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Arizona State Board of Medical Examiners 

P.O. Box 6200, Seottsdale, Arizona 85261 -6200 
Home Page: http://www.bomex.org 

Telephone (480) 551-2700 • Fax (480) 551-2704 • lr~State Toll Free (877) 255-2212 

APPLICATION for LICENSE to PRACTICE ALLOPATHIC MEDICINE in the STATE of ARIZONA 
and INITIAL R E G I S T R A T I O N  F O R M  

type photos are not acceptable. 

F O R  B O A R D  USE 

D O  N O T  U S E  T H I S  S P A C E  

Date Application Sent: 

Date Application Received: / ~ / / ~ , J ~ _ ' _ ~  

[ ]  E N D O R S E M E N T  

[ ]  U S M L E  

[ ]  SPEX 

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

All candidates shall provide satisfactory evidence that he/she: 
1. 
2. 
3. 

4. 

INFORMATION 

Possesses a good moral and professional reputation. 
Is physically and mentally able to engage safely in the practice ofmedi cine. 
Has not been found guilty of any act of unprofessional conduct; medical incompetence; or mentally or physically unable to engage safely 
in the practice of medicine. 
Has not had disciplinary action taken against him by any other state, territory, dist rict or country for reasons relating to his ability to 
engage safely and skillfully in the practice of medicine. 
NOTE: The processing of a routine application can take 8 to 10 weeks.  Applications not fully complete within one year from date 
of notification of deficiency in application are considered withdrawn. 

APPLICATION INSTRUCTIONS 
(Read Carefully) 

In addition to the appropriate completion of the applicable sections of this application, the applicant will submit the following: 

1. Evidence of name and date of birth: a certified copy of birth certificate or other documentary evidence for consideration i.e., Visa, 
Passport; baptismal certificate, alien resident card, or naturalization certificate. 

2. Certified evidence of any legal name changes other than t h a t  shown on certificates filed in accordance with paragraph 1 above, (e.g., 
marriage certificate). Proof of foreign birth of American parents. 

3. A complete list of all your hospital affiliations and employment for the five years prior to filing this applicat ion. 
4. Cashier '  s Cheek or Money Order in U.S. Funds(personal checks not accepted) , covering the statutory fee prescribed in statute and rule. 
5. Credentials submitted in foreign languages shall have affixed thereto a certified translation into English. 
6. Separated or mutilated Applications are not acceptable and will require refiling. 
7. Requests for exemptions or waivers of any portion of this application will be denied and will delay your consideration for licensure. 
8. NOTE: All credentials submitted become the pr operty of the Arizona Board of Medical Examiners and NONE will be returned. 

DO NOT SUBMIT ORIGINALS. 
9. Photocopies shall not exceed 8 ½ inches by 11 inches in size. 
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UNITED STATES ~ OR CANADIAN MEDICAL SCHO~i ,GRADUATES and GRADUATES OF MEDICAL SC~_,g.~OLS LOCATED OUTSIDE THE UNITED STATES 
OR CANADA will forward Forms numbered I, 1I, HI, I I ~ n d  IV as may be apphcable, to the appropriate a g e n c y / t h e  request that they be completed and returned to the 
Arizona Board 6fMedical Examiners. 

APPLICATION and Initial Registration 

(To be completed, signed by applicant and notarized. All questions MUST be answered completely.) 

1. Present Legal Name / ~ I k Q , ~  ~I~IL~"7_- L0[j,~-~ 
(Last) (First) (Middle) (Maiden) 

(a) Other names used: 

(No.) (Street) " (State) (Zip Code)
3. City and State ofBirth  Month, Day and Year ofBirth 

4. In what states or provinces have you applied for or been granted license or registration? If more than two, attach separate listing. 
If license not issued, so state. 

(a) I~gA,,O :k I q17 7 4- 
(State Board) (Date of Application)- (Result) (Certificate No.) 

(Date Issued) (Specify if by Written Examination or on Credentials) 

(b) CMI4r~fv, hO~~.~310 
(State Board) (Date of Application) (Result) (Certificate No.) 

(Date Issued) (Specify if by Written Examination or on Credentials) 

5. Have you ever had an application or medical license denied or rejected by another 
state/province licensing board? 

6. Has any disciplinary or rehabilitative action ever been taken against you by any state 
licensing board, including other health professions? Examples of actions include but are 
not limited to reprimand, censure, probation, restriction, limitation, suspension, 
stipulation, written consent agreement or revocation. 

7. Have any disciplinary actions, restrictions, limitations ever been taken against you while 
you were participating in any type of training program or by any health care provider? 

8. Have you ever been found to be in violation of any statute, rule or regulation of any 
domestic or foreign governmental agency? 

9. Has there been any disciplinary action initiated against you by or through any medical 
board or association? 

10. Are you currently under investigation by any medical board or peer review body? 

t 1. Have you ever had a medical license disciplined resulting in a: revocation, suspension, 
limitation, restriction, probation, voluntarily surrender, cancellation during an 
investigation or entered into a consent agreement or stipulation? 

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

13. Have you ever been named as a defendant in any malpractice matter currently pending or 
which resulted in a settlement or judgement against you? 

14. Have you ever been convicted of insurance fraud or received sanctions, including 
restriction, suspension or removal from practice, imposed by any agency of the federal 
government? 

15. Have you ever had your ability to prescribe, dispense or administer medications limited, 
restricted, modified, denied, surrendered or revoked by a federal or state agency? 

1,50 
(Answer) 

00 
(Answer) 

00 
(AnswerJ 

loO- 
(Answer) 

(Answer) 

00 
(Answer) 

(Answer) 

o0 
(Answer) 

po 
(Answer) 

(Answer) 

(Answer) 



16. Are your currenOy in engaged in the ille of any controlled substance, habit forming 
drug or prescription medication? 

17. U'we you consumed intoxicating beverages resulting in y,;,.,r present ability to exercise the 
iu~gemcnt and sk.dls of  a medical professional being impaired or limited? 

18. Have you been found guilty or entered into a plea of no contest to a felony, or 
misdemeanor involving moral turpitude in any state? 

(A~sOwer) 

(Answer) 

Note: In the event the response to any of the questions numbered 5 through 18 is YES, 
the applicant will file with the application a detailed report  concerning the above 
matters, including any charge, date of such charge, the complete name and address of  all 
bodies of  jurisdiction, the result of any hearings, and the disposition of  such charge(s). 
Provide the name and address of applicant's insuranee ~ carrier. IN ADDITION, the 
applicant must submit photocopy(ies) of any complaints, hearings, settlements or 
judgements together with copies of  patient's hospital and/or office records to this board. 

19. Do you have or have you had within the last five years any medical condition that in any 
way impairs or limits your ability to safely practice any field of medicine? 

Ability to practice medicine is to be construed to include all of the following: 
(Answer) 

I. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep abreast 
of medical developments, and 

2. 

. 

The ability to communicate those judgments and medical information to patients and other health care providers, with or without the 
use of aids or devices, such as a voice amplifier; and 

The physical capability to perform medical tasks such as physical examination and surgical procedures, with or without the use of aids 
or devices, such as corrective lenses or hearing aids. 

"Medical condition" includes physiological, mental or psychological conditions or disorders, such as, but not limited to orthopedic, visual, 
speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental 
retardation, emotion or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug-addiction and alcoholism. 

20. Within the last five years, have you been diagnosed, treated or admitted to a hospital or 
other facility for the treatment of bi-polar disorder, schizophrenia, paranoia, or any 
psychotic disorder? (Answer) 

In the event the response to question 19 and/or 20 is yes, you must file with the application a detailed written narrative statement 
concerning the above matter(s), including the name and address of the training program or health care provider, physician, preceptor, 
hospital/rehabilitation, etc. where you were counseled/treated. You must provide a certified copy of your history and physical 
examination, consultation report(s), discharge summary(ies) from the hospital/rehabilitation center, and a statement from your 
attending physician(s) or treating therapist setting forth your diagnosis, prognosis and recommendations for continuing care, treatment 
and supervision. 

21. Name and location of Medical School: ~pl~)~l'/.51bff~ ~J)~)._ ~ )0~- .~ '~  
Me-qa60 

22. List Internship, Residency and Fellowship training (COMPLETED OR NOT), OR, Assistant Professorship (or higher) at approved school 
of medicine chronologically showing institution, address, type of program and dates. Attach separate listing if needed. 

23. Are you certified by any of the American Board of Medical Specialties? ]O0 

24. Exact whereabouts and nature of practice or other activities from the date of graduation from medical school to the present, with specific 
MONTH AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED. 

At from to 
(City) (State) 

At ~ " 1 ~  If~ '~ from to 
(City) ~ T "  (State) 

At ~ht 

At (City) ( T 0  ~0 U..~ bD) 

from to 
(State) 

from to 
(City) (State) 



The applicant 
(PRINT OR TYPE YOUR NAME AE YOU WISI ~, IT TO APPEAP ON YOUR MEDICAL LICENSE) 

being first duly sworn upon his oath deposes and says: that he is the person herein named subscribing to this application; that he has read the 
complete application, knows the full content thereof, and declares that all of the information contained herein and evidence or other credentials 
submitted herewith are true and correct; that he is the lawful holder of the degree of Doctor of Medicine as prescn'bed by this application, that 
the same was procured in the regular course of instruction and examination, and that it, together with all the credentials submitted, were procured 
without fraud or misrepresentation or any mistake of which the applicant is aware that the applicant is the lawful holder thereof. Further, I 
hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past, present and future), business*- 
and professional associates (past, present and future), and all government agencies (local, state, federal, or foreign) to release to the Arizona 
Board of Medical Examiners or its successors any information, flies or records, including medical records, educational records, and records of 
psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in connection with this application; or 
any further or future investigation by that Board necessary to determine my medical competence, professional conduct or physical or mental 
ability to safely engage in the practice of medicine. I further authorize the Arizona Board of Medical Examiners or its successors to release to the 
organizations, individuals or groups listed above any information which is material to the application or any subsequent licensure. " I further 

on thi~ ate/fq deny the same or to hold a hearing acknowledge that falsification or misrepresentation of any item or response application is adequ 
to revoke the same, if issued, f f  / ' 2  / ! / .I ~¢ /0 

~ ~  ComSHm~,konS.#BA1C)978 ~ SiguatureofApplicant ,M.D. 

