NATIONAL PRACTITIONER DATA BANK INFORMATION
	DEMOGRAPHICS

	Practitioner Name:      LAST


	First
	Middle



	Other Name Used :     LAST


	First
	Middle



	Date of Birth:
	Social Security Number:



	Organization Name:    LRMC
	Clinic Name: 



	City:

APO 
	State: 

  AE
	Zip Code:

  09180

	Home Address:



	City:
	State:
	Zip Code:



	Email address:
	Phone Number:



	EDUCATION

	Professional School Attended:
	Year of graduation:



	LICENSURE INFORMATION

	License Number:
	State:
	Field of Licensure:



	Additional Licensure Info:

	License Number:
	State:
	Field of Licensure:


	License Number:
	State:
	Field of Licensure:



	License Number:
	State:
	Field of Licensure:




I attest that the information provided above is accurate to the best of my knowledge.  I also understand that failure to provide all information requested above, could result in denial of clinical privileges at this medical center.







________________________________







Provider Signature/Date
