
Wisconsin Department of Safety and Professional Services 
Division of Policy Development 
1400 E. Washington Ave. 
PO Box 8366 
Madison WI  53708-8366 
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Web: http://dsps.wi.gov 
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Scott Walker, Governor 
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RE-ENTRY TO PRACTICE COMMITTEE 
MEDICAL EXAMINING BOARD 

Room 121A, 1400 East Washington Avenue, Madison 
Contact: Tom Ryan (608) 266-2112 

June 20, 2018 

The following agenda describes the issues that the Committee plans to consider at the meeting.  At the time of 
the meeting, items may be removed from the agenda.  Please consult the meeting minutes for a record of the 

actions of the Committee. A quorum of the Board may be present during any committee meetings. 

AGENDA 

9:30 A.M. 
(or immediately following the Medical Examining Board meeting) 

OPEN SESSION – CALL TO ORDER – ROLL CALL 

A. Adoption of Agenda (1)

B. Approval of Minutes of May 16, 2018 (2)

C. Administrative Updates
1. Department and Staff Updates

D. Re-Entry to Practice (3-38)
1. Other States Information – Renewal Questions
2. Topics for Next Meeting

E. Public Comments 

ADJOURNMENT 

****************************************************************************************** 
MEETINGS AND HEARINGS ARE OPEN TO THE PUBLIC, AND MAY BE CANCELLED WITHOUT 
NOTICE. 

Times listed for meeting items are approximate and depend on the length of discussion and voting.  All meetings 
are held at 1400 East Washington Avenue, Madison, Wisconsin, unless otherwise noted.  In order to confirm a 
meeting or to request a complete copy of the council’s agenda, please call the listed contact person.  The council 
may consider materials or items filed after the transmission of this notice.  Interpreters for the hearing impaired 
provided upon request by contacting the Affirmative Action Officer, 608-266-2112 
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Medical Examining Board 

Meeting Minutes 

May 16, 2018 

Page 1 of 1 

MEDICAL EXAMINING BOARD 

MEETING MINUTES 

MAY 16, 2018 

PRESENT: Mary Jo Capodice, D.O.; Rodney Erickson, M.D.; Lee Ann Lau, M.D.; David Roelke, 

M.D. (via GoToMeeting) 

EXCUSED: David Bryce, M.D. 

STAFF: Tom Ryan, Executive Director; Kate Stolarzyk, Bureau Assistant, and other Department 

staff 

CALL TO ORDER 

Lee Ann Lau, Chair, called the meeting to order at 11:25 a.m. A quorum of four (4) members was 

confirmed. 

ADOPTION OF AGENDA 

MOTION: David Roelke moved, seconded by Mary Jo Capodice, to adopt the agenda as 

published. Motion carried unanimously. 

APPROVAL OF MINUTES OF APRIL 18, 2018 

MOTION: Mary Jo Capodice moved, seconded by David Roelke, to approve the minutes of 

April 18, 2018 as published. Motion carried unanimously. 

ADJOURNMENT 

MOTION: David Roelke moved, seconded by Mary Jo Capodice, to adjourn the meeting. 

Motion carried unanimously. 

The meeting adjourned at 12:53 p.m. 
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State of Wisconsin 
Department of Safety & Professional Services 

Revised 8/13 

 

AGENDA REQUEST FORM 
1) Name and Title of Person Submitting the Request: 
 
Dale Kleven 

Administrative Rules Coordinator 

2) Date When Request Submitted: 
 
6/8/18 

Items will be considered late if submitted after 12:00 p.m. on the deadline 
date:  

▪ 8 business days before the meeting 

3) Name of Board, Committee, Council, Sections: 
 
Reentry to Practice Committee of the Medical Examining Board 

4) Meeting Date: 
 
6/20/18 

5) Attachments: 

 Yes 

 No 

 

6) How should the item be titled on the agenda page? 
Other States Information – Renewal Questions 

 

 

7) Place Item in: 

 Open Session 

 Closed Session 

 Both 

 

8) Is an appearance before the Board being 
scheduled?   
 

   Yes (Fill out Board Appearance Request) 

  No 

9) Name of Case Advisor(s), if required: 
 
      

10) Describe the issue and action that should be addressed: 
 

 

11)                                                                                  Authorization 

Dale Kleven                                                June 8, 2018 

Signature of person making this request                                                                                          Date 
 

 

Supervisor (if required)                                                                                                                       Date 
 

 

Executive Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Policy Development Executive Director. 
3.  If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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Illinois 

 

 

44



Iowa 
 
 
 

QUESTIONS ASKED ON RENEWAL APPLICATIONS -- EVERY TWO YEARS 
(IOWA) 

(Questions answered in the affirmative require detailed explanation and documentation.) 
  

