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General Information

Arizona Medical Board

William Richardson MD
Tucson Women's Center
5240 E Knight Dr Ste 112
Tucson AZ 85712-2122
Phone: (520) 323-9682

License Number: 18829

License Status: Active

Licensed Date: 06/09/1989

License Renewed: 03/03/2010

Due to Renew By: 03/30/2012

If not Renewed, License Expires: 07/30/2012

Education and Training

Information up to the date of initial licensure is verified by the Board. Information provided by the
physician after this date is not verified by the Board.

Medical School: UNIV OF MI MED SCH
Ann Arbor, Michigan

Graduation Date: 06/28/1985

Residency: 07/01/1985 - 06/30/1989 (Obstetrics & Gynecology)
HENRY FORD HEALTH SYSTEM
DETROIT , Mi

Area of Interest Obstetrics & Gynecology (ABMS Board Certified)

The Board does not verify current specialties. For more information please see the American Board of
Medical Specialties website at http://www.abms.org to determine if the physician has earned a
specialty certification from this private agency.

Board Actions




None

A person may obtain additional public records related to any licensee, including dismissed complaints and
non-disciplinary actions and orders, by making a written request to the Board. The Arizona Medical Board
presents this information as a service to the public. The Board relies upon information provided by licensees
to be true and correct, as required by statute. It is an act of unprofessional conduct for a licensee to provide
erroneous information to the Board. The Board makes no warranty or guarantee concerning the accuracy or
reliability of the content of this website or the content of any other website to which it may link. Assessing
accuracy and reliability of the information obtained from this website is solely the responsibility of the user.
The Board is not liable for errors or for any damages resuiting from the use of the information contained
herein.

Please note that some Board Actions may not appear until a few weeks after they are taken, due to
appeals, effective dates and other administrative processes.

Board actions taken against physicians in the past 24 months are also available in a chronological list.

Credentials Verification professionals, please click here for information on use of this website.
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ARIZONA BOARD OF MEDICAL EXAMINERS % —

2001 Wast Camelback Road, Suite 300
Phoerux, Arizona 85015
A C (802) 255-3751

APPLICATION FOR A LICENSE
TO PRACTICE MEDICINE
THROUGH
ENDORSEMENT

MAR
‘_ FOR BOARD USE 29
‘ DO NOT USE THIS SPACE

1989
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ALL FORMS PROVIDED MUST BE COMPLETED BY THE APPROPRIATE AGENCY AND RETURNED DIRECTLY TO THIS BOARD

INFORMATION

All candidates shall provide satisfactory evidence that

[TV N

Lo

He possesses a good morat and professional reputation

He s physically and mentally able to engage safely in the practice of medicine

He has not been found guity of any act of unprefessional conduct; medical incompetency, or mentally or physically unable toengage
safely in the practice of medicine.

He has not had disciphnary action taken against lam by any other state. ternitory, district or country for reasons relating 1o his ability
to engage safely and skilfully in the practice of medicine.

NOTE: Applications are processed on a first-come first-served basis; the processing of a routine application can take 14 to 18 weeks.

Applications not fully complete within one year from date of receipt, including participation in an oral examination, if applicable, are
considered withdrawn.

APPLICATION INSTRUCTIONS
{Read Caretully)

In addition to the appropriate completion of the applhicable sections of this application, the apphcant will submit the following

!

Lol

W

~3

Evidence of name and date of birth (a) a2 photocopy of birth certificate; or {b) an onginal Ceruficate of Naturalization, or (¢) other
documentary evidence for consideratinn {Visa, green card, Passport, etc )

Certified evidence of any legal name changes other than that shown on certificates filed 1n accordance with paragraph labove, {e g,
marnage certificate)

. Photocopy of M D Degree Diploma, OR M B . B'S Degree Diploma for foreign graduates

Photocopy of the DD 214 Form of release from the U.S military or pubhic health service. OR, if currently serving, have attached
herewith a letter from any Commanding Officer setting forth the dates of active duty, assignments, and anticipated date of release
from active duty

Photocopies of any certificates awarded by any of the American medical specialty boards

Photocopies of all certificates awarded upon completion of any internship, residency, fellowship or other post-graduate medical
education undertaken in United States or Canadian hospitals, OR letters of certfication of partial, past, or current traming

The name and address of all of the following

(a) The secretary of the county medical society where you practiced for the three years prior to filing this application, and

(b} All of your hospital affiliatons for the five vears prior to filing this application and the Chief of Staff or Chief of Service for each
A statement of your exact whereabouts and nature of practice [rom date of graduation from medical school to the present, with
specific month and vear hsted for each location No penod unaccounted for 1s allowed



9 Cashier's Check or Money Orderin U S Funds (personal checks not accepted), covering the statutory fee of $450 00 There are no
refunds

10 Applicants, whose written examuation; FLEX examination, National Board of Medical Examiners (NBME) or Licensing Medical
Councy of Canada (LMCC) certificates, upon which endorsement 1s sought was recerved more than fifteen years preceding the filing
of this apphcation, are required to submut to oral examination in their speaalty field of practice

11 Credentials submutted 1n foreign languages shall have affixed thereto a cerufied translation into Enghsh.

12 Separated or Muulated Apphcatons are not acceptable and will require refiling

13 Requests for exemptions or warvers of any portion of this application will be denied and will delay your consideration for licensure

14 NOTE: Allcredentials submitted must remain the property of the Arizona Board of Medical Examinersand NONE will be returned

except onginal Certficates of Naturalization or the applicant’s triplicate copy of Declaration of Intention.
15 Photocopies shall not exceed 8% inches by 11 1nches in size.

UNITED STATES OR CANADIAN MEDICAL SCHOOL GRADUATES

Graduates of medical schools located 1n the United States or Canada which were approved by the Councail on Medical Education of the
Amencan Medical Association, the Canadian Medical Counail, or the Association of American Medical Colleges. will forward forms
numbered I, 11, and 111 to the appropriate agency with the request that they be completed and returned directly to the Arizona Board of
Medical Examiners

ALL OTHER MEDICAL SCHOOL GRADUATES

Graduates of medical schools located ocutside the United Staies or Canada will forward Forms numbered 1, I, 11, and IV as may be

apphicable, to the appropriate agency with the request that they be completed and returned to the Arizona Board of Medical Examiners

Note  Apphcations will not be processed nor considered until ALL required forms are completed and returned directly to the Arizona
address provided.

APPLICATION
(To be completed, signed by apphcant and notanzed. All questions MUST be answered completely )
I Present Legal Name RICHARDS o N Wikbl 4 ™M He N P—Y
PRINT OR TYFE tlasty (First) {Mrddley

{a) Other names used. Social Securiti No “

2 Address. Residence I
(N i , {Streery (Cite} {Stare) (Zip (:'gdc) (’”é{:) .
Office 2149 WEST (ap&AND BLVD  DETREOH Ml e 0N BT
Strea () (State 2 - {Paone}

4 Inwhatstates or provinces have you applied for or been granted heense or registration” If more than two, attach separate isting If
license not ssued, so state,

g
(@) MicHILAN o9 AFPPROVED «0b 168
: {Speaify Stete Board) {Daw of Apphcaton} {Resulty {Corficate No }
- 23 ~ g -
Hegf 2/84 CREBENTI ALS
(Date Issued) {Speaifs o by Wrnten Examination or oo Credentials)
(b) — - , o
(Speafy State Board) {Datc of Appheation) {Result) {Ceruficate No }
(Date Issucd) (Speartyaf by Writlen Examination or on Credentuls)
5 Have you ever had an application for a hicense to practice medicine demed or ND

rejected by another state/ province licensing Board? A
{Answer)

6. Have any actions. restrictions, or himitations ever been imposed on you while participating 1n any type of traiming program?
Y g ¥ iyp g prog

MO
{Answer)
7. Have you ever been charged with a violation of any statute, rule or regulation of N
any domestic or foreign governmental agency”? ¢
{Answer)
8 Has there been any actioninitiated against you by or through any medical board NoE
or associtation?
{Answer)

9 Have you ever had a medical hcense revoked; suspended; hmited; restricted;
placed on probation; voluntanly surrendered or cancelled duringan mvestigation lo
orm lieu of disciphnary action, or entered into a consent agreement or stipulation? h

{ Answer)



-

10 Have you ever had hospital privileges revoked: denied, suspended or restricted 1n NO
any way”’ TR
Il Have you ever been involved in auy malpractice matter which resuhed in a NO
setttement or judgement against you in excess of $20.000?
. {Apswer)
12 Have you ever been convicted of Medicare or Medicaid fraud, recerved sanctions,
wincluding restriction, suspension or removal from practice imposed byan agency of N 9]
the federal government?
- , {Answer)
13 Have you ever had your ability to prescribe. dispense or admimster medications
timited, restricted, modified, denied, surrendered or revoked by a federal or state NO
agency?
N (Answer)
14 Have you ever been treated for the use of or misuse of any chemucal substance or -
substances?
. N (Answer)
15 Have you ever been a patient in a mental or other institution of confinerent, or -
have you ever been treated or recerved medication for a mental condition? -
S
6. Are you suffering from any aiiment communicable to others? ﬁ
{Answer)

Note  In the event the response 10 any of the questions numbered 5 through 1615 YES, the applicant will file with the application a
detailed repert concerming the above matters. including, any charge, date of such charge, the complete name and address of all
bodies of jurisdiction, the results of any hearings. and the disposition of such charge(s) Provide the name and address of
apphcant’s insurance carnier and the name and address of patient’s attorney IN ADDITION, the applicant must provide that
certified photocopy(ies) of any hearings, settlements or judgements be submutted to this Board.

17 Are you presently in good physical and mental health?

{Answer)

(If NO, apphcant shall file with thisapplication, a detailed statement of his health, diagnosisand prognos:s, supported by report of his
attending physician )
IS < =
18 Enter your height here _5___1.)__.__ weight _I 7 > 4* - color of eyes _cﬁg_gg_:__r\_}_

BrownN

color of hair .

19 List Internships, Residency and Felloewship training — chronologically showing institution, address and type of program, and dates
Attach separate listing if needed

INTERNSWIP AND RESIDENG IN 0 BJény AT 137 VRY FOoeD

WBosParplr N BETROT, MICHILAN , 98305 . LOCATED oy
=199 WEST GRAND BOVLEVARD. FPord 1985 1o ?Cf@‘:f

NG

20. Are you Amernican Board certified? : —— Specialty
2l. Have you completed the educational requirements for any of the Amernican medical specialty boards” If so, which? ,OE.{(‘/:V N
22 Exact whereabouts and nature of practice from date of graduation from medical school to the present, with specific MONTH
and YEAR listed for each No period unaccounted for 1s allowed Attach separate hsting if needed é
. o DR CBETR-O / / :
At aas RY F b ) DE wiT’ . from 7/‘/85 to 30 8(}
Ciy State
At from to
City State
At from to
City State
At _ from i to
Ciy State
At from e 1O
Ciry State

23 In the event you are successful in obtaining a hcense to practice medicine by this application, have you selected a location?

\(EE; Where? TUCSON A Q.waAp

Solo or 1n Association with? __UN_ASso ey pTion) WiTH AN B Mo
24, What is your intended specialty practice? 0 g’[ G‘YN

25. What branch of the United States Armed Forces have you served with, if any, including USPHS?

Active duty? From — to

Month and Year Month and Year




ML CHYIGAN -,

STATE OF
W P\ Y N E } S5 .

County of

Wity am BENVERY RIGHARDSPN  M-D.

