact on one's functioning as a physician
within the past two years.

Notice: lf you are an anonymous participant in the Alabama Professionals Health
Program and are in compliance with your contract, you may answer "No" to this
question. Such an answer for this purpose, upon certification, will not be deemed as
providing false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama.

13.a. IMPORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. Licensees are expected to address their
health concerns and ensure patient safety. Options include anonymously self-referring

Health:



to the Alabama Professionals Health Program (334-954-2596), a physician advocacy
organization dedicated to improving the health and wellness of medical professionals in
a confidential manner. The failure to adequately address a health condition where the
licensee is unable to practice medicine with reasonable skill and safety to patients can
resull in action being taken against the license to practice medicine.

_ Please initial to certify that you understand and acknowledge your duty as a licensee
to address any such condition as stated above.

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is lrue
and correct to the best of my knowledge, information and belief.
Date
Applicant's typed name

Date
Typed Name of Dean, Program Director, Chief Medical Officer, Warden, Medical
Director
Name of Program or State lnstitution

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53.1, 34-24-75
History: Repeal and replace approved June21,2017.
Effective Date: October 2, 2017. Amended/Approved:
November 16,2017. Amended filed: February 27,2018.
Effective Date: April 13,2018. Amended: December 12,2018. Certified Filed:
February 20,2019. Effective Date: April 8,2019. Amended/Approved: December 11,
2019. Certified Filed: February 19,2020. Effective Date: April 13,2O2O.



540-X-3, Appendix E
Limited Certificate of Qualifi cation

Renewal Application
REPEAL

Under Alabama law, this document is a public record and will be provided upon request

ALABAMA BOARD OF MEDICAL EXAMINERS
Limited Certificate of Qualification Renewal Application

lf you meet the qualifications for a full medical license, you do not qualify for a limited
license-

Section 34-24-75, Code of Alabama 1975, as amended, requires that all physicians
holding a limited license apply to the Board of Medical Examiners for the renewal of
their certificate of qualification prior to the Medical Licensure Commission renewing the
actual license. ln accordance with this section you are required to accurately complete
this application. Once the application has been completed please return it to the
institution so that we may obtain the certification of either the Dean, Program Director or
Chief Medical Officer. Please attach the $15 renewal fee made payable to the Board of
Medical Examiners.

Name in Full
Alternate name(s) used
Name of lnstitution
Home address
Telephone number (H/C)
Email address
License Number
Date lssued

Type of Limited License: (Please Choose One):
Resident
You checked Resident; number ofyears in current residency program
Fellow
You checked Fellow; number of years in current fellowship program
Specialty Professor
You checked Specialty Professor; number of years in current teaching position
Distinguished Professor
You checked Distinguished Professor; number of years in current teaching position
Visiting Professor
You checked Visiting Professor; number of years in current teaching position
State lnstitution
You checked State lnstitution; number of years in current position



Please answer yes or no. lf any of the answers are "yes," please explain indetail and
provide the complete address of any psych iatrisVpsycholog ist, state board, hospital, etc.

1. Do you limit your practice to the confines of the institution?
lf the answer is no, please explain.

2. Since you last renewed, have you successfully passed a licensing examination?
You answered yes, please choose: board certification USMLE COMLEX SPEX Other

3. Since you last renewed, have you successfully completed an ACGME accredited
postgraduate year or fellowship? You answered yes, please choose year completed: 1

23

4. Have you in the past year been arrested for a violation of any Federal, State or Local
statute? lf the answer is yes, please explain.

5. Have you in the past year been directed to appear before any medical examining
board, hospital staff, professional society or instilution for disciplinary action?
lf the answer is yes, please explain.

7. Within the past year, have you ever raised the issue of consumption of drugs or
alcohol or the issue of mental, emotional, nervous, or behavioral disorder or condition
as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or
any proposed termination by an educational institution, employer, government agency,
professional organization or licensing authority?

