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PHYSICIAN INFORMATION REQUEST 

 
1. Please use this form when requesting additional information on practitioners licensed by the Arkansas 

State Medical Board.  This will allow for expedited and accurate processing of your request.  If you do 
no utilize this form, your request must contain the same terminology as listed below. 

2. If requesting information on more than one physician, you may attach a list of the physicians’ full 
names and Arkansas license numbers for identification.  Indicate the total number of reports below.   

3. Responses will be mailed via the United States Postal Service within five (5) business days of receipt 
unless faxing or overnight service is requested.   

4. Files that must be retrieved from storage will have a longer turnaround time. 
5. Only detailed license verifications will be faxed; board orders will not be faxed. 
6. If requesting return by overnight service, you must include your account number or a pre-paid 

envelope. 
7. Payment must be made by money order or check and accompany the written request or this form.  If 

the correct fees are not included, it will be returned.  There are no exceptions to this payment policy. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note:  There may not be additional information in the file.  The Board excerpts on the CCVS profile or detailed 
license verification will contain all the information available if there was no violation or appearance by the 
physician.  The Board no longer lists complaints if there was not a violation of the Medical Practices Act or the 
physician was not required to make an appearance.  The Board does not provide copies of medical malpractice 
claims information, settlements, pending or open complaints or investigations. 
 
 

ARKANSAS STATE MEDICAL BOARD 
2100 Riverfront Drive, Little Rock, AR 72202-1747 

Phone (501) 296-1802 - Fax (501) 603-3555 - E-mail: Licensing@armedicalboard.org 
www.armedicalboard.org

 

Physician’s Full Name:          (or list on attached sheet) 
 

Arkansas License Number:      
 
# Physicians Description       Total 

 
  Detailed License Verification with Board minutes excerpts $  
  ($15 per practitioner) 
 

  Copies of Board orders on file relating to disciplinary actions by $  
  the Board ($15 per practitioner) 
 
 

 Mail to: Your Name:    

  Organization:    

  Address:    

      
  

 Fax to: Attention:    

  Fax Number:    Phone:   

***** ASMB Staff Use Only ***** 
There is no additional information on this practitioner. 
Check returned to organization 
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