{PRINT GR TYPE)  (Name m Full} |

The apphcant

being first duly sworn upon hus oath deposes and says: that he 1s the person herein named subscribing to this apphcation, that he has read
the complete apphicauon, knows the full content thereof, and declares that all of the mformation contained herein and evidence or other
credentials submitied herewith are true and correct; that he 1s the lawful holder of the degree of Doctor of Medicine as prescribed by this
application, that the same was procured in the regular course of instruction and examnation, and that it, together with all the credentals
submtted, were procured without fraud or misrepresentation or any nustake of which the applicant 1s aware and that the applicant s the
lawful holder thereof Further, | hereby authorize all hospitals, institutions or orgamzations, my references. personal physicians, emplovers
{past, present and future), business and professicnal associates (past, present and future}, and all government agencies {local, state, federal
or foreign) to relesse to the Anizona Board of Medical Examiners or its successors anyinformation, files or records requested by that Board
in connection with this application, or any further or future investigation by that Board necessary to determine my medieal competience,
professional conduct or physical or mental ability to safely engage 1n the practice of medicine I further authonize the Arizona Board of
Medical Examiners or its successors to release to the organizations, individuals or groups hsted above any information which 1s matenal to
this application or any subsequent licensure 1 further acknowledge that falsification or misrepresentation of any item or response on this
application s adequate to deny the same or to hold a hearing to revoke the same, if 1ssued

Signature of Apphcant ﬁ%m”}’” /V/ M/’%‘""’, M.D.

(NOTARIAL SEAL)

NINTH AP 19 (87

Subscnbed and sworn to before me this day of

- / j—
Notary Signature Z&/é%@ (" {’%{L& My Comnussion expires g"'? 90
)

(Notary Pubhc

BOMEX FOR OFFICE USE ONLY
APR 2 8 1089 o

Apphcation Rec'd 19 Apphlication Processed by —
Application Completed 5"&2 19 ¥ ? Apphcation Checked by /0//
Form No [ Recd 5’// 9 87 Application Approved /77741?/{4 29 19 F7
Form No II Rec'd ‘7',/7 19 87 wy__dboaral Cowmmiion — 2191,
Form No. Il Rec’d 31/8/ 19 57 License Issued é - ? 4 - !9&ﬁ0?
Form No. Il Rec'd AL .19 License No. /Ooogo?f
Form No III Recd V. 19
Form No V. Rec'd WA 1
Ievestigation Completed 19
Applcation withdrawn

{Datz)
Refund must be claimed by

{Date)

Warrants ssued

{Numbers and Dates)

Warrants marled

{Date)

Warrants cashed

{Date)




AS REQUESTED:

Ms. Kathleen Maslanka
Associate Executive Director
Wayne County Medical Society
1010 Antietam Road

Detroit, Michigan 48207
(313) 567-16490
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w o loack MEDICAL COLLEGE CERTIFICATION APR 2. 1989

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be complctedmmﬁ&gegﬁ ool
s T

BECEIVED

granting the medical degree This 15 vour authority to release any information n your files of record, favorable o
TO THE BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300,
PHOENIX, ARIZONA 85015, Your carly response will be appreciated.

. i
Name WitLiAM H. Bacl 4 phson MD bt ¥t lrns L M.D.
{Please Print or Type) (Signature)
Address: ;
{Street) {Cny and Stae)

{BO NOT DETACH)

(This section with a current photograph of the applicant siall be forwarded to and completed by an officer of the medical school
granting the medical degree Please indicate to your medical school that this completed form must be returned to the Arizona Board of

Medical Exarmners ) ,
WILLIAM  HENRY micudebson
(Full Name of Student)

This 1s to cerify that

whose photograph 1s attached hereto, was granted the degree of ____DOCTOR OF MEDICINE by

The University of Michigan Medical School on__June 28, 19_85

{Full Name of School or College of Medicine as it appears on the Appheant’s Medical degree diploma)

that the date of his; her matriculation 1n medical school was SePtember 4, .19 80 - and that he/she attended

L xrae 1

3_1119_{_ full courses of medical lectures COmMpTISINg L__ months each as venfied by the attached certified copy of
(Number} {Mumbery

his/ her traascripts
NO
I Was apphcant ever required to repeat any segment of travming” —_______If YES, which part(s)’

NO

(29

Was applicant ever placed on probation, restricted or imited? IT YES, please attach written explanation

NO
Was there any reason not 1o continue apphcant i the traiming program? _________If YES, please attach wnitten explanation.

1t

4 Wasapplicant ever known to use or misuse any chemical substance or substances which required treatment or counselmg?_-_v_
If YES, please attach written explanation

(¥

Wae applicant ever known to suffer from any mental health disorders which required treatment, caunsehing or medications?
If YES, please attach written explanation.

. - B "l
6 Wereapplicants evaluations mevery ca tegory rated satsfactoryand, orabove? __YES i NO, please attach certified photocopy
of evaluation, together with written explanation.

Mx\/\w

Signed . M.D.

Carol A. Kauffman, M.D. - Assistant Dean for Student Affairs ' 6*
Dean %ﬁ. Cﬁ/
?xeszdem of The University of Michigan Medical School (SEAL OF COLLEGE) O
Secretary April 25 Ty 8
Registrar Date pri 2 N I{%
Address 1301 Catherine Road - Ann Arbor, Michigan 48109-0611 C?O

Please return completed form DIRECT to:
Arizona Board of Medical Examiners, 2001 W. Camelback Rd., Suite 300, Phoenix, Arizona 83015
Revised 7/83



The applicant must assume the responsibility for completion of this form and is
forewarned that it must be fully completed and forwarded to the Arizona Board
of Medical Examiners before any application may be considered.
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FORM i

POSTGRADUATE TRAINING CERTIFICATION
TO WHOM IT MAY CONCERN:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospstal
wheren | parucipated inan approved post-graduate training program in the United States or Canada, This is your authority to release
any information in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE

OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300, PHOENIX, ARIZONA 85015. Your early response will be
appreciated,

Name: WiLli AM H. pichpepsoN MD. %Wm#% D

(Please Print or Type) {Signature)

Address .

Date: 3! "18]8[{

{Street) ’ {City and State)

{DO NOT DETACH)

{Thissection to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactonly
completed a program of approved post-graduate training in the Umted States or Canada.)

Thisis to cernfy thar _VY 1L 1AM HENRY RicY Arpseon , M.D, undertook and
(Name of Apphcant in Full)

&)
satisfactorily completed a full term approved program 0f4 O_ months in the H TNRY foro Hospira L
{Number) {Full Name and Complete Address of Hospitals

2244 W GRAND BLVD  DErRe1T MicHly AN HB 0

inthe field of OBSTETRICS AND CYNELOLDOY from 7/&/%35 ‘o (9/‘5’@/59’
\ {Date) {Date)

and that said program was approved for post graduate training during that period by the Council on Medical Education and
Hospitals of the American Medical Association, or the Canadian Medical Association. YES __ X NO

I Was apphicant ever required to repeat any segment of traming?MEQ.___ I YES, which part(s)?

2. Was applicant ever placed on probation, restricted or limited? .__CJ...Q_.._ If YES, please attach written explanation.

3. Was there any reason not to continue applicant in the traning program? _NO g YES, please attach wnitten
explanation,

4 Was apphcaw known to use or misuse any chemical substance or substances which required treatr@ﬁr
counseling? MMM If YES, please attach written explanation. \;}r
% e

5
5 Wﬁilcam ever known to suffer from any mental health disorders which required treatment or couaj»"sﬂlxng”*a»;;&
_ If YES, please attach written explanation. @
7

6 Wereapplicant’s evaluations in every category rated satisfactory and/ or above? JES 1 NO, please attach certificd
photocopy of evaluation, together with written explanation.

Signed i - (SEAL OF HOSPITAL)
Tile (é“‘ /‘%"-‘V‘? - &/)574//"; 7 /'?//7 K’[V/é,// {So indscate. if none)

. o ‘
Address 2199 W.CranDp TBLVD Date 3}3%[ 0f ,,9//’




The applicant must assume the responsibility for completion of this form and is

forewarned that it must be fully completed and forwarded to the Arizona Board
of Medical Examiners before any application may be considered.
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NATIONAL BOARD OF MEDICAL EXAMINERS® » 3930 CHESTNUT STREET, PHILADELPHIA, PA 18104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

nlidlam He RKichardsons MaeUe
having satisfied all the requirements and having successfully passed the examinations 1s hereby

declared a Diplomate of the National Beard of Medical Examiners

Attest Co wlLi A UALSLnNERy JRey Moile
Chairman of the Board
SEAL culTre Jde LEVITy MelDoe
Philadelphia, Pa President of the Board
07/0L/00 Cestificate # oHicolz ]

It1s cerufied that the above is a facsimile of the Diplomate Certificate which has been or wilt be” awarded to the
physician named above, who graduated from U 1L loan FeglUAL SULAUUL

mn Jdidoies 17385  andwhose birth dateis This physician has successfully completed
all exammations required for certification by the National Board of Medical Examiners The scores obtained by
this physician upon which his/her certification is based are as follows

Standard Scale
Score Score

PART I passed U9/ 33
Anatomy 42U 75
Physiology 534 ga
Biochemustry 525 82
Pathology 425 76
Microbioiogy 455 75
Pharmacolagy 535 63
Behavioral Sciences 570 %)
TOTAL TEST (Minimum Passing Score 330/75 495 80
PART i1 passed U9/ 34
Internal Medicine & 3‘3 7?
Surgery 345 75
Obstetrics and Gynecology 550 85
Public Health and Preventive Medicine 41y g
Pediatrics 4uyu 77
Psychiatry 345 34
TOTAL TEST (Minimum Passing Score 290/75 430 73
PART 11 passed U3/c6
A General Test of Climcal Competence
TOTAL TEST (Minimum Passing Score 290/75 44U 7929
GENERAL AVERAGE (Parts, I, 11, and 111 Scale Score) IERY-

"For those individuals who have not yet satistactorily completed one full year of post-M D training the date shown
on the facsimile is the date which has been certified by the physician’s residency program director as the date on
which this requirement for certification by the National Board will be fulfilled and such cerufication will be

Secretary for Certification
U SUs oD

Date



BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA

0 SATISFACTION OF REQUIREMENTS SUMMARY
o ___ENDORSEMENT
A?PLIQA\?‘]ON Received April 28, 1989
NAME IN FuLL 417 RICHARDSON WILLIAM HENRY

y (Last) = (Middie)

Telephone /] (313) 876-2475

- {Residence) (Office) -
BRTHPLACE | N “ou_ |
(City} {State} {Country)

CITIZENSHIP V/ Check One: K1 Native £J Naturalized Declared Intention On )
L/
. ot i University of Michigan Medical School Ann Arbor, MI 025-01
MEDICAL Y (Full Name and Location of Mcedical Schoot)
EDUCATION  *M.D. Awarded: June 28, 1985 Proof Received: 5/1/89 & Approved
| ECFMG Certificate No. Dated: Proof Received:
Henry Ford Hospital
Form IIT .ATh 0BG ) for 47 months at Detroit, MI
e (Field of Tratming) (Name of Institunion)
From  July 1, 1985 o ' __Date'89(will comp 6/30/89)
POSTGRADUATE In for months at ,
(Field of Traming) (Name of Insttution)
From - to
In for months at
(Field of Tramming) {Name of Insttution)
TRAINING From to . o
In o N for months at
(Freld of Traming) {Name of Instnution)
From to
In for maonths at o
(Field of Traing) {Name of Insutution)
From to
3
Z K NONE Certificate No. Issued
AMERICAN 7= 8
Specialty)
BOARD Of Certificate No. o Issued ~
{Specialty) -
PRACTICE A Fieid of 0BG
“ {Current)
3 ,
Form 11 /a’findorsement through Na tional Board iNo. 318121 ; Issued 7/1/85 W/E
|~ {Ceruificate) {Date)
“] _Michigan#406168, 12/19/88 [ )1weE K1 _ Reciprocity With National Board
in L o il IW/E ] Reciprocity With
LICENSES In , _ GLIWE [ ]  Reciprocity With
In il IJW/E_ [ ] Reciprocity With
In L IWE 1 Reciprocity With o
In e o 2l ]W/lz [] Reciprocity With - )
n o I JW/E Il ]_‘__YR eciprocity With e
In o [ TW/E 11 Reciprocity With N
in - ;1 1 W/E {1 Reciprocity With