8. Since you last renewed have you engaged in the excessive use of alcohol, controlled
substances, or the use of illegal drugs, or recelved any therapy or treatment for alcohol
or drug use, sexual boundary issues, or mental health issues? (lf you are an
anonymous participant in the Alabama Professionals Health Program and are in

compliance with your contract, you may answer "No" to this question. Such answer for
this purpose will not be deemed upon certification as providing false information to the
Alabama Board of Medical Examiners or Medical Licensure Commission of Alabama).
If the answer is yes, please include a detailed explanation.
lmportant: The Board recognizes that licensees encounter health conditions, including
those involving mental health and substance use disorders, just as their patients and
other health care providers do. The Board expects its licensees to address their health
concerns and ensure patient safety. Options include anonymously self-referring to the
Alabama Professionals Health Program (334-954-2596), a physician advocacy
organization dedicated to improving the health and wellness of medical professionals in

a confidential manner. The failure to adequately address a health condition, where the

6. Have you ever been diagnosed as having or have you ever been treated for
pedophilia, exhibitionism, or voyeurism?



licensee is unable to practice medicine with reasonable skill and safety to patients, can
result in the Board taking action against the license to practice medicine.

Please initial certifying that you understand and acknowledge your duty as a
licensee to address any such condrtion as stated above.

9. Have you been, within the past year, convicted of driving under the influence (DUl) or
have you been charged with DUI and been convicted of a lesser offense such as
reckless driving?

'10. Has your medical education, training, or practice been interrupted or suspended, or
have you ceased to engage in direct patient care, for a period longer than 60 days for
any reason other than a vacation or for the birth or adoption of a child?

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-1A-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.
Date
Applicant's typed name

Date
Typed Name of Dean, Program Director, Chief Medical Officer, Warden, Medical
Director
Name of Program or State lnstitution

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53.1 , 34-24-75
History: Repeal and replace approved June 21 ,2017 .

Effective Date: October 2, 2017. Amended/Approved:
November 16,2017. Amended filed: February 27,2018,
Effective Date: April 13,2018. Amended: December 12,2018. Certified Filed:
February 20,2019. Effective Date: April 8,2019. Amended/Approved: December 11,

2019. Certified Filed: February 19,2020. Effective Date: April 13,2020.



APA.l
Revised 4/2018

TRANSMTTTAL SHEET FOR
NOTICE OF INTENDED ACTION

Amend

Would the absence ofthe proposed rule significantly
harm or endanger the public health, welfare. or safety?

Is there a reasonable relationship between the state's
police power and the protection ofthe public health,
safety, or welfare?

Is there another, Iess reslrictive method of
regulation available that could adequately protect
the public?

Does the proposed rule have the effect ofdirectly
or indirectly increasing the costs ofany goods or
services involved and, ifso. to what degree?

ls the increase in cost, if any, more hamful to the
public than the harm that might result from the
absence ofthe proposed rule?

Are all facets ofthe rulemaking process designed
solely for the purpose of, and so they have, as
their primary effect, the protection ofthe public?

Does the proposed action relate to or atrect in any
manner any litigation which the agency is a party to
conceming the subject mahet ofthe proposed rule?

x Repeal Adopt by Reference

NO

YES

No

NO

NO

NO
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Does the proposed rule have an economic impact? NO

If the proposed rule has an economic impact, the proposed rule is required to be accompanied by a fiscal
note prepared in accordance with subsection (f) of Seclion 4l-22-23, Code of Alabama 1975.
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Cedifi cation of Authorized Offi cial

I c€ftiry that the attached proposed rule has been proposed in full compliance with the requirements of
Chapter 22, Title 41, Code of Alabama 1975, and that it conforms to all applicable filing requirements of
the Administrative Procedure Division ofthe Legislativ s Agency.

Signature of certiling officer

Date: October 20. 2022

Control 540 Department or Agency Alabama State Board of Medical Examiners
Rule No. 540-X-3. Aopendix F
Rule Title: Anplication for Reinstatement of Certifi cate of Oualifi cation

x New

YES

ocr 2 0 2022



APA.2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

AGENCY NAME Alabama Board of Medical Examiners

RULE NO. & TITLE 540-X-3, Appendix F, Application for Reinstatement of
Qualification

INTENDED ACTION: Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION:
expound upon background questions.

Application was amended to clarify and

TIME. PLACE. MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or comments
should contact Carla H. Kruger by telephone (334-2424116) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.

FINAL DATE FOR COMMENT AND COMPLETION OF NOTICE: December 5,2022

CONTACT PERSON AT AGENCY: Carla H. Kruger

(Signature of officer authorized
to promulgate and adopt
rules or his or her deputy)



NEW
540-X-3, Appendix F

Application for Reinstatement of Certificate of Qualification

Application for Reinstatement of Certificate of Qualification

Under Alabama law, this document is a public record and will be provided upon request.

