State Medical Board of Ohio

30 E. Broad St., 3rd Floor » Columbus, OH 43215-6127 » (614) 466-3934 « Website: http/med.ohio.gov

PODIATRY TRAINING CERTIFICATE

Dear Doctor:

Enclosed please find an application and instructions for a Podiatry Training Certificate.
PLEASE READ THE INSTRUCTIONS THOROUGHLY BEFORE COMPLETING THE
APPLICATION. You must complete the entire application and submit all required
documentation. The application will not be deemed complete until the Ohio Medical
Board has received a properly completed application form, the required fees and all
supporting documentation.

IF YOU HAVE PREVIOUSLY HELD A FULL OHIO LICENSE OR CURRENTLY HOLD
A TRAINING CERTIFICATE, DO NOT COMPLETE THESE FORMS. CONTACT THE
MEDICAL BOARD RENEWAL DEPARTMENT AT (614) 728-3113.

Please note that, once submitted, an application cannot be withdrawn without the
approval of the Medical Board. Fees submitted are neither refundable nor transferable,
even if a withdrawal is permitted.

Upon the Medical Board'’s receipt of your training certificate application and appropriate
fee, an acknowledgment letter will be issued to you via your training program. Once the
training program has received that letter, you may participate in the training program.
The acknowledgment letter will serve as proof that your application has been received
by the Board and that you are legally authorized to participate in your training program
while your application is being processed. The acknowledgment letter authorizes
participation in the training program for 120 days. When the Board has completed
processing and has approved your application, the Board will issue you a training
certificate, which authorizes you to participate in your training program for the
remainder of the training year. If the Board instead proposes to deny your application,
you will be notified in writing of the reasons why and given an opportunity for a hearing.
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PODIATRY TRAINING CERTIFICATE APPLICATION CHECKLIST

This checklist is for your use and to help you determine the items you will be required to submit with your
application for a training certificate. Once you file your application, status reports will be sent to you
notifying you of items still needed to complete your application. To avoid delay in the processing of

your application, please read the enclosed application instructions carefully. Not ALL items are

applicable to ALL applicants.

a

ALL APPLICANTS MUST:

Complete the APPLICATION FOR PODIATRY TRAINING CERTIFICATE including the:

O PHYSICAL DESCRIPTION - Attach a recent color photograph of yourself and complete the
physical description section on page 3.

U RESUME OF ACTIVITIES - Be sure to list ALL activities from podiatry school graduation to the
present time. Even if not working, indicate your activities and address for that time.

L ADDITIONAL INFORMATION QUESTIONS (1 through 22) - You must thoroughly explain any
affirmative answers. You must also submit copies of all relevant documentation, such as court
pleadings, court or agency orders, and institutional correspondence and orders.

U AFFIDAVIT AND RELEASE OF APPLICANT - This form must be notarized.

Enclose the application fee of $75.00. Make check or money order payable to Kevin L. Boyce, Ohio

Treasurer. Fees are neither refundable nor transferable.

If you have changed your name due to marriage, divorce, etc. submit a copy of your name change
document.

CERTIFICATION OF TRAINING PROGRAM - Complete the top portion of the enclosed form and
forward it directly to the hospital training program director in Ohio where you will be training.

FORM 2 - VERIFICATION OF LICENSE - Complete the top portion of the enclosed form and
forward it to each state (other than Ohio) and/or Canadian Province in which you hold or have held a
license to practice podiatry, including a temporary license, training certificate, educational permit, or
other license or certificate, whether the license is current or not. The licensing agency must return the
form directly to this Board. Photocopies of the form may be made.

EMPLOYER/TRAINING RECOMMENDATION FORM - Have your most recent employer/training
program within the last five years, complete the Employer/Training Recommendation form. This form
can be mailed or faxed back to the Board. If the employer/training program wants to substitute their
own form letter for this form, please note that all information requested on the Medical Board form
must be answered on the substitute form.

VERIFICATION OF PODIATRY EDUCATION - Complete the top portion of the enclosed form and
forward it to your podiatry school of graduation for completion and its return directly to this Board. If
you attended more than one school, you must have each and every school of attendance complete
the verification form. Photocopies of the form may be made.



THINGS YOU NEED TO KNOW ABOUT
THE APPLICATION PROCESS,
ACKNOWLEDGMENT LETTER AND TRAINING CERTIFICATE

TRAINING CERTIFICATE APPLICATION PROCESS

Processing your application - The State Medical Board of Ohio annually processes
thousands of applications for physician training certificates. In each case, the Board
conducts a thorough evaluation of the applicant's basic medical credentials,
employment history, malpractice history, and any criminal or disciplinary history.
Collecting and reviewing this information takes time, depending in large part on how
quickly application materials are received and the nature of any issues requiring closer
scrutiny. The Board will independently seek recommendations from your previous
places of training or practice as it deems appropriate. Letters of recommendation
solicited and submitted by you cannot be substituted for these Board-requested
recommendations.

How long does it take? - Applications are processed in the order in which they are
received. An incomplete application or any unusual circumstances discovered during
processing will result in a delay. You will be notified by mail via your training program if
your application is incomplete or contains errors.

Upon the Medical Board's receipt of your training certificate application and appropriate
fee, an acknowledgment letter will be issued to you via your training program. Once the
training program has received that letter, you may participate in the training program. It
takes approximately two to three weeks for the Board to issue that acknowledgment
letter. The acknowledgment letter will serve as proof that your application has been
received by the Board and that you are legally authorized to participate in your training
program while your application is being processed.

You should receive your training certificate within 120 days from the date you begin
your training program.

Application Withdrawal or Abandonment - Once submitted, an application cannot be
withdrawn without the approval of the Board. However, the Board may abandon an
application if the applicant fails to complete the application process within six months of
initial application filing. Fees submitted are neither refundable nor transferable,
even if you have been permitted to withdraw your application or if you reapply after your
application has been abandoned.




THE ACKNOWLEDGMENT LETTER

An acknowledgment letter is issued to you by the Board upon its receipt of your training
certificate application and fee. That letter authorizes you to participate in a training
program while your application is being processed. To verify that we have issued your
acknowledgment letter, go to the Board's website at http://med.ohio.gov/. Telephone
and mail verifications are no longer available from the Board offices.