(TUMBLE)



USRA:)IS{I;{?g ¥ +] Served in NONE e From to o
HEALTH SERVICE Honorable Discharge Recei\f'eat;ancm Discharge Rank
+Tin Detroit(internship/residency)MI From July 1 198510 pate 1% 89
In From 19 to 19
In From 19 to 9
In — B From 9 to M
In From 19 1o 1%
In 3 - From 9 to 19
PREVIOUS In ~ From 19 to o 19
PRACTICE In e From 19 to N 19
In From 14 to 19
In From 19 to 19
In From 19 to o 19
In From 19 to B
In ~_From 19 to 1%
in From 19 1o 1%
FEES Temporary $ Receipt # Examination § Receipt #
Locum oy
Tenens § Recapt # Endorsements 450 . 0p Regeipt # A (29552
dama Approval 4/10/89, record clear, N/D
;ﬁ/ichigan Board Appraval 5/22/89, Cert.#406168, 1sg. 12/19/88, End., current, N/D
#Fed State Board Approval 4/10/89, reocrd clear, N/D .
Board Approval
. Board Approval B
. Board Approyas —
INVESTIGATION | — tewddepel
— Board Approvat ] -
- Board Approvas — R
. Board Approval - _
Board ipNMw e -
Ass’n Approval o
Ass'n Approval ~ N
_____ Ass’n Approval B
li\-’TENDED
LOCATION Tucson e
ct 5/1/89 S//ET ok Sy




e mngion TF! ARIZONA BOARD OF MEDICAL QAMiNERS B e Durector

Douglas N Cerf

Chart man 2001 West Camelback Road, Suite 300 . Phoenix, Arizena 85015 Assistant Du ector for
Nicholes J Soldo, M D g
wcholay oldo, M Telephone (602) 255-3751 AdL/censmf and
Vice Chauman mmz.m au?n
Barry A Friedman, M D Mark R Speicher

Secrerary
Burton N Drucker

CERTIFIED MAIL /RETURN RECEIPT REQUESTED

March 30, 1993

William Richardson, M.D.

RE: Pima County Health Department (Patient: B.A.D.)vs.
William Richardson, M.D. (Complaint) (Inv. #1143)

Dear Doctor Richardson:

During the course of its meeting of January 20, 1993, the Board
of Medical Examiners considered the above~referenced matter,

Following a complete and detailed review of alil pertinent and
available information, the Board concluded in Open Session that

this matter should be filed with an advisory Letter of Concern.

Specifically, the Board was concerned that you failed to sign a
birth certificate in an appropriate timely manner.

Please be advised that the Board will retain this file for future
reference should similar problems arise. The Board determined to
take no other formal action at this time.

On behalf of the Board of Medical Examiners, pPlease accept ny
appreciation for your assistance and cooperation in this matter.

Sincerely,

BOARD OF MEDICAL EXAMINERS
OF THE STATE OF ARIZONA

DOUGLAS W

Executive Director

DNC/kJm
CLCH1T

Cc: Pima County Health Department



Arizona Board of Medical Examiners Meeting Minutes
Wednesday, January 20, 1993

BOMEX Ingquiry {09/15/92) vs. Ray P. Inscore, M.D, (GP-FP - Prescott) (C) CLC#9

{Inv. #3720)

Following a review of all pertinent records and discussion of the complaint matter, it was
moved by Doctor Zonis, seconded by Doctor Friedman, and unanimously carried that this
matter be filed with an advisory Letter of Concern to Doctor Inscore for excessive
prescribing of the schedule IV drug Halcion and inadequate documentation in his office
records for the continued use of schedule lll drugs for patients J.5S. and C.S.

K.L. vs. Ingrid Haas, M.D. {OBG-Scottsdale} (C) {Inv. #1) CLC#10
{Doctor Zonis did not participate or vote in this matter.)

Following a review of all pertinent records and discussion of the complaint matter, it was
moved by Doctor Holsey, seconded by Doctor DeBenedetti, and unanimously carried that
this matter be filed with an advisory Letter of Concern to Doctor Haas for leaving the
patient unattended in light of the fact she was receiving pitocin and delivery was
imminent as well as the patient's blood pressure and fetal heart tracings raised cause for
concern,

M.D. (OBG-Tucson) (C) (Inv. #1143)

Pima County Health Department (Patient: B.A.D.) vs. William Richardson, CLC#11 .

Following a review of all pertinent records and discussion of the complaint matter, it was
moved by Doctor Friedman, seconded by Doctor Voss, and unanimously carried that this
matter be filed with an advisory Letter of Concern to Doctor Richardson for failure to
sign a birth certificate in an appropriate timely manner.

Informal Interview

R.L.C. (Patient: A.C. (10/10/90} vs. David Ruben, M.D. (C) (Inv. #2350) - Informal
Interview

Doctor Ruben was requested to appear at this date and time; did appear and was
interviewed by members of the Board relative tg allegations of inappropriate care.

Following the Board's review and discussion of this matter, it was moved by Doctor

Zonis, seconded by Doctor Shack, and unanimously carried that this matter be dismissed
against Doctor Ruben.
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R THOMAS-DAVIS

Medical Centers, P.C. Since 1920

November 8, 1995

Board of Medical Examiners

State of Arizona
1651 East Morten Avenue, Suite 210
Phoenix, AZ 85020

To Whom It May Concern:

Please be advised thar on November 20, 1995, Dr. William Richardson (AZ License #18829)
will join Thomas-Davis Medical Centers, P.C.

His office address will be:

Thomas-Davis Medical Center
707 N. Atvernon Way
Tucson, AZ 85711

Phone: (520) 881-7100

If you have any questions, please call me at (520) 322-2624.

Sincerely,

Donna M. Bergman
Medical Staff Coordinator

655 N Alvernon, Suite 218
P.O Box 12650

Tucson, AZ 85732

(802) 322-2513

Fax(602) 322-2574 | \ D(\U%’ RECEIVED B.O.M.E.X.
) \ 10 NOV 13 95



BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA
2001 West Camelback Road, Suite 300, Phoenix, Arizona 85015

CERTIFIED MATL-RETURN RECEIPT REQUESTED

Date: June 9, 1989

Re: License through Endorsement

William Henri Richardson, M.D.

Dear Doctor:

Congratulations! Your certificate to practice medicine in Arizona, License

No. _ 18879 issued on JUNE 9, 1989 is enclosed with your pocket
registration card for the current year,

Please be advised that annual reregistration is mandatory on a calendar-year
basis, with notices generally being mailed to your address of record on or
about November 1 of each year. Failure to reregister will result in statutory
expiration of your license. It is your responsibility to keep us informed of
address changes. Please note that Arizona Revised Statutes §32-1435(B) provides
that: .

"Each person holding a current license to practice medicine in this state
shall promptly and in writing inform the board of his current residence

that may later occur."

It is also the responsibility of all licentiates in practice in Arizona to report
directly to the Board of Medical Examiners any misconduct, unprofessional conduct
or medical incompetence on the part of your colleagues which may come to your
attention. Failure to do so is actionable against your license to practica,
{A.R.5. §32-1451(A).

Tou will receive a copy of the Arizona State Medical Directory published yearly
by the Board which contains the Arizona Medical Practice Act. We suggest that you
familiarize yourself with such prior to establishing your practice in Arizona.

Enclosed for your information is that part of the Arizona Medical Practice Act
which relates to Unprofessional Conduct, together with Continuing Medical
Education information for annual reregistration and Prescription Form requirenments,

Please feel free to contact this office at any time should you have any questions,

Cordially,
BOARD OF MEDICAL EXAMINERS

CF E2?8$A2;903.AR120 —
/{ Gre %’;ﬁ/’{
v .j{fy PRSI 6;/

DOUGLA§}N. CERF
Executive Director

DNGC/ce
Enclosures: 6

¥ o



@  50ARD oF MEDICAL EXAMEDERS OF THE STATE OF ARZONA

DATE:  May 26, 1989

William Henry Richardson, M.D.

Re: License through Endarsement

Dear Doctor:

The Board of Medical Examiners, State of Arizona, is pleased to inform you
that your application and credentials for a license to practice medicine in
the State of Arizona has been approved.

8(809)ﬁloggBUOZUV'nUBOHd'OOEGVQS’XQWM5WBOISGN\LOOE

G

Arizona Statutes provide for an initial registration of each licentiate and
the certificate of license may not be issued until this is in hand.

162¢-6

Please complete the enclosed card and return it to the Arizona Board of

Medical Examiners, 2001 West Camelback Road, Suite 300, Phoenix, Arizona 85015.
The card must be in hand by Thursday of each week in order for your license to
be issued the following day. DO NOT COMMENCE PRACTICE IN ARIZONA UNTIL A LICENSE
NUMBER HAS BEEN ASSIGNED.

The Board publishes an annual directory of all its licentiates, which is
distributed about Octobar of each year. Information for this publication is

taken from the registration card which you complete. Home addresges and telephone
numbers are not published, UNLESS THIS IS THE ONLY ADDRESS WHICH YOU PROVIDE.

The cut-off date for address changes for the directory is July 31 of each year.
If you anticipate a move before that date, please indicate your new address{es)
with the effective date as well as your current addressfes).

Thenk you for your cooperation.
Cordially,
BOARD OF MEDICAL EXAMINERS

STATE OF ARIZONA

Licensing Department
Encs., 3



. STATE OF MICHIGAN gj ¢ & A VCL( >, W 1 am

JAMES J BLANCHARD, Governor

DEPARTMENT OF LICENSING AND REGULATION

RAYMOND W HOOD, SR, Director

PO Box 30018
Lansing, Michigan 48908
Telephone (517} 373-1870

May 16, 1989

Board of Medical Examiners
State of Arizona

2001 West Camelback Road, Suite 300
Phoenix, AZ 85015

TO WHOM IT MAY CONCERN:

I hereby certify that a standard search of the available records
of the Michigan Department of Licensing and Regulation, Bureau of
Health Services indicates the following:

WILLIAM H. RICHARDSON, M.D.

WAS ISSUED LICENSE NO. 406168

ON: December 19, 1988

TO PRACTICE AS A: Medical Doctor

LICENSURE STATUS IS: Active until 1-31-90

ISSUED ON THE BASIS OF: National Boards

~
REGULATORY INFORMATION: None
The above format is the standard format prepared for all the

professions reqgulated by this Bureau. If other information is
needed, please contact this office at (517) 373-7902,

5 Sin;jerely, ,
f § l/,\,,g M,/
F e LA L
P N T
{SEAL) Susan Henderson, Clerk =AW
P MICHIGAN BOARD OF MEDICINE _.
’ R Y TP FYaYels)

o Ay B
) MAY 2.2 194
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secutne Dirc THE ARIZONA BOARD OF MEDICAL EXAMINERS

Executive Director
Assoc Evecurive Diregor 2001 west camalback road, suile 300 ® phoenix, arizona 85015

Bavid O Landnth

Manager, Licensyre Dept
Carol Emminger

Telephone
(602) 255-3751

May 1, 1989

Richardson, M.D.

Re: License through Endorsement

Dear Doctor:

This will acknowledge receipt of your application for a
license to practice medicine in Arizona through
endorsement. Our receipt number , 029552
covering your fee deposit of $450.00 is enclosed, with a
scheduls of examination dates and filing deadlines, if
applicable,

To complete our processing of vour application, we need to

receive the following: .