1.      Have you been investigated or subject to an inquiry/review by any medical/osteopathic 

licensing agency, other than the Iowa Board of Medicine, including an investigation or 

review which resulted in no formal action since the date of your last renewal? 

2.      Have you been disciplined or sanctioned by another medical licensing authority, 

professional society, federal agency, including the U.S. Department of Health and Human 

Services, or health care facility since the date of your last renewal? 

3.      Aside from ordinary initial requirements of proctorship, have your clinical privileges or 

medical staff status at any hospital or health care entity, nursing facility, clinic, or other 

professional healthcare organization been limited, suspended, revoked, not renewed, 

voluntarily modified, relinquished, denied or subject to disciplinary or probationary 

conditions while under investigation, peer review or disciplinary action since the date of your 

last renewal? 

4.      Have you been charged with a felony or misdemeanor crime since the date of your last 

renewal? 

5.      Have you had a medical condition which in any way impaired or limited your ability to 

practice medicine with reasonable skill and safety since the date of your last renewal? 

6.      Have you been in violation of any child support order or written agreement to pay child 

support since the date of your last renewal? 

7.      Have you received a certificate of non-compliance from the College Student Aid 

Commission regarding non-payment of a student loan since the date of your last renewal? 

8.      Have you dispensed any drugs from your office other than samples since the date of your 

last renewal?  In other words, do you give your patients any kind of medication that are not 

samples? 
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Maine 
 

HAVE YOU EVER: 

YES NO 

 

     1. Have you EVER had ANY licensing authority (INCLUDING MAINE) deny your application for any 

type of license, or take any disciplinary action against the license issued to you in that jurisdiction, 

including but not limited to warning, reprimand, fine, suspension, revocation, restrictions in permitted 

practice, probation with or without monitoring? 

 

     2. Have you EVER agreed with any licensing authority to voluntarily follow practice limitations, 

restrictions, guidelines, to make reports or to complete specific continuing education or course work? 

 

     3. Have you EVER been notified of the existence of allegations, investigations and/or complaints involving 

you, filed with or by ANY licensing authority (INCLUDING MAINE), which allegations, investigations 

and/or complaints remain open as of the date of this application? 

 

SINCE YOUR LAST RENEWAL APPLICATION: 

YES NO 

 

     4. Have you left a medical licensing jurisdiction (INCLUDING MAINE) while a complaint, investigation 

or allegation was pending? 

 

 5. Have you been denied registration, or had your ability to prescribe or dispense controlled substances 

modified, restricted, suspended, revoked, or voluntarily suspended by, or surrendered to 

      a) U. S. Drug Enforcement Administration (DEA)? 

      b) Any state/territory of U. S. INCLUDING MAINE? 

 

     6. Has there been a finding by any state or federal court or governmental agency that you violated any rule 

or law regulating the practice of health care? 

 

     7. Has there been a finding against you in any inquiry, investigation, or administrative or judicial 

proceeding by an employer, educational institution, professional organization, or licensing authority, or 

in connection with an employment disciplinary or termination procedure? 

 

 

SINCE YOUR LAST RENEWAL APPLICATION: 

YES NO 

 

     8. Have you received a sanction or entered into any settlement agreement or integrity agreement related to 

Medicare, TRICARE or any state Medicaid program? 

 

9. The purpose of the following questions is to determine the current fitness of the applicant to practice 

medicine.  The following inquiries concern medical, mental health, and substance misuse issues.  This 

information is treated confidentially by the Board.  The mere fact of treatment for medical, mental health 

or substance misuse is not, in itself, a basis on which an applicant is ordinarily denied licensure when 

he/she has demonstrated personal responsibility and maturity in dealing with these issues.  The Board 

encourages applicants who may benefit from such treatment to seek it.  The Board may deny a license to 

applicants whose ability to function in the practice of medicine or whose behavior, judgment, and 

understanding is impaired by substance misuse or a medical or mental health condition.   

 

         a. Do you have a mental or physical condition that currently impairs your ability to safely and 

competently practice medicine? 
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         b. Have you been diagnosed with or treated for any medical or mental health disorder that impaired your 

behavior, judgment, understanding, or ability to function in school, work or other important life 

activities? 