If you have not received your letter within 45 days of submitting your application and
fee, notify the Medical Board and your training program director immediately.

YOUR TRAINING CERTIFICATE

Limitations on your practice - Your acknowledgment letter and the training certificate
you subsequently receive allow you to perform such acts as may be prescribed by or
incidental to your internship, residency, or clinical fellowship program. However, you
are not entitled to otherwise engage in the practice of podiatry in this state.

You must limit activities under the acknowledgment letter and training certificate to the
programs of the hospitals or facilities for which the training certificate is issued. You
may train only under the supervision of the physicians responsible for supervision as
part of the training program.

Multi-hospital rotations - Residents and clinical fellows who rotate through multiple
hospitals on a month-to-month basis as part of their training program or clinical
fellowship need only apply for one training certificate during the training year.

Mid-year program changes - If you change programs at any time during the training
year, you must immediately notify the Board in writing. A new application need not be

completed; however, acknowledgment by the Board of receipt of a Notification of
Change in Program will be required prior to your starting the new training program.
Your training certificate will be valid for the remainder of the training year for which it
has been issued.

Certificate renewal - A training certificate is valid for one year, but may be renewed
annually at the discretion of the Board for a maximum of five years. Renewal
applications are mailed on April 1st for those who initiated their training on July 1st.
Others will receive their renewal application accordingly. The fee for renewal of a
training certificate is currently $35.

Revocation of a training certificate - A training certificate may be revoked by the
Board upon proof satisfactory to the Board that you have engaged in practice in this
state outside the scope of the internship, residency, or clinical fellowship program for
which the training certificate has been issued; or upon proof satisfactory to the Board
that you have engaged in unethical conduct or otherwise violated Section 4731.22,
Ohio Revised Code. This and other applicable statutes and rules can be viewed on the
Board's website at http://med.ohio.gov/.




INSTRUCTIONS FOR COMPLETING THE PODIATRY TRAINING CERTIFICATE APPLICATION

Review the following instructions and the entire application packet carefully before completing
the application. Processing will not begin until the appropriate fee is received. Failure to submit
all required information and documentation will result in processing delays.

Completing Your Application for a Podiatry Training Certificate

1. Complete the enclosed APPLICATION FOR TRAINING CERTIFICATE - PODIATRY in its
entirety. You must provide a response to each section or question of the application as
instructed. Mark “N/A” if Not Applicable.

2. Attach a recent (taken within the last six months) passport-type size COLOR photograph
to the Physical Description section in the application. Be sure to indicate the date the
photograph was taken. Black and white photographs cannot be accepted.

3. If you have changed your name, you must submit a photocopy of the appropriate legal
document which authorizes the name change (i.e., marriage certificate, divorce decree).

4. Submit a check or money order for $75.00 made payable to Ohio Treasurer Richard
Cordray with your application. DO NOT SEND CASH. FEES SUBMITTED ARE
NEITHER REFUNDABLE NOR TRANSFERABLE.

5.  Certification of Training Program

Complete the top portion of the enclosed form and forward it directly to the hospital
training program director in Ohio where you will be training. Please note that faxed
copies will not be accepted.

6.  Verification of License (Form 2)

Complete the top portion and forward the enclosed Verification of License (Form 2) and
forward it to each state and/or Canadian Province in which you hold or have held a license
to practice podiatry, including a temporary license, training certificate, educational permit,
or other license or certificate, whether the license is current or not. That licensing
board must return the form directly to the Ohio Medical Board. Photocopies of the form
may be made. Since some state boards charge a fee for completion of this form, you
may wish to check with each board before submitting this form to them. Enclosed is a list
of addresses and telephone numbers for all Podiatric Licensing Boards. Please note that
faxed copies will not be accepted.

Additional Information Section

Please keep a copy of the Additional Information questions for your own reference. You must
notify the State Medical Board of Ohio in writing of any changes to the answers to these
questions that may be warranted to ensure that they are both up to date and accurate prior to a
training certificate being granted to you by the State Medical Board of Ohio.



State Medical Board of Ohio

30 E. Broad St.. 3rd Floor » Columbus, OH 43215-6127 » (614) 466-3934 e Website: http://med.ohio.gov)

APPLICATION FOR TRAINING CERTIFICATE - PODIATRY

PLEASE TYPE OR PRINT CLEARLY

NOTE: Application fee is $75.00. Fees submitted are neither refundable nor transferable.

PERSONAL INFORMATION

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7e(b). 5 U.S.C
§552a, and 45 CFR. pt 61) and for accurate identification under the federal and state child support enforcement law (42 U.S.C. §666 and §3123 50
ORC) It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 CFR. pt 60) and for other
investigative/enforcement purposes in compliance with Chapters 4730., 4731., 4760. or 4762., O.R.C. or as otherwise required by state or federal law

U.S. Social
Security Number:

Full Name Last (Surname) First Middle Suffix (Jr., 1)
(Use no
initials):

Maiden Name Last (Surname) First Middle Suffix (Jr., 1)
Or Other Names
Used (If none,
enter “NONE”):

Physicians Number & Strest
Address

(Be sure to
notify the -
Board of any City State Zip Code Country
change in
address);

TRAINING PROGRAM INFORMATION

Training Hospital & Department
Program
Address

(Hospital in Number & Street
Ohio where
you will be

sta_rting your Gity State Zip Code
training):

Mo/Day/Yr Mo/Day/Yr
Dates of Beginning Ending
Training: Date: / / Date: / /




Podiatry
Schoal of
Graduation:

Dates
Attended:

Degree

Received:

Other
Podiatry
Schools
Attended
(If none,
enter
“NONE")

Dates
Altended:

Reason degree not
received at this school:

Other
Podiatry
Schools
Attended
(If none,
enter
“NONE”)

Dates
Attended:

Reason degree not
received at this school:

Applicant Name:

State Medical Board of Ohio
Training Certificate Application — Podiatry
Page 2

PODIATRY EDUCATION

School Name

City State

MolYr Mo/Yr

From: / To: /

Mo/Day/Yr

Date
/

Received /

School Name

City State

Mo/Yr Mo/Yr

From: / To: /

School Name

City State

From: Mo/Yr
Mo/Yr
/

Date:




State Medical Board of Ohio

Training Certificate Application — Podiatry

PHYSICAL DESCRIPTION

Page 3

Staple a recent (taken within the last six months) passport-type COLOR photograph of applicant in the space
provided below. Black and white photographs cannot be accepted.

