Arizona State Board of Medical Examiners

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

Telephone (480) 551-2700 « Fax (480) 5512704 < In-State Toll Free (877) 255-2212

APPLICATION for LICENSE to PRACTICE ALLOPATHIC MEDICINE in the STATE of ARIZONA

and INITIAL REGISTRATION FORM
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Proot photos, negatives, Polaroid
type photos are not acceptable.

Date Application Sent:

FOR BOARD USE
DO NOT USE THIS SPACE

Date Application Received: ./ g/ﬂxlféﬁ

OO0 ENDORSEMENT
O USMLE
0 SPEX

# 1300k

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

INFORMATION

All candidates shall provide satisfactory evidence that he/she:

Possesses a good moral and professional reputation.

Is physically and mentally able to engage safely in the practice of medi cine.
Has not been found guilty of any act of unprofessional conduct; medical incompetence; or mentally or physically unable to engage safely

1.
2.
3.

4.

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of notification of deficiency in application are considered withdrawn.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.

[S®]

o

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

A complete list of all your hospital affiliations and employment for the five years prior to filing this applicat

ion.

Cashier’” s Check or Money Order in U.S. Funds(personal checks not accepted) , covering the statutory fee prescribed in statute and rule.
Credentials submitted in foreign languages shall have affixed thereto a certified translation into English.

Separated or mutilated Applications are not acceptable and will require refiling.
Requests for exemptions or waivers of any portion of this application will be denied and will delay your consideration for licensure.
NOTE: All credentials submitted become the pr operty of the Arizona Board of Medical Examiners and NONE will be returned.

DO NOT SUBMIT ORIGINALS.

Photocopies shall not exceed 8 % inches by 11 inches in size.

Revised 1/1/2000



UNITED STATES OR ANADIAN MEDICAL SCHOZinGRADUATES and GRADUATES OF MEDICAL SCHOOLS LOCATED OUTSIDE THE UNITED STATES
OR CANADA will forward Forms numbered 1, 11, I, d [V as may be applicable, to the appropriate agency‘ the request that they be completed and retumed to the
Arizona Board of Medical Examiners. b

APPLICATION and Initial Registration

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

1. Present Legal Name HULEKBP(CH SAMWEL LOLLIS
(Last) (First) (Middle) {Maiden)

(a) Other names used:

2. Office Address: 8618~ Burlank Blvd | Tarzowa,  CH  913¢C E1§-605-5570

(No.) (State) (Zip Code
3. City and State of Birth Month, Day and Year of Birth

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) KNew Jork /41774

(State Board) (Date of Application)- (Result) (Certificate No.) -
(Date Issued) (Specify if by Written Examination or on Credentials)
o Cadelyeni AoS'3310
(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 NO
state/province licensing board? (Answer)

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, DO
stipulation, written consent agreement or revocation.

{Answer)
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? W 0
(Answer)
8. Have you ever been found to be in violation of any statute, rule or regulation of any NGO -
domestic or foreign governmental agency? (Answer)
9. Has there been any discipiinary action initiated against you by or through any medical
board or association? MO
(Answer)
10. Are you currently under investigation by any medical board or peer review body?
(Answer)
11. Have you ever had a medical license disciplined resulting in a: revocation, suspension,
limitation, restriction. probation, voluntarily surrender, cancellation during an NO
investigation or entered into a consent agreement or stipulation? (Answer)
12. Have you ever had hospital privileges revoked, denied, suspended or restricted in any R0
way? {Answer)
13. Have you ever been named as a defendant in any malpractice matter currently pending or
which resuited in a settlement or judgement against you? NO
(Answer)
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 NO
government? (Answer)
15. Have you ever had your ability to prescribe, dispense or administer medications limited, VO

restricted, modified, denied, surrendered or revoked by a federal or state agency? (Answer)



16. Are your currently in engaged in the illega‘ of any controlled substance, habit forming
drug or prescription medication?

|

17. Bave vou consumed intoxicating beverages resulting in yr:ur present ability to exercise the

iudgement and skills of a medical professional being impaired or limired? (Answer)
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? (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 insurance-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? (Answer)

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

1. 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

3. 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, consuitation 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: upi\lgllSlerb \j)EL }\)OKESTE
Ye omf}nu @’““(5” Mex g

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.

Cee Prvaened ;QHEEY’ #*1

23. Are you certified by any of the American Board of Medical Specialties? NO

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 1o
(City) (State)

At kTTFkOb\’th from to
(City) SHeET (State)

At HZ from to
(City) 2 (State)

At (TO FoLLQ Q from to

(City) (State)



The applican:t ‘ SﬂmuE‘—\. LOUIS ALLEEBAC/M .

(PRINT OR TYPE YOUR NAME AS YOU WiSi: IT TO APPEAR 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 prescribed 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, files 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. 1 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

acknowledge that falsification or misrepresentation of any item or response on this, application is adequate/f deny the same or to hold a hearing
to revoke the same, if issued. Z

Signature of Applicant /)Q/ZW/M/( élw ,MD.

