
City of Springfield 
 

Physician Registration Form 
 

 

I, the undersigned, herewith present Medical License # ________ for the records of the Office of 

the City Clerk.  I intend to conduct the practice of medicine in the City of Springfield. (Please 

attach a photo copy of the License if registering by mail). 

 
My office or usual place of business ___________________________________________ 

                                                                                       (Street Name) 
 

_______________________________________________________________________ 
      (City)     (State)    (Zip Code) 

 
The required fee of $25.00 is herewith tendered. 
 
Signature _______________________________________       Date ______________ 

 
Print Name  ____________________________________________________________ 

 
 
 

** FOR ADMINISTERATIVE USE ONLY ** 
__________________________________________________________________________ 

 
 

Springfield, Massachusetts                     Date _________________  
 

In accordance with the provisions of Chapter 112, Section 8 of the MA General  
 

Laws, I hereby certify that   Dr.   ___________________________________________   
 

Has this day exhibited certificate or certificate statement  #_________________ issued 
 

Under the authority of the laws of the Commonwealth and the City of Springfield. 
 

The required fee of $50.00 has been paid. 
 
 

Signed ______________________________________Clerk of the City of Springfield. 
Wayman Lee 
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