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Affidavit and Release

State of: County of:

l, , swear that | am the person described and identified; that | have not
engaged in any of the acts prohibited by the statutes of Minnesota and that | am of good moral character: that | am the person named in
the diploma, which accompanies this application; that | am the lawful holder of said diploma; that said diploma was procured in the
regular course of instruction and examination without fraud or misrepresentation.

| hereby authorize all educational institutions, hospitals, medical institutions or organizations, clinics, my references, personal physicians,
employers (past and present), business and professional associates (past and present), all governmental agencies and instrumentalities
(local, state, federal or foreign) to release to this licensing Board any information, files, or records including (but not limited to) transcripts,
medical records, personnel files, and any information, favorable or otherwise, the Board may require for its evaluation of my professional,
ethical, and physical qualifications for licensure in Minnesota.

| hereby release, discharge, and exonerate the Board, its agents, and representatives, and any person furnishing information to the Board
from any and all liability of every nature and kind arising out of the furnishing of oral Information or of documents, records, or other
information to the Board.

| have carefully read the questions in the in the foregoing application and have answered them completely, without reservations of any
kind, and | declare under penalty of perjury that my answers and all statements made by me herein are true and correct. Should | furnish
any false information in this application, | hereby agree that such act shall constitute cause for the denial, suspension or revocation of my
limited license to practice medicine in Minnesota. | understand that | am required to update my application with pertinent information
to cover the time period between date of application and date approved by the Board.

Sworn to before me this day of ,

Signature of Applicant
Signature of Notary Public

My Commission Expires:

CERTIFICATION OF IDENTIFICATION Paste a recent photo, front-view
Certification of Notary Public is required. passport-type photo in,this square

| certify that on the date set forth below, the individual named above did appear
Personally before me and that | did identify this applicant by: (a) comparing his/her
physical appearance with the photograph on the identifying document presented by
the applicant and with the photograph affixed hereto, and (b) comparing the
applicant’s signature made in my presence on this form with the signature on
his/her identifying document. Sworn to before me by the applicant on

NOTARY
this day of . SEAL

NATARY

Signature of Notary Public

Expiration Date / /

Signature of Applicant
RIGHTS OF SUBJECTS OF DATA

The information on your application is requested by the Minnesota Board of Medical Practice. The purpose and intended use of this
information is to enable the Board to determine whether you meet statutory and rule requirements for licensure. The information is
classified as private while your application is pending or if your application is denied, and as public if your license is granted. You are
required to submit this information. Your application will not be processed without it and the form will be returned to you for
completion. This information may be used as the basis for further investigation by the Board into your qualifications. Under some
circumstances, the information could become available to other agencies or persons authorized by law to have access. Attach a
separate page for detailed explanations, when appropriate. Failure to answer all questions completely and accurately, omission or
falsification of material fact, alteration of application may be cause for denial of your application, or disciplinary action if you are
subsequently licensed by the Board.
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