 

         c. Do you currently use any chemical substance(s), including alcohol, which in any way impairs or limits 

your ability to practice your profession with reasonable skill and safety? 

 

             If any of your answers to questions 9(a-c) is “Yes,” are the limitations or impairments caused by your 

medical, mental   N/A         health, or substance misuse condition reduced or improved because you receive 

ongoing professional treatment (with or           without medication) or because you participate in a 

professional monitoring program? Current voluntary participation in          the Medical Professionals Health 

Program or similar program will be kept confidential. 

  

        d. Are you currently engaged in the illegal use of illicit drugs or prescription drugs that have not been 

prescribed to you pursuant to a legitimate physician-patient relationship?  “Legitimate” means “Being 

in compliance with the law or in accordance with established and accepted standards.” 

 

         e. Have you used illegal drugs or prescription drugs that have not been prescribed to you pursuant to a 

legitimate physician-patient relationship?  

 

         f. Have you obtained illegal drugs or prescription drugs that have not been prescribed to you pursuant to 

a legitimate physician-patient relationship? 

 

         g. Have you furnished or provided illegal drugs to anyone other than medical marijuana per applicable 

state law? 

 

         h. Have you furnished prescription drugs to or written a prescription for anyone without having a 

legitimate physician-patient relationship (This includes conduct for which you may NOT have been 

adjudicated in any civil, administrative or criminal proceeding)? 

 

   i. Have you been found in any civil, administrative or criminal proceeding to have: 

      a.  Possessed, used, prescribed for use, or distributed any drugs in any way other than for 

legitimate or therapeutic                   purposes?  

      b.  Diverted any drugs? 

      c.  Violated any drug law? 

      d.  Prescribed any controlled substances for yourself or family/household members? 

 

         j. Have you raised the issue of consumption of drugs or alcohol or the issue of a medical, mental health 

or substance misuse disorder as a defense or in mitigation of, or as an explanation for your actions in 

the course of any administrative or judicial proceeding or investigation; any inquiry or other 

proceeding; or any proposed termination action (educational, employer, government agency, 

professional organization, or licensing authority)? 

 

     10. Have you been charged, summonsed, indicted, arrested, or convicted of any criminal offense, including 

when those events have been deferred, set aside, dismissed, expunged or issued a stay of execution? 

Please include motor vehicle offenses such as Operating Under the Influence, but not minor traffic or 

parking violations. 

 

     11. Have you applied for hospital, HMO or other health care entity privileges which were denied? 

 

 

 

SINCE YOUR LAST RENEWAL APPLICATION: 

YES NO 

 

77



     12. Have you had your staff privileges or employment at any hospital, long term care facility, HMO, or 

other health care entity terminated, revoked, reduced, restricted in any way, suspended, made subject to 

probation, limited in any way, or withdrawn involuntarily?  

 

     13. Have you voluntarily surrendered privileges or resigned from staff membership during peer review or 

investigation or to avoid peer review or investigation? 

 

     14. Have you resigned from employment in lieu of termination or while under investigation?   

 

     15. Have you been terminated or suspended from any employment? 

 

     16. Have you been deselected from a managed care organization physician panel? 

 

     17. Have you been disciplined by a professional society or resigned while an accusation was pending? 

 

     18. Have you endangered the safety of others, breached fiduciary obligations, or violated workplace 

conduct rules? 

 

     19. Have you been named in any medical malpractice liability claim or lawsuit adjudicated by a court in 

favor of the other party, or settled by you or your insurance company/representatives with or without 

your express consent? 

 

     20. Do you have any open/pending malpractice claims? 

 

     21. Do you intend to practice medicine within the State of Maine without active medical staff privileges at 

a Maine hospital? 

 

     22. Do you plan to practice telemedicine in Maine?  If so, please provide a short description of your plan to 

practice with Maine Patients, including your practice protocols, your physical practice location, your 

publicly available telemedicine website portal, and whether you will be combining in-person medical 

practice with telemedicine? 

    23. Has it been longer than 24 months since you last practiced clinical medicine? 
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Minnesota
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North Carolina

1212



 
 

 
 

 
 

1313



 
 

 

1414



Name: _________________________ Page 1 of 5 License No. _________ 

Answer questions ONLY as they relate to the period since you last renewed, through present. 