>

SHERYL S. BACA
Commission # 1194578

=
Notary Public - California i STATE OF- C Z é [/Z ) {4 ,6(/
! Los Angetes County dﬂ ‘
My Comm. e ., County of U aﬂt/@&éw

(NOTARY SEAL)

Subscribed and swom to before me this / ‘S/'

day of Dot sv o 200
My Comission expires Q{ )Lé? 3 hl, Q{DO 9\

Notary Signature

(NOTARY/PUBLIC

FOR OFFICIAL USE ONLY
Application Processed by \(\l\b« \\\O\\D\
Application Checked by //D '
Application Approved 19 /»‘Z/?/ﬁ/ By e M L. /%ig_/
License Issued 12ugfo]
License Number A9944




(THIS FORM MAY BE COPIED IF ADDITIONAL COPIES ARE NEEDED)

ARIZONA STATE BOARD OF MEDSLAL EXAMINERS \\

HOSPITAL AFFILIATIONS/MEDICAL EMPLOYMENT

INSTRUCTIONS: 1)  List all hospital affiliations for the past five {5) years to include mooni;ghtlw
Courtesy staff affiliations, Do not include any postgraduate training. “d
2} List alt madical employment e.g. physician
placement group, emergency medical group, radiclogy group, etc,

APPLICANT NAME: SAMUEL.  Londs AUECBACH )
1. HOSPITAL: PRIVATE. PlAcTicE
apoxess: /861$” &//ZBﬁMKBLUb“&L/V?#Q/?;} 7 pezhvrk 8/4 930
City State Zip Code

DATES OF STAFF MEMSERSHIP:

TYPEICATEGORY OF STAFF MEMBERSHIP:

2. HGSPITAL:

ADDRESS:

Ciy Siate Zip Code

DATES OF STAFF MEMBERSHIF:

TYPEICATEGORY CF STAFF MEMBERSHIF:

3. HOSPITAL:

ADDRESS: -

City State Zip Code

CATEZS OF STAFF MEMBERSHIP:

TYPEICATEGORY OF STAFF MEMBERSHIP:

4. MEDICAL EMPLOYMENT:

ADDRESE:

City State Zip Code

DATES OF EMPLOYMENT:

3. WEDICAL EMPLOYMENT:

ADDRESS:

City State Zip Code

DATES OF EMPLOYMENT:




) .

9/19/94 - 9/18/95 Preceptorship (Fellowship), Breast Disease
Melvin Silverstien, M.D., Medical Director/
Van Nuys, California

7/1/93 - 6/30/94 Fellowship. Advanced Pelvic, Gynecologic &
Oncologic Surgery
S.U.N.Y. at Buffalo, Hospital Corsortium

7/89 - 9/91 Resident, Obstetrics & Gyencology \
University of Southern Alabama Medical Center
Mobile, Alabama

8/88 - 6/89 Resident, Obstetrics & Gynecology
Lutheran Medical Center
Brooklyn, New York

7/87 - 6/88 Resident, Obstetrics &Gynecology

Albany Medical Center
Albany, New York

- 7186 - 6/87 Resident, Obstetrics & Gynecology
S.U.N.Y. at Syracuse, New York
Johnson City, New York

7/85 - 6/86 Resident, Internal Medicine
Mount Sinai Hospital
Bronx VA Medical Center
New York, New York

7/84 - 6/85 Resident, Internal Medicine
Millard Fillmore Hospital
Buffalo, New York

MEDICAL EDUCATION

7/83 - 6/84 Fifth Pathway Program
S.U.N.Y. - Buffalo

8/76 - 6/80 Universidad Del Noreste
Tampico, Mexico
M.D. Degree



o °

Arizona Board of Medical Examiners
\ 9545 £ast Doubleires Ranch Road
S Scoltsdale, Adzona 83258
Phone: 480-551-2700 Fay: 480-331-2704
www bomez.org

Form 2
Medical College Certification

o

in applying for a ﬁce::seﬁtﬂs&ﬂ@j@gjn Arizona, the Medical Soard requires this form to be completed by the medical schoot
graniing the medical degree. This is your awthorization to release any infurmation in your files of record, favorable or otherwise,
DIRECT o the Aszona State Board of Medical Examiners, 8545 East Doublelrse Ranch Road, Scofisdale, Arizons 85258. Your
prompt respanse will be sppreciated. _ . )ﬁ s

Camuel. Lows AusrgrACE

Name: i fﬁ \,fﬁ A P MO
/ y 4 4 Y e
)@gﬁmﬁ LSA ;/ Awféfffffféz{ St {0y
Signature : ‘ 7 ) Date (Month/DayfYear}
WmETToDooToOIS SRR STESSESSWSE oD IZmSSIgaxaxsxzInoSoss
{DO NOT DETACH)
This section to be completed by an officer of the medical school,
L . SAMUEL LOUIS AUERBACH
This is & cerdify that
Fult name of student}
was granted the degree of DIPLOMA DE MED I(CUO CIRUJANO Y PARTERO
UNIVERSIDAD DEL NORESTE A.C on__ Junio/06/319080
{Full name of Schadl or Gollege of Medicing as it appears on the Apglicant’s Medical degree diploma.} Dats (MonihvDay/Year)
that the date of hisfer matriculation in medical school was Agosto 16 de 1976 . and that hefshe aftended
o full courses of medicatl lectures comprising __———— months.
{number} {number)
e

1. Was applicant ever placed on probation, restriclad, or fimited? If yas, please attach written explanation.

2. Did the appj i 1t ich inn any way impairad or limited his’her abiliy to safely practice any fistd of

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

The cognitive capacity o make appropriate clinical disgnases and axercise reasonad medical judgments and to leam and keep
abreast of medical developments; and

The ability to cammunicate thoss judgments and medical information to patients and neaith care provigers, with a7 without the use
of zids or devices, such as voice amplifiers; and

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

“Medical condition” includes physiological, mentat or psychological conditions of gisorders. such as, but net imited to orthopedic,
visual speech, and hearing impairments, cersbral palsy, epilepsy, muscular dyst‘rfaphy, mu!tagée sclerosis, cancer, heant disease, .
diabetes, mental retardation, emotional or mental finess rser] rimgrieaitl 7 ciseass, berculosis, drug addition an
aleohelism.