Birth Mo/Day/Yr Birth City State Country
Date: Place:
/ /
Gender: 0 Male O Female For statistics only (optional)
PHYSICAL DESCRIPTION
STAPLE
COLOR Height
PHOTOGRAPH Weight
HERE Hair Color
Photograph must have been Eye Color
taken within last six months Identifying Marks
(Black and white photos
cannot be accepted)

Date Photo Taken: /

molyr

LICENSES IN THE UNITED STATES & CANADA

List ALL states/provinces, whether the license is current or not, in which you are or have been licensed, including
temporary, educational permits, limited licenses, etc., to practice podiatry. Indicate license number, date of issuance
and the type of license. If additional space is needed, attach an extra sheet. (If none, enter “NONE”)

STATE/PROVINCE | ISSUE DATE LICENSE # TYPE OF LICENSE LICENSE CURRENT
MO/YR v ONLY ONE v ONLY ONE
O Full, unrestricted 0 YES 0O NO
O Temporary
0O Educational Expiration Date:
O Limited
O Other:
(please specify)
O Full, unrestricted 0 YES 0 NO
O Temporary
0 Educational Expiration Date:
O Limited
O Other:
(please specify)
O Full, unrestricted 0 YES 0O NO
O Temporary
0 Educational Expiration Date:
O Limited
O Other;
{please specify)

Applicant Name:

Date:




TRAINING CERTIFICATE - PODIATRY
RESUME OF ACTIVITIES

List ALL activities in chronological order from the date of podiatry school graduation to the PRESENT time, using MONTH and
YEAR. For any non-working time, you MUST state on the resume exactly what your activities were, such as "vacation” or
“seeking employment”, as well as your permanent home address for that time period. If in private practice, indicate the
hospitals where you hold or have held privileges and include complete dates and addresses. DO NOT SUBSTITUTE ANY
OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in clinical and administrative
duties. If you require more space, please attach separate sheets.

Check here if you are a new graduate (within 3 months). You DO NOT need to complete this form.

From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Department
/
Complete Street Address
To %Admin.
Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Department
/
Complete Street Address
To %Admin.
Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Maonth/Year Department
/
Complete Street Address
To Y%Admin.
Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Department
/
Complete Street Address
T %Admin.
9 Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Department
/
Complete Street Address
To Y%Admin.
Number & Street
Month/Year
/ City State/Country Zip Code
Applicant Name: Date:




State Medical Board of Ohio
Training Certificate — Podiatry — Resume of Activities

Page 2
From Hospital, University, Other or non-working activity Position & Y%Clinical
Month/Year Department
/
Complete Street Address
T %Admin,
2 Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University. Other or non-working activity Position & %Clinical
Month/Year Departmant
/
Complete Street Address
To %Admin
Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Eiepatmient
/ Complete Street Address
YeAdmin.
o Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & “%Clinical
Month/Year Department
/
Complete Street Address
To Y%Admin.
Number & Street
Month/Year
i City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Department
/
Complete Street Address
To Y%Admin.
Number & Street
Month/Year
/ City State/Country Zip Code
From Hospital, University, Other or non-working activity Position & %Clinical
Month/Year Department
/
Complete Street Address
To %Admin.
Number & Street
Month/Year
/ City State/Country Zip Code
Applicant Name; Date:




TRAINING CERTIFICATE - PODIATRY
ADDITIONAL INFORMATION

If you answer "YES" to any of the following questions, you are required to furnish complete details, including
date, place, reason and disposition of the matter. All affirmative answers must be thoroughly explained on a
separate sheet of paper (DO NOT write explanations on these pages). Please note that some questions
require very specific and detailed information. Make sure all responses are complete.

(Please place a [ in the yes or no box)

YES NO
1. Have you ever been denied staff membership at any hospital, nursing home, a a
clinic, health maintenance organization, or similar institution?

2 Have you ever been warned, censured, disciplined, had admissions monitored, [ [
had privileges limited, had privileges suspended or terminated, been put on
probation, or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar institution
in which you have trained, been a staff member, or held privileges, for reasons
other than failure to maintain records on a timely basis, or failure to attend staff or
section meetings?

3 Have you ever resigned from, withdrawn from, or terminated, or have you ever [ a
been requested to resign from, withdraw from, or otherwise been terminated from,
a position with a medical partnership, professional association, corporation, health
maintenance organization, or other medical practice organization, either private or
public?

4. Have you ever resigned from, withdrawn from, or have you ever been warned by, [ | |
censured by, disciplined by, been put on probation by, been requested to withdraw
from, dismissed from, been refused renewal of a contract by, or expelled from, a
podiatry school, clinical clerkship, externship, preceptorship, or postdoctoral
training program?

5. Have you ever transferred from one graduate medical education training program a d
to another?

6. Has any board, bureau, department, agency or other body, including those in a a
Ohio, in any way limited, restricted, suspended, or revoked any professional
license, certificate or registration granted to you; placed you on probation: or
imposed a fine, censure or reprimand against you?

7. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any 4 a
professional license, certificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application for
licensure, relicensure, or examination, in any state (including Ohio), territory,
province, or country?

8. Have you ever, for any reason, been denied licensure or relicensure, application a a
for licensure or relicensure, or the privilege of taking an examination, in any state
(including Ohio), territory, province, or country?

9. Have you ever been requested to appear before any board, bureau, department, a g

agency, or other body, including those in Ohio, concerning allegations against
you?

Applicant Name: Date:




10.

1.

12.

13.

14.

15.

16

17,

18.

19.

Applicant Name;

State Medical Board of Ohio
Training Certificate — Podiatry — Additional Information

Have you ever entered into an agreement of any kind, whether oral or written, with
respect to a professional license, in lieu of or in order to avoid formal disciplinary
action, with any board, bureau, department, agency, or other body, including those
in Ohio?

Have you ever been notified of any investigation concerning you by any board,
bureau, department, agency, or other body, including those in Ohio, with respect
to a professional license?