I. DISCIPLINARY, COMPETENCY AND HEALTH INFORMATION: Yes No 
A. Since you last renewed your license, have you been convicted of, pled guilty or nolo
contendere to, or had or have charges pending against you for any crime including felonies,
misdemeanors, municipal ordinances, and/or Military Code of Justice violations (including, but not
limited to, driving under the influence of any intoxicating substance, but not including non-moving
traffic violations or moving violations which do not involve alcohol or substance impairment)?

If your answer to this question is “Yes,” please provide a complete written explanation including, but 
not limited to: 
a. The name and location of the court where you were charged and the docket number of your

case;
b. The offense(s) to which you pled or of which you were found guilty;
c. All terms of the sentence imposed, including fines, restitution, etc.;
d. Whether you have completed the sentence;
e. The date the sentence was imposed; and,
f. If applicable, the name, address and telephone number of your probation officer.
Attach to this renewal application form a copy of the sentencing order and any orders indicating
that the sentence has been completed.

Yes No 
B. Since you last renewed your license, have you developed any medical condition which, in
any way, impairs or limits, or might impair or limit, your ability to safely and skillfully practice
medicine?

If your answer to this question is “Yes,” please provide a complete written explanation for each such 
condition including, but not limited to: 
a. The diagnosis;
b. The treatment plan and prognosis;
c. The name, address and telephone number of your treating physician(s);
d. The manner in which the condition impairs or may impair your ability to safely and competently

practice medicine;
e. Any restrictions or conditions imposed upon your practice by any licensing agency or health

care facility due to such condition; and,
f. How you are accommodating the condition in your practice.
Attach to this renewal application form the most recent medical records and/or a written report
from your treating physician(s) describing the diagnosis, the current treatment regime, a prognosis
and any limitations arising from the condition.

IMPORTANT: Failure to (a) answer 
any question, (b) provide specific details 
regarding affirmative answers, or (c) 
enclose the required $275  renewal 
fee, will delay the processing of your 
application for renewal. 

PLEASE PRINT: 
Last Name:  
First Name: 
Middle Name/Initial: 
License No.:  

CHECK ONE BOX: 
 Renew my license (Submit $275 fee)
 Do not renew my license (State reason)

__________________________
 I hold an emeritus license*
 I hold an inactive license*
* Applicant must complete and return the

applicable status affidavit available at
http://wyomedboard.wyo.gov or by
calling the Board at 307.778.7053

Wyoming Board of Medicine 
Application to Renew License to Practice 
Medicine in Wyoming for the period  
July 1, 2018, through June 30, 2019 
Note to Physician: Please carefully proofread your responses 
on this form before submitting it.  You are responsible for all 
information on this form, including any errors or omissions. 

Wyoming
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Name: _________________________ Page 2 of 5 License No. _________ 

 Yes No 
C. Since you last renewed your license, have you been hospitalized for, missed work because 
of, or been significantly impaired by any mental or emotional condition?   

If your answer to this question is “Yes,” please provide a complete written explanation for each such 
condition including, but not limited to: 
a. The circumstances and the diagnosis; 
b. The treatment you are undergoing and the prognosis; 
c. The name, address and telephone number of your treating professional(s); 
d. The manner in which the condition impairs or may impair your ability to safely and competently 

practice medicine; 
e. Any restrictions or conditions imposed upon your practice by any licensing agency or health care 

facility due to such condition; and, 
f. How you are accommodating the condition in your practice. 

Attach to this renewal application form the most recent medical records and/or a written report from 
your treating professional(s) describing the diagnosis, the current treatment regime, a prognosis and 
any limitations arising from the condition. 

 

 Yes No 
D. Since you last renewed your license, have you been evaluated, diagnosed or treated for 
any substance abuse disorder including, but not limited to, alcohol, tranquilizers, sedatives, 
psychoactive medications, cocaine, marijuana, opiates, benzodiazepines or any other narcotic or 
potentially-addicting substance?  NOTE: If you have a fully-executed contract in force with the 
Wyoming Professional Assistance Program (“WPAP”), you may answer “No” to this question. 

  

If your answer to this question is “Yes,” please provide a complete written explanation for each such 
substance including, but not limited to: 
a. The substance(s) in question; 
b. The treatment you are undergoing and the prognosis; 
c. The name, address and telephone number of your treating professional(s); 
d. Any restrictions or conditions imposed upon your practice by any licensing agency or health care 

facility due to such condition; and, 
e. How you are accommodating the condition in your practice. 