~ Notor~ Public - Cati~amio ~ A 
z ~  LOS Angeles County Jr,. 

(NOTARY SEAL) 

Subscribed and sworn to before me this / ~" ' - '~ day of 

S 
/ (NOTARY]Pt Uq/ 

My Comission expires ~__.4 ~_4 ~ 
¢3 

20#  ¢) 

Application Processed by 

Application Checked by o / ~  

Application Approved 19 

L,ce.se ,ssued 

License Number a~ ~ ~ a~ q 

FOR OFFICIAL USE ONLY 



INSTRUCTIONS: 1) 

APPLICANT NAME: 

(THIS FOPdM i~tAY BE COPIED IF ADDITIONAL COPIES ARE NEEDED) I ,~ 

ARIZONA STATE BOARD OF MEDICAL EXAMINERS \¢~\,~ % 

List all hospital affil~tions for the past five (5) years to include moonlightin~¢j%~bJ.-1 
Courtesy staff affiliations. Do not include any postgraduate ~ a i n i n g . ~  

2) List all medical employment e.g. physician 
placement group, emergency medical group, radiology group, etc. 

' G ~ " {  .... ~ l ~ ~ C  ~ l ~  . . . . . . . . . . . . . . .  

Z 

DATES OF STAFF MEMBERSHIP: 

TYPECATEGORY OF $1 Ar t  M_Mt::i.r~S, .IP. 

HOSPITAL: 

. . . .  ~ ~ "  ~ l 1 9 / ~ {  
City J State Zip Code 

ADDRESS: 

. 

DATES OF STAFF MEMBERSHIP: 

"ITPE/CATEGORY OF STAFF MEMBERSHIP: 

HOSPITAl • 

C~] State Zip Cede 

ADDRESS: - 

. 

city 

DATES OF STAFF MEMBERSHIP: 

,'P(PE/CATEGORY OF STAFF MEMBERSHIP: 

MEDICAL EMPLOYMENT" 

ADDRESS: 

State Zip Code 

. 

DATES OF EMPLOYMENT: 

MEDICAL EMPLOYMENT: 

ADDRESS: 

City State Zip Code 

City State Zip Code 

DATES OF EMPLOYMENT: 



9/19/94 - 9/18/95 

7/1/93 - 6/30/94 

7/89 - 9/91 

8/88 - 6/89 

7/87 - 6/88 

7/86 - 6/87 

7/85 - 6/86 

7/84 - 6/85 

7/83 - 6/84 

8/76 - 6/80 

P O S T - G R A D U A T E  M E D I C A L  T R A I N I N G  

Preceptorship (Fellowship), Breast Disease 
Melvin Silverstien, M.D., Medical Director/ 
Van Nuys, California 

Fellowship. Advanced Pelvic, Gynecologic & 
Oncologic Surgery 
S.U.N.Y. at Buffalo, Hospital Corsortium 

Resident, Obstetrics & Gyencology 
University of Southern Alabama MedicaICenter 
Mobile, Alabama 

Resident, Obstetrics & Gynecology 
Lutheran Medical Center 
Brooklyn, New York 

Resident, Obstetrics &Gynecology 
Albany Medical Center 
Albany, New York 

Resident, Obstetrics & Gynecology 
S.U.N.Y. at Syracuse, New York 
,lohnson City, New York 

Resident, Internal Medicine 
Mount Sinai Hospital: 
Bronx VA Medical Center 
New York, New York 

Resident, Internal Medicinc 
Millard Fillmore Hospital 
Buft'alo, New York 

MEDICAL EDUCATION 

Fifth Pathway Program 
S.U.N.Y.- Buffalo 

Universidad Del Noreste 
Tampico, Mexico 
M.D. Degree 



• A  A r i z o ~  B o a r d  of ~ed~ca i  E x a m i n e r s  \ F o r m  2 
~='_/~2dl \ 9545 ~ast Doubletree Ranch Road '\ 
" ~ ) I  \ ' \ ~ -  -Sc-ot~dale, ~ & - n a  ~5258 . . . .  ) M ~ d i c a l  Co l l ege  Cer t i f i ca t i on  
~ /  < Phone: 480-~-2700 Fax: 480-55T-2704 / 

tn applyL,~j for a license ~ ' ~ r a ~ ~ n g _ _ ! n  Ad~na, ~e Medica! 8oard requires this form [o be completed by [he medicaI s-c~o~ 
gran0ng t-he medical degree. This is your authodzal~on to release any information ir~ your ~fes of record, ~avorable or o~henvise, 
DIRECT ~o l~e Arizona State Board of Medicai Examiners, 9545 East Doubleh-ee ~anch Road, Sco~tsdaIe, Arizona 85258. Your 
promp~ response w~l be apprec}a~ed. /1  I ~ ~ A 

Name: , . J ...... .4 ,,~ - - '  ~ 7 y  " . . . .  ~ . . . . . . . . . .  ].." M.I~. 

...==--.:.= = ~ !  T,!", ~ , == '~ '=~ .= :====== '= "=~ - - ' =P - ' - -== . I  =:~: '"  = = =  
(DO NOT OETACH) 

This is ~ cert~ tI~a~ 

Th i s  s e c t i o n  to  be c o m p l e t e d  by  an o f f i ce r  o f  the med i ca l  s c h o o l ,  

SAMUEL LOUIS AUERBACH 

(Full sine of studenL) 
,~asgmn[ed~hedegreeof, DIPLOMA DE MEDICO CIRUJANO ¥ PARTERO 

by U~I,VERSID,AD, D,~,L. N ,0RESTE A . C  on . T ~ . ~ / n ~ / ~ O ~ O  ...... 
(Full n~n6 0f School or College o£ Med~ine as it appears on the Appffc~n~'s Medic~i degree diploma.) D~at~ i~Da~/;tYeSr) 

that the dale of his/her mafriculation in medical school was A go s t o i 6 d e 1 9  7 6 ~ ,  and that he, she a[tended 
fui! c~urses of medical lectures comprising . . . .  rrmn~hs. 

(number) (number] 

1. Was applicant ever p~aced on probation, restricted, or limited? N 0 if yes, please attach wdEen explanation. 

2. Did the applicant have any medical conditbn, ~vhich in any way impaired or limited his/her ability to safely practice any field of 
medicine? 

Ability to pmclJce medicine is to be construed t~ inc'mde at! of the follo~ing: 
The cognil~ve capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep 
abreast of medical d~lopments;  and 

The abi~%, to communkmte ~se judgments and medical informa~don to pa~ents and health care providers, wit~ or without the use 
of aids or devices, such as voice ampt~ers; and 

The physical capability b perform medical b~sks such as phys~cat examina~on and surgical procedures, with or wib-'~ut the use of 
aids or devices, such as corrective lenses or hearing aids 

"Meg{cat condition" includes physk~[ogk:al, mental or psychologic~| conditions or disorders, such as, but not limited to ov%hopedic, 
visua! ,~peech, and hearing ~a~'men~, cerebral palsy, epilepsy, muscular dystrophy, muttiple sclerosis, cancer, heart disease, 
diabetes, mental retardation, emo~ona~ o~ mental ~ness. "'" ~V c~isease, ~uberculosis, drug addffion and 
alcoholism. 

Ib~oi~ ~sorger, s~c_h~gph~ 
~f yes, piaase attach wrtaen e~lana~i :. 

4. Were appg~ant's final evatuatk~rm in eve.r# category 
v~itten explanation. 

:ated satisfacto,'y and/or abo~ 
By 

SiGned~,IC. MAR!0 A,, L!ZARRAGA B..~D. 

SERV"ICIOS ESCOLARES 

De~ 
Presiden{ } 
Secretary of 
Registrar 

Address: PROL. AV. HGO .6315 

pm~anoia, or any psychotic diso~er? 

"."~ v v  = : .N5  _ if no please attach 

(S~ i  ~f Cotlege~ ' - ' 

C ' '  " -  ' " . . . .  

COL. NUEV0 AF, ROPU~P,~; !PA,~PTCO m~M Tm-~~,--~ICO 



i 

EDUCATIONAL COMMISSION for FOREIGN MEDICAL GRADUATES 
PHILADELPHIA OFFICE 

3624 MARKET STREET, PHILADELPHIA, PENNSYLVANIA 19104-2685, U.S.A. 

TELEPHONE: 215-386-5900 • FAX: 215-386-3185 • INTERNET: www.ecfrng.org 

Execut ive  Di rector  

Ar izona Board of Medical  Examiners  
9545 East  Double t ree Ranch Road 
Scot tsdale,  AZ  85258 

State Board Code: 
. . . . . . . . .  :-~ . . . .  003 

• Please include this 
number on all requests 

¢* " "  "3 . . . . . . .  -: 2-  21 

'I 

ECFMG CERTIFICATION STATUS REPORT 
ECFMG/USMLE Identification Number: 0-312-430-2 
Applicant's Name: Samuel Louis Auerbach 
Applicant's Date of Birth: 
ECFMG Certified: No 

Certificate Issued Date: N/A 
English Test Valid Through Date: N/A 
Clinical Skills Assessment Valid Through Date: N/A 

Passing Performance on Medical Science Examination for Certification: 
Two-Digit Three-Digit 

Examination Type Date Component Score Score Comments 
ECFMG 1-DAY 01/26/1983 MEDICAL SCIENCE 75 

Most Current Passing Performance on Clinical Assessment for Certification: N/A 

Most Current Passing Performance on English Test: JANUARY 1983 

Name of Medical School and Country: 

Degree Year: 

1- Medical Education Credential Status: Incomplete 

This information is reported directly from ECFMG computer records and is current as of 09/07/2001. 