Required demographic information:

Name in full (First, Middle, Last, M.D./D.O.)
Alternate name(s) used
Address (Street, City, State, Zip)
Email address
Place of birth
Date of birth
Social Security Number (Pursuant to Ala. Code S 30-3-194, it is mandatory that we
request and that you provide your social security number (SSN) on this application. The
uses of your SSN are limited to the purpose of administering the state child support
program and intra-agency for identification purposes. lf your SSN is not provided, your
application is not complete and no license will be issued)
Sex
Telephone (H or C)
Telephone (V1/)

Date of revocation/suspension/su rrender of certificate of qualification
Reasons for revocation/suspension/voluntary surrender of certificate or license (please
give detailed reasons)

Provide a brief description and the location of your intended medical practice in the
State of Alabama.

Required background information:
lf your answer is "yes," please provide a detailed explanation in the space provided.

Legal:

1. Have you ever been arrested for, cited for, charged with, or convicted of any crime,
offense, or violation of any law, felony, or misdemeanor, including, but not limited to,
offenses related to the practice of medicine or state or federal controlled substances
laws?

*This question excludes minor traffic violations such as speeding and parking tickets
but includes felony and misdemeanor criminal matters that have been dismissed,
expunged, sealed, subject to a diversion or deferred prosecution program, or
otherwise set aside.



2 Have you ever been arrested for, cited for, charged with, or convicted of any sex

offender laws or required to register as a sex offender for any reason?

3. Have you ever had a judgment rendered against you or action settled relating to an

action for injury, damages, or wrongful death for breach of the standard of care in the
performance of your professional service ("malpractice")?

Ad min istrative/Regu latory

5. Have you ever had any Drug Enforcement Administration registratlon and/or state
controlled substances registration denied, voluntarily surrendered while under
investigation, or subject to any discipline, including, but not limited to revocation,
suspension, probation, restriction, conditions, reprimand, or fine?

6. Have you ever been denied a license to practice medicine in any state or jurisdiction or
has your application for a license to practice medicine been withdrawn under threat of
denial?

7. Has your certificate of qualification or license to practice medicine in any state or
jurisdiction ever been subject to any discipline, including but not limited to revocation,
suspension, probation, restrictions, conditions, reprimand, or fine?

8. Have your staff privileges at any hospital or health care facility ever been revoked,
suspended, curtailed, limited, or placed under conditions restricting your practice?

9. To your knowledge, as of the date of this application, are you the sub.ject of an

investigation or proposed action by any federal agency, any licensing board/agency, or
any hospital or health care facility?

H ea lth:

10. Have you ever been diagnosed as having or have you ever been treated for pedophilia,

exhibitionism, or voyeurism?

11. Within the past five years, have you raised the issue of consumption of drugs or alcohol
or the issue of a mental, emotional, nervous, or behavioral disorder or condition as a
defense, mitigation, or explanation for your actions during any administrative or judicial
proceeding or investigation; any inquiry or other proceeding; or any proposed
termination by an educational institution; employer; government agency; professional
organization; or licensing authority?

4. To your knowledge, as of the date of this application, are you the subject of an

investigation or proposed action by any law enforcement agency?



12. Within the past five years, have you been convicted of driving under the influence (DUl),

or have you been charged with DUI and been convicted of a lesser offense such as
reckless driving?

13. Are you currently+ engaged in the excessive use of alcohol or controlled substances or in
the use of illegal drugs, or receiving any therapy or treatment for alcohol or drug use,
sexual boundary issues, or mental health issues?

"The term "currently" does not mean on the day of, or even in the weeks or months
preceding, the completion of this application. Rather, it means recently enough that the
condition referred to may have an ongoing impact on one's functioning as a physician
within the past two years.

Notice: lf you are an anonymous participant in the Alabama Professionals Health
Program and are in compliance with your contract, you may answer "No" to this
question. Such an answer for this purpose, upon certification, will not be deemed as
providing false information to the Alabama Board of Medical Examiners or the Medical
Licensure Commission of Alabama.

13.a. llr/PORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. Licensees are expected to address their
health concerns and ensure patient safety. Options include anonymously self-referring
to the Alabama Professionals Health Program (334-954-2596), a physician advocacy
organization dedicated to improving the health and wellness of medical professionals in
a confidential manner. The failure to adequately address a health condition where the
licensee is unable to practice medicine with reasonable skill and safety to patients can
result in action being taken against the license to practice medicine.