Have you ever been notified of any charges, allegations, or complaints filed
against you with, any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

Have you ever been denied, or have you ever surrendered, a state or federal
controlled substance or drug registration; had it revoked, terminated, or restricted
in any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

Have you ever pled guilty to, been found guilty of a violation of any law, or been
granted intervention or treatment in lieu of conviction regardless of the legal
jurisdiction in which the act was committed, other than a minor traffic violation? If
yes, submit copies of all relevant documentation, such as police reports, certified
court records and any institutional correspondence and orders. Photocopies will
not be accepted.

Have you ever forfeited collateral, bail, or bond for breach or violation of any law,
police regulation, or ordinance other than for a minor traffic violation: been
summoned into court as a defendant or had any lawsuit filed against you (other
than a malpractice suit)? ? If yes, submit copies of all relevant documentation,
such as police reports, certified court records and any institutional
correspondence and orders. Photocoples will not be accepted.

Have you been a defendant in a legal action involving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a claim yourself? If yes, you must complete the enclosed malpractice claim
information form. In addition, ask your malpractice insurance carrier(s) to provide
a complete claims history report for the last 10 years to the State Medical Board of
Ohio. If your current carrier has provided coverage for less than 10 years, ask
your previous carrier to submit a claims history report to the Board.

Have you ever been denied professional liability insurance or coverage, or had
such insurance or coverage canceled, limited, or restricted in any way?

Have you ever been denied or relinquished participation in any third party
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked: or
been warned, reprimanded, requested to appear before, or fined by the
responsible body?

Have you ever been denied privileges, or had privileges revoked, suspended,
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

Page 2
YES NO
a a
Q (]
(N a
Q (|
Q a
d a
a "
d d
4 d
a td
Date:



20.

21,

State Medical Board of Ohio
Training Certificate — Podiatry — Additional Information

Have you ever been diagnosed as having, or have you been treated for,
pedophilia, exhibitionism, or voyeurism? If yes. please explain.

a) Within the last ten years, have you been diagnosed with or have you been
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

b) Have you, since attaining the age of eighteen or within the last ten years,
whichever period is shorter, been admitted to a hospital or other facility for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

If you answered “YES" to any part of this question, please provide details on a separate
sheet, including date(s) of diagnosis or treatment, and a description of your present
condition. Include the name, current mailing address, and telephone number of each
person who treated you, as well as each facility where you received treatment, and the
reason for treatment. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

Page 3
YES NO
a o |
Q a
& Q

For purposes of questions 22 and 23 the following phrases or words have the following meaning:

22.

Applicant Name;

“Ability to practice podiatric medicine” is to be construed to include all of the following:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn

and keep abreast of medical developments; and

The ability to communicate those judgments and medical information to patients and other health care providers, with

or without the use of aids or devices, such as voice amplifiers; and

The physical capability to perform medical tasks such as physical examination and surgical procedures, with or

without the use of aids or devices, such as corrective lenses or hearing aids.

‘Medical condition” includes physiological, mental, or psychological conditions or disorders, such as but not
limited to orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy,
multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, specific
learning disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

Do you have, or have you been diagnosed as having, a medical condition which in
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? If yes, please explain.

a) Are the limitations or impairment caused by your medical condition reduced
or ameliorated because you receive ongoing treatment (with or without
medication) or participate in a monitoring program? If yes, please explain.

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your medical condition reduced
or ameliorated because of the field of practice, the setting, or the manner in
which you have chosen to practice? If yes, please explain.

YES NO
Q a
d (|
Q a

Date:



State Medical Board of Ohio
Training Certificate — Podiatry — Additional Information
Page 4

“Chemical substances” is to be construed to include alcohol, drugs, or medications including those taken
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescribers
direction, as well as those used illegally.

YES NO
23. Do you use chemical substance(s) which in any way impair or limit your ability to Q 4
practice medicine with reasonable skill and safety? If yes, please explain.

a) Are the limitations or impairment caused by your use of chemical substances a Qa
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program? If yes, please
explain.

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your use of chemical substances N | |
reduced or ameliorated because of the field of practice, the setting, or the
manner in which you have chosen to practice? if yes, please explain.

For purposes of question 24 the following phrases or words have the following meaning:

“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 use of drugs may have an ongoing impact on
one’s functioning as a licensee, or within the past two years.

‘lilegal use of controlled substances” means the use of controlled substances obtained illegally (e.g.
heroin or cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

YES NO
24. Are you currently engaged in the illegal use of controlled substances? a a
a) If"YES," are you currently participating in a supervised rehabilitation program a a

or professional assistance program which monitors you in order to assure
that you are not using illegal controlled substances. If yes, please explain.

Applicant Name; Date:




TRAINING CERTIFICATE - PODIATRY
MALPRACTICE CLAIM INFORMATION

This form must be competed if you have been named as a defendant in a malpractice lawsuit, verdict or settlement. Make
additional copies of this form as necessary for multiple claims.

Name of Physician (print clearly);

MALPRACTICE COMPLAINT:

Name of Patient:

Patients Gender: O Male U Female Age of Patient:

Date of Incident: Date Suit Filed:;

Location of incident:

Hospital, institution or other

Address

City State Zip Code County

Name and Address of Involved Insurance Carrier:

FILED AGAINST: O Individual Physician U Group O Hospital
Your Position in Case: [ Resident 4 Primary Physician Q Other:

List names of other defendant-physicians and/or hospitals:

DISPOSITION: O Pending QO Jury Verdict Q  Settled O Dismissed 3 Dropped
If settled, provide the following information: a In Court U Out of Court

Name of Court:

Date of Settlement: Daocket #:

Total amount of settlement: $ Amount attributable to you: $

You must provide a detailed written explanation of the background and medical issues invelved in the case. This must be
described in your own words. Do not reference attached documentation. If additional space is needed, attach separate
sheet. Submit copies of the complaint, answer, release, settlement documents and all other relevant legal documents. Be
sure to have your malpractice insurance carrier(s) provide a complete claims history report.