Ferm s ‘r?t' L,

5 paranoia, ar any psychotic disorder? -

|
3. Wasth ficant ever diagnosed with or treated for higolar disorder, schizophiens
ﬂf ves, plaase attach written explanalic o 2800

4. Were applicant's fina evaiuations in every category fated satisfactory andfor abovef? YoSyy . N? o fF 0 please attach
written explanation. By | RN L

SignedlIC. MARTIO A. LIZARRAGA B., WD (Seal of College} . = - | -/ ¢

Dean O

President o : .y e

Secratary of SERVICIOS ESCOLARES Date; QCTUBRE, 2L 2001

Registrar e S D S PRI

PN Yot r B
h R R -

Address; PROL. AV. HC0.6315 COL. NUEVQ ARROPUERTO TAMPICO TAMAULIBAS ~MEST00



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.ecfmg.org

State Board Code:
S . 003
‘ Please include this
v number on all requests
Executive Director T T R SR |
Arizona Board of Medical Examiners ' . 7 :
9545 East Doubletree Ranch Road 3

Scottsdale, AZ 85258 e

ECFMG CERTIFICATION STATUS REPORT
ECFMG/USMLE Identification Number: 0-312-430-2
Applicant's Name: Samu iis Ayarbach
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:

T 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.

+ 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.
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Arizona Board of Medical Examiners Form 3

9545 East Doubletree Ranch Road . . . e
Scottsdale, Arizona 85253 Postcraduate Training c%new
Phane: 480-551-2700 Fax: 480-551-2704
www bomex org

In applying for 2 ficensa to practice medicine in Arzona. the Medical Board requires this form lo be completed by each hospital
wherein | participaled in an approved pastgraduate training program in the Uniled States or Canada. This is your authorization
to release any information in your fles of record, favorable or otheswise, DIRECT lo the Arizona Sftate Board of Medical
Examiners, 9545 t Doubletree Ranch Road, Scotisdale, Arizona B5258. Your prompt response will be appraciated.

Name: SRMUEL. RUERBACH A MD.
owedl | Juibael) 1) L-18-G}
Signgtura Date {MonthvDay/Year}
------------------ BOROTDETAC

This section to be completed by the office of the Administrator of the institution or program wherein the applicant
satisfactorily comgleted {or will complete} a program approved posigraduate training in the United States or Canada.

This is to cerify that _ o> AAL T2 A2 e . M.D. undertook /?nd satisfactorily completed
a full term approved program of__ /O monthsinthe __ £ €T £ATHOAS il (7N

prap—— (Ful name-andEapiEe-

inthefisldot  JAEDCiJE from ("‘{‘j;'gsto §-22-0U

{Data) {“io/DayfYr) (Date/Anticipated Date)

1 FTH AATH@ A
and that the said program was approved for WUMQ that period vy the Accredl

, or the Royal College of Physicians and Surgeons of Canada. Yes L—"___No LG ,Mg

Was applicant ever ptaced on prebation. restricted, or limited? // 0 if yes, pleasa attach written explanation
2. Was there any reason not to continue appficant in the fraining program? Yes No _/ <

3. Did the appl & g ich in any way impaired or limite« hisfher ability to safely practice any field
of medicine?

Abifity to practice medicine is to be construed Io include sl of the following:

The cognitive capacity to make appropriate clinical disgnoses and exercise reasnned madical judgments and o feam and
keep abreast of medical developments; and

The ability to communicate those judgments and medical information to patients ond health care providers. with or without
the use of akis or devices, such as vaice amplifiers; and

The physical capabifity to perform medical tasks such as physical examination and surgical procedures. with or withaut the
-use of aids or devices, such as corrective lenses or hearing zids

“Medical condition” includes physiological, mental or psychelogical conditions or disorders, such as, but not limited to
arthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy. musculsr dystrophy. multiple sclerosis, cancer,

heart disease, diabetes, mental retardation, emotionat or mental ilness, specific learning disabilities, HIV disease. tuberculosis,
drug addition and aicoholism.

3. i ed with or treated for bipotar disorder, schizophre-ia, paranoia, or any psychotic disorder?
i yes, please attach writlen explanation.

4. Were applicant's final evatualions in every category rated satisfactory snd/or abo/e? Yes ‘2/(— "; No ¥ no please

m@%m\ B
Signed: 1 l )LJ : LMD Seal of Hospital)

Tite: AFSSOC . DA

ddross:_70l_DEES Date: € —/ 5 = Oj
bofptie, vy (q2rd

S8 "d IgLd Bl STL #IALIA Nd_.LI:ZB Te@Z—-si—1La0
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Arizona Board of Medical Examiners orm 3 28 ng LUJE
9545 East Doubletree Ranch Road

Scattadale, Arizona 85258 Postgraduat Trainlng Cerﬂﬂcaﬂon;

Phone: 480-551-2700 Fax: 480-951-2704 ;

ww.bomex.org

in applying for 8 licanse to practics medicine in Arizona, the Medical Board requires this form to be completed by sach hospitat
wherein | participated in an approved postgraduate Iraining program in the United States or Canada. This is your authorization
10 release any information in your files of record, favorable or otherwise, DIRECT to the Anzona Siate Board of Medical
Examiners, 9%4% Gast Doubletree Ranch Road, Scotlsdate, Arizona 85258. Your prompt response will be appreciated.

Name: SAMUEL. AUERBALKR M) MO,
b, MY 6-15-0]
Signafurs ’ Dats (MonNOay/Y #ar)
100 NOT DETACH)

This section 10 be compietad by the office of the Administrator of the institution or program wherein the applicant
satisfactorily camplated {or will completa) a program approved postgraduate training in the Unitad States or Canada.