* The purpose of this Status Report is to indicate whether this individual is ECFMG certified. This status report is not a complete history of all 
examinations this individual may have taken. It reflects only passing scores on the examination(s) used to fulfill the Medical Science Examination 
requirement for ECFMG certification. It aslo includes the most current passing performance on the Clinical Skills Assessment (CSA), regardless of 
whether CSA was required for ECFMG certification. 

1- Since July 1986, ECFMG has verifed medical school credentials directly with the medical schools or through a reasonable alternative which has 
been approved by the ECFMG Medical Education Credentials Committee. 

Important Note: 
Requesting organizations must secure and retain the physician's signed authorization to obtain certification information. 
Organizations may not resell the information or make it available to any party beyond the initial request as authorized by the 
physician. The information may only be used to confirm ECFMG certification for the purpose for which the physician provided 
authorization. 

003 

Form 282 B - 8/99 

ECFMG is an organization committed to promoting excellence in international medical education. 



t "  

Arizona Board of Medical Examiners 
9545 East Doubletree Ranch Road 

Scottsdate, Arizona 8525~ 
Pl~n~: 48(~.55t-2700 Fax: 4~P55t-2704 

i i 
Postgraduate Training ~ ~ ;  . . . . .  

|n applying for a iicsn.~ Io ~ m~dici~ in Adzona. the Medical Board requiren ~his form to be comptelP~ by each hospibi 
wherein I padicipated in an approved postgraduate training program in ~e United States or Canada. This is y~ur autho~zation 
1o m_Jease any' information in your Files of record, favorable or otherwise, DIRECT to the Arizona State Board of bledical 
Examiners. 9545 ~ast Doubletree Ranch Ro l l .  Scottsdale, Ar~.ona 85258, Your pro~p~ response ~II be appreciated. 

N .e: I 

' O~te (Month/D,ly/Year} 

(DO NOT DETACH) 
This section to !~ compl~md by the office of the Administrato~ of the institution or program wherein the applicant 

satisfactorily completed (or wil l  compJete) a program approved postgraduate training in the United States or Canada. 

afulltermapproved=ogramoi I D  monlhs in the tE ' ,~rH , ~ ; ~ 7 ~ , { ~ / Y ' ~ - ~ ) ~ _ ~ ' I  
(number) (Full ~ ~ )  

in the field of ~{~i(i~ from ~-/~-~to ~P-..~ -~,~L/ _ 
(Date) {'~tP__JD~y/Yr) (OratelAnticipated Date) 

and that the said program was approved for ~ " -  "_'~-t- ~ '_~;m'~g/during thin period ~.~ the A g ~ ; f ~ ~ ~  
M a d ~ J l * ~ ,  or the Royai Coliege of Physicians and Su~je~ns of Canada- Yes.= i /  NO L ( ~ i ~  " 

!- Was applicant ever placed on probation, res~cted, or limited? / ~ / 0  If yes, please attach written ex~lana6on 

2. Was there any ~ n  not ~ continue applicant in the k~ining program? Yes No ~ 

3. Did the appl ic hich in any way impaired or limi|~d his/her ability to safely practice any field 
of mec~/n,,? 

Ability to pracl~ce medicine is to be ¢ o ~ e d  b~ include ~II of the following: 

The ¢ o g n ~  capacity to malce~ approwiate clinical diagnoses and exercise reasoned rneclic~al judgments and to team and 
keep abreast of medical developments: and 

The ability to communicate ~ judgments and medical information to patients ;nd health care providers, with or without 
use of aids or ds~.es, such as voice ampliliers; and 

The p ~  c~pabillty to perform medic~ tasks such as physical ex,~m~rmtion ~nd surgicat procedures, with or withOUt the 
- usa of aids or devices, such as correc~ve ~eRses or hearing aids 

"Medical condition" includes physiological, mental or psychological conditions or di,~rders, such as, but not limited to 
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, mult~le sclerosis, cancer, 
heart dlse~se, diabetes, mental retar~tion, emoUonal or mental illness, specific terrain0 disabilities. HIV disease, tuberculosis, 
drug addiEon and alcoholism. 

3. Was the applicant ever d'.mgnosed with or treated for bipotar disOrder, sch~zophre ~ia. p~ranoia, or any psychotic d~rder? 
tf yes. pte,~se attach written exPlana6on. 

4. Were applicants final avalualJons in every cat~jory rated satisfaczory and/o~ above? Yes " [ ~  No . . . .  if no please 
a t t a ~  e , ~ p l a n a t ~ o n ~  

. . . . . .  _ _  _ _  - . .  

Seal of Hospital) 

Date: / c:~ - / ~" - o / 



J U H - - 2 2 - - 2 r d o  1 1 0 : 5 2  PH P . 0 2  

Arizona Board of  Medical  Examiners 
~54~i East Doubletree Ranch Road 

Ss?,Ol~lsle, Ad,¢ona 85258 
Phons: 4~.,5~1-Z/'00 Fax: 4a0-~51-2"/0~ 

ve~w.bomex.om 

Postgraduat 
. " ! l i l i  

hyTralnlng Certlflcation~ 

In applying for a l ic~aa ~ ~ madictne in Arizona. the Medical Board requimu this form to be completed by each holptt~f 
whereirl i pa~licipaLed in an approved pos~g~dua~ lra~ning wogram in the United ~tates or Canaaa. This is your au t tmr i za~on  
to release any information in your ~les of record, f avo rab le  or o~he~Hse. DIRECT to the Arizona State Board of Medical 
Examiners, 9545~ast Doubletree Ranch Road. Scottsdate, Arizona i~5258. Your promgt response will be appreciated. 

. . . .  " ~ =  (Mo~m~O~#Y~aO " 
' ' . 1 ~ --. L I I I I 1 '1 ~ I I 

This section to be completed by the office of the Administrator of the tnstltu¢lon or p r o g m  whet=in the applicant 
satisfactorily completed (or will ¢omplem) a program approved postgraduate training in the Unitmd Slatal  or Canada. 

. . . . . . . . . .  w---,  _ :LtN <SI-I-Y AT BUF'F,~,LO _ ~  

RIVi 40 BEB 
. . . . . . . . . . . . .  3~;3~ iViAIN ~ ] .  . . . . .  : . . . . . . . . . . . . . . . .  "i _. _ ~ . . . .  

. . . . . . . . .  I . . . . .  I I Cm~ ~ i + + + + + )  ( m ~ m  m ~  + + i " 

and that the said program was approvoO for postgr~u:tuate training dunng that period :)y the ~=~'~e@tatton Councd for Graduate 
Medical EducaUon. or the Royal College of Phy~..ians and Surgeons of C~mada. Yes ~,[  No _ + _ 

v} 

1. Was ap¢iicanL ever ptaced on probation, restricted, or limited? , ~ " ~ ' ~ .  .... . tl yea. p = ~  attach wrll~an explanation 

2, W a s  t h e m  a n y  r e a ~ n  not k~ continue apl~lca~t tn the t t ~  program? Yes NO 

3. Dtd tJ',e applic hlPJ~ in any way impaired or l lmir~ hisJher ability to safely i ~ c ~ e  any field 
of meetck~? 

Ability ~o Wac~c~e medicine is to be cor'.~m.J~l to k'mk~de a~l of the foltowlng: 

The cognilNe Cal~¢ity to make appropriate clinical o3agnoses at~ exerd=m reasoned medlcat judgments z~nd to learn and 
keep abmaM of medir~ devetopme~l~: and 

The ability Io communicate those judgments and medical information to patients ~n¢[ health cam providers, with or witP, out 
the use of aids or devicas, such as voice a m p ~ l ~ :  and 

The physical capability ~o perform nledlc~ tasks such as physical examination ar~ surglc~d procedures, with or without the 
• uee of a~s or de 4ces, such as cormcthm l e n t o  or hearing aids 

"Medical oondlt~on" l n c l u ~  phyr~;4Ogicat, mental or psychological conditions or dismdem, such as. but not iimitecl to 
orthopedic, visual speech, and hearing impairments, ¢emt:~dl palsy, epilepsy, muscula¢ dystrophy, multipte =¢Jlm~=l~, I~ncar, 
heart disease, dlat~etes, mental retarOation, emotional or mental iltneSs, specific learning disabdities. HIV disease, tuberculosis, 
0rug addition and ak:oh~sm. 

3, Was ~ ap@icant ever d~jno.~.¢l with or treated tar l~polar disorder. ~.hizophrenla. paranoia, or am/i;~ychotic disorder? 
' ~ ~  If yes, p lea~  attach written exp,a.~on- / 

Signe(l: : : _ . . . . . .  M,D. ~ ,; i 

. . . .  ONIVERSITY A"T BUFFALO 
/l~(;f~t'e=,IS; . . . .  ~ r - . - . r -  ..-.,- ~ . . . . . . . . . . . . .  , , 

RM 40 BEB 
3435 MAIN ST. 

BUFFALO, NY 14214 

I 
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Arizona Board of Medical Examiners 
9545 East Doubletree Ranch Road 

Scottsdahs, Arizona 85258 
Phone: 48~551-2700 Fax: 480-551-2704 

www.~mex.om 

Posti  r aduate T~°ari~i3g Certifi 
• ">* .-..~./,2 

In ap~ying for a license to practice medicine in Arizona. ~,e Medica! Board mq~ims lhLs fom~ to be completed by each.ho;sp'~l 
whereto I partic=paled in an approved poslgraduate ~raining program in the United Skates or Canada. This is your a u ~ t o n  
to release any information in your hies of record, favorat)[e or otherwise, DIR~CT to the Arizona State Board of Medical 
Examiners, 9545 ~ast Doubletree Ranch Road, Scottsdate, Arizona 85258. Your pro:-npt response wll be appredated. 