Physician's Signature Date



TRAINING CERTIFICATE - PODIATRY
AFFIDAVIT AND RELEASE OF APPLICANT

The affidavit and release MUST be completed by ALL applicants. The form must be notarized. Failure of any applicant to
submit the affidavit completed and notarized with the application will result in your application being considered as
incomplete.

ss STATE OF:

COUNTY OF:

I, ., hereby certify under oath that | am the person named in this
application for a podiatry training certificate in the State of Ohio; that all statements | have made or shall make with respect
thereto are true, that | am the original and lawful possessor and person named in the various forms and credentials
furnished or to be furnished to this Board with respect to my application; and that all documents, forms, or copies thereof
furnished or to be furnished with respect to my application are strictly true in every respect.

I acknowledge that | have read the general information and instructions for all applicants and that | have answered all
questions in compliance with these instructions and understand that the fee | submitted is neither refundable nor
transferable.

I further state that by filing this application for a podiatry training certificate in the State of Ohio, | hereby authorize and
consent to have an investigation made as to my moral character, professional reputation and fitness for the practice of
podiatry. | agree to give any further information which may be required in reference to my past record. | understand that |
will not receive a copy of any reports or know their contents and | further understand that the contents of any investigative
report will be privileged.

I further understand that my application for a podiatry training certificate in the State of Ohio is an ongoing process. | will
immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions
contained in the ADDITIONAL INFORMATION section of the application if such a change in an answer is warranted at any
time prior to licensure being granted to me by the State Medical Board of Ohio. | further understand that failure to complete
this application as requested by the Board within six months can be considered abandonment of any request for a podiatry
training certificate and that any fee | submitted is neither refundable nor transferable.

I authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), court,
association, institution, or law enforcement agency having control of any documents, records and other information
pertaining to me to furnish to the State Medical Board of Ohio any such information, including documents, records regarding
charges or complaints filed against me, formal or informal, pending or closed, or any other pertinent data and to permit the
State Medical Board of Ohio or any of its agents or representatives to inspect and make copies of such documents, records,
and other information in connection with this application, subsequent licensure or practice thereunder.

| hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person,
hospital, clinic, governmental agency (local, state, federal or foreign), court, association, institution, or law enforcement
agency furnishing information, of any and all liability of every nature and kind arising out of investigation made by the State
Medical Board of Ohic. | authorize the State Medical Board of Ohio to release information, material, documents, orders or
the like relating to me or to this application to any other governmental agency (local, state, federal or foreign); or to any
hospital, nursing home, clinic, health maintenance organization or similar institution; or to any professional assaciation.

| further understand that | must limit my activities under the certificate to the programs of the hospitals or facilities for which
the training certificate is issued; and that | may train only under the supervision of the physicians responsible for supervision
as part of the internship, residency, or clinical fellowship program.

I further understand that issuance of a podiatry training certificate in the State of Ohio will be considered on the truth of the
statements and documents contained herein or to be furnished, which if false, can subject me to denial of said certificate.

Signature of Applicant

Subscribed and sworn to before me this day of 20

Signature of Notary Public

(NOTARY SEAL)

Date Commission Expires

THIS FORM CANNOT BE FAXED



State Medical Board of Ohio

30 E. Broad St., 3rd Floor » Columbus. OH 43215-6127 = (614)466-3934 e Website: hitp://med.ohio.goy/

TRAINING CERTIFICATE - PODIATRY
CERTIFICATION OF TRAINING PROGRAM

I am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that this form be
completed by the Ohio training program in which | will be training. Please complete the form and return it directly to the
State Medical Board of Ohio at the above address.

THIS SECTION TO BE COMPLETED BY APPLICANT

Name of Applicant;

Last First Middle Suffix (Jr., II)

THIS SECTION TO BE COMPLETED BY OHIO TRAINING PROGRAM

Name of Training Program:

Training Program Address:

Street Address

City State Zip Code

Type of Program (check only one): O Intern U Resident O Clinical Fellow

Specialty
(see reverse side):

CERTIFICATION DATES - Indicate the month, day and year for both the beginning and ending dates in which the training certificate is to
be issued. THE DATES ARE NOT TO EXCEED ONE YEAR. If the application is received prior to the date of the appointment, the
appointment date will be used. If the application is received after the appointment date, or is not completed until after the appointment

date, the completion date will be the date the certificate will become effective.

Dates of Training MO/DAY/YR MO/DAY/YR
(not to exceed Beginning Date: / / Ending Date: / /
one year):

I hereby certify that | have checked the credentials of the above applicant, that the statements, as completed, are true to the best of my
knowledge and hefshe is of good moral character. | further certify that he/she will limit his/her practice and training within the physical
confines of the hospital, or facilities for which the training certificate to practice is sought and that he/she will practice only under the
supervision of the attending medical staff of such hospital or facility for which the training certificate to practice is granted. | hereby

recommend that the above applicant be granted the certificate herein applied for.

HOSPITAL SEAL

Signature of Medical Director or Program Director

(If hospital has no seal, indicate
and have form notarized) Name (please print)

Date

THIS FORM CANNOT BE FAXED



DESCRIPTION

Abdominal Surgery

Addiction Medicine

Addiction Psychiatry

Adolescent Medicine (Internal Med)
Adolescent Medicine (Pediatrics)
Adult Reconstructive Orthopedics
Aerospace Medicine

Allergy

Allergy & Immunology
Anatomic/Clinical Pathology
Anatomic Pathology
Anesthesiology

Blood Banking/Transfusion Med
Clinical Cardiac Electrophysiology
Cardiothoracic Surgery
Cardiovascular Diseases

Chemical Pathology

Child and Adolescent Psychiatry
Child Neurology

Clinical Biochemical Genetics
Clinical Cytogenetics

Clinical Genetics

Clinical Laboratory Immunology (All & Imm)
Clinical & Lab. Dermatological Imm
Clinical & Lab. Immunolovy (Int. Med)
Clinical & Lab. Immunology (Peds)
Clinical Molecular Genetics

Clinical Neurophysiclogy

Clinical Pathology

Clinical Pharmacology

Colon & Rectal Surgery

Critical Care Med (Anesthesiology)
Critical Care Medicine (Int Med)
Critical Care Medicine (Neuro Surg)
Critical Care Medicine (OB-GYN)
Cytopathology

Dermatology

Dermatopathology (Pathology)
Dermatopathology (Dermatology)
Dermatologic Surgery
Developmental-Behavioral Pediatrics
Diabetes