C;t

Form I Medical College Certification.

S7AR
Verification of License from Milhigayy, enclosed find corregpondence
from Michigan that was inadvertently’ sent to this office.



;‘;’aiffamlgéjich“dson’ *-D: THE ARIZONA BOARD OF MEDICAL EXAMINERS

-2 -

Continued:

NOTE: TAKEN UNTIE, “ALD

AT A

PLEASE BE ADVISED THAT APPLICATIONS NOT FULLY COMPLETED WITHIN
ONE YEAR FROM THIS DATE, INCLUDING PARTICIPATION IN WRITTEN
EXAMINATIONS, IF APPLICABLE, ARE CONSIDERED WITHDRAWN.

Your application is being processed routinely and you will be advised
1n due course as to the Board's decision relative to the granting of
an Arizona license.

Coxdially,

BOARD OF MEDICAL EXAMINERS
STATE OF ARIZONA

{lirs.) Carol Emminger
Manager, Licensure Department

CE: ct



K Pk mui;%m/ Wi 1) Crh
BOARD OF MEDICAL EXAMI&BS OF THE STATE OF ARIZONA I

8
=
2
KINDLY COMPLETE AND SEMD TO THE FEDERATION OF STATE MEDICAL BOARDS 5
AT THE ADDRESS BELOW, 3
&
e —— o
B DECETyE ~
pate:” 2/26l34 | e
+ { z
; 8
©
. 5 v : ;g
Coordinator, Disciplinary Data Bank 1. T |8
Federation of State Medical Boards Mhm“””“*‘»—~_.,§“~h‘!2.
2630 West Freeway, Suite {3g Y
Fort Worth, Texas 76102~7999 =
g
The ARIZONA BOARD OF MEDICAL EXAMINERS requests g disciplinary search 2
concerning the following individual: 3
&
E%
RICHARbsp N VA LA A B HENRY &
Name: {Last} (First) {Middie) 5
B :
.‘::k

Address

City, State and Zip

Bate of Birth

Social Secruity Number

UNINERSI TV OF Miciilt An AN AR BpE (M

Medical School of Graduation ang Branch Location
|30 85

Date of Graduation

Please mail the response to the fcllowing:
Arizona Board of Medical Examiners

2001 West Camelback Road, Suite BOQ
Phoenix, Arizona 85015

v

Lt i, f) Iyl

Signature

&
V/ d 44,0,? 7 @g’k

0 s,




® FEB 16 1989 @ «ICW}‘L&M, L0 //Jﬁm

‘ “"« PRELIMINA.RY QUESTIONNAIRE {FOR OFFICE USE ONLY)
: THIS IS NOT AN APPLICATION FOR LICENSE

To respond accurately to your recent nquiry, we will need the answers to aff of the following questions to deterimune your eligibilty
for Arizona licensure Unless this Frelmmmnary Fornt 15 completed in fult and all questions answered, it cannol be evaluated, nor an
application sent 1o you Return the completed form as soon as possible to . AR IZONA BOARD OF MEDICAL EXAMINERS,
2001 West Camelback Road, Suite 300. Phoenix, Arizona 85015, PLEASE PRINT ALL INFORMATION.

Full Legal Name: __ VN 1L s # 1 HENRY RICHARDS oN

{FIRST) {MIDDLE) {LASTY

Current Office Address - :‘\‘7 99 Wegsr GaNnD R2ZLVD

Area Coder _ D43
NE T o o o
Cry. DETROIT State. M Zip Code. 18303 ppope. Tl 2000

e D4 A
Current Residence Address . _

Area Code -
Ciy —_______.____~_____._ State : - Zip Code . ! Phone - ||

. ol
MEDICAL SCHOOL: Name _UNINZRS ity 0T ¢ Hi ar/ ok 63570
i -
City and State PNN AR Bor Mick lin A 4 Date of Degree: @;’?ﬁ

If transferred from other medical school, please indicate name :

Name of any medical school attended but did not graduate or transfer from:

STH PATHWAY PROGRAM : U.S. Medical School:

HOSPITAL : City- State: .
Term: Started, Completed ; —
{MONTH AND YEAR) (MONTH AND YEAR]
4 ; \ I
INTERNSHIP : (List US. & Canadian only) HOSPITAL 1% N Rf/ FoRp Hss pTAL .
City DETRO 1T State: LI CHIAN O
Term- Started: _ J UEY | | 1995 Completed JUM F 50 ECL%% ‘(/_L,({Z U’/J‘
{MONTH AND YEAR] (MONTH AND YEAR)

RESIDENCY : (List US & Canadian only) HOSPITAL : TS NRY  Cop B H0SP A

Cog DEYROLT e Mcpigand
‘y . . — .
Trm. Sured: J VLY 9% Compted _J YNE 2D (4 g9

(MONTH AND YEAR) {(MONTH AND YEAR)

Specialty Field: Y NE (O LOOY ANVD oRETETR|CS

RESIDENCY: (List US. & Canadian only) HOSPITAL -

City: State:
Term: - Started: (MONTH AND YEAR] Completed: (MONTH AND YEAR)
Specialty Field:
{NOTE Attach separate st fm'I ﬁ?ﬁ?ﬁﬁ%ﬁg :‘? d?ﬁ/}orr@q(wﬂﬂ ™ 14

ol £

m _ o
RLCIPROCITY - EXAidrasrEi@hid overr 01 WARDED . 5 = 4 15-%9
Y

30 s Y
APPLICATION & FORMS | I m} IV v ovi il 13(\’*1\ I WAC}rl ILic.” &gy




FOREIGN MEDICAL SCHOOL GRADUATES - ECFMG Cert. No. Date Issued

CLINCAL WRITTEN EXAMINATION : Refer to last page for required FLEX/SPEX scores.
State Board Exam? _.‘_\lL Name of State Cert. No, Date Issued. __

National Board Exam? Ifi& Cert. No. M Date Issued M

LMCC (Canaday? e Cert. No e Date Issued P
FLEX Exam prior 10 Jaruary 1, 19852 NO Did you receive a minimum grade of seventy percent (70%) on each DAY of the

Examination? Yes e~ No

No

FLEX Exam gfier January 1, 19857 _____ Did your receive a minimum grade of seventy-five percent (75%) 1 each,
Component [ and Component II? Yes No

If “Yes”, were Flex grades obtaned 1 one situng? Yes

Date Component 1 was taken Date Component I was taken :
(MONTH & YEAR) (MONTH & YEAR)

SPECIAL PURPOSE EXAMINATION

(SPEX): Date SPEX examination was taken:

IMORNTH & YEAR)
Did you receive a minimum grade of seventy-five percent (75%) ;

Are you a Diplomate of any of the American Medical Specialty Boards? Yes No _'/__ .
If “Yes,” which Board(s)?

Have you mpleted the educational requirements for any of the American Medical Specialty Boards?
o - e . . [ g }
Yes _V j No If “Yes,” which Board(s) __ © B2 ¢ Trics [ YNME CoLO(s

LICENSES : List a// States or Provinees in which you have ever held licensure.

(1) Macistt g ad 1) Y B 1)

(6) @ 8 9 (10

LIST all hospital affiliations and locations for the past five (5) years {Other than Postgraduate Traning Hospitals) : Please
list all hospital affiliations {including moonhghting) and medical agencies of employment, e.g., physician placement group;
emergency medical group; radiology group, etc. :

(NOTE Artach separate List for additional hosptal affibations/ medical Bgencies)

o !
PRACTICE: City & State Where You Now Pracuicer DOTRO 1 il b A
Date Above Practice Was Established _ZOST O ADUAFE  trma; s (vl

CITIZENSHIP :
{ '\/)Bmh { ) Hold Permanent Immigrant Status
{ ) &aturalizaUOn { ) Awaiting Quota Assignment

. l( ,) Declaration of Intention
BIRTHPLACE -—M DATE OF BIRTH : __\



-

"MILITARY (Unuted States Only):

( ) Army . { } Air Force { } USPHS
( ) Navy ( ) Marme Corps ( ) Coast Guard
Dates of Active Duty Type of Discharge:

Has any formal disciplinary or rehabilitation action including reprimand, censure, probation, restriction, limitation, suspension or
Tevocation been take against your license m any State/Province? Yes _____ No

Have you ever entered into a written consent agreement or stipulation with a State/Province licensing or disciplinary agency?
Yes No

i “Yes,” indicate State/ Province

Reason for action and action taken:

(NOTE  Artach separate sheet, «f necessary)

Have you ever been convicted of Medicare/ Medicaid fraud? Yes — No 4

If “Yes,” when?

Where?

Have vour preseription/ dispensing/ or admunistration  abilities.- ever  been demed, restricted or modified by a
Federal/ State/ Province government agency? Yes No _LZ_

I “Yes,” when?

Where? & By Which Agency?

Have you ever been involved 1;;/@3@ malpractice matter which resulted in a seftlement or judgement against you i excess of
320,000? Yes _____ No

e

Have you ever had hospital privileges revoked, denied; suspended or restricted in any way? Yes

I “Yes," name and address of hospital(s)

(NOTE Atiach separate sheet, of necessary)
I DECLARE UNDER PENALTY OF PERJURY that my answers and all statements made by me herein are true and correct.

Should 1 furrush any false information on this Preliminary Questionnaire, 1 hereby agree that such shali constitute cause for the
denial of my eligibility to apply for heensure as arallopathic physician in the State of Arizona.

,
SIGNATURE: “ 2 Yl ez yn /‘*/@f/%mﬁwvw“”ﬁ pare: _3/ U /% 9

sociasecurrry o |




REGULAR LICENSURE. Regular heenses to practice medicine in the State of Arzona may be offered through Watten
Examination or Endorsement or Endorsement with SPEX Examination; the Applicant being qualified for the method of entrance
by education, postgraduate education, experience or practice to the extent required by Arizona Revised Statutes.

WRITTEN EXAMINATION, Arizona offers the FLEX Examination to qualified candidates. (NOTE : Anzona accepts the
results of the FLEX Examination taken in these United States for endorsement purposes; however, we cannot present the FLEX
Examination for other Jurisdictions, nor permit Arizona candidates to partake of the FLEX Examination elsewhere.)

An Applicant must obtain a grade of seventy percent (70%) or more on each day of the Examination and a weighted average of
seventy-five percent (75%) or more on the complete FLEX Examunation taken preor to January 1, 1985.

The successful passage of a FLEX Examination prior to January 1, 1985 must he achieved at one sitting,

An Applicant must obtain a score of seventy-five percent (75%) in each Component I and Component I on the FLEX
Examunation taken after January 1, 1985, The successful passage of both Components must be achieved within a three-year period

ENDORSEMENT and/or SPEX EXAMINATION, Endorsement is offered to otherwise eligible Applicants upon successful
passage of a written examination admumistered by another State, Territory or District of the United States, the Medical Council of
Canada, or the Applicant is certified by the Nationa! Board of Medical Examiners. An Applicant seeking licensure based upon
i S examination, shall establish to the satisfaction of the Arizona Board of Medical Exarmuners that the
€xamunation is substantially equivalent to the examination required by the Arizona Board of Medical Examiners, and that the
Applicant’s score on the exammation was equal to the score required by the State of Arizona for licensure by examination.

FIFTH PATHWAY PROGRAM -Ifa Fifth Pathway Program was completed as part of postgraduate training, the Arizona Board
of Medical Examiners requires completion of one academic year of supervised clinical tramning under the direction of an approved
school of medicine in the Unted States,

West Freeway, Suite 138, Fort Worth, TX 76102. The Federation charges $35.00 for this service ;vouchers must be a
Cashier’s Check. To expeduite the review of your qualifications to receive an apphication, you may wish to contact
the Federation to send grades/test results to this Board at the time you complete this questionnaire.