Please initial to certify that you understand and acknowledge your duty as a licensee
to address any such condition as stated above.

Ed ucation/Tra in ing/Experience:

74. Has your medical education, training, or medical practice been interrupted or
suspended, or have you ceased to engage in direct patient care, for a period longer
than 60 days for any reason other than a vacation or for the birth or adoption of a child?

I hereby authorize the release of any information concerning me in your files, favorable
or otheruise, to the Alabama Board of Medical Examiners. A copy of this authorization
shall be as valid as the original.

Release
l, [name prints here], certify that all of the information supplied in the foregoing
application is true and correct to the best of my knowledge, that the photograph



submifted is a true likeness of myself and was taken within sixty days prior to the date of
this application. I acknowledge that any false or untrue statement or representation
made in this application may result in the denial of this application or revocation of my
license to practice medicine and criminal prosecution to the fullest extent of the law. I

further consent to and authorize the release of this application and any information
submitted with it or information collected by the Alabama Board of Medical Examiners in
connection with this application, including derogatory information, to any person or
organization having a legitimate need for the information, and I release the Alabama
Board of Medical Examiners from all liability for the release of this information. I further
consent to and authorize the release of information, including derogatory information,
which may be in the possession of other individuals or organizations to the Alabama
Board of Medical Examiners, and I release this individual or organization from any
liability for the release of information.

Applicant's signature
Photograph

I understand and agree that by typing my name, I am providing an electronic signature
that has the same legal effect as a written signature pursuant to Ala. Code SS 8-1A-2
and 8-14-7. I attest that the foregoing information has been provided by me and is true
and correct to the best of my knowledge, information and belief.

Date
Applicant's typed name

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code $$ 34-24-53,34-24-36'l
History: Repeal and replace approved November 16,20'17. Repeal and replace filed:
February 27,2018. Effective Date: April '13,2018. Amended/Approved: December
11,2019. Certified Rule Filed: February '19,2020. Effective Date: April 13,2020.



540-X-3, Appendix F
Application for Reinstatement of Certificate of

Qualification
REPEAL

Alabama Board of Medical Examiners
PO Box 946
Montgomery AL 36101
848 Washington Avenue - 36104
(334) 242-4116

Application for Reinstatement of Certificate of Qualification

Name
Alternate name(s) used
Add ress
Email address
lnitial license number
lssue Date
Telephone (H)
Telephone (W)

Date of revocation/suspension/su rrender of certificate of qualification
Reasons for revocation/suspension/voluntary surrender of certificate or license
(please give detailed reasons)

Answer yes or no (if the answer to any of these questions is YES, please explain
in detail):

1. Have you ever been convicted of a felony?
2. Have you ever been convicted of a crime or offense (felony or
misdemeanor) related to the practice of medicine?
3. Has your DEA registration or any state controlled substance certificate
been denied or subject to any discipline, including but not limited to the following:
revocation; suspension; probation; restriction(s); condition(s); reprimand or fine,
or has your DEA registration or any state controlled substance certificate been
voluntarily surrendered while under investigation?
4. Has your certificate of qualification or license to practice medicine in any
state been denied or subject to any discipline, including but not limited to the
following: revocation; suspension; probation; restriction(s); condition(s);
reprimand or fine, or has your certificate of qualification or license to practice
medicine in any state been voluntarily surrendered while under investigation or
under threat of discipline?
5. Have your staff privileges at any hospital or health care facility been
revoked, suspended, curtailed, limited, or placed under conditions restricting your
practice?