S Oate (MonthtOay/Yeaq 

{DO NOT DETACH) 
This section to be completed by the office of the Administrator of the irmtitution or p~'ogram wherein itte applicant 

satisfactorily completed (or wilt complete) a program approved postgradcrate training in the United Stat~ or Canada. 

afuti~rmappmvedprog=mof_ |~;~ months in the.. Vii I Iord F, II orQ It< po 
(number) (Fut name and complete address Ol Hospd~l) 

3 Gcd s M c.ci .  o.-t4:c lo., tu Y 

{Dam) ('~Oay~Yr) (Oa~An~dpate~ Date) 

and ~hat the said program was approved for postojraduai~ training dudng that pedod ~ the A~:credita~n Council for Graduate 
Medical Education, or the Royal College of Physicians an~ Surgeons of Canada. Yes V No 

1. Was applicant ever placed on probation, restricted, or tmited? ._ ~'~ O . . . .  tf yes, please attach written explar~fon 

2. Was there any re, son ~,oL to continue applicant in the training program? Yes . . . . . . .  No V "  

3. Die the appncant have any medical condition, which in any way impaired or limii~.J iris/her ablity to safely practice any fiekf 
o f ~ ?  

Ability to ~ medicine is to be const~ed I~ i~ctude all of the following: 

The cognitive capacity to make appropriate clinical diagnoses and exemise reasoned me@cal judgments and to ~ and 
keep abm.a~ of meclicat developments; and 

The ability to communicate those judgments and medical information to patients ~nd health care p~ders ,  ~ or wlt~ut 
the use of aids or devices, s~J~ as voice ampli~ers; and 

The physl¢~! capabilt~ to perform medical tasks such as physk~l e.xa~in~tion and surgic/d pn:cedums, with or without the 
- use of aids or devices, such as corrective lenses or hearing aids 

"Medical condiUon" includes physiological, mental or psychological conditions or disorders, such as, but not limited lo 
or[tmpedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscut~r dystrophy, mul~p~e sclerosis, cancer, 
heart disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, 
drug addition and alcoholism. 

3 .  

4. 
attach written explanation. 

Ad~,~: b lFH/3  ~ t ~ s  Orci.~ ./.r~lo...,. lu! .!L/~I 

t~ lfm applicant ever ~tiagneeed with or treated for bipo4ar disorder, schizophmr~ia, paranoia, or any psychotic disQrder? 
if yes, please altech wc~en expfanation. 

Were applicam's final evatueltons in every category rated satisfactory and/or above? Yes V/~_.._ No . . ff no please 

,/ 
/ / 



July 4, 2001 

D E P A R T M E N T  O F  V E T E R A N S  A F F A I R S  
Medical Center 

130 Wes t  Kingsbridge Road 
Bronx, New Y o r k  10468 

In Reply Refer To: 5 2 6  (00ED/IM) 

Arizona Board of Medical Examiners 
9545 East Doubletree Ranch Road 
Scottsdale, Arizona 85258 

SUB& Residency Verification 

Dear Sir or Madam: 

The verification of the resident/fellow in question is complete. After a complete review of this 
individuals personnel records for the time period requested, I can verify that this individual 
completed the training for such time in the correct subspecialty, at the Bronx VAMC. If you 
have any questions or comments, please feel free to contact me at (718) 584-9000/x6906. 

RE-" 

SS#: 

Samuel L. Auerbach, M.D. 

PERIOD: 71/85 ~ 6/30/86 

PROGRAM: Medical Service/Internal Medicine 

David Jaipersaud 
Clinical Programs Coordinator 
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A r i z o n a  B o a r d  o f  M e d i c a l  E x a m i n e r s  
9545 East Doubletree Ranch Road 

$cotlsdale, Arizona 85258 
Phone: 480-551-Z700 Fax: 480-551-2704 

www.bome~.or~ 

F o r m  3 
P o s t g r a d u a t e  T r a i n i n g  C e r t i f i c a t i o n  

In applying for a license to praclfce medicine in Arizona, the Medical 8oard requires this form to be completed by each hospital 
wherein I parlidpated in an approved postgraduate training program in the United States or Canada. This is your au~odza~ion 
I~ release any information in your files of record, favorable or otherwise, DIRECT to the Arizona State E]oard of Medical 
Examiners, 9545 ~ast Doul~lerme Ranch Road, Scottsdale, Arizona 85258. Your prompt response will be appreciated. 

(DO NOT DETACH) 
This section to be completed by the office of the Administrator of the institution or program wherein the applicant 

satisfactorily completed (or wil l  complete) a program approved postgraduate training in the United States or Canada. 

This is to cettJ~ that  , M D  undertook and satisfactorily completed 

a full term approved program of _ _  months in the 
(l'~mb~') (Full name and complete ad0re~ of Hospital) 

in the field of from to 
(Date') (tvoJOay/Y. r) (Oate/Antidpated Date] 

and that the said program was approved for postgraduate training during that period by the Accreditation Council for Graduate 
Medical Education. or the Royal College of Physicians and Surgeons of Canada. Yes No 

I.  Was applicant ever placed on probation, restricted, or limited? tf yes, please attach written explanation 

2, Was there any reason not to continue applicant in the training program? Y e s  NO 

3. Did the applicant have any medical condition, wl]ic.h in any way impaired or limited his/her ability to safely practice any field 
of medicine? Yes NO 

Ability tO practice mar l i ne  is to be construed to include all of the following: 

The cognitive c~p,~.ity to make appropriate clinic.el diagnoses and exercise reasono.d medical judgments and to learn and 
keep abreast of medical developments: and 

The abi]i~y to communicate tf~ose judgments and medical information to patients and health care providers, with or without 
the use of aids o~ de~7.ss, such a-~ voic~ amplifiers, and 

The physical capabili~, to perform medical taskS suc.h as physical examina~on and surgical procedures, with or withOut the 
- use of aids or devices, such as corrective lenses or hearing aids 

"Medico| condition" includes physiological, mental or psychological conditions or disorders, such as, but not limited to 
otlhoDedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, c..anc.er, 
heart disease, diabetes, mental retardalJon, emolional or mental illness, specific learning dieabilJl:ies, HIV disease, tuberculosis, 
drug addition and alcoholism. 

3. Was the applicant ever diagnosed with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic disorder? 
Y ~ ,  _ No If yes. please attach wdtten explanation. 

4. Were applicanl*s final evaluations in every category rated satisfactory and/or above? Yes No - -  If no please 
attach written explanation. 

Signed: . . . . . . . . . . .  tVI.D. ::Seal of Hospilal) 

Title: 

Address: Date: 



U.i~t~.jth Services 

July 11, 2001 

Arizona Board of Medical Examiners 
9545 East Doubletree Ranch Road 
Scottsdale, Arizona, 85258 

United 
Health Services 
Hospitals 

RE: Samuel Auerbaeh, MD 

This letter is to confirm that Samuel Auerbach, MD successfully completed the 
following program at United Health Services Hospitals: 

Internal Medicine Residency 
Dates: July 1, 1986 to June 30, 1987 

If you have any further questions, do not hesitate to contact me at 607-763-6674. 

Sincerely, 

eS Jewel,  ~/ID 
ctor InteYnal Medicine Residency 

Wilson Memorial Regional 
Medical Center 
33-57 Harrison Street 
Johnson City, New York 13790 
607.763.6000 
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Arizona Board of Medical Examiners 
9545 East Doubletree Ranch Road 

Scottsdale, Arizon~ 85253 
Phone: 480-55~-2700 Fax: 480-551-2704 

tw~.,bomex,q~q 

Postgradu T ~  

tn applying for a license to pracfice medicine in Arizona, the Medical Board require.,; this form to be completed by each hospital 
wherein I participated in an approved postgraduate training program in the United States or Canada. This is your authodzaEon 
t~ release any information in your files of record, favorable or otherwise, DIRECT to the Arizona SCare Board of Medicat 
Examiners, 9545 ~ast Doubletree Ranch Road, ScoEsdale, Arizona B5258. Your prompt response will be appreciated. 

SI D~e [MoneVOay,~'ear) 

(DO NOT DETACH) 
This section to be completed by the office of the Administrator of the institution or program wherein the applicant 

satisfactorily completed (or will complete) a program approved postgraduate training in the United States or Canada. 

This is to certify that ~T,~/7)U~./v / ~ ' ~ ' . / ~ 8 / ~  ~ ,  , M.i~ undertook and satisfactorily completed 

a full term approved program O f / ~ J  ~ months in the_ ~,/~/?/L///~Lc'~//~/~ ~E/~/-TE/~-- 
(number) (FUJI name~ ~.nd complete ad£1ress of Hospital) 

and that the said program was approved for postgraduate training dudng that pedod ~y the Accreditation Council for Graduate 
Medicai Education, or the Royal College of Physicians and Surgeons of Canada. Yes.. ~ . . . . .  No 

/ 

1, Was applicant ever placed on probatbn, restricted, or limited? d O  If yes, phase attach written explanation 

2, Was there any reason not ~o continue applicant in the training program? Yes No X 

3. Did the applicant have any medical co.ndilion, which in any way impaired or limited his/her ability to safeJy pracl~ce any field 
of medicine? 