Diagnostic Radiology

Emergency Medicine
Endocrinclogy, Diabetes & Metabolism
Epidemiology

Facial Plastic Surgery

Family Practice

Foot & Ankle, Orthopedics
Forensic Pathology

Forensic Psychiatry
Gastroenterology

General Practice

SPECIALTIES

DESCRIPTION

General Preventive Medicine
General Surgery

Geriatric Medicine (Family Practice)
Geriatric Medicine (Internal Med)
Geriatric Psychiatry

Gynecology

Gynecological Oncology

Hand Surgery (Ortho Surgery)
Hand Surgery (Plastic Surgery)
Head & Neck Surgery
Hematology (Internal Medicine)
Hematology (Pathology)
Hematology/Oncology
Hepatology

Immunology

Immunopathology

Infectious Diseases

Internal Medicine

Internal Medicine/Pediatrics
Legal Medicine

Maternal & Fetal Medicine
Maxillofacial Radiology

Medical Genetics

Medical Management

Medical Microbiology

Medical Oncology

Medical Toxicology (Emer Med)
Medical Toxicology (Pediatrics)
Medical Toxicology (Prevent. Med)
Musculoskeletal Oncology
Neonatal-Perinatal Medicine
Nephrology

Neurology

Neurology/Diagnostic Rad/Neuroradiology
Neurological Surgery
Neuropathology

Neuroradiology

Nuclear Medicine

Nuclear Radiclogy

Nutrition

Obstetrics

Obstetrics & Gynecology
Occupational Medicine
Ophthalmology

Orthopedic Surgery

Orthopedic Surgery of the Spine
Orthopedic Trauma

Osteopathic Manipulative Medicine
Otolaryngology
Otology/Neurotology

Pain Management (Anesthesiology)
Pain Medicine

Palliative Medicine

DESCRIPTION

Pediatric AllergyPediatric Cardiology
Pediatric Critical Care Medicine
Pediatric Emergency Med (Emer Med)
Pediatric Emergency Med (Peds)
Pediatric Endocrinology

Pediatric Gastroenterology
Pediatric Hematology/Oncology
Pediatric Infectious Disease
Pediatric Nephrology

Pediatric Ophthalmology

Pediatric Orthopedics

Pediatric Otolaryngology

Pediatric Pathology

Pediatric Pulmonology

Pediatric Radiology

Pediatric Rheumatology

Pediatric Surgery (Neurology)
Pediatric Surgery (Surgery)
Pediatric Urology

Pediatrics

Physical Medicine & Rehabilitation
Plastic Surgery

Proctology

Psychiatry

Psychoanalysis

Public Health & General Preventive Med
Pulmonary Critical Care Medicine
Pulmonary Disease

Radiation Oncology

Radiological Physics

Radiology

Radioisotopic Pathology
Reproductive Endocrinology
Rheumatology

Selective Pathology

Sleep Medicine

Spinal Cord Injury

Sports Medicine (Emer Med)
Sports Medicine (Family Practice)
Sports Medicine (Internal Med)
Sports Medicine (Ortho Surgery)
Sports Medicine (Pediatrics)
Surgical Critical Care (Surgery)
Surgical Oncology

Thoracic Surgery

Trauma Surgery

Transplant Surgery

Undersea Medicine

Urology

Vascular & Interventional Radiology
Vascular Surgery

Other (i.e., specialty other than those listed)
Unspecified



State Medical Board of Ohio

30 E. Broad St., 3rd Floor » Columbus, OH 43215-6127 = (614) 466-3934 e Website: hitp:/med.ohio gov/

TRAINING CERTIFICATE - PODIATRY
VERIFICATION OF MEDICAL EDUCATION

THIS FORM IS NOT TO BE COMPLETED PRIOR TO GRADUATION

| am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that
this form be completed by any podiatry school | have attended. Please complete this form and return it
directly to the State Medical Board of Ohio at the above address.

THIS SECTION TO BE COMPLETED BY APPLICANT

Name:

Last First Middle Suffix (Jr., 1)

Name of
Podiatry School:

Location:

City State

| hereby authorize the above named podiatry school to furnish the information below to the State Medical Board of
Ohio.

Signature of Applicant Date

THIS SECTION TO BE COMPLETED BY PODIATRY SCHOOL

Our records indicate that

Last First Middle Suffix (Jr., 1)
attended podiatry school from to
moldaylyr molday/yr
This individual (check one):
L was awarded the degree of on
mo/daylyr

0 was not awarded a degree (please attach an explanation)

I, certify that the above information is an accurate account of the above named individual's official records
maintained and is true and correct to my knowledge.

AFFIX
INSTITUTIONAL
SEAL

Signature

Name (please print)
(If your institution
does not have an

Official seal, please

Indicate and have form

notarized) Dae

THIS FORM CANNOT BE FAXED

Title




Dr.

State Medical Board of Qhio

30 E. Broad St., 3rd Floor » Columbus, OH 43215-6127 » (614) 466-3934 » Website: http://.med.ohio.goy/

EMPLOYER/TRAINING PROGRAM RECOMMENDATION FORM

is applying for a training certificate in the State of Ohio. We would appreciate your assistance in filling out the following
evaluation so that we can process his/her application for the training certificate. ~ To ensure processing of the
physicians application please complete and return this form to the State Medical Board of Ohio at the above
address, within two (2) weeks. The form can also be faxed to the Board at (614) 644-1464. Your immediate
attention to this matter will be greatly appreciated by the applicant as well as by us. Information provided is considered
confidential under Section 149.43(A)(2)(a), Ohio Revised Code. Thank you for your time and assistance.

(1
()
3
@
(6)
©)
@
(®)
(€)

How long have you known him/her?

What is/was your supervisory capacity?

At what hospital?

How would you rate his/her medical knowledge and techniques?

In your opinion is he/she a person of good moral and ethical character?

Does he/she work well with peers and medical staff?

Does he/she relate well to patients?

How is his/her command of the English language (if applicable)?

Would you recommend him/her for a training certificate to participate in a training program in Ohio?