3-1



6. Have you ever been denied a certificate of qualification or a license to
practice medicine in any state or has your application for a certificate of
qualification or license to practice medicine been withdrawn under threat of
denial?
7. Have you ever had a judgment rendered against you or action settled
relating to performance of your professional service?
8. Within the past five years, have you ever raised the issue of consumption
of drugs or alcohol or the issue of a mental, emotional, nervous, or behavioral
disorder or condition as a defense, mitigation, or explanation for your actions in
the course of any administrative or judicial proceeding or investigation; any
inquiry or other proceeding; or any proposed termination by an educational
institution; employer; government agency; professional organization; or licensing
authority?
9. Have you ever been diagnosed as having or have you ever been treated
for pedophilia, exhibitionism, or voyeurism?
10. Are you currently* engaged in the excessive use of alcohol, controlled
substances, or the use of illegal drugs, or received any therapy or treatment for
alcohol or drug use, sexual boundary issues or mental health issues? (lf you are
an anonymous participant in the Alabama Professionals Health Program and are
in compliance with your contract, you may answer "No" to this question, such
answer for this purpose will not be deemed upon certification as providing false
information to the Alabama Board of Medical Examiners or the Medical Licensure
Commission of Alabama).
lf you answer "Yes," then a description is required.
IMPORTANT: The Board recognizes that licensees encounter health conditions,
including those involving mental health and substance use disorders, just as their
patients and other health care providers do. The Board expects its licensees to
address their health concerns and ensure patient safety. Options include
anonymously self-referring to the Alabama Professionals Health Program (334-
954-2596), a physician advocacy organization dedicated to improving the health
and wellness of medical professionals in a confidential manner. The failure to
adequately address a health condition, where the licensee is unable to practice
medicine with reasonable skill and safety to patients, can result in the Board
taking action against the license to practice medicine.

Please initial certifl/ing that you understand and acknowledge your duty
as a licensee to address any such condition as stated above.
*The term "currently" does not mean on the day of, or even in the weeks or
months preceding, the completion of this application. Rather, it means recently
enough so that the condition referred to may have an ongoing impact on one's
functioning as a physician within the past two years.
'l'l - Within the past five years, have you been convicted of driving under the
influence (DUl) or have you been charged with DUI and been convicted of a
lesser offense such as reckless driving?
12. Has your medical education, training, or practice been interrupted or
suspended, or have you ceased to engage in direct patient care, for a period

3-2



longer than 60 days for any reason other than a vacation or for the birth or
adoption of a child?
13. To your knowledge, are you the subject of an investigation or proposed
action by any licensing board/agency as of the date of this application?
14. Please list all states in which you have applied for licensure.
15. Please provide a brief description and the location of your intended medical
practice in the State of Alabama.

Under Alabama law, this document is a public record and will be provided upon
request.

I hereby authorize the release of any information concerning me in your files,
favorable or otherwise, to the Alabama Board of Medical Examiners. A copy of
this authorization shall be as valid as the original.

I understand and agree that by typing my name, I am providing an electronic
signature that has the same legal effect as a written signature pursuant to Ala.
Code $$ 8-1A-2 and 8-1A-7. I attest that the foregoing information has been
provided by me and is true and correct to the best of my knowledge, information
and belief.

Applicant's typed signature

Print or upload application and return to the Alabama Board of Medical
Examiners.

Author: Alabama Board of Medical Examiners
Statutory Authority: Ala. Code SS 34-24-53, 34-24-361
History: Repeal and replace approved November 16,2017. Repeal and replace
filed: February 27,2018. Effective Date: April 13,2018. Amended/Approved:
December 1'l,2019. Certified Rule Filed: February 19,2020. Effective Date:
April 13, 2020.
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APA.1
Revised 4/2018

TRANSMITTAL SHEET FOR
NOTICE OF INTENDED ACTION

Control 540 Department or Agency Alabama State Board of Medical Examiners
Rule No.
Rule Title: Aoolication Fotms Required for a Certificate of Oualification

New Amend X Repeal Adopt by Relerence

Would the absence ofthe proposed rule significantly
harm or endanger the public health, welfare, or safety?

Is there a reasonable relationship between the state's
police power and the protection ofthe public health,
safety, or welfare?

Is there another, less restrictive method ol
regulation available that could adequately protect
the public?

Does the proposed rule have the effect ofdirectly
or indirectly increasing the costs ofany goods or
services involved and, if so, 10 what degree?

ls the increase in cost, if any, more harmful to the
public than the harm that might result from the
absence ofthe proposed rule?

Are all facets ofthe rulemaking process designed
solely for the purpose of, and so they have, as

their primary effect, the protection ofthe public?

Does the proposed action relate to or affect in any
manner any litigation which the agency is a party to
conceming the subject matter ofthe proposed rule?

NO

YES

NO

NO

NO

YES

NO

,1. *,*,* {. * ** r(,1.* * '},t** * * + +i.++ +*+ +j} + +* ++ +* + +* + t* )t )t x.*,1)* ** * )** * ** * * * * ** * * **r.+ + + ++ + + + +i} * + t* + +:i + +

Does the proposed rule have an economic impact? NO

If the proposed rule has an economic impact, the proposed rule is required to be accompanied by a fiscal
note prepared in accordance with subsection (f) ofSection 4l-22-23, Code ofAlabama 1975.