This is to cortify that ___ < K’Y\' (] Lmo undertook and satisfactorly compisted
afull tarm approved program of _|{_) ' SOyl
(romber) Hespitiy

RM40BER.

in the field ol ___| " EEAL O ST;&Q v 1D RN
: Date Y}

(Dawﬂnncsaaxm Date}

and that the said program was approved for postgraduate aining during that period oy the/}acteduat!on Councit for Graduate
Medical Education, or the Royal Cotlege of Physicians and Sufgeons of Canada. Yes Y No

Was appiicant ever placed an probation, restricted, or imited? Y YO it yes. piease attach written expianation
2. Was there any reason not to continue applicant in the training program? Yas No

3. Did the appli i ich in any way impaired or limited his/her ability to safely practice any fleld
of medicina?

Ability to practice medicina is 0 be construed to include ail of the foliowing:
The cognitive capacity to make appropriate clinicat disgneses and axercise reasoned medicat judgments and & lsarn and
keep abreast of madical developments: and

The ability s cammunicate thase judgraents and medical information to patients snd heeith Care providers, with or without
the use of aids or devices, such as voics amplifiers; and

The physicat capabllity to perform madical tasks such as physical examinaton and swrgical procedures, with or without the
-use of aids or devices, such as correciiva lensas or hearing aids

“Medical condition” includes physictogical, mental or gsychological conditions or disgrders, such as, but not limited to
orthopedic, visual speech, and hearing impainments, cerebral palsy, epilepsy, muscular dystrephy, mullipie sclerosis, pancar,
heart disease, diabetas, mentat retardation, emotionat or mental ilress, spacific lsarning disatidities, HIV disecase, tuberculosis,
dnug addition and aicoholism,

3, sed with or ireated for bipolar disorder, schizophrenia, paranoia, or any psychotic disarder?
if yes, please aitach written explanation.
4. Were appli Hoatiof] ‘ f a0 qary cated satistactory andg/er above? Yes - ¥ no please
Signed: ~ ‘ M0, ¢ SET e
e FERTC % 0 =i :
Address: LiNIVERSIT‘( AT BU FFALO Date: LQ’ !B&\D \
RM 40 BEB
3435 MAIN ST.

BUFFALO, NY 14214
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Arizona Board of Medical Examiners
9545 East Doubletree Ranch Road
Scoitedate, Arizona 85258
Phone: 48(1.551-2700 Fax: 4BG-551-2704
www.ggmex.ggg

In applying for a license to practice medicine in Arizona, the Medical Board requires this form (o be completed by gach hosp‘xta!
wherein | participated in an approved posigraduate training program in the United States or Canads. This is your authdiization
to release any information in your files of recand, favorable or otherwise, DIRECT in the Arizona State Board of Medical
Examiners, 8545 Gast Doubletree Ranch Road, Scottsdale, Arizona 85258. Your prompt response will be appreciated. '

Narne: SAMUZL. AUERBACKH MY Mo,
Nowtl [ friha b (-15-0)
Signature Date {Month/Day/¥ear)
{0C NOT DETACH)

This section to be completed by the office of the Administrator of the institution or program wherein the applicant
satisfactorily completed {or wili complete) a program approved postgraduate training in the United States or Canada,

This is to certity that_xmue] b Aveicbhach , M.0. undertook and satistactorily completed
afull term approved programof __| A montsinthe __ [} [lard Fillmore, HOSD :
{number) (Fuif name and complete address of Hospital)
S Gales (Curcie Botfalo MY (4209
nthefisdot_ LN Ternod MediCine wom__ "11USY _w_bl30/$5”
{Date) {'ioiDayr¥7) {Date/Anticipated Date]

ant! that the said program was approved for postgraduate training diiring that periad oy the A itation Council for Graduate
Medical Education, or the Royat College of Physicians and Surgeons of Canada. Yes No

1. Was applicant ever placed on probation, restricted, or imited? __[1) 8] if yes, please altach written explanation
Was there any reason not o continue applicant in the training program? Yes No

2
3. Did the app i it ich in any way impaired or limited hisfher ability to safely practice any field
of medicing?

Ability to practice medisine is to be construed o include aif of the following:

The cognitive capacily to make appropriate clinical diagnoses and exercise reasoned medical judgments and 1o team and
keep abreast of medicat developments; and

The ability to communicate those judgments and medical information to palients 2nd health care providers, with or witheut
the use of aids or devices, such as voice amplifiers; and

The physicat capabilily to perform medical lasks such as physical examination ard surgical procedures, with or without the
-use of aids or devices, such as comective lenses or hearing aids

“Medical condition” incudes physiological, mental or psycholpgical conditions or disorders, such as, but not lirmited o
orthopedic, visual spesch, and hearing impairments, cersbral paisy, epilepsy. musculzr dystrophy, multiple sclerosis, cancer,
heart disease, diabetas, mental retardation, emotional or mental ifiness, specific leaming disabilities, HIV disease, luberculos's,

drug addition and alcoholism.
3. Was the applicant ever with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic disarder?
if yes, please atiach written explanation,
4. Were applicant's final evaiuations in every category rated satisfactory andfor abgve? Yes \/ No #f no please
attach writters explanation,

Signed: j//ﬂa’z&w A /g%ﬂuéf D ‘Seal of Hospital)
re: D Medicel Steff & fduc ‘
adgress: HEH /3 Cates Giecle f BHo ' Ny 14209 Date: /ﬂ//} 5//0 /

These programs e no longer Sfunction ing
T nfor mation Toten _from hos piTal recerds



DEPARTMENT OF VETERANS AFFAIRS
Medical Center
130 West Kingsbridge Road
Bronx, New York 10468

July 4, 2001

In Reply Refer To: 526 (OOED/ IM)

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

SUBJ: 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: Samuel L. Auerbach, M.D.
PERIOD: 71/85 —» 6/30/86
PROGRAM: Medical Service/Internal Medicine

David Jaipersand
Clinical Programs Coordinator
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Arizona Board of Medical Examiners Form 3
9545 East Doubletree Ranch Road
Scotisdale, Arizona 85253
Phone: 480-351-2700 Fax: 480-551-2704
www bomex.orq

Postgraduate Training Certification

In applying for a license to practice medicine in Arizona, the Medical Board requires tnis form to be completed by gach hospital
wherein | participated in zn approved poslgraduate training program in the United States or Canada. This is your authorization
to release any information in your files of record, favorable or otherwise, DIRECT to the Arizona State Board of Medical
Examiners, 3545 jast Doubletree Ranch Read, Scottsdale, Arizona 85258. Your prompt response will be appreciated.