Abilily to prance medicine is to be consbued to inctude all of the following: 

The cognlibe capacity to make appropriate clinical diagnoses and exercise reasor)ed medical judgments and to learn and 
keep abreast of medical developments; and 

The ability to communicate those judgments and medical inforrnab;on to patients and health care providers, with or wi~out 
the use of aids or devices, such as voice amplifiers; and 

The physical capability to perform medical tasks such as physical examination and surgical procedures, with or withou~ the 
• use of aids or devices, such as corrective lenses or hearing aids 

"Medical condition" includes physiological, mental or psychological condiEons or disorders, such as, but not limited b 
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, 
heart disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, 
drug addition and alcaholism, 

3, Was the applicant ever diagnosed with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic disorder?. 
tf yes, please attach written explanation. \ /  

4. Were applicant's final e ~  in every category rated satisfacto~ and/or above ? Yes ,/~_ No 

Address: 

If no please 

. .  ,,MD. {Seal of Hospital) 

 znnN iv', v (Qa/o 
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A r i z o n a  B o a r d  o f  Med i ca l  E x a m i n e r s  
9545 East Doubletree Ranch Road 

Scoffsdale, Arizona 85258 
Phone: 480-551-2700 Fax: 480-551-2704 

www.bomex.ora 

8 -G09-9070 p.2 

i i  
JUN 2 8 2001 "!)i 

i • . • ) 

P o s t g r a d u a t e  ; r ° a r , ~ o  

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital 
wherein I participated in an approved postgraduate training program in the United States or Canada. This is your authodzation 
k~ release any information in your files of record, favorable or otherwise, DIRECT to the Arizona State Board of Medical 
Examiners, 9545~ast Doubletree Ranch Road, Scottsdale. Arizona 85258. Your prompt response will be appreciated. 

Name: A .... M o 

Date (Month/Oay/Year) 

(DO NOT DETACH) 
This section to be completed hy the office of the Administrator of the instituUon or program wherein the applicant 

satisfactorily completed (or will complete) a program approved postgraduate training in the United States or Canada. 

This is to certify that Samue l  L .  A u e r b a c h ,  MD ~ M.D undertook and satisfactorily completed 

a full tenm approved progrem of i0 months in the Lutheran Medical Center 
(r~mlber) .(Fuli.,name, apd, tTK, plete address of Hospila0 

150 55th Street, ~rooklyn, New xor~, ..z~u 

in the field of Obstetr ics/Gynecology 8/24/88 6/30/89 
~om to 

(Date) (Mo/Day/Yr) (Daee/Anttd~ate) 

and thatJhe ~ .  d program was approved for postgraduate training during that period by th~he~(;creditaLlon Council for G r a d u a ~  
d u c a ~ t h e  Royal College of Physicians and Surgeons of Canada. Yes ,% 

1. Was applicant ever placed on probation, restricted, or limited? ~.)'t,~ If yes, please attach wdtten explanation 

2. Was there any reason not to continue applicant in the training program? Yes No L 

3. Did the applicant have any medical condition, which in any way impaired or limited his/her ability to safely practfce any field 
of medicine? 

Ability to practice medicine is to be construed to include all of the following: 

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and 
keep abreast of medical developments; and 

The ability to communicate lhese judgments and medical informaL[on to patients ~nd health care providers, with or without 
the use of aids or devices, such as voice amplifiers; and 

The physical capability to perform medical lasks such as physical examination and surgical procedures, with or without the 
use of aids or devices, such as corrective lenses or hearing aids 

=Medical condition" includes physiological, mental or psychological conditions or disorders, such as. but not limited to 
orthopedic, visual speech, and headng impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, 
heart disease, diabetes, mental tetardafion, emolional or mental illness, specilic learning disabilities, HIV disease, tuberculosis, 
drug addition and alcoholism. 

3. Was the applicant ever diagnosed with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic disorder?. 
If yes, please attach written explanation. 

4. Were a~plicant's ~inal evaluations in every category rated above ° Yes ~)< No attach v~l~tten expla~'a'Ugn'//.~.~ , 2 ) _ _ / . ~ , / ~ / , / /  ,..~ satisfactory and/or ~ If no please 

Signed: t ~ - ~ z ' ~ z ~ / ~ ,  , /~ [~ ' r - -x4.  , M.D. ',Seal of Hospital) 
DOnalQ -M. Z-arou, MD " ...... 

]]tle: Chairman of Ob/Gyn 

Address: 150 55th Street, Brooklyn, Ny, 11220 Date: 6~-2 ~'--o/ 
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A r i z o n a  Boa rd  o f  Med i ca l  E x a m i n e r s  
9545 f~ast Double~'ae Ranc~ Road 

SCOI'~d=II, AriZon~ B5258 
Phone: 4~D-SSl-27~D Fax: 4~-551-2704 

F o r m  3 
P o s t E r a d u a t e  T r a i n i n g  Cer t i f i ca t i on  

In applying for a license to p~cfice medicine In Arizona, the Nledical Board require.~ this form I~ be completed by dach hospital 
wherein I partJdpaP_.d in an aippmved po~stgraduate b-elaine prog~m in the United 8¢~(es or Canada. This is your aultm~z.at~on 
tO reJease any infomla'don iI~ your files of record, Pavorat~le or otherwise, DIRECT to |he Arizuna Stale Board of Medical 
Examiners, 9545 ~ast Doubletree Ranch Ro,ad_Scottsdale, Arizona 85258. Your prompt response wig i~  apprecialad. 

A_ _ 

Si~ Dam CM~CVOay/Yur) 
- - -  i s , . - =  = =' ;= . . . .  

(DO NOT DETACH) 
This secffoa to be compl~Rad by the office of the Adrnini=rb'ator of the instltuUan or program wherein lhe applicant 

satisfactorily c=mpletld (o~' will complete) a program approved postgraduate cralning in the United b-'tab~ or Canzda, 

_ ' .(nu~nber) ~[Fdl name and C~ml~lem aclc~re~s ot HospiLal) " 
_ _ & % l e o r , . .  

, (Oate) p~o~Oay~r) (Da~ 'Ant~p~ Dine} 
i 

and that th~ ~ Wogram wa-'l approved ~or poslcjr-aduale training dudng thai pedod by the A~cred~tfon ~ I  for ~ I e  
Medical EducaEo~, or the Ro~d C~ltege of Phys~clarrs and Surgeon~ of Car+ado. Yes v" No 

. P  

1. Was igplic, ant ever pPace~l on probation, mstncted, or Ilmit6d? d d If y~ ,  please attach wdl~n explena.~n 

2, Was lhe~ any reason not I~ c~ntinue appl[cant in the training program? Yes No V / 

3. Did lhe appEcant have ~my medical concli~on, which In ~ny w~y impaired or limil~d his/her abNity to safidy practice any field 
of medicine? 

Ability to Wacti~e medicine is (~o be construed In Tncdude all of the following; 

The cognitNe capacity m ]make ~ppropriale clinical diagnoses and exermse reasoned medical judgments and to I~anl and 
keep alxeas¢ of medical r!evelopmeflm; and 

The ability to camn'Rmical;a moss judgments and medical informaUon to patients sad llealt~ Cam providers, vdlh or wi l l fu l  
the use of aids or de~ices, such as voice aml~ifiem; and 

The physlcaJ capabigty I= perform medic=el LaskS such as physical ex~minalion and surgical pmcedure~, with or u~hou¢ the 
-use of aicls or cl~vice~ sucft as correcl~ve lenses or hearing aids 

"Madi~l condiltofl" includes pi~ysiological, mental or psychological condffions or disordem, such as, but nat llm~ru~cl lu 
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilat~sy, muscul ~r d~bophy, multiple sclerosis, c,=ncar. 
heart disease, dlabalas, men~l miardafion, emotional or mental illness, specific leambg cfisabilitie~. HIV disarm, tutX~ccufosis, 
drug addil~n end alcoholism. 

3. was  the appliraanz ever dt~jnosed will1 ot treated for bipolar dLs~rder, schlzophr=nia, paranoia, or are/psychotic disorder'? 
If yes, please attach wdtten explanation. 

4. We~z applicant's final ~v~, UaUons in If nO ple~e a t t a c h ~ ~ t i o n ! (  ? averycatcgoryraterJSatlsPactory~nd/~rabove? Ye~._~ No 

Signed: ..~ j /  L/" f/c'r~y~..~ ~ -~ ~ "  , M.D ;Sezl of' Hospital) 

, . . -  . _  
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; f  RECEIVED 

NOV 0 5 2001 

@ Ar izona  Board  o f  Med ica l  Examine rs  
9545 East Doubletree Ranch Road 

Scottsd~le, Arizona 85258 
Phone: 48~551-2700 Fax: 480-551-27F_~ 

www.~ex.of~ 

Form 3 
Pos tg radua te  T ra in ing  Cer t i f i ca t ion  

in applying for a lica-..~ to practice medicine in Arizona. the Medica~ Board requires Ibis form tO be completed by each hospital 
wherein I parficipatad in an approved postgt-aduate training procjr~tm in the United St;~t~s or Canada. This is your authori~tion 
to release any infomlation in your files of recD,, favorable or. o~erwise. DIRECT to the Arizona ,State Board of Med/cal 
Examiners, 9545 F ~ t  Doub[ettae Ranch Road, Scottsdale. Arizona 85258. Your prompt response ~31 be appt~ci.ated. 

f f  

' " ' . . . . . . .  Date (Mm~dDay~eaq 

(DO NOT DETACH) 
Thls section to be completed by I~e office of the Administrator of the institution or program wherein I~e applicant 

satisfactorily completed (or will complete) a program approved po~tcjta~uate training in the fJnit~d S~__~_ or C~nada. 

afutltetmappmvedprogramof i ~ -  _.montt~sinlJle ~ l  (lord F=II .m...0re_ Ftosp i"a( 
(number) ~ (Fut~ name and ~ at:~ress Of Ho~pdafj 

and ~hat the said program was approved for postgraduat~ ITaining o~dng that pafiod ~y the Accmdital~on C.ounc~l for Grad~te 
Medical Education. or the Royal ~ Of Physicians and Surgeons of Canada. Yes V / No . 

1. Was a p ~  ever placed on probation, restricted, or limitecl? _ ~ O If yes. please attach wri t l~ explar~i~ 

2. Was there any reason not I~ c~ntinue applicant in the training pnxjram? Y e s _ _  No v /  

3. Did l f~ apprtcant bare any medical condition, which in any way impaired or limite~J his/h~ ability to safely ~ any 
of me(rmine?

