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NORTH CAROLINA MEDICAL BOARD

CLAIMS INFORMATION FORM

Please attach a PHOTOCOPY of the PLAINTIFF'S COMPLAINT AND SETTLEMENT ORDER, if there is one.

The applicant must complete this form for each liability or malpractice claim of which they are aware. Please
make as many photocopies of this form as you need. Please use one form for each claim or suit.

1. In addition to copies of the complaint and settlement order, if any, describe below the allegations against
you. A copy of the complaint will not replace a written description by you. Include, a brief history,
comments regarding the examination and care surrounding the allegations. If suits are pending a very
brief summary of the allegations or charges must be included regardless of the litigation stage. Simply
stating that the charges were dismissed is inadequate. More detail must be provided. Use additional

pages if necessary.

Patient’s Name:

2. Date of the claim:

3. Ifaninsurance carrier was involved, list the name, address and telephone:

Is the claim pending? Yes No
Was there a judgment or settlement? Yes No

What was the amount and date of the judgment or settlement?

N o A

Comments:

| certify that the information that | have provided is correct to the best of my knowledge.

Signature: Date:

Printed Name: Social Security Number:

























State of Connecticut
Department of Public Health and Addiction Services
Bureau of Health System Regulation
Division of Medical Quality Assurance

Consent for Release of Confidential Disciplinary Records

This is to certify that | hereby give my consent and authorizes the Department of Public Health and Addiction
Services, Division of Medical Quality Assurance, to confirm the existence of any pending petitions and to
release any records of disciplinary action maintained by that Division (with the exception of any documents
identified below) to:

NC Medical Board
PO Box 20007
Raleigh, NC 27619-0007

I understand that these records are confidential pursuant to the provisions of Connecticut General Statute §20-
13e and may not be disclosed without my permission. This information will only be disclosed when this release
is executed by me. | also understand that if | am a participant in a rehabilitation program sponsored by a
County Medical Association or by the Connecticut State Medical Society that | have the right to contact the
Association or Society prior to signing this release.

Documents the Department is Not Authorized to Release:

Signature Date

Name (Printed or Typed) Conn. Medical License Number
Date of Birth Expiration Date

For office use only Initials-Date

Petition under investigation (see attached)
Confidential action (see attached)
No confidential action

DBB:

0241Q



10.

11.

12.

13.

14.

15.

Instruction Sheet for Completing the Fingerprint Card

The complete name of the subject is to be listed as indicated: Last name, First name, and Middle name.
Please ensure the name is legible if written.

Signature of the subject being fingerprinted is written here.
List any and all alias names or nicknames, maiden name or any other married hames.
List the date of birth numerically — month, day, and year.

Example: May 11, 1948, should be shown as 05111948; October 15, 1930, should be shown as
10151930

Current residence of subject fingerprinted is written here.
Sex is to be listed M for male, and F for female, or U for Unknown.

Race is to be listed by placing an individual into one (1) of the following categories by writing the
appropriate letter in the space provided:

W White

B Black

[ American Indian or Alaskan Native

A Asian or Pacific Islander

U Unknown if unsure or unable to determine

Indicate the subject’s height in feet and inches using all numerics.
Example: 6'01” = 601, 6'11" = 611, 6’ = 600

Indicate the subject’s weight in pounds using all numerics.
Example: 186 or 098, etc.

List the subject’s eye color by placing one (1) of the following eye color codes in the space provided:

BLK — Black GRY — Gray MAR — Maroon
BLU — Blue GRN — Green PNK — Pink
BRO — Brown HAZ — Hazel XXX — Unknown

Color of hair should be indicated by writing one (1) of the following color codes in the space provided:

BAL — Bald (When subject has lost most of his hair or is hairless)

BLK — Black
BLN — Blond or Strawberry
BRO — Brown

GRY — Gray or partially
RED - Red or Auburn
SDY — Sandy

Indicate, if possible, the city and state where the subject was born. The state should be indicated by the
two-digit abbreviation.

Indicate the date of the fingerprinting.
Signature of Official taking fingerprints.

Write the Social Security number in this space. The Social Security number is a very important identifier.



AUTHORITY FOR RELEASE OF INFORMATION
State and Federal Record Check

| authorize the North Carolina Department of Justice through the State Bureau of
Investigation, Division of Support Services to perform a fingerprint search of the State’s
criminal history record file and a fingerprint search of the Federal Bureau of
Investigation’s files for a national criminal history record check in connection with my
application for a medical license with the North Carolina Medical Board pursuant to
N.C.G.S. 90-11(HB 1638).

Please print or type the following information:

Name:
Last First Middle Maiden

Soc Sec #: Date of Birth:

Sex: Race:

| understand that the North Carolina State Bureau of Investigation, Division of Support
Services, and its officials and employees shall not be held legally accountable in any
way for providing this information to the North Carolina Medical Board, and | hereby
release said agency and persons from any and all liability which may be incurred as a
result of furnishing such information. | further understand that the North Carolina
Medical Board cannot provide a hard copy of the results of this criminal history record
check to me.

Applicant’s Signature:

Date:

ORI # BOMEOOOOO — NORTH CAROLINA MEDICAL BOARD

01-132-10
North Carolina Medical Board
November 2002



Photocopy of a Sample Fingerprint Card

Each numbered block on this SAMPLE must be completed on the actuai fingerprint cards. Follow the
Instruction Sheet for Completing the Fingerprint Cards to ensure you are completing each block on the actual

fingerprint cards with the correct information and in the proper format.