Name: S:A MWQ’ RUEKBR Cﬁ Ml) , M.D.
Nowt]  (fvuhaed) 1d 6-15-01
Signgfure Date {Month/CayfYear}
"""""""""""""""""""""""" DoNGTOETACH

This section to be completed by the office of the Administrator of the institution or program wherein the applicant
satisfactorily completed {or wilt compiete) a program approved postgraduate training in the United States or Canada.
This is to certify that M.D. undertook and satisfactorily completed

a full terrn approved program of months in the
{number} {Full name and complete address of Hospital)

in the field of from o
{Date) {MoiDaylYr) {DatelAnticipated Date)

and that the said program was approved for postgraduate training during that period 5y the Accreditation Coungil for Graduate
Medical Education, or the Royal College of Physicians and Surgeons of Canada. Yes No

Was applicant ever placad on probation, restricted, or fimited? it yes, please attach written explanation
2. Was there any reason not o continue appiicant in the training pragram? Yes No

3. Did the applicant have any medical condition, which in any way impaired or limited his/her ability fo safely practice any field
of medicine? Yes No

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 leam and
keep abreast of medical developments; and

The ability to camemunicate those judgments and medical infarmation to patients and health care providers, with or withoul
the use of aids or davices, such as voice amplifiers; and

The physical capabilily to perform medical tasks such as physical examination and surgical procedures, with or without the
-use of aids or devices, such as comrective lenses or hearing aids

"Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not imited to
oftopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy. muscular dystrophy, multiple sclerosis, cancer,
heart disease, diabates, mental retardation, emational or mental iliness, specific ieaming disabilities, HIV disease, tubercuiosis,
drug addition and atcoholism.

3. Was the applicant ever diagnosad with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic disorder?

Yes No if yes, please attach writien explanation.

4. Were applicant’s final evaluations in every category rated satisfactory and/or above? Yes No K no please
attach written explanation.

Signed: , M.D. ‘Seal of Hospilal)

Title:

Address: Date:




United
Health Services
Hospitals

lth Serwces .

July 11, 2001

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

RE: Samuel Auerbach, 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,

OpusSews st

Qﬁes Jewell,
rector Internal Medlcme 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 Boubletree Ranch Road
Scottsdale, Arizona 85258 Postgradu WSy
Phone: 480-551-2700 Fax: 480-551-2704
www homex.org

In applying for a license o practice medicine in Arizona, the Medical Board requires this form to be completed by gach hospital
wherein | pariicipated in an approved postgraduate braining programi in the United States or Canada. This is your authorization
to release any information in your files of record, favorable or otherwise, DIRECT o the Arizona State Board of Medical
Examiners, 3545 Hast Doubletree Ranch Road, Scotisdale, Arizona 85258. Your prompt response will be appreciated.

Name: SAMUG). AUERBACH MY M.D.
{ DMy 6150
Signgfure Date {MontDayfYear)
““““““““““““““““““““““ (DONOTDETACH —

This section to be completed hy the office of the Administrator of the institution or program wherein the applicant
satisfactorily completed {or will compiete) a program approved postgraduate training in the United States or Canada.

This is to certify that_SAIEL  AUZREAL H, . M.D undertook and satisfactorily compleied
a full term approved program of_ /S months in the _ ALBANY Sueb /Al LEMTER

{humber) {Fult name and samplete address of Hospitat)

Y2 Map Srordan® L w i, f%gmg/, VY _[A0F
in the field of 03/5/%/ fom_07/0//37 1 é/ﬂ’/ 24

(Datd} {Mo/Day/Yr) {Date/Anticipated Data)

and that the said program was approved for postgraduate training during that peried 5y the Accreditation Council for Graduate
Medicai Education, or the Royai College of Physicians and Surgeons of Canada. Yes X No

Was applicant ever placed on probation, restricted, or limited? /1/ 0 if yes, please altach wiilien explanation
2. Was there any reason not to continue applicant in the training program? Yes No

3. Did the apph i i ich in any way impaired or limited nisther ability to safely practice any field
of medicine?

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

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

The ability o communicate those judgments and medical information to patients and health care providers, with or without
the use of aids or devices, such zs voice amplifiers; 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 corregtive lenses or hearing sids

“Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but net limited to
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer,
heart disease, diabetes, mentat retardation, emotional or mental illness, specific leaming disabilities, HIV disease, luberculosis,

drug addition and alcoholism.

3. Was the appii ver di ed with or treated for bipolar disorder, schizoplirenia, paranoia, or any psychotic disorder?
If yes, piease attach written explanation.

4. Were applicant’s final ationy in every category rated satisfactory andfor above? Yes X No i rio please

attach n explanatio
Signed: PYI;;/WP# M'7. ‘01’ AMQDEV" !Seal of Hospital)
Title: M) . [LedA. /4'%0'( .
Address: OZJS "TA \/ Date: é/ ’Z/ / 0 7
MOBANY, NN 12100 ’
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Arizona Board of Medical Examiners Fomgy .

