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STATE OF LOUISIANA 

DEPARTMENT OF HEALTH AND HOSPITALS 

 
 

AGREEMENT TO PROVIDE VOLUNTEER  
SERVICES FOR LOUISIANA RESIDENTS 

 
 This agreement is between the State of Louisiana through the Department of Health and Hospitals  
 
(hereafter referred to as “DHH”) and ________________________________________ (hereafter referred to 
as “Volunteer”).   (PRINT NAME CLEARLY) 

 
 Volunteer agrees to provide services to the State of Louisiana through DHH.  The Volunteer agrees 
and understands that he/she will not receive monetary compensation for his/her services for disaster response. 
 
 DHH agrees to accept the services of volunteer without monetary compensation being paid to 
volunteer. 
 
 DHH and volunteer agree that volunteer to the extent allowed by law is an employee of DHH for the 
limited purposes of indemnification, immunity, and worker’s compensation medical (but not weekly disability 
payments) benefits for any actions that may arise in the course and scope of volunteer’s assigned duties. 
 
 DHH and volunteer further agree that the volunteer’s service may be immediately terminated by 
DHH or volunteer. 
 
 If the volunteer is providing services within their given discipline and scope of practice, by signing 
this agreement, the volunteer verifies that s/he has current credentials and/or professional licenses for which 
credit has been claimed.  The site address, dates of service and services to be provided are:   
 
 
Site Address:   
St. Anna’s Mobile Medical Mission   Lower 9th Ward Clinic 
1313 Esplanade Ave.     5228 St. Claude Ave. 
New Orleans, LA 70116    New Orleans, LA 70117 
 
Dates of Service :  From: _____/______/200__   To: ______/______/200__ 
 
Services To Be Provided:  (Please Circle One)  Medical Services Nursing Services 
 
Description of Services: 
                                        ______Screening, assessment, counseling, treatment, simple procedures and  
 
referral of  persons seeking medical care (mental or physical health) as allowed by training and licensure of  
 
staff___________________________________________________________________________________ 
 
______________________________________________________________________________________  
 
 ______________________________________________________________________________________ 

 



Page 2 of 4 

C:\Users\admin\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\P20H0B9U\SAMM Out-of-State DOCTOR 05-26-08 COPY .doc        

Profile of Volunteer: The following information shall be provided with this signed agreement. 
Validated Credentails and Level Classifications Physicians Registered Nurses Behavioral Health Personnel

Level 1
Degree Required Required* Required 
Unencumbered License Required Required Required 
Certification/ Specialization Required Required Required 
Active Clinical Practice/ Privileges Required Required Required 
Disaster Training Preferred Preferred Preferred 

Level 2
Degree/ Diploma Required Required* Required 
Unecumbered License Required Required Required 
Certification/ Specialization Required Required Required 
Disaster Training Preferred Preferred Preferred 

Level 3
Degree/ Diploma Required Required* Required 
Unemcumbered License Required Required Required 
Specilization (Non-certified) Not applicable Required if applicable Not applicable
Disaster Training Preferred Preferred Preferred 

Level 4
Occupation Required Required Required 
Professional School and Year (X of Y) Required Required Required if applicable
Disaster Training Preferred Preferred Preferred 

Secondary Validation (All Levels) 
National Practitioner Databank Status Required Not applicable Not applicable
DEA License Verification Required Not applicable Not applicable
Inspector General Status** Required Not applicable Not applicable

 
Definitions:  
Degree/ Diploma - relative amount of degree or intensity of competence of a given discipline or given course 
of study; determined by accredited agency and/or organization which identifies the given level of competency 
to be attained/ maintained. 
 
Unencumbered License – latitude of action and restraints granted by an authorized body to practice a 
specified profession. 
 
Certification/ Specialization – fulfillment of specified requirements that evidence knowledge over certain 
process or program. 
 
Active Clinical Practice/Privileges -specific right granted to certain providers to admit patients to a 
hospital(s). 
 
Disaster Training – any type of training received within the past two years geared towards disaster response. 
 
VOLUNTEER: 
 
Signature:  ______________________________________________ 
 
Print name: ______________________________________________ 
 
Date:  __________________________________________________ 
 
 
DHH REPRESENTATIVE: 
 
Signature:  ______________________________________________ 
 
Print name: ______________________________________________ 
 
Date:  __________________________________________________ 
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LOUISIANA STATE BOARD OF MEDICAL EXAMINERS 
(LSBME) 

Main Phone: (504) 568-6820 (auto attendant) 
Merian Glasper, Director of Licensing (504) 568-6824 

Telefax: (504) 599-0503 
 
 
 
 
 
 
 
 
 
 
 

 

Temporary Permit 
 

APPLICATION AND INSTRUCTIONS 
 

(010906) 
 

  
Visit the LSBME website at www.lsbme.louisiana.gov 

 

Physical Address: 
 630 Camp Street, New Orleans, LA 70130 

 
Permitting Process: 

 
A. Physician must submit to the board: 
 
1. A Driver’s license or other form of ID (note: include a copy of any professional forms of ID, i.e. MD wallet 

card or state medical license).   
 