Revised /82




Janet Napolitano

Govemor

Timothy C. Miller, J.D. \ N ) Tim B. Hunter, M.D.
Executive Director % Chair
Amanda J. Diehl, M.PA, CPM. Arlzona Medlcal BQard William R. Martin, 1, M.D.
Deputy Executive Director 9545 East Doubletree Ranch Road s Scottsdale, Arizona 85258-5514 Vice-Chair

Telephone: 480-551-2700 « Toll Free: 877-255-2212 « Fax: 480-551.2704

Bernadette E. Phelan, Ph.D. Website: www.azmd.gov « Email Questions@azmd.gov Douglas D. Lee, M.D.
Assistant Director Secretary

September 21, 2005

PERSONAL and CONFIDENTIAL

William H. Richardson, M.D.
9240 E. Knight Drive

Suite 112

Tucson, Arizona 85712

Re: T.B. vs. WilliamH. Richardson, M.D.
Investigation No. MD-05-0139A

Dear Dr. Richardson:

The Arizona Medical Board has thoroughly investigated this case and found no violation
of the Medical Practice Act. Therefore, this case has been dismissed.

The complainant may appeal this dismissal within 35 days of the date of this letter, if
this should occur, you will be notified by mail,

Sincerely,

‘—Z::ZZ///,/Z

Timothy C. Miller, J.D.
Executive Director

TCM/cl
Enclosures

Cc:  Investigative File



ARIZUNA MEDICAL BoaRp
9545 E. Doubletrag Ranch Roa

d, Sco!!sdafe, Arizong 85258

Talephone: (4gg; 551-2761 . Fax (48y) 551.2704
Home Page: httg:/fwww;gzmdboard.grg '

DISPENSING PHYSICIAN INITIAL REGISTRATION

AND ANNUAL RENEWAL FORM
** Please Type or Print *»
PHYSICIAN NAME: Williarmn Henry Richardson, MD pA U CC/‘
LICENSE #: 18829 A

SPECIALTY:

| | oI
Renewa] Registration ($100)

CHECKONE: (0 jnias Registration ($200)

Please list below ALL iocations where you wil

f be déspensing prescription drug
~  Foreach focation, place 3 ch

eck mark next o the descriptions
Téquasting dispe

S, devices angd controfied substances.

of the prescription items which wilt be dispensed from that location.
nsing of controlleq substances at any location,

Include a3 Copy of yaur DEA license if you are

PRIMARY PRACTICE LOCATION:
A - Streat A dress
|52 D W
| Phb e Number
LS00~ [u00.

J Schedule i1 Drugs

DEA# FOR THIS LGCATION:
City/State/Zip Coda ]
..—(——- CE e - R \ o
Fax Numbar Af:

e85
\/I Preseription Devices

AN

S

“Schedula Iy Drugs

Proscri ptlon-Onty Dry 0% f

L Schadule 1v Brugs Scheduls v Brugs

ADD!TIONAL PRACTICE LOCATION:
. © - Street Address
{

! Nubain el

DEA# FOR THIS LOCATION:

| Phone Numboer

l Schedule It Drugs

Schadule v Drugg 1

\DDITIONAL PRACTICE LOCATION:

DEA# FOR THig LOCATION:



‘ ARIZONA MEDICAL BOARD

9545 E. Doubletree Ranch Read . Scottsdale, Arizona 85258 Teiephone: {480) 5512781 . Fax (480} 551-2704
Home Page: bitp:fiwww azmdboard.org

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEWAL FORM

** Please Type or Print *¥

PHYSICIAN NAME: William Richardson, MD

‘ w
LICENSE #: 18829 | speciaLTy. 0 E 16 Y

, 35
CHECK ONE: [ Initial Reglstration (3200) ﬂ Renewal Registration {$10

*  Pieass list below ALL locations whers you will be dispensing prascription drugs, devices and controlled substances.
*  Foreach jocation, place a check mark naxt 1a the descriptions of the prescription items which will be dispenssd from that location.
*  Include a copy of your DEA license i you are requesting dispansing of contralled substances at any location

R subed o B O 10BN G e Gocol o
s Keptadirggt dghings e regisiratioh. g =

PRIMARY PRACTICE LOCATION: ' DEA# FOR THIS LocaTIoN: il Vaofs7
_ , . Stroat Addrass City/Statql_Zip Code

3240 . eNILHT e [VLSOW, A2 Z5F) > |
) Phone Number Fax Numbar £ Mait

(5720) 223-904 > (526)332 -3 L4 \ 7,

: o I

Schedule Il Drugs ] X Schedule i1} Drugs zé( Prascriptfon-Only Drugs X Nubain 5 X }
_ ; 3 1

Schedule IV Drugs [X Scheduls V Drugs Prescription Devices ‘X\ f

ADDITIONAL PRACTICE LOCATION:

DEA# FOR THis LOCATION:
Street Address City/State/Zip Code ’
I Phone Number Fax Number E Mail
Scheduls i Drugs Schedule 1t Drugs i Prescription-Only Drugs J Nubain ,[
! :
i_Schedule v Drugs f Schedule V Drugs ’ Prescription Devices f

e R S
¢ ~g %:

ﬁ%adgii@:‘nwbgeifo:ﬁé;e?rf the réveess 4iio 4T tnjd rah

-~

Physician's Slgnature: /\/\/\_/N}l"

“ 161tiAl régistration fee- $200.00 per physician -

Renewal renistratiof fos: $1000 per physicians

" Make cheeks o monay hisfs fayabfi

- yBur Ebierlatics &

U ydu @fsh_:io,pay}.by,apayﬁ_aqéif:jc; pieags ¢
. PAYMENT CARD:AUTHORIZET ¢

A
frid RSt




D ok peaz
ARIZONA MEDICAL BOARD
9545 E. Doubletree Ranch Roa

d. Scottsdale, Arizona 85258 Telephone: (480) 551-2761 . Fax (480) 551-2704
7.'5 Home Page: http://www.azmdAgov

DISPENSING PHYSICIAN INITIAL REGISTRATION A

** Please Type or Print *+ - I Qy-
- - AU :
PHYSICIAN NAME: William Richardson, MD

LICENSE #: 18829

. : MAY 1 8 si03
SPECIALTY,’ «B/(_‘J\/I\} 8 LU

| —_—
- L ARIZONA MEDICAL BOARD
CHECKONE: J  Initial Registration ($200) M Renewal RegistratidBI$TEMESS OPERATIONS

n drugs, devices angd controlled substances.

escription items which will be dispensed from that location.
controlled substances at any location.

*  Please list below ALL

locations where you will be dispensing prescriptio
For each location, place a check mark next

Include a copy of you

to the descriptions of the pr
r DEA license f You are requesting dispensing of

PRIMARY PRACTICE LOCATION:

: Street Address
D240 E w0 T DR, B2

Phone Number

DEA # FOR THIS LOCATION: 3
City/Stat_‘e/Zip Code
A% %5

Tucson
Fax Number
(526) =,

2 —aLE~ (E2V2)= 962
- _—
Schedule Hl Drugs H Schedule Hl.Drugs H gs E Nubain
Schedule IV Drugs E Schedule V Drugs ‘= v

Prescription-On| Dru
ADDITIONAL PRACTICE LOCATION: : - - BEA# FOR THiS LOCATION: . ..
) ' " Street Address . .. R : : -

City/State/Zip Code

bazd

Phone Number ‘Fax Number . - .

E Mail

Schedule It Drugs

Schedule I} Drugs

Prescription-On Drugs Nubain
Schedule (v Drugs Schedule V Drugs

Prescription Devices
this form ard place a check mark here: " ’

<. l¢. og

e Listany additional logationg

:ri'.t”h‘:e,r"é'\’/.é;rfsf’eﬂside of

Physician's Signature:

Initial registration fee: $200.00 per physician

Rehewal,reqistration fee: $150.00

Per physician

, sh‘to,pay bypaymentcard,please om’plete theattached
©i . PAYMENT CARD AUTHORIZATION FORM. . - .



i ARIZONA MEDICAL BOARD 3 s
'4 9545 E. Doubletree Ranch Road . Scottsdale, Arizopa 85258 Telephone: (480) 551-2761 . Fax (480#%2'20» Sl
i Home Page: http:/iwww azmd.gov )
/ AF”ZONL Y T .

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEWAL FORM

** Please Type or Print **

PHYSICIAN NAME: William Richardson, MD

LICENSE #: 18829 SPECIALTY: (O3 /GYN

o

CHECK ONE: [ Initial Registration ($200) YI Renewal Registration/($150)

*  Please list below ALL locations where you will ba dispensing prescription drugs, devices and controled substances.
* Foreach location, place a check mark next to the descriptions of the prescription items which will be dispensed from that location.
*  Includz a copy of your DEA lice nse if you are requesting dispensing of controlled substances at any location.

i MV‘; 3

; PLEASE NOTE ,

) A separate DEA license mus- be submitted for EACH location where controlled substances will be dispensed and must be
kept current during the_registration period

—— —_— ]
PRIMARY PRACTICE LOCATION: DEA# FOR THIS LOCATION: - ‘v}é/"/u’b
( Strept Address City/State/Zip Code
N _ . (]

20 N 28
Fax Number

Schedule Ii! Drugs ’ Prescription-Only Drugs
Schocuio Vorugs | ] preserpion oevices |

Prescription Devices

_ADDITI@J_MRACTICE LO_C_BLTION: DEA # FOR THIS LOCATION_:__
[i Street Address City/State/Zip Code o

Phone_hmiber

e —
§chedulcﬂl_Drugs Schedule i1 Drugs
§_chedu|e_!\£ Dru Schedule V Drugs

Physician's Signature: ,L ! M Date: "= _93_
—_— ijOZ —_—

Initial registration fee: $200.00 per physician Renewal registration fee: $150.00 per physician

E Mail

T 71

Make checks or money orders payable to ARIZONA MEDICAL BOARD

For Your convenience, we accept payments by Visa or MasterCard

i yous wish to Pay by payment card, please complete the attached

PAYMENT CARD AUTHORIZATION FORM EB



ARIZONA MEDICAL BOARD
9545 E. Qoubletree Ranch Road . Scottsdate, Arizona 85258 Telephone: {480} 551.2761 @x {480! 551.

Home Page: http:/iwww.azmd.gov / /\/&w
Wia¥

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM Q
fx,
LN

“ SN 15

** Please Type or Print *+ %”:_ ' ‘ -
|
PHYSICIAN Name: _ WY ILLI AN R HAp peon Mg ¥ ‘ |
- ! |
ucenses: | D92 94 L WAr 23 2008 1
X . ;‘IXH,‘{'L‘;IVM wis, i 13 b
Renewal Registration FEE ($150)/if received by June 30, 2008 BURim e e S ;
1

PLEASE NOTE f
A separate DEA license must be submitted for EACH location where controlled substancs will be §
dispensed and must be kept current during the registration paricd e

Place a chack mark next to description below of all items which will be dispensed from all
locations. (Certificate wiil be Issued only for items that are checked)

e

1 V l ]
Schaduie Il Drugs /[ﬁchadula Bl Drugs 1% Prescrigt!nn»On!y Drugs d Nubsin ___%_l_‘_rj
Schoduie VDruge | 1| schedute v Drugs Prescription Devices A
Your centificato wiif be Issued for Pre&crtptlon-()nly Drugs and Devices a DEA registration is
not submitted for each focation.