¥
9545 East Doubletree Ranch Road o Mg - e
Scottsdale, Arizona 85258 Postgraduate Traintng Certification
Phone: 480-551-2700 Fax: 480-551-2704
www.bomex.crg

In applying for a license to practice medicine in Arizona, the Medicat Board requires this form to be cornpleted by gach hospital
wherein | participated in an approved postgraduate training program in the United States or Canada. This is your authorization
% release any information in your fles of record, favorable or otherwise, DIRECT to the Arizona State Board of Medical
Examiners, 9545jast Doubletree Ranch Road, Scottsdale, Arizona 85258. Your prompt response will be appreciated.

SAMUEL- AUERBACR M) |
M3 6-15-0}

Signature Date (Month/Day/Year}

T O I 0 S IS n T o A N T M T IS NS D MM v M uy Gw SER NS M8 Mem A 4% mm A e ey BY ot mme A ses m N me e st A b M ams WP M Wa mm mm wem T e Te e aw e

{DO NOT DETACH)
This section to be completed by the office of the Administrator of the institution ar program wherein the applicant
_ satisfactorily completed {or will complete) 2 program approved postgraduate training in the United States or Canada.

Semuel L. Auerbach, MD , M.D. undertock and satisfactorily completed
Lutheran Medical Center

Name: . MDD,

This is to certify that

a full term approved program of _10 months in the :
dress of Hospilal
150 55th Street,"Mluxiyn, New York IToRyriets adiress of Hospita
i Gynecol =730785
inthe fietdof___ OPStetrics/Gy o9y wom | B8/24/88 730/

(Date)} (Mo/Day/Yr) {Date/Anticipated Date)
ey

and that the said program was approved for postgraduate training during thai period 9y thé Aggreditation Council for Graduate )
Medical Educatiori, sc the Roya! College of Physicians and Surgeons of Canada. Yes No

1. Was appiicant ever placed on probaltion, restricted, or limiled?\% if yes, please attach written expianation
2. Was there any reason not to continue applicant in the fraining program? Yes No )’

J. Did the appli ich in any way impaired or limited his/her ability to safely practice any field

Ability to practice medicine is to be construed to include alt 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 those judgments and medical information to patients and health care providers, with or without
the use of aids or devices, such as voice amplifiers; and

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

“Medical conditien” 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, emotional or mental iliness, specific learning disabilities, HIV disease, tuberculosis,
drug addition and alcoholism. )

3. Wasth j i sed with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic disorder?
if yes, please attach wrilten explanation.

4, Wereg plicant’s final evalugtigns in every category rated satisfactory and/or above? Yes X No If no please

M.D. 'Seal of Hospital)

2 . Zarou,
Tige: _Chairman of Ob/Gyn

Address: 150 55th Street, Brooklyn, Ny, 11220 Date: 25—/




OCT.26.2801 8:13AM UsA OBGYN CWEB T18 37O TT21NO.@82 P.1s1=8%
AT-1S~2001 B2:37 PN Viien

-

Arizona Board of Medical Examiners Form 3
9543 f:ast Doubletrae Ranch Road . ining Certificati
Scakxdale, Arizons B5258 Postgraduate Training Certification
Phone: 480-551-2700 Fax: 480-391-2704
www.parmex. Qre}

In applying for a license ta practice medicine in Arizana, the Medical Board requires this form to be completed by gach hospital
wherein | participated in a0 a;'pprnved pastgraduate training program in the United States or Canada. This is your autharization
to release any information ip your files of record, favorable or otherwise, DIRECT to ihe Arizana State Board of Medical
Examiners, 9545 Gast Daubletree Ranch Road, Scottsdale, Arizona 85258. Your prompt response will be apprecialed.

o (duabosd b 61561
Sionature Datw [MantivDay/Yesr)
s WS NN e I S T T T S T S S I S E S S S SIS S SIS IS IS S S SIS IS
(DO NOT DETACH)

Thig section to be compl’frtod by tha office of the Administratar of the institutian or program wherein the applicant
satisfactorily completed (ar will complete) a program approved postgraduate waining in the United States or Canada.

This is to carfy that SQJY‘ILU\U L. A‘ werbach . M.D undertook and satistactorily completed
a tull term approved program of 1,{‘; months in the_DEQE. af DAIGYN, iniu.of Souwth AL,

(Full name and camplete address of Haspilaf}

(nurmbar)
22| Cox St Suuts [00_Mohike, AL kol

in the field of __ DB l(>\“\-\ from _7'.L'“ X9 o q-30-91

¥ T (Daie} (Ma/DaylYT) {Day/Anticpted Date)
and that the said program was approved for postgraduate training during that periad by the aditation Countil for Graduate
Medical Education, or the Royal Callege of Physicians and Surgeans of Canada. Yes No
1. Wae applicant ever placei on prokation, restnctad, or limited? :‘A’ If yes, please attach wriltan explanation
2, Was thare sny reasop nol o cantinue applicant in the training program? Yes No

3. Didthe ap i ! ich in any way impaired or limited hisfher ability ko safely practice any field
of medicing?

Ability o practice medidng is (P be construed ta incfude all of the following;

The cognitive capacity o imake appropriale clinical diagnoses and exeroise reasoned madical judgments and 0 leam and
keep abreast of medical developments; and

The ability to commumicals those judgments and medical information to patients anc heailth care providers, with or without
the uge of aide or devices, such as voice amplifiers; and

The physical capabillty o perform medical lasks such as ghysical examination and surgical procadtires, with or without the
-uss of gids or devices, such as comrective lenses or hearing aids

“Medical condition™ includes physialegical, mental or psychological conditions or disardars, such as, bul not fimisd to
arthopedic, visual speach, and haaring impairments, cerebral palsy, epilepsy, musculzr dystrophy, multiple sclemosis, cancat,
heart disease, diabatas, mantjl retardation, emational or mental iliness, specific leaming Jisabilities, HIV disease. uberculosis,
drug addition snd alcoholism.