Attach to this renewal application form any agreement between you and any professional assistance 
program, Alcoholics Anonymous, or any other rehabilitation and/or monitoring group. 

 

 Yes No 
E. Since you last renewed your license, have you been reprimanded, demoted, disciplined, 
cautioned, placed on probation, been placed on or taken leave (except vacation leave), or been 
terminated by any employer, educational institution or training program for any reason? 

  

If your answer to this question is “Yes,” please provide a complete written explanation for each such 
action taken against you including, but not limited to: 
a. A detailed description of the circumstances and event(s) leading to the action(s); 
b. The effective date of the action(s); 
c. The name, address and telephone number of the persons and/or entities taking action(s); 
d. Any restrictions or conditions imposed upon your practice due to such action(s);  
e. The resolution and/or current status of such action(s); and, 
f. How you are accommodating the action(s) in your practice. 

Attach to this renewal application form all documents pertinent to the action(s). 

 

 Yes No 
F. Since you last renewed your license, have you been under investigation or had or have any 
adverse charges or complaints filed against you by: any education training program or facility; 
medical licensing board; local, state, federal or military professional or disciplinary body; any 
hospital privileging or credentialing body or grievance committee; or any other medical group, 
including medical societies and specialty boards? 

  

If your answer to this question is “Yes,” please provide a complete written explanation for each such 
action taken against you including, but not limited to: 
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Name: _________________________ Page 3 of 5 License No. _________ 

a. The charge(s) against you; 
b. A detailed description of the circumstances and event(s) leading to the action(s); 
c. The effective date of the action(s); 
d. The name, address and telephone number of the persons and/or entities taking action(s); 
e. Any restrictions or conditions imposed upon your practice due to such action(s);  
f. The resolution and/or current status of such action(s); and, 
g. How you are accommodating the action(s) in your practice. 

Attach to this renewal application form all documents pertinent to the action(s). 

 

 Yes No 
G. Since you last renewed your license, have you been denied licensure, privileges or 
membership by any licensing board, hospital medical facility, professional society, specialty 
board, or medical body? 

  

If your answer to this question is “Yes,” please provide a complete written explanation for each denial 
including, but not limited to: 
a. The basis for denial; 
b. A detailed description of the circumstances and event(s) leading to the denial(s); 
c. The name, address and telephone number of the entity making the denial(s); 
d. The date the denial was issued. 

Attach to this renewal application form all records of the application and denial process including, but 
not limited to, final orders and/or findings. 

 

 Yes No 
H. Since you last renewed your license, have you withdrawn an application for licensure or 
privileges in any jurisdiction?   

If your answer to this question is “Yes,” please provide a complete written explanation for each 
withdrawal including, but not limited to: 
a. The name, address and telephone number of the entity to which you had applied; 
b. The license, privileges or membership applied for; 
c. The date you withdrew the application;  
d. The reason for your withdrawal; and, 
e. Whether the withdrawal was permitted by the entity in lieu of a denial of your application. 

Attach to this renewal application form all records of the application process and your withdrawal 
including, but not limited to, final orders and/or findings. 

 

 Yes No 
I. Since you last renewed your license, have you entered into any agreements, consent 
decrees, stipulations, conditions or restrictions with any other licensing boards?   

If your answer to this question is “Yes,” please provide a written explanation for each situation 
including, but not limited to: 
a. A detailed description of the circumstances and event(s) leading to the agreement, consent 

decree, stipulation, condition or restriction; 
b. The name, address and telephone number of the licensing board with which you have the 

agreement, consent decree, etc. 
c. The effective date of the action(s); 
d. The resolution and/or current status of each agreement, consent decree, etc.; and, 
g. How you are accommodating the agreement, consent decree, etc. in your practice. 

Attach to this renewal application form all documents related to such actions including, but not limited to, 
the final agreement(s), consent decree(s), stipulation(s), condition(s), and restriction(s) and related orders 
and/or findings. 

 

 
[REMAINDER OF THIS PAGE INTENTIONALLY LEFT BLANK.] 
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Name: _________________________ Page 4 of 5 License No. _________ 

 
II. LIABILITY INFORMATION: Yes No 
A. Since you last renewed your license, have any professional liability claims been filed 
against you?   