Ability to ptadice medid~e is t~ be c o ~  to include all of the following: 

The c o g ~  capacity to make appropdam clinical ~iagno~e.s and exercise reasoned (t~.d'mal judgments and ~o ~ and 
k~gp abreast of ~ development; and -- 

The ability to communicate those judgments and medical informal~on to i ~ e n ~  ~nd health care ptovidars, with or wilt(out 
Ule use of aids ot devices, sL~h as vo i~  a m ~ ;  and 

The p h y ~ !  ¢apabiltb/to perform medical tasks such as physical e . x ~ m ~  and surgical procedures, with or witho~ lhe 
- use of aids or devices, sucfl as corrective lenses or hearing aids 

"Medial cono3t~on" ~ phys~ologicat, mental or psychological conditions or disordem, suet1 as, but not limited l~ 
Ol'dlOl:~ic. viSUal speech, and heating impairments, cerebral palsy, epilepsy, musculer dysImophy, multiple sClem,sis, Cancer. 
heart disease, dial~_~s, mental retardation, emOlional or mental illness, specific ]earning disabililies, HIV (~s~se. lube~:ulo~s, 
drug addition and ~kx~holism. 

3. Was l f~ applicant ever o~agnosed with ar treated for bil~tar disorder, sc~izophre~,,ia, paranoia, Of any psychotic d~,,-t~l~. 
If yes. please attach wr/tten explanation. 

4. Wef~apprmant'sflnale~a|uatiansmevetycal~joo. ratedsatisFactonjand/orabo.~e?Yes J . NO .......... lfr~ple~se 
~nil~en e x p ~ n .  

/ /  '~ .~ of Hospi~) 

Date: . i "  / ,~J//d l 
/ , 
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A r i z o n a  B o a r d  o f  M e d i c a l  E x a m i n e r s  F ~ g m ~ 3 : "  
9545 East Doubletree Ranch Road Postgraduate T r a i n i n g  C e r t i f i c a t i o n  

Scotlsdale, Arizona 85258 
Phone: 41~0-53t-Z'/00 Fax: 400-551-2704 

w w w . b o m B x , o r o  

In applying for a license to prac~ce medicine in Arizona. the MediCal Board require.~ this form b0 be completed by e.ach hospital 
wherein I paP3cipated in an approved poslgraduate training wogram in the Uni[ed States or Canada. This is your authorization 
tO release any information in your liles of record, favorable or otherwisa. DIRECT to the Arizona State i~ard of M~ l i~ l  
Examiners. 9545~ast Doubletree Ranch Road. Scoltsdale. Arizona 85258. Your prompt response wgl be appreda~J. 

Name: ~ t . ~ . ~ _ ~  ~ L L ~ A  ~_ ~ I ~ . ,  , 1~ .  

Dam (Mon~Oay,'Ye~q 

(DO NOT DETACH) 
This section to be ¢ompledJed by the office of the Administrator of the instituUon or program wherein the applicant 

,=ald~Pactorily comptebad (or wil l  complete) a program approved postgr'~duat~ ~Taini~Ig .wn the United St,~tes cr C.~nada, 

This is lo certify that ~ ' ~ / ~  , . N . ~  undermo~ aria satisfac.tun-ly completeU 

a full term appmvea program of / -2---monthsinZha V ~  ~ c ~ j ~  / ~ - ~  ,~ , ~ ~ . . -  
{number} (Full name ~ comp~ ~r~.s.s Of ~ i t a i )  

(Date) [r~to/Day/Yr) (Dete/Anl~c~pated Oa~) 

and that the said pa~gram was approved rot pos~jra0uam tl~ining during that period ~y the Accreditation ~ f o r  Gradual~ 
Medical Educal~n. or the Royal College of Physicians and Surgeons of Canada. Yes No 

!- was applicant evor placed on pmbal~on, rcs~cted, or IimiteO? /V/Z) , If yes. pl~-nse attach written explanation 

2. Was there any reason not to continue applicant in the training program? Yes No 

3. Did t~e applicant have any medical ~ d i t i o n .  which in any way impaired or limited his/her ability to sal~ty practice any field 
of medicine? 

Ability to i~actice medicine is to be construed to include ag of the following: 

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and m learn and 
keep abreast of rn~i developments; and 

The ability to communicate those judgments and medical information to patients -~nd health care providers, with or without 
the use of aids or doric, s. suct~ as voice ampl~ers: and 

The phydc~! c~pability to perform medical tasks such aS physical examination and surgic/d procedures, with or without the 
* use of a/ds or devh~_.S, suc~ as cormcJdve lenses or hearing aids 

"Medical condition" include~ physiological, menial or psychological conditions or disorders, such as. but not limited to 
orll~opedic, visual speech, and hearing impairments, cerebral Daisy. epilepsy, muscular dystrophy, multiple sclerosis, cance¢. 
heart disease, diabetes, mental retardalt0n, emotional or mental illness, specific learning disabilities. HtV disease, tuberculous. 
drug addilion and alcoholism. 

3. Was tPa~ applicant aver~liagnosed with or treated for bipolar disorder, schizophrenia, p~ranoia, or any psychotic disorder? 
If yes. please attac~ written explanai~on. / 

4. Were applicant's final evalualio~j= in every category rated satisfactory and/or abo'~e? Yes ~ .  No 
attach written explanation. / 1  

lu 
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FE ;RATION MCENSING EXAI' ATION (FLEX) 
Certified Transcript orScores 

This Transcript was prepared by the Federation of State Medical Boards 

Arizona Board of Medical Examiners 
ATTN: Claudia Foutz 
9545 East Doubletree Ranch Road 
Scottsdale, AZ 85258 

EXAMINEE: 
USMLE ID#: 
DOB: 
ALT. NAME(S): 

Auerbach, Samuel Louis 
2-145-594-4 

It is certified that the above named physician took the Federation Licensing Examination on the date(s) entered below for the State 
Medical Licensing Board(s) listed and obtained the following scores: 

FIN:

Examination Date: 06/83 
State Taken For: 005 

Date of Certification: 

12/82 
. . . . . . . . . . . . .  0 0 ~ 5  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

8/31/01 

BASIC SCIENCE 

Anatomy: 69.00 
Physiology: 64.00 
Biochemistry: 69.00 
Pathology: 77.00 
Microbiology: 69.00 
Pharmacology: 76 .00  
Behavioral Science: 70.00 

62.00 
. . . . . . .  6 4 ~ 0 0  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

67.00 
72.00 
67.00 
74.00 

...... 76,00 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Basic Science Avg: 70.57 68.85 

CLINICAL SCIENCE 
Medicine: 74.00 
Surgery: 75.00 
Obstetrics: 76.00 
Public Health: 75.00 
Pediatrics: 82.00 
Psychiatry: 70.00 

76.00 
69.00 
76.00 
72.00 
69.00 
69.00 

RL CL;VED 

Clinical Science Avg: 75.33 71.83 

Clinical Comp Avg: 73.57 73.25 

Flex Weighted Avg: 73.00 72.00 

A search of the Board Action 
above-named examinee. 

Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on the 



FE RATION LICENSING EXA ATION 
Certified Transcript o cores (FLEX) 

This Transcript was prepared by the Federation of State Medical Boards 

Arizona Board o f  Medical  Examiners 
ATTN: Claudia Foutz 
9545 East Doubletree Ranch Road 
Scottsdale, AZ 85258 

EXAMINEE: 

USMLE ID#: 

DOB: 

ALTERNATE NAME(S): 

Auerbach, Samuel Louis 

2-145-594-4 

It is certified that the above named physician took the Federation Licensing Examination on the date(s) entered below for the State 
Medical  Licensing Board(s) listed and obtained the following scores: 

FIN: Date of Certification: 08/31/2001 

Date of Exam State Exam Taken For State ID Comp 1 Comp 2 

12 / 1992 NEW YORK . . . . . . . . . . . . . . . . . . . . . . . . . . .  00187 75 

6 / 1992 N E W  YORK 00153 73 

12 / 1991 N E W Y O R K  00430 74 

6 / 1991 N E W  YORK . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  00739 . 73 

12 / 1990 N E W  YORK 00328 72 

6 / 1990 N E W  YORK 00003 73 
75 

74 

COMPONENT 1 of FLEX is designed to evaluate measurable aspects of the knowledge and understanding of basic and clinical sciences, 
with specific emphasis on principles and mechanisms underlying disease and modes of therapy. 

COMPONENT 2 of FLEX is designed to assess the additional cognitive abilities required of physicians who will ultimately assume 
independent responsibilities for the general health care of patients. 

A search o f  the Board Action Data Bank o f  the Federation o f  State Medical Boards (FSMB) reveals no reported information on the 
above-named examinee. 

!i 
C ? ,  , :c  ~ -'.~ 

~- v', 

Patent 5636874 
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Executive Director 
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Deputy Director 
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Legislative Liaison 

Cheri Pennington 
HR Coordinator 

Arizona State Board of Medical Examiners 
9545 E. Doubletree Ranch Road - Scottsdale AZ 85258-5514 

Home Page: http://www.bomex.org Email: questions@bornex.org 

Telephone (480) 551-2700 • Toll Free (877) 255-2212 • Fax (480) 551-2704 

December 14, 2001 

Samuel  L. Auerbach, MD 

Dear Dr. Auerbach: 

Congratulations! Your license # 29924 to practice medicine in the State of  Arizona 
was issued December 14th, and your certificate and wallet registration card are 
enclosed. 

Enclosed is a copy of  the Arizona State Medical Board's Professional Directory and 
Resource Handbook. It is suggested that you familiarize yourself  with the 
provisions of  the Handbook prior to establishing your practice in Arizona. 

ARS §321435 states that each person holding a current license to practice medicine 
in Arizona shall promptly and in writing inform the Board of their current 
residence, office address and telephone number and of  each change in residence 
and office address or telephone number. In addition the Board may assess the cost 
of  locating a licensee and a penalty of  not to exceed one hundred dollars against a 
licensee who fails to comply with these provisions within thirty days from the date 
of  change. 