3. Was ths applicant ev npsed with ar lreated for bipolar disorder, schizophrania, paranoia. or any psychotic disorder?
if yas, please attach written sxplanation.

4. Ware applicant's fing| ev:'rmu:ms in avery category rated satisfactory andfor above? Yes / No if no please
arach wri explgfiation
Signed: __, Mg srs~ «M.D !Sez| of Haspital)

Title: /Z%z/éa& B“’éﬁ'f@d\/ Dive
Address: _ 35/ d//;< ér"ﬁ/;{n/oo vae: 23 O 0)
Jhubile, AL Bty
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Arizona Board of Medical Examiners Form 3

9545 East Doubletree Ranch Road . . -
Scottedate, Arizona 85258 Postgraduate Training Certification

Phone; 480-551-2700 Fax: 4B0-551-2704
W homex.om -

In applying for a licensa to practice medicine in Arzona, the Medical Board requires this form o be complefed by each hospital
wherein | participated in an approved postgraduate training proegram in the United States or Canada. This is your authorization
to release any information in your files of record, favorable or otherwise, DIRECT lo the Asizona State Board of Medical
Examiners, 9545 Gast Doubletrae Ranch Road, Scotisdale, Arizona 85258. Your prompt response will be appreciated.

Name: SHAGL. AUERBALCK MY ThY
Aol Juchae b 150}
Signofure _ Date (MontnOayYean
"""""""""""""""""""""" DONOTDETAGH

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 o certify that Samuel L AU{szaCh __, IAD. underiook and satisfactorily completed
a full term approved program of __[ ). months in the Hillard FIHMOK& HOSDITG(
(number} {Fuli name and complete 2dgress of Hospital)
S Ga’res Ciccile Botfals ny 14209 ,
in the field o N My S from 11 ME w_bl30/gy
(Date} {.'v!aIDanyf} {Date/Anticipated Date)

and that the said program was approved for postgraduate training during that periad Sy the Accreditation Council for Graduate
Medical Education, or the Royal College of Physicians and Surgeons of Canada. Yes 4 No -

1. Was applicant ever placed on probation, restricted, or imited? __[1) ) If yes, please altach wrilfen explanation
/ 2. Was there any reason not to continue applicant in the fraining program? Yes No

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

Ability to pracice madicine is to be construed to include all of the following:

The cognitive capacity to make appropriate clinical diagnosas and exercise reasoned medical judgments and to feam and
keep abreast of medicat developments; and

The ability to communicate thase judaments and medicat information to patients and heailh care providers, with or wamcut
the use of aids or devices, such as voice amplifiers; and

The physical capability to perform medicaf tasks such as physical examination and surgical procedures, with or without the
- use of aids or devices, such as cormective lenses or hearing aids

“Medical condition” includes physiclogical, mental or psychological conditions or disorders, such as, it nat limited to
orthopedic, visual speach, and hearing impairments, cersora! palsy, epilepsy. musculzr dystrophy, multiple sclerosis, cancer,
heart disease, diabetss, mental retardation, emational or mental illiness, specific leaming disabifiiies, HIV disease, wberculosis,

drug addition and alcoholism.
3. j with ar treated for bipatar disarder, schizophrenia, paranoia, or any psychotic disorder?
if yes, please attach written explanation,
4. Wers applicant's final evaluations in every categorly rated satisfactory andfor above? Yes \/ No if no please
attach writler explanation.

Signed: %ZQM K? yégﬂvé;/ MO, ‘Seal of Hospital)
Titte: D\VPCJDE’ Hedicol Stat$ ¢ Edoc. -
Address: 3 fya‘rCS Cirde _Bfle MY 14209 Date: /;//},;/é/
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Arizona Board of Medical Examiners Form;’:‘x -
9545 E£ast Doubletree Ranch Road S . -
Scotisdale, Arizona 85258 Postoraduate Training Certification
Phone:; 480-351-2700 Fax: 4B0-551-2704
www bormex.org

In applying for 3 ficense to practice medicine in Arizona, the Medical Board requires this form 1o be completed by each hospitat
wherein | participated in an approved gostgraduate training program in the United States or Canada. This is your authorization
to release any information in your files of record, favorable or otherwise, DIRECT o the Arizona State Board of Medical
Examiners, 9545 Gast Doubletree Ranch Road, Scoltsdale, Arizona 85258, Your prompt response will be appreciated.

Name: S':M‘& m‘f" AURERBAL %’{' ML‘)

ol el 1 6107

Signaglure Date (MonthiDay/Year}

, M.D.

(DO NOT DETAGH}
This section to be completed by the office of the Administrator of the institution or program wherein the applicant
satisfactorily completad (or will complete) a grogram approved postgraduats training In the Urited States or Canada,

4,
This is to certify that SHr , . M.D;; undertack and satistactorly completad
& full term approved program of_/ _2—_months in the _L/#¥ N r [ /G
{rumber) . {Fult name ghd camplete address of Hospitat)
yibn Medr, Calo oA _
in the fiefd of __ 7570~ 73’ ///{&&C(V'Q from ?'/7‘7940 ?"/F /r
. (Date) (MorDayrfYr) {Date/Anticipated Daie)

and that the said program was approved for postgraduate raining during that period oy the Accreditation Cougeitfor Graduate
Medical Education, ar the Royal College of Physicians and Surgeans of Canada. Yes No

1. Was applicant ever placed on probation, restricted, or limited? A/ o if yes, please attach written expianation
2. Was there any reason nol ta continue applicant in the raining program? Yes No "/

3. Did the appli i ich in any way impaired or limiter] his/her ability to safely practice any field

Ability ta praclice 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 lsam and
keep abreast of medicat developments; and

The ability to cammunicate those judgments and medical information to patients and health care providers, with or withaut
the use of aids or devicss. such as voice amplifiers: and

The physical capability to perform medicat tasks such as physical examination and surgical procedures, with or without the
- use of aids or devices, such as comreclive lenses or hearing aids

“Medical condition” inctudes physiological. mental or psychological conditions or disorders, such as, but niot limited to
arthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy. musculzr dystrophy, multipte scierosis, cancer,
heart disease, diabetes, mental retardation, emotional or mental ifiness, specific leaming disabilities, HIV disease, tuberculgsis,
drug addilion and sicohotism.