(The actual card must be white with blue writing)

LEAVE BLANK
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Due to the volume of fingerprints that get rejected, please read the following in order to obtain the
best possible set of prints.

SBI FINGERPRINT REJECTION POLICY

The quality of ten-print fingerprint image submissions accepted by the North Carolina State Bureau
of Investigation has deteriorated in the last few years. Poor quality fingerprint images result in
decreased reliability for both ten-print and latent searches. Low quality fingerprint data are
frequently the result of poor rolling practices as opposed to poor image scanning of the rolled
prints. For records to be maintained in both the State and Federal level, fingerprints must be rolled
from the tip to below the first joint, and nail to nail. Ridge characteristic must be distinct and
fingerprint impressions must be in sequential order. We request that all law enforcement agencies
and non-criminal justice agencies submit fingerprints that are of good quality.

The following is the SBI/Identification Section Fingerprint Rejection Policy implemented February 2,
2004:

1. Every criminal and applicant fingerprint card must have all ten fingerprint images of
good quality. The ten fingerprint images of the plain impressions/slaps must be
completely discernable thereby allowing comparison between the plain impressions and
rolled impressions.

NOTE: |If a fingerprint in the plain impressions has been cut off (either too low or too
high) the FBI cannot compare the rolled images to the plain images, and they will reject
the card.

2. The exception to this is amputated, bandaged or deformed fingers. If one of these three
notations is in a rolled impression block, there should be NO fingerprint in the plain
impression/slaps.

3. Fingerprint cards submitted with the following will be rejected:

e Hands out of sequence, or

Fingerprints out of sequence, or

Hand printed twice, or

Fingerprints printed twice, or

Fingerprints missing with no reason given

The definition of a good quality fingerprint is an image that provides sufficient data to accurately
identify and locate principal fingerprint features. These features include minutia, cores and delta,
and ridges. The image should cover sufficient area to allow examiners to identify fingerprint
patterns and to compare the prints with those in the database.

If cards are rejected a new set must be submitted within 90 days of being notified of the
rejection. If not received within 90 days the process must be restarted.



	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Countries where you have ever held a license (active or inactive)._____________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	PhysicianReferenceForm.pdf
	Name of Applicant:            _________
	            (Please Print Clearly)
	** On the application form, the applicant has agreed to release, discharge and exonerate any person furnishing information from any and all liability of every nature and kind arising out of this furnishing or inspection of such documents, records, other information or the investigation made by the North Carolina Board. **
	Name of Hospital (if applicable)     Date


	PhysicianReferenceForm.pdf
	Name of Applicant:            _________
	            (Please Print Clearly)
	** On the application form, the applicant has agreed to release, discharge and exonerate any person furnishing information from any and all liability of every nature and kind arising out of this furnishing or inspection of such documents, records, other information or the investigation made by the North Carolina Board. **
	Name of Hospital (if applicable)     Date


	FPCAuthForRelease.pdf
	 

	SBIrejectionInfo.pdf
	SBI FINGERPRINT REJECTION POLICY

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	PhysicianReferenceForm.pdf
	Name of Applicant:            _________
	            (Please Print Clearly)
	** On the application form, the applicant has agreed to release, discharge and exonerate any person furnishing information from any and all liability of every nature and kind arising out of this furnishing or inspection of such documents, records, other information or the investigation made by the North Carolina Board. **
	Name of Hospital (if applicable)     Date


	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	Reinstatement Application.pdf
	NORTH CAROLINA MEDICAL BOARD
	P.O. Box 20007, Raleigh, NC 27619
	1203 Front Street, Raleigh, NC 27609 
	Home Address: ____________________________________________________________________________________________________
	Mailing Address (Circle one):   Practice    or    Home 
	Email Address: __________________________________________________________
	Soc. Sec. #: _______-_______- _________ Place of Birth: _______________________________ Date of Birth: _______/_______/_______
	                                                                                                                                                                                      Month       Day        Year

	Current Fax Number: (______)  ______________________________________ 
	Medical School: _________________________________________    City/State: ___________________ Year of Graduation: __________
	Internship: _____________________________________________ City/State: ___________________ Year of Completion: __________
	Residency: _____________________________________________ City/State: ___________________ Year of Completion: __________

	Inactive North Carolina License Number: ________________________________________________________________________________
	States where you have ever held a license (active or inactive). _______________________________________________________________
	Current Medical Specialty: _________________________________ Sub Specialty: ____________________________________________
	Please provide a brief description of your practice plans for the State of North Carolina if known. _____________________________________

	CME log.pdf
	CME Activity
	Credit 1 hours listed on this page: _______     Credit 2 hours listed on this page: _________

	PhysicianReferenceForm.pdf
	Name of Applicant:            _________
	            (Please Print Clearly)
	** On the application form, the applicant has agreed to release, discharge and exonerate any person furnishing information from any and all liability of every nature and kind arising out of this furnishing or inspection of such documents, records, other information or the investigation made by the North Carolina Board. **
	Name of Hospital (if applicable)     Date


	PhysicianReferenceForm.pdf
	Name of Applicant:            _________
	            (Please Print Clearly)
	** On the application form, the applicant has agreed to release, discharge and exonerate any person furnishing information from any and all liability of every nature and kind arising out of this furnishing or inspection of such documents, records, other information or the investigation made by the North Carolina Board. **
	Name of Hospital (if applicable)     Date





