OKLAHOMA STATE BOARD OF MEDICAL LICENSURE AND SUPERVISION
101 NE 51ST STREET OKLAHOMA CITY OK 73105
Phone (405) 962-1400 Fax (405) 962-1440 Email: licensing@okmedicalboard.org

PA FORM #1 — VERIFICATION OF EDUCATION

An educator of the institution from which you obtained your professional academic degree/certificate must complete this form. The seal of the
institution must be impressed on this form or the statement at the bottom of this form must be signed by the author of this form and the signature
notorized. All signatures must be original.

, DO HEREBY CERTIFY THAT THE APPLICANT,

Name of educator

ATTENDED
Name of applicant Name of institution

LOCATED IN , , FROM / / T0 / / **
City State mo. day year mo. day  year

AND WAS AWARDED THE DEGREE/CERTIFICATE OF

*For graduates with a graduation date after July 1, 2007, | certify that the completed program consisted of at least one year of classroom
instruction and one year of clinical experience that included a minimum of one month each in family medicine, emergency medicine and
surgery.

A TRUE COPY OF THE DIPLOMA/CERTIFICATE AWARDED IS ISNOT ATTACHED (If not attached, explain briefly why not)

Records of this institution indicate that while enrolled the applicant was was not the subject of DISCIPLINARY ACTION and/or
PROBATION (if applicant was the subject of DISCIPLINARY ACTION/PROBATION, please provide documentation.)

Name of educator - please type or print

Original Signature

Title
Date
(SEAL)
This institution has no seal
Signature of educator
Sworn to before me on Commission Number: My commission expires:
Date Date

(SEAL)

Notary Signature
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