*,t * * 'ft,i.,f *+*t + **,**{.;} + ++ +:t+r.+ ++:1. ++ + + +* r! *:* :* ,},t ,t *,t*:*,*,** * 't '*+1.+ + +,t+ ++:i++++:} +:} ** * ** +S* *,}*,*,t+ *

Certifi cation of Authorized Official

I certiry that the attached proposed rule has been proposed in full compliance with the requirements of
Chapter 22, Title 41, Code of Alabama 1975, and that it conforms to all applicable filing requirements of
the Administrative Procedure Division ofthe Legislative Services Agency.

Signature of certi!ing officer

Date: October 20.2022
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APA-2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

AGENCY NAME Alabama Board of Medical Examiners

RULE NO. & TITLE: 540-X-3-.11, Application Forms Required for a Certificate of
Qualification

INTENDED ACTION: Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION: Application was amended to clarify and
expound upon background questions.

TIME. PLACE. MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Office of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or comments
should contact Carla H. Kruger by telephone (334-242-4'116) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.

FINAL DATE FOR COMMENT ND COMPLETION OF NOTICE December 5,2022

CONTACT PERSON AT AGENCY: Carla H. Kruger

(Signature of officer authorized
to promulgate and adopt
rules or his or her deputy)



REPEAL

540-X-3-.1 1 Aoolication Forms Reouired r a Certificate of Qualification

(1) The application for a certificate of qualification for a full license to practice

medicine is contained in Appendix A to Chapter 3. Applicants shall also complete the

Federation of State Medical Boards (FSMB) on-line Uniform Application.

(2) The application form for a certificate of qualification for a limited license is

contained in Appendix B to Chapter 3.

(3) The application form for a certificate of qualification under the Retired

Senior Volunteer Physician Program is contained in Appendix C to Chapter 3.

(4) The application form for a renewal of a certificate of qualification under the

Retired Senior Volunteer Physician Program is contained in Appendix D to Chapter 3.

(5) The application form for renewal of limited certificate of qualification is

contained in Appendix E to Chapter 3.

(6) The application form for reinstatement of a certificate of qualification is

contained in Appendix F to Chapter 3.

Author: Alabama Board of Medical Examiners.
Statutory Authority: Code of Alabama 1 975, 534-24-7 0
History: Filed May 20, 1993, for publication. See also Notice of lntended Action
dated 5/20193 repealing existing Chapter 3. Approved/Adopted: July 21,1993.
Effective Date: August 26, 1993. Amended: September 15,1993. Filed for
Publication: September 20, 1993. Approved/Adopted: November 17, '1993.

Effective Date: December 22, 1993. Approved for Publication: October 15,
'1997. Approved/Adopted: December '17, '1997. Effective Date: January22,
1998. Amended/Approved: January 15,2020. Certified Rule Filed: May 20,
2020. Effective Date: July 13,2O2O.



APA.2
ALABAMA STATE BOARD OF MEDICAL EXAMINERS

NOTICE OF INTENDED ACTION

AGENCY NAME: Alabama Board of Medical Examiners

RULE NO. & TITLE 540-X-3, Appendix F, Application for Reinstatement of
Qualification

INTENDED ACTIO Repeal and replace the rule

SUBSTANCE OF PROPOSED ACTION: Application was amended to clarify and
expound upon background questions.

FINAL DATE FOR COMMENT AND COMPLETION OF NOTICE December 5, 2022

CONTACT PERSON AT AGENCY: Carla H. Kruger

(Signature of officer authorized
to promulgate and adopt
rules or his or her deputy)

TIME. PLACE. MANNER OF PRESENTING VIEWS: All interested persons may submit
data, views, or arguments concerning the proposed new rule(s) and regulation(s) in
writing to: Carla H. Kruger, Ofiice of the General Counsel, Alabama State Board of
Medical Examiners, Post Office Box 946, Montgomery, Alabama 36101-0946, by mail or
in person between the hours of 8:30 a.m. and 4:30 p.m., Monday through Friday, until
and including December 5,2022. Persons wishing to submit data, views, or comments
should contact Carla H. Kruger by telephone (334-2424116) during the comment
period. Copies of proposed rules may be obtained at the Board's website,
www.albme.gov.
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