If your answer to this question is “Yes,” please indicate how many claims have been filed and provide a 
complete written explanation for each claim including, but not limited to: 
a. The name and location of the court where the action was filed and the docket number of the 

case; 
b. The allegations of the claim against you; 
c. If applicable, the date and manner in which the claim was resolved; and, 
d. The amount, if any, paid to the claimant by you and/or your insurance carrier; 

Attach to this renewal application form all records of the application process and your withdrawal 
including, but not limited to, final orders and/or findings. 

 

 Yes No 
B. Since you last renewed your license, has any professional liability insurance carrier 
terminated your coverage?   

If your answer to this question is “Yes,” please provide a complete written explanation including, but 
not limited to: 
a. The name, address and telephone number of the company which terminated coverage; 
b. The basis for termination; and, 
c. The effective date of the termination. 
Attach to this renewal application form all records of the application process and your withdrawal 
including, but not limited to, final orders and/or findings. 

 

 

 

III. DEMOGRAPHIC INFORMATION: 
A. ADDRESS 
 

Office Address: 
(Published on Web Site) 

      

      

City:       State:       ZIP:       

Office Phone:       Fax:       E-mail:  
(Not published)       

All Board correspondence with you will be sent to this address: 
Mailing Address: 
(NOT published on Web 

Site) 

      

      

City:       State:       ZIP:       
B. AREA OF PRACTICE 

 Administration  Clinic  Consultant  Direct Patient Care 

 Government  Hospitalist  Locum Tenens  Medical Teaching 

 Military  Permanent Part-Time Clinic  Research  Resident in Training 

 Retired  Tele-Medicine   

C. SPECIALTY 

Specialty:       Sub-Specialty:       

Board 
Certified?  Yes  No Board 

name:       Expires:       

   Board 
name:       Expires:       

   Board 
name:       Expires:       
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Name: _________________________ Page 5 of 5 License No. _________ 

 

IV. CONTINUING MEDICAL EDUCATION: 
Physicians renewing an active or emeritus license to practice medicine in Wyoming must verify satisfactory 
completion of at least 60 hours of qualified CME in the preceding three years.  Please indicate below whether 
you have completed the required 60 hours of qualified CME since July 1, 2015, or, if you have not, indicate the 
reason you are not subject to the requirement, or request an extension of the deadline for completion of CME: 
1.   I verify that I have completed at least 60 hours of qualified CME since July 1, 2015 

OR 
2.   I am exempt from the CME requirement because (check one): 

 (a) As of July 1, 2018, I have held an initial Wyoming medical license for less than 3 years. 
 (b) In the past 3 years I have been certified or recertified by an ABMS-member board. 
 (c) I am currently, or in the last 3 years have been, enrolled in an ACGME- or RCPSC-approved 

residency program. 
 (d) I hold an inactive license to practice in Wyoming, and am submitting herewith an affidavit to 

that effect. You must submit an affidavit to the Board office.  The form is available on the Board’s web 
page (http://wyomedboard.state.wy.us) or by calling the Board office (307-778-7053) 

 (e) Due to circumstances beyond my control (ex: temporary disability, mandatory military service 
or officially-declared disaster), I request an exemption from (check one) part   all   of the CME 
requirements for this year.  The reason(s) for requesting this exemption is (Please be specific in stating 
reason(s) and whether you are requesting a partial or full exemption): 

 
 
 
 
You will be notified in writing whether your request for exemption has been granted and, if so, whether it is for part 

or all of the CME requirement. 
OR 

3.   I HAVE NOT COMPLETED at least 60 hours of qualified CME since July 1, 2015, and DO NOT 
QUALIFY FOR ANY EXEMPTIONS.  I am requesting the Board to grant an extension of the deadline for up to 
one (1) year to complete the required CME credits.  The good cause for granting me this extension is (Please be 
specific): 
 
 
 
 
 
 
You will be notified in writing whether your request for an extension has been granted and, if so, the length of the 

extension (not to exceed one year). 

 
RETURN WITH RENEWAL FEE TO: 

Wyoming Board of Medicine 
130 Hobbs Avenue, Suite A 

Cheyenne, WY 82002 

By my signature I certify that all information provided in and on this renewal application and any materials 
submitted herewith is true and accurate.  I understand that the omission or misrepresentation of any 
information on this renewal application or attached materials constitutes grounds for possible investigation of, 
disciplinary action affecting, and/or denial of renewal, of my license to practice medicine in Wyoming.   

             
Signature Printed/Typed Name Date 
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