
Licensure Verification Form 
New Hampshire Board of Medicine 

RELEASE OF INFORMATION FROM OTHER LICENSING AUTHORITIES 
 

I am applying for a license to practice medicine in the State of New Hampshire. The NH Board of Medicine 
requires that the following form be completed by each jurisdiction in which I am now or was previously 
licensed. This constitutes your authority to release any and all information in your files, favorable or otherwise, 
directly to the NH Board of Medicine. Kindly mail your response to: 

 

BOARD OF MEDICINE 
7 EAGLE SQUARE 

CONCORD, NH 03301 
Tel: (603) 271-1203 

Biographic Information: 
 
 

Last Name First Name Middle Name Gen. Suffix 
 
 

Mailing Address City State Zip Code 
 

  _     _   
Social Security Number: Date of Birth: 

 
  _     _   
License Number (if known) Signature 

 
The following should be completed by the licensing authority and returned directly to the NH Board at 
the address above. 

 
1. Name of Licensing Authority:    
2. Full Name of Licensee:    
3. License Number:    
4. Is License Current? Yes No Expiration Date:    
5. Is License Restricted? Yes No 
6. Previous Disciplinary Action? Yes No 
7. Pending Investigations? Yes No 

 
If the answer is yes to questions 5, 6 or 7, please attach supporting information. 

 
 
 
 

Signature/Title 
 
 

Date 

 
 

Please affix official 
Board 

seal here 
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