Additional comments, please: (if needed, an extra sheet of paper may be used)

Sincerely,

Gina Bouldware
Licensure Examiner

Signature of Physician

Name of Physician (please type or print clearly)

Position

Telephone number (include area code)




State Medical Board of Ohio

30 E. Broad St., 3rd Floor & Columbus. OH 43215-6127  (614)466-3934 « Website: hitp:/med.ohio.gov)

TRAINING CERTIFICATE — PODIATRY
FORM 2 - VERIFICATION OF LICENSE

I am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that
this form be completed by each state or Canadian Province in which | hold or have held a license, whether
now current or not. Please complete the form and return it directly to the State Medical Board of Ohio at
the above address.

THIS SECTION TO BE COMPLETED BY APPLICANT

Name:
Last First Middle Suffix (Jr., Il)
License Number: Date of Birth:
month/day/year
I hereby authorize the licensing agency of the State of to furnish the

information below to the State Medical Board of Ohio.

Signature of Applicant Date

THIS SECTION TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE

State/Province:

Name of Licensee:

last first middle suffix (Jr., 1)
License Number: Issue Date: Expire(d):
month/day/year month/dayl/year
License Type: O full, unrestricted 3 temporary Q training certificate
O educational O limited permit Q other;

(please specify)

Is the applicant currently the subject of a pending investigation by a licensing or disciplinary authority in your state?
O Yes O No O Cannot answer under current state law If yes, please attach complete details.

Have formal disciplinary proceedings been initiated against applicant's license by a disciplinary authority in your
state? O Yes O No O Cannot answer under current state law If yes, please attach complete details.

Has the applicant ever been warned, censured or in any other manner disciplines or has applicant’'s license been
revoked, suspended, or in any other manner limited by a licensing or disciplinary authority in your state?
d Yes O No O Cannot answer under current state law If yes, please attach complete details.

Signature

AFFIX BOARD SEAL

(NOT VALID e

WITHOUT SEAL)

Date

THIS FORM CANNOT BE FAXED



ALABAMA BOARD OF PODIATRY

610 S. McDonough St.

Montgomery, AL 36104

(334) 269-9990
www.alabamapodiatryboard.org/index.html

ALASKA STATE MEDICAL BOARD
PO Box 110806

Juneau, AK 99811-0806

(907) 269-8163

www commerce state ak us/occ/pmed . htm

ARIZONA BOARD OF PODIATRY
EXAMINERS

1400 W. Washington, Suite 230
Phoenix, AZ 85007

(602) 542-3095

www podialry state az us/index.htm

ARKANSAS STATE PODIATRY
EXAMINING BOARD

2001 Georgia Ave.

Little Rock, AR 72207-5014
(501) 664-3668

CALIFORNIA BOARD OF
PODIATRIC MEDICINE

1420 Howe Ave., Suite 8
Sacramento, CA 95825-3229
(916) 263-2647
www.dca.ca.gov/bpm

COLORADO PODIATRY BOARD
1560 Broadway, Suite 1300
Denver, CO 80202

(303) 894-2464

www dora.state.co.us/podiatrists/

CONNECTICUT BOARD OF PODIATRY
LICENSURE

410 Capitol Ave., MS 12 APP

PO Box 340308

Hartford, CT 06134-0308

(860) 509-7603

www.dph.state.ct.us

DELAWARE BOARD OF EXAMINERS
IN PODIATRY

Cannon Building, Suite 203

861 Silver Lake Blvd.

Dover, DE 19904

(302) 744-4530

www.dpr.delaware.gov

DISTRICT OF COLUMBIA BOARD OF
PODIATRY EXAMINERS

717 14" St., NW, Suite 600
Washington DC 20005

(202) 724-4900

www dchealth dc/gov/doh/site/default.asp

FLORIDA BOARD OF PODIATRIC
MEDICINE

4052 Bald Cypress Way, Bin #C07
Tallahassee, FL 32399-3257

(850) 245-4355

www.doh.state.fl. us/mga/ind-info.html

GEORGIA STATE BOARD OF PODIATRY
237 Coliseum Dr.

Macon, GA 31217-3858

(478) 207-2440
www.sos state ga.us/pib/podiatry

HAWAII BOARD OF PODIATRIC
MEDICINE

PO Box 3469

Honolulu, HI 96801

(808) 586-3000

www hawaii gov/dccalareas/pvl/boards/
medical

IDAHO STATE BOARD OF PODIATRY
Bureau of Occupational Licenses

1109 Main St., Suite 220

Boise, ID 83702-5642

(208) 334-3233

www.ibolidaho gov/pod.htm

ILLINOIS DEPT OF
PROFESSIONAL REGULATION
320 W. Washington St., 3rd Floor
Springfield, IL 62786

(217) 785-0800

www idfpr.com

INDIANA BOARD OF PODIATRIC
MEDICINE

402 W. Washington St., Room 041
Indianapolis, IN 46204

(317) 232-2960

www.in.gov/pla

IOWA BOARD OF PODIATRIC MEDICINE
Lucas State Office Bldg.

321 E. 12th St.

Des Moines, |1A 50319-0075

(515) 281-4287

bttp:/fidph state ia us/licensure

KANSAS STATE BOARD OF
HEALING ARTS

235 SW Topeka Bivd.
Topeka, KS 66603-3068
(785) 296-7413
www.ksbha.org

KENTUCKY STATE BOARD OF
PODIATRY

906 B 8. 12" st.

Murray, KY 42071

(270) 759-0007

hitp://podiatry ky.qov

PODIATRY STATE LICENSING BOARDS

LOUISIANA STATE BOARD OF
MEDICAL EXAMINERS

630 Camp St.

New Orleans, LA 70130

(6504) 568-6820

www.lsbme.org

MAINE BOARD OF PODIATRIC
EXAMINERS
35 State House Station
Augusta, ME 04333
(207) 624-8626

mainepr: ionalr:

MARYLAND STATE BOARD OF
PODIATRIC MEDICAL EXAMINERS
4201 Patterson Ave., Room 319
Baltimore, MD 21215

(410) 764-4777
hitp:/fwww.mbpme.org

MASSACHUSETTS BOARD OF
PODIATRY

239 Causeway St., Suite 500

Boston, MA 02114

(617) 727-3093

www state ma.us/reg/boards/pd/default.htm

MICHIGAN BOARD OF PODIATRIC
MEDICINE & SURGERY

PO Box 30670

Lansing, Ml 48909-8170

(517) 241-4905
www.michigan.qov/heaithlicense

MINNESOTA BOARD OF
PODIATRIC MEDICINE

2829 University Ave., SE, Suite 430
Minneapolis, MN 55414

(612) 617-2200
www.podiatry.state.mn.us

MISSISSIPPI STATE BOARD OF
MEDICAL LICENSURE

1867 Crane Ridge Dr., Suite 200-B
Jackson, MS 39216

(601) 987-3079

www . msbml.state. ms.us/

MISSOURI STATE BOARD OF
PODIATRIC MEDICINE

3605 Missouri Blvd.

PO Box 423

Jefferson City, MO 65102
(573) 751-0873
www.pr.mo.gov/podiatrists.