FRIMARY PRACTICE LOCATION:

5240 e 147\};5347/ ﬁ' 2 szgm} /_}‘2 89})(602’%44

et
Street Address City, State, Zip Code Phone #
, " - /
. ) 200 7 / B30 /
M zésim{ Date . Expirall;fvm M-%E’ 0 /

ADOITIONAL PRACTICE LOCATION:

glre{:t Address
Clty, Statg, Zip Code
6Tt A Phong #
WN —— e
£A ¢ 1o, this focation {Attacy, Copy of Dea) i
Ssued Datg Expiration O 4
ate

Physfclan's SIgnature:

— / I
o _5/19] 200
Renewai , i —_ i
; Shecks or S RN ALRG ,
EQI%)”VB 0"9}’ Ortfeys o yable 4 t_/ - ‘
You wighy nci e acc ARL, MEDICAL g ARD > 7 0 il }
Y 0¥ payme (] - ;
PAYMENTC Ntey d, p’eas 8 aste |
ARD ¢ Complate th ard i
ZA @ at thag i
"

P
g et



ARIZONA MEDICAL BOARD

9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: (480) 551-2761 . Fax (480} 551-2704
Home Page: http:/twww.azmd.gov i ggﬁ @‘;’3% 7
s (2 e

=
<35

SRS B i UR Shl?

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEWAL FORM
** Please Type or Print *+ MAT 11 ZJUY

PHYSICIAN NAME: witiam H. Rickardson AZ MEDIC S5 &
LICENSE #: 18822 SPECIALTY: obrgyn
_\\
- A
CHECK ONE: Initial Registration {$200) EF Renewal Registratio 14($150))
33 #
4

* Please listbelow ALL locations where you will be dispensing prescription drugs, devices and control Substances.
=  For each iocation, place a check mark next to the descriptions of the prescription items which will be dispensed from that locatien
= Include a copy of your DEA license if you are requesting dispensing of controlled substances at any lacation.

! PLEASE NOTE

A separate DEA license must be submitted for EACH location where controfled substances will be dispensed and must

T

[‘ be kept current during the registration period
PRIMARY PRACTICE LOCATION: DEA # FOR THIS LOCATION: 4}%0}‘5’
| Street Address City/State/Zip Code

5240 E. Knight Drive Suite 112 [Tucson, AZ 85712
Phone Number Fax Number ‘ E Mail
520-323-9682 .-520-323-9689 [
| |

|
{ Schedule Ii Drugs ’ pd I,Schedule Il Drugs v ,,Prescription-omy Drugs 7 Nubain J
LSchedule IV Drugs / Schedule V Drugs / Prescription Devices 1/1/
ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:
j Street Address ’ City/State/Zip Code
Phone Number ’ Fax Number '
Schedule Ii Drugs ’ Schedule Il Drugs Prescription-Only Drugs
‘icheduie IV Drugs Schedule V Drugs Prescription Devices _’
***** List any additional locations on the reverse side of this form and place a check mark here: D
Physician's Signature: , /\Mi 5% m————D)ate: 0572009
v
Initial registration fee: $200.00 per physician Renewal registration fee: $150.00 per physician

Make checks or money orders payable to ARIZONA MEDICAL BOARD

For your convenience, we accept payments by Visa or MasterCard

i you wish to pay by payment card, please complete the attached
PAYMENT CARD AUTHORIZATION FORM




8545 E. Doubletres Ranch Road . Scottsdale, Arizona 85268 Telephone: {480) §51-2761 . Fax (480) 551-%; A

ARIZONA MEDICAL BOARD ST g

Home Page: hittp:iwww.azmd. gov N {"u‘{;‘ ,;,’V
DISPENSING PHYSICIAN ANNUAL RENEWAL FORM 47&[ ! / $@
** Please Type or Print ** ""24&: ’ ' 2[7/0
PHYSICIAN NAME: William H Richard MD ‘”C;“(
: ichardson, :
iliam Henry Richardso DB/(}‘\}"\( 604
MDLICENSE # 18829 SPECIALTY: Ry

[ ‘
}( Renewal Registration S150) (Rer’ewal & fee must come together postmarked or faxed by 6/30)

*  Confirm ALL locations below %y_{)}y{vﬂi be dispensing prescription drugs, devices and contralled substances,

(For each location, piace a check niark to verify address and schedute of drugs dispensed from each location are comrect)
*  Include a copy of your DEA license if you are requesting dispensing of controlled substances at any lacation.
*  Blank form attached to add additional locations

V“”524o E KNIGHT DR #112
TUCSON, AZ 85712

Schedule Il Drugs
Schedule 1) Drugs
Schedule IV Drugs
Schedule V Drugs
Prescription Only Drugs
Prescription Devices

/‘Z/ Dispensing location information correct }Z/ Copy of DEA attached [ Remove this Jocation

Physician's Signature: ;/\/‘ \/\ — VME g/ 11 / 2010




RICHARDSON, WILLIAM H MD
5240 E. KNIGHT DR,

SUITE 112

TUCSON, AZ  85712-0000-000

L O T [T T O TN WO

T
THIS REGISTRATION FEE I CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
EXFIRES PAID 1 UNITED STATES OEPARTMENT QF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
i 04-30-2013 FEE PAID : WASHINGTON D C. 20537
SCHEDULES BUSINESS ACTIVITY ISSUE DATE :
22N, PRACTITIONER 03-04-2010f h
3.3N4 5, :
I Sections 304 and 1008 (21 USC 824 and 858} of the Gontroted
RICHARDSON, WILLIAM HMD : Substances Act of 1970, as amended, provda that the Alomey
5240 E. KNIGHT DR. General may revohe or suspend a registration 1 manufaciure,
1
SUITE 112 : disiribute, dispense, import or export 8 conirolled substanca,
000
TUCSON' AZ 85712 000 i THIS CERTIFICATE 18 NOT TRANSFERABLE ON CHANGE OF
i OWNERSHP, CONTRO L, LOCATION, OR BUSINESS ACTVITY,
. lL AND ITiS NOT VALID AFTER THE EXPIRATION DATE.
e ————————

CONTROLLED SUBSTANGE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
CRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20837

DEA REGISTRATION THIS REGISTRATION FEE
NLMBER EXPRES PAID
04-30-2013 FEE PAID

SCHEDULES BUSINESS ACTIVITY ISSUE DATE _

22N, PRACTITIONER 03-04-2010 : .

3,3N,4,5, A . ’
§ RIGHARDSON, WILLIAM H MD Sedctions ‘M‘;nd'ﬂ»}'o-ﬁ {21 USC 824 and 958) of the
N 5240 E. KNIGHT DR, Controlled Substances Adl of 1870, as amendad,
§ SUITE 112 proviis that the Attomey General may revoke or
D - ) suspend a registration to meanufacture, distribute,
D‘f TUCSON, AZ 857120000 dispense, import or export a controlied stbstanza.
£
£

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND 1T IS NOT VALID AFTER THE EXPIRATION DATE.
& —: ROk —



ARIZONA MEDICAL BOARD

9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: {480) 551-2700 . Fax {480) 551-2704 R % & ?{Eﬁ
Website: www.azmd.gov 3?\51\1 2B

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM Gl

“* Please Type or Pring #+

N
PHYSICIAN NAME: William Henry Richardson. MD \“*”f/ ¢

MD LICENSE #: 18829 sPECIALTY_ O ll Q:L\{ ‘\3 !}/ ~ \ Vo

D Yoy
o — ~

/ Renewal Registratgia\n (S150)‘/(Renewai & fee must come together postmarked or faxed by 6/30)

i

/
= Confirm ALL locations belc}'.«\»\bere’ you will be dispensing prescription drugs. devices and controlied substances.

(For each location, place a check mark to verify address and schedule of drugs dispensed from each location are correct)
*  Include a copy of your DEA license if you are requesting dispensing of controfied substances at any location.

*  Blank form attached to add additional tocations

PLEASE NOTE

A separate DEA license must be submitted for FACH location where controlled substances will be dispensed and
must be kept current during the registration period :

5240 E KNIGHT DR #112
TUCSON, AZ 85712

Schedule Il Drugs
Schedule Il Drugs
Schedule IV Drugs
Schedule V Drugs
Prescription Only Drugs
Prescription Devices

\j. Dispensing location information correct \\\ Copy of DEA attached Remove this location

Physician's Signature: / / \/\————/\[ Y\/% oo 1— >\

ARV
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RICHARDSON, WILLIAM H MD
5240 E. KNIGHT DR.

SUITE 112

TUCSON, AZ  85712-0000-000

”llsalL!ltl“;”l”l[ll”!lll“tl!”!li”lll“l“l!lll”!lll

URA REGISTRATION THI8 REGISTRATION FEE
KUMEER EXPIRES PAID

04-30-2013 FEE PAID

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
CRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20537

L

SCHEDULES BUSINESS ACTIVITY 1SSUE DATE
2,2N, PRACTITIONER 03-04-2010
33N45,

Sections 304 and 1008 {21 USC 824 and 958) of the Controlled
Substances Acl of 1970, as amended, provide thal the Atlorney
General may revoke or suspend a reqistration o manulacture,
distribute, dispense, import ar export a3 controlied subslance

RICHARDSON, WILLIAM H MD
5240 E. KNIGHT DR.
SUITE 112

TUCSON, AZ 85712-0000 THIS CERTIFICATE IS NOT TRANSFERASLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

s S . — o 2t — o — oo o o

———————————————————————————————————————————————————— -—————————————-‘»,——-«.{c
T——
CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20537
OEA REGISTRATION THIS REGISTRATION FEE
NUMBER EXPIRES PAID
- 04-30-2013 FEE PAID
L
SCHEDULES BUSINESS ACTIVITY ISSUE DATE
22N, PRACTITIONER 03-04-2010
3,3N4.5,
N
S RICHARDSON, WILLIAM HMD Sections 304 and 1008 (21 USC 824 and 958} of the
e 5240 E. KNIGHT DR. Controtled Substances Act of 1970, as amended,
& SUlTE 112 provide that the Atlomey Geners may revoks of
5’ TUCSON, AZ 8571 2-0000 suspand a registration o manufacture, distribute,
o dispense, import or export a controlled subgtance
E THIS CERTIFICATE iS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT 1S NOT VALID AFTER THE EXPIRATION DATE.
e L




ARIZONA STATE BOARD OF MEDICAL EXAMINERS CME Y )
2002 BIENNIAL MD LICENSE RENEWAL APPLICATIONxp 1 1 700 |/
— ] L]

o [ ¢
AZ MD Lic#: 18829 William H. Richardson, MD } BL/CJ Renewal Fee! $450  Late Fée: $800 (i postmarked atter 04(3015’902)

. [ E FCURRENT INFORMATION : g ok
Pleasé reviéw'and make corrections as necessary - . CORREGFIONS——~———>~==
OFFICE ADDRESS]PRINCIPAL PLACE OF BUSINESS OFFICE ADDRESS/PRINCIPAL PLACE OF BUSINESS
5240 E Knight Dr Ste 112 L
Tucson AZ 85712-2122 L
Phone #: (520} 323-9682 Fax #: Phone #: Fax#: S22 Up Y [¢]
E-Mail: £-Mail; ]
MAILING ADDRESS i MAILING ADDRESS ’
5240 E Knight Dr Ste 112 ;
Tucson AZ 85712-2122
HOME AQDRESS 5‘\-]&:‘ kg r ; a J(\Ofﬂ&.— HOME ADDRESS
5240 E Knight Dr Ste 112 I :
Tucson AZ 85712-2122 o QAN (; hong nwumber ’
(Street address | - f
Phone #: (520) 323-9682 Fax #: (520) 323-9689 Fax#: NTT §
E-Mail: |
L Cell Phone #: (Optional) !
AMERICAN BOARD CERTIFICATIONS AND FIELDS OF PRACTICE: Select from the attached fist of Self-Designated “Field of Practice™ Codes
ified? Practicing? Certified? Practicing?
’ GYN N Y 1 Make corrections if RN v 3 \/
OBG N N i 2R ) ’ N
bﬁg — ] necessary s I{ !