Please contact Marie Slaughter, Licensing and Renewals  Administrator, at (480) 
551-2756, if you have any questions. 

Sincerely, 

Claudia Foutz 
Executive Director 

Enclosures: Receipt 

cc: File 



Arizona State Board of Medical Examiners 
9545 E. Doubletree Ranch Road - Scottsdale AZ 85258-5514 

Home Page: http:flwww.bomex.org Email: questions@bomex.org 

Telephone (480) 551-2700 • Toll Free (877) 255-2212 • Fax (480) 551-2704 
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December 3, 2001 

Samuel Louis Auerbach, M.D. 
18615 Burbank Boulevard, Suite 214 
Tarzana, California 91356 

Dear Dr. Auerbach: 

The Arizona State Board of Medical Examiners is pleased to inform you that your application for 
licensure in the State of Arizona has been approved. Your license will be issued upon receipt of 
the requ ense registration fee A.R.S. 32-1436(A)(2) and is renewable on your 
birthday

The legislation enacting the initial licensing fee was signed into law in April 2000 and implemented 
) y ~ o a r d  effective September 1, 2000. As of January 2001 Arizona converted to biennial 
i(~ensur~e't~ased on birth month and odd or even birth year. Your required license registration fee 
s~375.00 t Please complete the bottom portion of this letter and return the completed form with 
he~nitial ~1cense registration fee in the enclosed envelope. Note, the residential address and 
) h o b b e r  are not available to the public unless they are the only address and number of 
record. You are not permitted to commence the practice of medicine in the State of Arizona until 
your license has been issued. 

If you have any questions, please contact me by e-mail at MSlauqhter(~,bomex.or,q or by 
telephone at (480) 551-2756. 

Sincerely, 

Marie Slaughter 
Licensing and Renewals Administrator 

(DO NOT DETACH) 

Name: _~iffl~14E]-- ~l,'E~ ~f~- -~Cl~ 

Office Address: 

Home Address: 

Mailing Address: 

Office Telephone Number: (~ ~' ) ~Ofi q~)7~) Home Telephone Number: 

Field of Practice: ~,-2~/L3~ + ~ [ ~ )  

cc: File 
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DEFICIENCY NOTICE 
(114-16-104) 

February 1, 2001 

Samuel Louis Auerbach, M.D. 

Dear D r . ~  
This will acknowledge receipt of your application for licensure to practice medicine in the State of Arizona. 

Enclosed please fund receipt #102562 covering statutory fee of $500.00. 

Licensing staffhas reviewed your application and determined that it is deficient. To complete the processing of  your 
application the Board requires the follma~_ng information and/or documentation: 

~ )  edical College Certification from Universidad Del Norte t~ 
Postgraduate Training Certification from the following: 

v/State Univesity of New York-Buffalo (Fifth Pathway Program for period July 1, 1983 to 
June 30, 1984.Q/gglt~l 

~]('Iillard Fillmore Hospital for period July 1, 1984 t o June 30, 1985. h/~/~/ 
,'~/Iount Sinai Hospital/Bronx Veterans Administration Medical Center for peirod July 1, 

1985 to June 30, 1986.3]1~ I ~t 

~ tate University of New York at Syracuse for period July 1, 1986 to June 30, 1987.1 ]~lol 
v~Iabany Medical Center for period July 1, 1987 to June 30, 1988~ ~2~'!0 j 

Lutheran Medical Center for period July 1, 1988 to June 30, 1989. ~ , ~ / e )  I 
J~niversity of Southern Alabama Medical Center for period July 1, 1989 to June 30,. 1991. r v .a (~. o a 
~ t a t e  University of New York at Buffalo for period July 1, 1993 to June 30, 1994. u/~/~ 

elvin Silverstein, M.D. for period July 1, 1994 to June 30, 1995. ~111[~/ 
FMG 111o1o1 

E am scores USMLE, NBME,(i , or State Written Exam q1 161 
~/ /AIVIA Physician Profile ~T/aLll~ol 

National Practioners Data Bank (self query)IO/  /0t 
~,~]')/¢'~ Home Address Supplement form',.-,, ~|~,101 • • 
(g~, Social Security Supplement fo rm/ /  /~":J __ 6]. r/. 01 j , ,~  ~. ~ o  I ~.1o.01 

License verification from the following: ¢~ew Y o r k ~ n d  d~ali{'ornia AJ k]~ ~ ta~ Lo12, ~/or 
, , ~ F e d e r a t i o n  of State Medical Boards-Displinary Data-~ank ~- z~-O) ' ' '~ 
~,rl) List of all hospital affiliation and/or  medical employment with verification for the past five 
//years. al qlol 

~,,g2) Need the front page of the application with a photo. Please sign the bottom portion of that 
/ p h o t o .  

(~3) Evidence of name and date of birth: certified birth certificate or passport h 11~/~1 

Please be advised final action cannot be taken until the required information is in your application file. It is your 
responsibility to ensure that the Board receives all documentation. 



Samuel Louis Allerbach, M.D. 
February 1, 2001 

Further, please be advised that if your application is not fully complete within one year from this date, including 
participation in written SPEX/USMLE Examination (if applicable), your application is deemed withdrawn. 

When your application is approved, you will be notified of the initial licensing fee due for issuance of your license. 

If you have questions, please contact Michelle Adams at e-mail madams@BOMEX.Org or (480) 551-2759. 

Sincerely, 

Marie Slaughter 
Licensing and Renewals Administrator 

Enclosures 
cc: file 



POST OFFICE BOX 887 MONTeOMERY. ALABAMA36101-0887 P,oo,: (33. )242' tS3 

ARIZONA BOARD OF MEDICAL EXAMINERS 
9545 EAST DOUBLETREE RANCH ROAD 

SCOTTSDALE, AZ 85258 

Soc Sec #: 
License#: 
Current Status: 
Date Issued: 
Basis of License: 
Expiration Date: 
Medical School: 

Location: 
Date From/To: 

VERIFICATION OF ALABAMA MEDICAL LICENSURE 
Name of Licensee (as it appears in our records): 
SAMUEL LOUIS AUERBACH 
Date of Birth: 

 
MD. 00024126 
ACTIVE IN RENEWAL 
06/2712001 
FLEX/NY 
12/31/2001 
SCH OF MED UNIV OF NORTHEAST TAMPICO 
TAMPICO 
8/76-6180 

Disciplinary Actions: ~ -  
[/,d v NO 

[SEAL] [ ] Yes, See Attached 
[ ] Other, See Attached 

Signature: 

Jerry N. Gurley, M.D. 
Chairman, Medical Licensure 
Commission of Alabama 

Date: October 23, 2001 

To expedite the verification process, the above is the s~andard format used by the Medical Licensure Commission 
of Alabma. Verification information can also be obtaj~ed~by acc,,essing our we~ite at h t tp : l~ .a lbme.e rg /  

C°mPJetedb " ~ ~ ' V  f ~t/J~CI , ~ c - ~ ,  • ~ eri ica ion' erk (~ 



A r i z o n a  B o a r d  o f  M e d i c a !  E x a m i n e r s  
9545 East Doubletree Ranch Road 

Scottsdale. AY~zona 85258 
Phone: 480-551o2700 Fa~: 480-551-2704 

~ttp:f./~i.do q~,a..*d .o.ro'oomex 

IiitSEPI02001 i~l 
~rm 4 _ ~ 

Sta te  L i cens  

THIS IS NOT AN E.N.. DORSEMENT CERTIFICATION 

Please complete this section of the form and mall to-the stale board in which you are currently licensed or 
were previously licensed to practice m~dicine. ( i f  th is is y o u r  in idat  ficensure, this form is not  needed.) 

Please p r i n t  one form to be sent  to each s ta te  where in  you  hold o r  ever held l icensure. 

Signature: 

Th is  s e c t i o n  to  be c o m p l e t e d  b y  an o f f i c i a l  o f  t he  S ta te  B o a r d  and s e n t  d i rec t  to  t he  
A r i z o n a  S ta te  B o a r d  o f  M e d i c a l  E x a m i n e r s  at the a b o v e  a d d r e s s .  

To Whom It May Concern: 

tn applying for a i isense to prauti=e medicine in the S:a~.e of .-qr',zona, ~,e medica! board requires this fo,,-m, to 
be completed by ~ach slate ~,,4"~erein 1 nalff or have ev=_r heid iicensure. T'nis is your aumori~y to release any 
inf3rmation in your files, favorable or othe,~'ise. Please fo,'~'~rd "'[n.~ ;- information direct to "'~n~= Ar izona Slate 
Board of Medical Ezaminers_ 9545 East Doubte.=ree Ranch Road: Sca~sdale. Arizona 8525~. Your 
immedia[e attentign to this . . . . .  -~ ~s " ' r_~_ _~. a.~rac.iaiec. 

, - -  . . . . . .  E_ o _l . . . .  S. nLh'Ttb~,. 

:3y Endorsement or .=,eciproci~y wi t : :  

.o,.,=_.. i 2_-<>? 7<>1 Q, 
I[ i'~ 0 I"l; i"'l~i~ y,"t ' ~ ~ P} 

Is iic~nse cu,-rent7 ~,'es 5 N~ If n~. why not? 

. . . . . . . . .  L 

Derogatory info,mad~a, if an},: ~ X , ~  . ~ . ' ~  . 

~ / ~  Z / . / - ~ t  , ~ , - ~ .  ~ ' ~ / ~  ~ _  '-SLIP O 6 ~0m 
~lnna,ure-" + ~ 4 - ' ~ " ~ ~  ~ o -,,~,~,,,~,: . . . . . . . .  Date (Month/Day)Y ear) . . . .  

STAMP OR SEAL OF BOARD 
IF NO SEAL, PI c A S E  INDICATE Please us-: olner side for any additional comments. 



