PHysICIAN

LICENSING SERVICE

Complete and sign this agreement & provide a current CV

Fax (801-512-2001) or E-mail jh@physicianlicensing.com the agreement and your CV
We will begin the process immediately upon receipt of this information.

Please call 1-888-551-2140 if you have any questions

Date of Birth:

Place of Birth

Social Security Number:

Circle all exams taken State Exam FLEX NBME USMLE LMCC NBOME

List exam dates & location:

List # of attempts per exam:

Home Phone

Home Address

Business Phone

Business Address

Preferred E-mail Address

How Did You Hear About PLS?

1. Have you been named in a malpractice claim? [ JYes [No
2. Have you been subject to disciplinary action during training or education? [JYes []No
3. Have you had any licenses disciplined? [JYes [INo
4. Have you had any hospital privileges disciplined? [yes [INo
5. Convicted of any misdemeanors or felonies? (not to include minor traffic infractions) [JYes [No
6. Alcohol or substance abuse? []Yes []No
7. Any condition which would prevent you from practicing medicine with reasonable skill and safety?[ ]Yes [JNo
8. Treated for depression? [JYes []No

Requested Licenses Standard Accelerated
1) [ 1$600 [ ]$800
2) [ 1$600 [ ]$800
3) [ 1$600 [ ]$800
4) [ 1$600 [ 1$800
By signing this form you agree to the purchase of the processing fee(s) listed and processing expenses under the terms herein described. Canceled files may be eligible for a refund up to 40% of the PLS

processing fee only if cancellation occurs within 5 calendar days of order. Application fees are in addition to the PLS service fees listed above. Payment is required to begin service. Processing
expenses such as, but not limited to license verifications, express mail, exam scores, ECFMG verifications, transcripts, translations, photo duplication, NPDB-HIPDB queries, and AMA
Profiles are in addition to the PLS service fees listed above and you will be invoiced or your credit card charged upon completion of research and every month thereafter as needed. Client
will be responsible for all costs associated with collections should the account become delinquent. $300 will be charged to restart files put on hold. An additional fee of $200 will apply in the event that
malpractice or disciplinary documentation procurement is required. PLS does not guarantee time estimates. | grant Physician Licensing Service permission to charge this card only for processing fees
and expenses incurred in the medical licensing process. This agreement is entered into under the laws and regulations of the State of Utah. Enforcement of this agreement shall be according to the
jurisdiction and within the State of Utah.

/ /

Signature Date of signature/order Print Name of Applicant

To pay by credit card, and initialize the process immediately, please complete the following:

Type of Card: (circle type of card) Visa MasterCard American Express Diners Club Discover

Card Number:

Expiration Date:

Name of Cardholder:

Signature & Consent* Sign here:

*| grant Physician Licensing Service permission to charge this card only for processing fees and expenses incurred in the medical licensing process




PHYSICIAN LICENSING SERVICE
132 EAST 13056 soUTH, SUITE 100  DRAPER, UT 84020
PHONE 1-888-551-2140 ~Fax 801-816-1207

AUTHORIZATION AND RELEASE

I, , hereby authorize the following entities to release all
information, files, transcripts, or records to state licensing boards and/or Physician Licensing
Service, for the purpose of evaluating my professional, ethical, and physical qualifications for
medical licensure and/or employment:

All medical institutions and organizations, specialty boards, educational institutions,
medical societies, physicians, nurses, health care professionals, employers,
malpractice insurance carriers, licensing boards, government agencies and
instrumentalities (local, state, federal, or foreign). professional and business
associates, personal references, attorneys, the Federation of State Medical Boards,
the Federation Credentialing Verification Service and the National Practitioner Data
Bank.

I, the undersigned, waive any privileges of confidentiality of information required by the
aforementioned entities for the purposes indicated herein. This form shall authorize and request
state medical boards to send all letters of deficiency and status correspondence to Physician
Licensing Service.

I hereby release the aforementioned entities from all liability for the release of this information.
The original or a copy hereof shall operate as full proof of authority and release.

(Signature)
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