DUPLICATE this form as necessary to complete a separate sheet for EACH incident. Use
reverse side of this form if additional space is needed.

Applicant Name:

Last First Ml

A. Date of Incident (mm/y¥y):
B. Date of Complaint or Conviction (mm/yy):
C. Date of Resolution (mm/yy):

D. Type of Resolution (Dismissed. Plea Bargain, Misdemeanor, Felony):

E. Allegation(s):

F. Details of Incident:

G. Actions Taken Against You:

H. Current Status of Situation:

I. Medical Practice Privileges Affected as a Result of This Situation:

Signature: Date:
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