MONTANA BOARD OF MEDICAL
EXAMINERS

PO Box 200513

301 South Park, 4" Floor

Helena, MT 59620-0513

(406) 841-2305

www.discoveri 1 /dii/m



NEBRASKA BOARD OF EXAMINERS
IN PODIATRY

PO Box 94986

Lincoln, NE 68509-4986

(402) 471-2115

www.hhs.state.ne.us/

NEVADA STATE BOARD OF
PODIATRY

PO Box 12215

Reno, NV 89510-2215

(775) 789-2605
http://podiatry.state.nv.us/

NEW HAMPSHIRE BOARD OF
REGISTRATION IN PODIATRY
2 Industrial Park Dr., Suite 8
Concord, NH 03301

(603) 271-1203

www state nh.us/podiatry

NEW JERSEY STATE BOARD OF
MEDICAL EXAMINERS

PO Box 183

Trenton, NJ 08625

(609) 826-7100

www state.nj.us

NEW MEXICO BOARD OF PODIATRY
2550 Cerrillos Rd.

Santa Fe, NM 87505

(505) 476-4695

www.rld. state.nm.us/b&c/Podiatry

NEW YORK STATE BOARD FOR
PODIATRY

89 Washington Ave.

Albany, NY 12234-1000

(518) 474-3817
www.op.nysed.gov/pod.htm

NORTH CAROLINA BOARD OF
PODIATRY EXAMINERS

1500 Sunday Dr., Suite 102
Raleigh, NC 27607

(919) 861-5583

www.ncbpe org/licinfo.php

NORTH DAKOTA BOARD OF
REGISTRATION IN PODIATRY
2400 32™ Ave., S.

Fargo, ND 58103

(701) 234-2830
hitp://ndbpme_org

STATE MEDICAL BOARD OF OHIO
30 E. Broad St., 3rd Fioor
Columbus, OH 43215-6127

(614) 466-3934

www.med.ghio.qov

PODIATRY STATE LICENSING BOARDS

OKLAHOMA STATE BOARD OF
PODIATRIC MEDICAL EXAMINERS
5104 N. Francis, Suite C

Oklahoma City, OK 73118-6020
(405) 848-6841
www.okmedicalboard.org

OREGON BOARD OF MEDICAL
EXAMINERS

1500 SW First Ave., Suite 620
Portland, OR 97201-5826

(503) 229-5770
http://feqov.oregon.qov/BME

PENNSYLVANIA STATE BOARD OF
PODIATRY

PO Box 2649

Harrisburg, PA 17105-2649

(717) 783-4858

www.dos.state pa.us/bpoa/podbd/
mainpage.htm

PUERTO RICO PODIATRIC MEDICAL
BOARD

100 Paseo San Pablo Office 103
Bayamon, PR 00959

(787) 725-7904

RHODE ISLAND BOARD OF
EXAMINERS IN PODIATRY

3 Capitol Hill, Room 104
Providence, RI 02809-5097

(401) 222-2827

www health ri.gov/hsr/professions/
podiat.php

SOUTH CAROLINA BOARD OF
PODIATRY EXAMINERS

PO Box 11289

Columbia, SC 29211-1289
(803) B96-4685

www. lIr.state sc.us/pol/podiatry

SOUTH DAKOTA BOARD OF
PODIATRY EXAMINERS

135 E. lllinois, Suite 214
Spearfish, SD 57783

(605) 642-1600

www.state sd.us/dcr/podiatry/

TENNESSEE BOARD OF
REGISTRATION IN PODIATRY
1* Floor, Cordell Hull Bidg.

425 5th Ave., North

Nashville, TN 37247-1010
(615) 532-5088

www.state tn.us/health

TEXAS STATE BOARD OF PODIATRIC
MEDICAL EXAMINERS

PO Box 12216

Austin, TX 78711-2216

(512) 305-7000

www foot state tx.us

UTAH PODIATRIC PHYSICIAN
LICENSING BOARD

Box 146741

160 E. 300 South

Salt Lake City, UT 84114-6741
(801) 530-6628 / (866) 275-3765
www.dopl.utah.gov

VERMONT STATE BOARD OF
MEDICAL PRACTICE

PO Box 70

Burlington, VT 05402-0070

(802) 857-4220
www.healthyvermonters.info/bmp/bmp.

shtml

VIRGINIA BOARD OF MEDICINE
6603 W. Broad St., 5th Floor
Richmond, VA 23230-17172
(804) 662-9908

www.dhp virginia/gov

WASHINGTON STATE PODIATRIC

MEDICAL BOARD

PO Box 1099

Olympia, WA 98507-1099

(360) 236-4700

hitps:/ffortress wa.gov/doh/hpgal/hps7/

Paodia fault.htm

WEST VIRGINIA BOARD OF MEDICINE
101 Dee Dr., Suite 103

Charleston, WV 25311

(304) 558-2921

www.wvdhhr.org/wvbom

WISCONSIN PODIATRY COUNCIL
PO Box 8935

Madison, W!| 53708-8935

(608) 266-2811

hitp://drl. wi.gov/index.htm

WYOMING BOARD OF REGISTRATION
IN PODIATRY

2020 Carey Ave., Suite 201

Cheyenne, WY 82002

(307) 777-3705
htip://plboards. state wy us/podiatry

COLLEGE OF CHIROPODISTS OF
ONTARIO

222 St. Patrick St.

Room 914

Toronto, Ontario

CANADA MS5T 1V4
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