STATE AND CONSUMER SERVICES A G t Y  GRAY DAVIS, Governor 

Consumer 
Affairs 

August 29, 2001 

MEDICAL BOARD OF CALIFORNIA 
LICENSING PROGRAM 

1426 HOWE AVE, SUITE 56 
SACRAMENTO CA 96825-3236 
TELEPHONE: (916) 263-2382 

FAX: (916) 283-2944 

. m e d b d ,  c a .  gov  

ARIZONA BOARD OF MEDICAL EXAMINERS 
PO BOX 6200 
SCOTTSDALE AZ 85261-6200 

To Whom It May Concern: 

In response to your inquiry a standard search of available records in 
this office has been performed. The following indicates the results 
of that search: 

Physician: 
License No.: 
Issued: 
Exam Type: 
Expiration Date: 
Status: 

SAMUEL LOUIS AUERBACH 
A 53310 
July 27, 1994 
A written examination 
August 31, 2001 
Renewed/current 

If a discipline status is listed, you may obtain information 
concerning this action by contacting the Board's Enforcement Program, 
Central File Room, 1426 Howe Avenue, Sacramento, CA 95825-3236 or by 
faxing your request to the Central File Room at (916) 263-2420. 

M. ELIZ 
Licensing Chief, D~sion of 

%1 

SEAL 



THE UNIVERSITY OF THE STATE OF NEW YORK 
T]~ STATE EDUCATION DEPARTMENT.--. 

DIVISIgOF PROFESSIONAL LICENSING QVICES 
° ~ CE~fIFICATION & VERIFICATION UNIT ~ ~%\~\\ 

89 WASHINGTON AVENUE / ~  \ \  \'5 ~ \ \ \ \ \  

THIS IS TO CERTIFY THAT ACCORDING TO THE RECORD%~O~FTHE DIVISION 
OF PROFESSIONAL LICENSING SERVICES, NEW YORK STATE EDUCatION DEPARTMENT, 
ALBANY, NEW YORK, AUERBACH SAMUEL LOUIS 
WAS ISSUED LICENSE/CERTIFICATE NUMBER 191774 FOR THE PRACTICE OF 
MEDICINE ON 03/23/93. 

OUR RECORDS ALSO INDICATE THE FOLLOWING INFORMATION: 
DATE OF BIRTH: 
SCHOOL ATTENDED: UNIVERSITY DEL NORESTE 
DATE OF GRADUATION: 06/06/80 
DEGREE EARNED: PHY&SR 

PROGRAM WAS ACCEPTABLE IN ACCORDANCE WITH THE NYS REGULATIONS 
OF THE COMMISSIONER OF EDUCATION. REQUIREMENTS MET AT THE 
TIME OF LICENSURE. 

BASIS OF LICENSURE: 
DATE COMPI COMP2 
12/92 00075 
12/90 00072 00075 

FLEX EXAMINATION 

EXMS TAKEN=09 

A LICENSE IS VALID DURING THE LIFE OF THE HOLDER UNLESS REVOKED, 
ANNULLED OR SUSPENDED BY THE BOARD OF REGENTS. A LICENSEE MUST 
REGISTER PERIODICALLY WITH THIS DEPARTMENT TO PRACTICE IN THIS STATE 

CURRENTLY REGISTERED: YES 
ADDRESS: 

REG PERIOD ENDS: 07/31/03 

DEROGATORY INFORMATION: NO CHARGES HAVE BEEN PREFERRED AGAINST 
THIS LICENSEE. 

COMMENTS: 

I FRANK GEBOSKY, PRINCIPAL CLERK, DIVISION OF PROFESSIONAL 
LICENSING SERVICES OF THE NEW YORK STATE EDUCATION DEPARTMENT, 
DO HEREBY STATE THAT AS PRINCIPAL CLERK OF SAID DIVISION, I HAVE 
LEGAL CUSTODY OF THE OFFICIAL RECORDS OF THE DIVISION OF 
PROFESSIONAL LICENSING SERVICES AND TO THE BEST OF MY KNOWLEDGE, 
THE AFORESAID INFORMATION IS TRUE AND CORRECT. 

SEAL 

OP026 044 



Nevada State Board of Medical Examiners 

VERIFICATION OF LICENSURE 

This is to certify that the records of the Nevada State Board of Medical Examiners indicate 
the following information regarding: 

Samuel L Auerbach, M.D. 
 

LICENSE TYPE: Medical Doctor 
LICENSE NUMBER: 7617 
EFFECTIVE DATE: 11/22/1995 
EXPIRATION DATE: 06/30/2003 

CURRENT STATUS: Active 
DISCIPLINARY ACTION: NONE 
EXAMINATION LICENSED BY*: FX 

* KEY: FX 
NB 
USMLE 
LMCC 
State Abbreviation 

= Federation Licensing Examination 
= National Boards 
= United States Medical Licensing Examination 
= Canadian Medical Licensing Examination 
= If Licensed by a State's Basic Sciences Examination 

We are not in a position to advise whether the above person is currently under investigation 
by the Nevada State Board of Medical Examiners. Until such time as an investigation of any 
person licensed by the board is culminated by the filing of a formal complaint, we are not in a 
position to reveal the facts or the nature of any investigation. We have, however, searched our 
records and do not find that any formal disciplinary action has been taken against the above 
person by the board. 

To expedite the verification of licensure process, the above is the standard format for 
verification of licensure of all persons licensed by the Nevada State Board of Medical 
Examiners. 

~~Daa~e~d." L~8~2 4 Y ~ ~ I ~ / X ~ ~  ct°r 

1105 Terminal Way, Suite 301 • (775) 688-2559 • Fax 688-2321 
Mailing Address: Post Office Box 7238 • Reno, Nevada 89510 

(O) 1934 



• .... • • . 

i : 

Arizona Board of Medical Examiners 
9545 E. Doubletree Ranch Road 

: : ,  : Scottsdale, Arizona 85258 
Phone: 480-551-2700 Fax: 480-551-2704 

hllp:L~,t~wy.dqcboard.ora/bornex 

" . ' -" :1 ' 

i • 

Form 5 
Federation of State Medical Boards 

Data Bank Report 

Applicant is tocomplete this form and forward the completed form to the Federation of 

,ild 8 2OO{ 
~y  

State Medical Boards at the address below: 

Coordinator, Disciplinary Data Bank 
The Federation of State Medical Boards 
400 Fuller Wiser Road 
Euless, Texas 76039 

- : i  

The Arizona Board of Medical Examiners requests a disciplinary search concerning the 
following individual, 

Type or legibly Print the following information: - • 

Name: ALtEEB/ CIA gA A tP_L LOI;ZS 
Last First M~ddle 

Birth Date (MonthlDaylYear): 
Medical School of Graduation and 
Branch Location: 

Date of Graduation (Month/Day/Year):  

Physician (applicant's) Signature 

Date signed (Month/Day/Year):" 

) 

, • . : .  
i i 

. "  - - .  

. . i :  : 

' :! i 

ed t{on of Stat C: mine s: . . . . . . . .  ..... " F era e Medical Boards o nt ~• ' .  

- ; -  " " . "  2 " "  . 2 . : "  : .  . .  

D 

• ":'.i" "" " .  i ; :  . . . .  

i i i i i  J i i = 1 ,  i i J i i i  u i i i  i ,  

i 

 E m THEA 0V(   EOp SfO AN 
AUG..  7 200'I 

. . . .  , :  a 

i _ L  DALE "~" A~ST#N ~ "- ' ' 
NTERIM CHIEF OPERATING OF, RCEI~ 

= i i i , , i  j • i 

.:~ FSMB, Please return this competed form directly to the Arizona State Board of Medical 
Examiners, 9545 E. Doubletree Ranch Road, Scottsdale, Arizona 85258. Thank you. 

- : : " . . ' ,  _ .  - . ,  - : .  , ,  - 

sAlicensing\webforms~FSMB repotLdoc" ' " " " '  " : ' "  
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Samuel Auerbach 2013 License # 29924 Professional Conduct

1. Since your last renewal have you had an application for medical 
licensure denied or rejected by another state or province licensing board?

2. Since your last renewal has disciplinary or rehabilitative action been 
taken against you by another licensing board, including other health 
professions?

3.  Since your last renewal have any disciplinary actions, restrictions or 
limitations taken against you while participating in any type of training 
program or by any health care provider?

4.  Since your last renewal have you been found in violation of a statute, 
rule, or regulation of any domestic or foreign governmental agency?

5. Since your last renewal have you been under investigation by any 
medical board or peer review body?

6. Since your last renewal, have you had a medical license disciplined 
resulting in a revocation, suspension, limitation, restriction, probation, 
voluntary surrender, cancellation during an investigation or entered into a 
consent agreement or stipulation?

7. Since your last renewal, have you had hospital privileges revoked, 
denied, suspended, or restricted?

8. Since your last renewal, have you been named as a defendant in a 
malpractice matter currently pending or that resulted in a settlement or 
judgment against you?

10. Since your last renewal, have you had your authority to prescribe, 
dispense, or administer medications limited, restricted, modified, denied, 
surrendered, or revoked by a federal or state agency?

11. Since your last renewal, have you engaged or do you engage in the 
illegal use of any controlled substance, habit-forming drug, or prescription 
medication?

12. Since your last renewal, have you been found guilty or entered into a 
plea of no contest to a felony, or misdemeanor involving moral turpitude in 
any state?

No

No

No

No

No

No

No

No

No

No

No

9. Since your last renewal, have you been subjected to any regulatory 
disciplinary action, including censure, practice restriction, suspension, 
sanction, or removal from practice, imposed by any agency of the federal or 
state government?
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1. Since your last renewal have you had or do you have a medical condition
that impairs or limits your ability to safely practice medicine including a 
diagnosis or treatment for any psychotic disorder or substance abuse 
disorder?

2. Since your last renewal, have you consumed intoxicating beverages 
resulting in your ability being impaired or limited to exercise the judgment 
and skills of a medical professional?

Arizona Medical Board: License Renewal Questions




