I REQUEST THE FOLLOWING CHANGE IN LICENSE STATUS: oo
j O INACTIVE STATUS. Please inactivate my Arizena license. My signature below serves to certify the following: That I am not presently under investigation by the board,
the board has not commenced any discipknary preceeding aganst me, and | am totally retired from the practice of medicine in this state cr any state, tarritory, or district of the
" United States or foreign country. I understand that once mative status s grarted, BOMEX will waive the annual renewal fees ang requirements for CME. | further understand
that | may not engage in the practice of madane, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my icense 5 assified as
nsctive, T further understand that if request reactivation of my license, | may be required to pass the SPEX examination and that the Board may require any combination of
physical examination, psychiatric, psychological evaluations and interviews it deermg necessary o determine my ability to safely engage in the practice of madicing.
0 CANCELLATION: pleace canced my Anzona licerse. My signature Ceon serves lo centify the folowing: Tnat I am rot presently uncer imvestigation oy the Board; the Board

! nas not commenced any discighinary proceedings sgairst me; and that 1 am requestng cancetlation for the reason that { am no longer pra G medicine in the State of Anzong
e T LI TP IO 3 o fonger

H

| S—
PLEASE ANSWﬁB_T!ngF_OLLOWING QUESTIONS:
1. Other than in Arizora, are you currently under nvestigation by any medical Board or peer review BOBY? e ] YesB’No
2. Other then in Arizona, since your last renewal have you had a medical liconse distiplined resulting in revocation, suspension, limitation, restriction, probation, veluntary

surrender or cancefation T8 SR IMVESUGONT. 1+ e B U3 Yes §fNo
3. Since your last renewal have you had hospital priviieges revoked, denied, suspe ed or restricted? e G D Yes (Y ND
Since your fast renewal, have you heen subjected to any regilatory disciplinary action, induding censure, practice restriction, suspensicr, sanctien, or removal from prad?

mposed by any agency of the faderal or state R S o OO L S S e Z Yoo Ao
5. Since your last renewal, have you had the authonty to prescribe, dispense or administer medications limited, restricted, modified, denied, surrenderad or revoked by

a federal or state AGENTY? i e e <G Yes 2 No
Within the last 5 years, have you had or 4o you have 2 medical coadition that impairs ¢r fimits your ability to safety practice mediing?.. ...
Do you engage in the #egal use of any controiled substance, habit-forming drug, or prescription medication?
Have you consumed intoxicating beverages FeSUIting in your present ability to exercise the Judgment and skills of a medical professio:
Have you been denied a license in ancther state? Jf ves,
State o
State Date of Denial Reason for Denial

10. within the past 5 years, have you been found guity or entered into a plea of no contest to a felony, or misdemeanor involving moral turpitude in any state? ..., 0 Yes $No
If yes, please attach an explanation and applicable court docket.

11, Within the past 5 years, have you been named as a defendant in a malpractice matter Currently pencing or that resulted in a seltlement or judgment 2ganst you? O Yes iﬂo
If settiements or judgments in past 5 years, please attach a copy of the Nationa! Practitioner Data Bank report. Please include the claimant’s name.

__lithe answerisyes to anyi:"f_the above questions, please provide a complete written explanation even if g;b‘mj_tftgdyiith a previous renewal _g

0 @ o

Date of Denial Reasor for Denial

I bereby certify, under penalty of perjury, that all information on this form is currently accurate. | also centify that during calendar year 2001, | have completed a minimum of 20

credit hours of gontinuing medical gdusation as required by AR.S. §32-1434 and A AC. § R4-16-101. P :
. %\*{\. , 2. 1. 02

LicBnsee (Signature stamp will not be accepted) Date

W mi

ﬂ%mmmMMﬂﬂCLﬁilf MEAUDIT FORM

OzY I




ARIZONA MEDICAL BOARD Q& C(/
2004 BIENNIAL MD LICENSE RENEWAL APPLICATION ud

Ve

RleaselreviewlandimaKe co.

OFFICE ADORESS ) PRINCIRALRUACEIOFIBUSINESS

PUBLI ADDRESS@*PH@NE%NEMBER

5240 € Knight Dr Ste 112 o .

Tucson AZ 85712-2122 ;. . . .. K

Phpl;le#;. (520) 323-9682 . .. . Fax #: - (520) 323-9689%‘&@\&\\[jhone#:~ e = S . e, v
E-Mais - - DT TaxER O EOR Ml B et
MAILING-ADDRESS. .. . .. . = = eSS T \\‘ MAILINGYADDRESS RN D '
5240 E Knight Dr Ste 112 = \C;\ W A\

Tucson AZ 85712-2122 ‘ A 19 1N \

—~

-

]

: HOME-ADDRESS i

Phone #: ) Fax #:
E-Mail:

Cell Phone #: (Cptional)

AMERICA QAR RIIEICA S A S OF PRA CE; Select from the attached list of Self-Designated “Field of Practice!' Codes
; L. ortified? -
0BG 1 False Make corrections if
GYN 1 True necessary

{1 REQUEST The FOLLOWING CHANGE'IN LICENSE STATUS:

S NG |

QO INACTIVE STATUS. Please Inactivate my Arizona license. My signature below serves to Cestify the following: That I am not presently under injestigation by the board,
the board has not commenced any disciplinary pfpceedings‘ against e, and I am totally retired from the practice of medicine in this state or.any state, territary, or district of
the United States or foreign, country. 1 understand that once nactive status is granted, thefbcia‘r‘dAv}J!I'ﬁélygéimé annual renewal fees and requirements for CME. 1 further
understand that 1 may not ehgage’ in the practica of ‘medicine; Fold Tedistration with thé Drug Enforcement Administratior, OF wite prescriptions as Jéng as my ficense'ls

classified as inactive. I fusther understand that if 1 réquest reactivation of my license, T may be required to pass the SPEX examination ang that the po3rc may require any

! combination of physicat examination, psychiatric, ‘psychological valliations and intarviens it deems necessary to determine my abifity to safefy éngage-in the practice of -

Lo medidre. . FOS - . SV . e e e B . i

‘0 CANCELLATION: Pleace cancel my Arizona license. My signature below serves to certify the following: That I am not presently under Investigatioh by the board; the boarg
has nat commenced any disdpiinary proceedings against me; and that I am requesting canceliation for the reason that am no fonger practidng medicne In the State of Arizona.

(PLEASE ANSWER THE FOLLOWING QUESTIONS: ~ - T N S

e e

1. Other than in Arizona, are you currently under investigation by any medical board or peer review body? I e i D a Yefwo
2. Otherthan in Arizena, since your last renewal have you had a medical license disciptined resulting in revocation, suspension, limitation, restriction, probation, voluntary
surrender or canceilation during an investigation? {see instructions on back} :
3. Since your last renewat have you had haspital privileges revoked, denjed, suspended or restricted? (see instructions)....... ..
4. Since your last renewal, have you been subjected to any reguiatory disciplinary action, including censure, practice restriction, suspension, sanction,
imposed by any agency of the federal or state govemment? (see INSTUCHONS). oottt
5. 'sinceyour jast renewal, have YOU'had the“althority to prescribe, dispnse or administer 'medicatichs lifmited, restricted, modifiad
a federal or state agency? {see instructions)

[OEOR & Yes)‘?ﬁo

.................... Q Ye?ﬁﬂ:o
T remaoval from practic
....,.A...DYesj;io

rdd or revoked by

Within the last 5 years, have you had or do You have a medical condition that impairs

or fimits your abifity to safely practice medidne? (see instructions).

6
7. Dovou €ngage in the itlegal use of any controfled substance, habit-forming drug, or prascription medication? ...
8. Have you consumed intoxicating beverages resulting in your present ability to exercise the judgment and skills of 2 medical professional, being impal
8. Have you been denied 3 license in another state? If yes,
State Date of Denial Reason for Denial
10. Since your fast renewal, have you been found guilty or entered into 3 plea of no contest to 3 felony, or misd
If yes, please attach an explanation and applicable court docket. See instructions on back
11. Since your tast renewal, has a maipractice lawsuit resuited In 3 settlement or judgment a9
i I the answeRiSey SE to5 YO hE S BE Ve e tiohs, mib3se plovides
R L TS M@““ )

red

TnT i e DE. 200 ,mcmm~£§‘?x~“??9 nlfmalptac g
theicasenumber; \eeﬁ'ue}f;?léir'\tiff:n‘a‘ﬁ1e!>aﬁdzattomey';harh’ésy_édaiessgéphonemumt
) under penalty‘of perjury, that all information on' this fom Is currently accirate. 1 als Certify that during ’caléf‘:dar‘ye'ars 2002 and 20031 ha
credi\ hours of conti

:Ihereby ce
minimum of

ve ‘completed a”
medical educatio ired by AR.S, §32-1434 and AA.C. § R4-16-101. STy L "g‘__ ‘O Zl oL

e of Licensee (Signature Starip will Aot be accepted) ' -

Signa

© . Date .

WLmED : ST
%M




ARIZONA MEDICAL BOARD

S

s 150

2006 BIENNIAL MD LICENSE RENEWAL APPb;[CATiON

AZ MD Lic#: 18829 William H. Richardson, MD
) ' CURRENT.INFORMATION

w and-make corrections as necessary =

i

§

| Please revie

Renewal Fee}

$500

$850 v portmarkes siter 04/30/2008)
94/30/2006)

L PLACE OF BUSINESS

’ OFFICE ADDRESS/PRINCIPA | OFFICE ADD,
ONE NUMBER c

' PUBLIC ADDRESS & PH

RE

=" CORRECTIONS
S5/PRIN

CIPAL PLAWCE F BUSINESS .

| 5240 € Knight Dr Ste 112 L N
} Tucson AZ 85712-2122 o o e
. |
B T ]
| Phone #: (520 323-9582 Fax #: (520 323-9689 { Phones: o —— T
! E-Mail: E-Mail: ) — 9
MAILING ADDRESS E e — MAILING ADDRESS - »

( 5240 E Knight Dr Ste 112
| Tucson AZ 85712-2122 |

|
| ,
! i

! ]

}

| HOME ADDRESS

ﬁo’ne;:‘
E-Mail:

Phone »
E-Mail:

J
i
|
| e

AMERICAN BOARD CERTIFICATIONS AND FIELDS OF PRA

CTICE:

? 1 Cell Phone #:

Select from the atached list of Self-Designated “Fiold af Practice™ {

Fax #:

odey

— i Certified? .. Practicing? ‘ . . Lertified? ) Practicing? !

0BG Y N Make corrections if f—— |
o GYN X Y necessary {‘ _ T
[N I Lo . L —_— S

1 REQUESYT THE FOLLOWING CHANGE IN LICENSE SfATUS:
INACTIVE STATUS. 7o 2 iice

! 0 a5 Inactivale my Arizona licease My signature by
the Boare has net commenced any tistiphnary proceedings against me, a3na | am tota)
the United States or foreign country, | understand that once inactive Status is granted,
understand that | may not engage in the practice of medicine, holg regisiralion with the Drug Enforg
dassified as inactve. | furtner understand that if | request reactvation of my kcense,
combinaton of physicai examination, psychiatng, psychoiegical evaluations and nleraews it o
metong.