2. A completed DHH form Statement for Purposes of Malpractice Liability Coverage, including: 
 

a. the DHH assigned work site(s); 
b. dates of assignment (no more than 60 days); 
c. the form must be signed by an authorized DHH representative. 
     

3. A completed application identifying at least one other state in which the applicant holds a current, unrestricted 
license to practice medicine and such additional information as may be required by the board.  

 
B. Following verification of licensure status, and satisfactory completion of the application process, the applicant 

shall appear and present his ID to the board or its designee for purposes of verification and permit issuance. 
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LOUISIANA STATE BOARD OF MEDICAL EXAMINERS 
P. O. Box 30250, New Orleans, LA 70190-0250; Telephone: (504) 568-6820; Telefax: (504) 599-0503 

 

Temporary Permit Application 
(010906) 

 

NAME: LAST 
           

FIRST 
 

MIDDLE 
 

SUFFIX (SR, JR) 
 

SOCIAL SECURITY NUMBER 
 
 

DRIVER’S LICENSE # & STATE 
 
 

CONTROLLED SUBSTANCES PERMIT #’S 
DEA:                                STATE:                                
FED: 

ADDRESS:  STREET & NO. (DO NOT USE P.O. BOX) 
 

CITY 
 
 

STATE 
 
 

ZIP + 4 
 
 

COUNTY/PARISH 
 
 

COUNTRY (IF NOT U.S.) 
 
 

PHONE: 
FAX: 
EMAIL:                                                      

 

Medical School and Current Practice Location  

From Month/Year To Month/Year City State or 
Country Medical School/Employer  

Specialty 
or 

Activity 

/ /     

/ /     

/ /     

Do you hold a current, unrestricted license to practice medicine in another state, territory or province? _____Yes _____No 
If yes, list the State(s), License Number(s), Issue Date(s) and Basis (i.e. FLEX/USMLE/National Boards/COMLEX-USA); Must be current and unrestricted. 

State(s) License Number(s) Issue Date(s) & Basis  
   
   

 

ACKNOWLEDGEMENT  

Answer the following questions (Yes answers must be explained on separate sheet) 

1. In the five years prior to this application, have you had any physical injury or disease or mental illness or impairment, which could 
reasonably be expected to affect your ability to practice medicine or other health profession? YES NO 

2. In the five years prior to this application, have you been addicted to or used in excess any drug or chemical substance including alcohol or 
treated through a drug or alcohol rehabilitation program?   

3. In the five years prior to this application, have you been addicted to or used in excess any drug or chemical substance including alcohol or 
treated through a drug or alcohol rehabilitation program?   

4. Are you currently charged with, or have you ever been convicted of, or pled guilty or nolo contendere to, any crime constituting a felony 
under any state or federal law?                                                                                                                                                  

5. Has your application for examination or medical licensure ever been rejected or denied?   
6. Have you ever been denied, had suspended, revoked or restricted, staff or clinical privileges in any hospital?   
7. Have you ever voluntarily surrendered, or did you have suspended, revoked or restricted, your controlled substances license or registration 

(state or federal)?   
8. Have you ever voluntarily surrendered, or did you have suspended, revoked, placed on probation, or restricted in any manner, any 

professional license issued by any licensing authority?   
9. Have you ever been the subject of any type of disciplinary action or inquiry by any licensing agency, hospital, institution, society, etc.?   
10. Have you ever agreed not to seek re-licensure in any licensing jurisdiction?   
11. Have you ever been, or are you currently in the process of being, denied, terminated, suspended, refused, limited, placed on probation or 

placed under other disciplinary action with respect to your participation in any private, state, or federal health insurance program (e.g., 
Medicare, Medicaid)? 

  

ACKNOWLEDGMENT OF APPLICANT 
 I HEREBY acknowledge that all statements made and information provided in or with my application are true, correct and complete; that I 
am the person named in the credentials herewith presented; that the photograph submitted to the LSBME is a true likeness of me; that in consideration 
of the issuance to me of a permit to practice in Louisiana I acknowledge that I shall observe, abide by and uphold the laws of the State of Louisiana 
governing my practice and that I shall not engage in the practice of medicine in Louisiana other than on a voluntary, non-compensated, gratuitous 
basis, and only at the location(s) specified in my application; and that I shall abstain from unethical, deceptive and fraudulent methods of practice and 
from immoral, unprofessional and unethical conduct.  I further agree that the violation of this acknowledgement shall constitute cause sufficient for the 
immediate revocation and cancellation of this permit. 
 
Date     Signed _________________________________________________________________    

Full Name 