CANCELLATION: fie

nas not commenced any gis

PLEASE ANSWER THE FOLLOWING QUESTIONS:

W retved fror the p

the baard will waiv

CLMS neCess

258 Cancel iy Arigona kcense My sionature below Serves to certfy

ainst me; and that I am "equustng canceliation far the

the "o%’owiq“q:

3g

—
210w serves 1o certify the foilowing: That | am nct presantly ung

ement Adrministration
I'may be required to 325< the S

feastn that | am ng longer Praciong madicne

er ivestigeton by the boarg,
ractee of medicing in this state Of any siate, terriony, or disyict of
€ the annugl renswal fees and roquiremeets for CME, | furtber

» GF WIle peestnplons as ong as my ficense is
PEX examination and that the hoard may require any
to safely engage in the practice of

&Y 16 determyne my apility

T ation by the board; the baard

N ke State of Arizona,
e I

2t am et presently undgser WestiG

1. Cther than in Arizona, are you currently under nvesligation by any medical board or PECTTRVIRW BOCY? oo ) Yes/a/h'g
2. Other than in Arizong, since your last renewal have you had a medical beense discipined resuiting i revacation, SUSDENSIon, mitation, restaction, probation, voluntary
surrender or canceilation during an inveshgation? (see instructions on back). ... T e Yeija’N»s
3. Since your tast renewat have yeu had hospital orivdeges revoked, deniey, suspended or restricred? {(see instructions) .. B U T e Q Yas Np
o Siore vour last rer2wal, have you been subjected Lo any regulatory disciplinary actan, including censure, practice restricuon, SUEENSION, Sancton, of remoyval from praclse,
TPUsEE By 20y ageny of the fogeral or stete goversmont? {see instructions;...... . e T T s s
5 Since vour las rengwal, bave you had (he Buthority 1o prescrbe, Cispense or administer medications limited, restricted, modified, denied, surrerdered or raveked by
. & fedarat or state agency? (see MSIUCHONS) i oAl e BT e Yo
£ Vithin the tast 5 Years, have you had or do you have a medical condition thar IMp3ies or limits your abinty 1o sarely practice megicne? {see instructions; .
7. Doyou engage in the illegal usa of 3 conirailed substance, habit-forming drug, or prescrigtion madication? LR U ROTUUTROR
8. Have vou consumed nloxicating beverages Tesuiting in your presant abilty to exercise tne judgment and skifis of 3 mecial professionai baEng impaired o fimited]
9. Have you been deniagd a license in another state? If YOS
State_ Date of Depial __Reaszcn for Denial = - 5
i) Since vour iast renewsl, have you been found Guiity or entered into 3 ples of no cortes: to 2 feiony, or misdereanor .n-/a;vsnE}Eal turpitude in aﬁéte-’ R Y?s?Nc
If yes, please attach an explanation and applicable court docket, See instructions on back.
11 Since your last reneval, has a malpractice lawsyt resulted in a settlement or JUCgment against you? o Qres Z/N‘

answer is “yes” tg any of the above quésticns, pléase provide a com

} If the

. that afl information on this form 8 Currently accurate. [ also certify
32-1434 and A AC. § Ra-)

Fpenaity of p

bherasy corufy, unde
'mﬁ B

erjury,
Jaag medics! education as f2quired by ARG,

Signature of Lizensas {Signature starmp wiil rot be a:cep:éd)

U

NOTE: DO NOT SUBMIT CME D OCUMENTATION UNLESS A CME A
RENEWAL PACKET

pléte written ex

! ) ____teported, pleasé includer acopy of-the complaint and i;’ettler‘ri@gég}gé’n'xeﬁt/judgment. =

planation to inclide dates. If malpractice ¢

thet during calendar
6-101.

years 2004 and 2005, 1 have compietad g
. — .
1 20 0F

YDIT FORM IS INCLUDED WITH YOUR

T
ases are
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ARIZONA MEDICAL BOARD @1/

2008 BIENNIAL MD LICENSE RENEWNPPUCATION

! L4 * after 04/30/2008)

- Priate Vi ane el T . BNS &g
OFFICE ADDRYSS PLACE OF BUSTNISS
WCAMQ—.&H‘&KE NUMBER

SHOEKMDr SR 11y <
Tutson AZ 85712-2122 ‘

5240 E Knight Or St 112
Tucsen AZ 85712-2122

HOME ADDREY

REQUEST FOR CHARGE IN LICENSE STATUS: ,
O INACTIVE STATUS ([ huve read and meet the requirements for Irexctive status »s iisted In the n:tructions)
O  cancruamion {1 have read and mest the requiremnents ts cancel my loonse as e 1n the Instructions)

Imwm,mdmpenalwwpcdwbymymmbemuatu!nfbtmsuononmhfwmhwmﬁymmand:
-IamaU,S.GUzencraqua!M/reglsharedaiien
-Ihwegnmpietadamm!mumdwaednhoursdmmmngn'ueduleduwdmdurmgcai&ﬁaryearszms and 2007
&3 requdred by AR.S. §32—1434WM.C.§R4—16-101 ) o b :
-1ha»eawﬂttmprotoajlnp&aeefnrﬂxesewrestnmge,m&ramaq&_dwmlmdmymmsmu}q
my practice close as required by AR.S. 5322211 L T - ‘
2\ 2.0C
Date

Signature of frcenset (Sinature samp wil not be acrepted)
{8829 Witiam Richardsop, MD )

PAOE 1 SEE REVERSE SM;J




FEZ-84-2008 13: 158 From:S23 3235589

Pase:arg

i

YES [ NO 1 !

——— ] :

1zﬂmamlnstwhmpuhmhmﬂmuhumnhm«me ;

mmmm.dmmnty,ormgmmwmemmr YES O NO}Z{ ,
ment? :

mi‘tadtnﬁzefdbuﬁng: Am\adRabtnry,Assau?tM&sDead
Insuranos Eraud, Fabricating and Presants s

R Erforcement Agency,
orgery, Fraud, HEt 8 Run, Thegal Saie-f Trafficking in Controlled Substa
f Com

nces,
‘ OF Women Satite), Misleading Sale of. .
, Property, Perjury, Possession Of Heroin for SalefUnigwhid Sale or
Dl-spgnsmg Narcotic Drugs, Rape, Shopifing and Solictting Prostiaion, :

ly Weapon, Altemptert

18829 Willlam Richardson, MD INITIALS REQUIRED

Pace 2



BIENNIAL MD LICENSE RENEWAL APPLICATION e 2
{”7 {Please Type in Spaces Provided) D W’U
License Fee: 500 /df postmarked by due date) Rt .
7 $850if post%@’d 30 days after due date SRR

Please o uble

First Name: ’Winiam :’ Initial: Last Name: |Richardson
license Number: 118829 J

Practice Name:

Tucson Women's Center ’
Office Address: 15240 E. Knight Drive Suite 112 , City: State: Zip:

Email: Office Phone: ! +1 (520} 323-9682 l Office Fax: +1 {520} 323-9689

Mailing Address: 5240 Knight Drive Suite 112

e e o - L

v s NN ] o e 0 . ]
Home Phone: l —7 Moaoblle Phone: L_’

|




Area of Interest ABMS Certified?

Practicing? Expiration Date

(Or indicate if lifetime certificated)
O Blly N e

[] Yes

ama U.S, Citizen or U.S, National
the Statement of Citizenship and

It you have not provideg
Your application.

the Board with a copy of one o documents listed i
ate, passport, etc) since 2008, please submit a copy with

Alien Status {i.e. birth certific

% L

transfer

records do
g€, transfer and access of the

in place for the secure storage,

her practice and the medica}
in place for the secure stora

equired by AR S, §32-3211.

7 PN

nimum of 40 hoyrs
C. §R4-16-101.

ave completed a mj
" R.S. §32-1434 and AA.

0 ! request CANCELLATION of my medical )
commenced disciplinary proceedings agai

icense. | am not presently
nstme, and l am no longer

under investigation b

Y the Board, the Board has not
practicing medicine in Arizona.

Page 2 of g



QUESTIONNAIRE

1. Since your last renewal, have you had any application for any professional license refused or [] Yes
denied» by any licenslng authodgy?

2. since your last renewal, ‘have you been refused or denied the priviiege of taking an examination [] Yes
_[gqqi{ed for any profgmsg_i_onal licensure?

8%

3. since your last renewal, have yﬁﬁ'Gmﬁﬁﬁgﬁi{ﬁ&ﬁm5"”""""""""””" T [ Yes
4."’§i'ﬁéé'y6'ii}iééﬁé"ﬁéﬁél;" have you had any heaithears license revoked? - CJYyes [INo

5. Since your last renewal, have you been the subject of disciplinary action oF EEé“;Eﬁnturrently under [ Yes

facility or healthcare Staff of such facility?

6. Since your last renewél, havé'your pereéeS béén fésiflcted,"tér“ri;lﬁa‘té&:"%'l”ﬁlﬁuf;ﬁl";é‘rﬂi_ﬁ\}biﬁhfén:'h‘;‘ [ Yes

7. Since your fast ‘renewal, has dlsclgifﬁgﬁ action been taken against you by any licensing agency [ Yes

8. Since your last renewal, have you had a registration issued by a controlled substance authority [ Yes
(State or Federal) revoked, suspended, limited, restricted, modified, denied, or have you surrendered

or given up in lieu of action?

9. Since your last “rén'e\'\iél,wﬁs\fe “y“o‘u been chéfged with or éonviciéd,’-pérdohéi:l%or_héd'é record [ Yes
expunged or vacated of a felony, or misdemeanor involving moral turpitude? (See explanation below] A

"yes” answer is required even if you entered a diversion program.

10. Since your last renewal, have you been charged with or convicted (including a nolo contendre plea [ Yes
or guilty pleaj of a violation of any federal or state drug law(s) or rule(s) whether or not the sentence
was imposed or expunged?

11. Since your last Eeneﬁél, have ydﬁﬁl’mmed or discharged ofﬁ&?f?éﬁ wiicﬂi‘.:'i“r‘‘.'"z”b'lﬂy;‘fro-m' [ Yes
the armed service?

12. Since your fast }éhew'é!, have you been terminated from a heaithcare position with a i:ity, '@ﬁ [ Yes
or state government or the Federal government?

(AR R R R

13. Ssince your last renewal, have you been }Bﬁi?{&eﬁfﬁs‘iréﬁaz‘é'"f'r’a[ﬁ&"?:r"réc‘éi’s)e&'”éé‘nc‘t’ibné,’” [ Yes
including restrictions, suspension or removal from practice, imposed by any agency of the Federal
Bovernment?

A

fMoral Turpﬂl‘fﬁaéﬂml".r‘if:.l.ﬁaégwl;ﬁ.fwfs" not limited to t following: Armed Robbery, Assauit fﬁ"“é“'ﬁé"a;'&(y Weapon, Attempted§
Insurance Fraud, Fabricating and Presenting False Public Claims, False Reporting to Law Enforcement Agency, Falsification of!
‘Records of the Court, Forgery, Fraud, Hit & Run, Hllegal Sale and Trafficking in Controlled Substances, Indecent Exposure,f‘
§Kidnapping, Larceny, Mann Act {Federal Commercialization of Women Statute), Misleading Sale of Securities in Connection with:
;ftransfer of Real Property, Perjury, Possession of Heroin for Sale/Unlawful Sale or Dispensing Narcotic Drugs, Rape, Shopliftingf
‘and Sol iciting Prostitution. ‘1

First Name: lWiIIIam , Initial; Last Name: lRichardson Z
License Number- 18829
Page 3 ofg




CONFIDENTIAL QUESTIONNAIRE

I L e ——— e

3. Dovyou currently have any disease Or condition that interferes with your ability to competently and
safely perform the essential functions of Your profession, include any disease or conditign generally
regarded as chronic by the medica| community, i.e. {1) behavioral health iliness or condition; {2) alcahol
or ather substance abuse; and/or (3) physical disease or condition, that may presently interfere with
your ability to competently and safely perform the essential functions j

First Name: Initial: {ast Name: lRichardson '
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