3. w jagopsed with or treated for bipolar disorder, schizophre-ia, parancia, or any psychotic disorder?
if yes, please atlach written explanation.

4. Were applicant’s final evaluations in every category rated satisfactory and/or above? Yes, ‘/ No If no please

attach written explanation. _
Signed: A= . M.D. ‘Saal of Hospital}

Fofeltt~ Z
Tite: /- o~ 07 f L Bay r
VA Sad (]
Address:_ALE - Hovres capncde (= oate: L0 /
1YL s 7wt
A, CH G 7?
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FEWRNH@N LICENSING EXANBNATION (FLEX)

Certified Transcript of Scores

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: Auerbach, Samuel Louis
USMLE ID#: 2-145-594-4
DOB:

ALT. NAME(S):

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:

rv

Examination Date:
State Taken For:

BASIC SCIENCE
Anatomy:
Physiology:
Biochemistry:
Pathology:
Microbiology:
Pharmacology:
Behavioral Science:

Basic Science Avg:

CLINICAL SCIENCE
Medicine:

Surgery:

Obstetrics:

Public Health:
Pediatrics:

Psychiatry:

Clinical Science Avg:

Clinical Comp Avg:

Flex Weighted Avg:

06/83
005

69.00
64.00
69.00
77.00
69.00

- 76.00

70.00

70.57

74.00
75.00
76.00
75.00
8§2.00
70.00

75.33

73.57

73.00

12/82

Date of Certification: 8/31/01

62.00

67.00
72.00
67.00
74.00

1600

68.85

76.00
69.00
76.00
72.00
69.00
69.00

71.83

73.25

72.00

RLCLIVED
SY 042000

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



F E‘RATION LICENSING EXA ATION (FLEX)
Certified Transcript of Scores

This Transeript 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: Auerbach, Samuel Louis
USMLE ID#: 2-145-594-4
ALTERNATE NAME(S):

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 7 1992 NEW YORK ‘ T © 00187 75

6 / 1992 NEW YORK 00153 73

12 7 1991 NEW YORK 00430 74

6 / 1991 NEW YORK . 00739 73

12 / 1990 NEW YORK 00328 72 75
6 / 1990 NEW YORK 00003 73 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 of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on the
above-named examinee,

Fatent 56565674
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Governor

Jane Dee Hull

Members of the Board

Partick Connell, M.D.
Chair
Physician Member

Edward Schwager
Vice Chair
Physician Member

Honorable Becky Jordan
Secretary
Public Member

Richard Carmona, M.D.
Physician Member

Ronnie R. Cox, Ph.D.
Public Member

Tim B. Hunter, M.D.
Physician Member

Ram R. Krishna, M.D.
Physician Member

Robert Matthies, M.D.
Physician Member

Sharon B. Megdal, Ph.D.
Public Member

Pamela Powers, M.D.
Physician Member

Dona Pardo, Ph.D., R.N.
Public Member/R.N.

Edward Sattenspiel, M.D.
Physician Member

Executive Staff

Claudia Foutz
Executive Director

Tom Adams
Deputy Director

Dominick Spatafora
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@bomex.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
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Arizona State Board of Medical Examiners
9545 E. Doubletree Ranch Road — Scottsdale AZ 85258-5514

Home Page: htip:/Amww.bomex.org  Email: questions@bomex.org
Telephone (480) 551-2700 + Toll Free (877) 255-2212 + Fax (480) 551-2704

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 reanse registration fee A.R.S. 32-1436(A)(2) and is renewable on your
birthda

The legisiation enacting the initial licensing fee was signed into taw in April 2000 and implemented
by _the~Board effective September 1, 2000. As of January 2001 Arizona converted to biennial

the\ |mt|al icense registration fee in the enclosed envelope. Note, the residential address and
phone_number 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 MSlaughter@bomex.org or by
telephone at (480) 551-2756.

Sincerely,

Marie Slaughter
Licensing and Renewals Administrator
(DO NOT DETACH)

Name: SamMueL LﬁWJS HUERBHCH (5

027 Pesv foe N - PrumbhLE Ch syl

Office Address:

Home Address:
Mailing Address:
Office Telephone Number: (g/] X ) éoq 6M 70 Home Telephone Number:
Givfop + v Med

Field of Practice:

cc: File
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Telephone (480) 551-2700 + Fax (480) 551-2704 + In-State Toll Free (877) 255-2212

DEFICIENCY NOTICE
(R4-16-104)

February 1, 2001
Sammel Louis Auerbach, M.D.

Dear Dr. Aderbach:
Auerrbash

This will acknowledge receipt of your application for licensure to practice medicine in the State of Arizona.
Enclosed please find receipt #102562 covering statutory fee of $500.00.

Licensing staff has reviewed your application and determined that it is deficient. To complete the processing of your
application the Board requires the following information and/or documentation:

Medical College Certification from Universidad Del Norte « l?.f )
) Postgraduate Training Certification from the following:
vState Univesity of New York-Buffalo (Fifth Pathway Program for period July 1, 1983 to
June 30, 1984.G(28] o
vMillard Fillmore Hospital for period July 1, 1984 t oJune 30, 1985. l,/s‘ fa1
vMount Sinai Hospital/Bronx Veterans Administration Medical Center for peirod July 1,
1985 to June 30, 1986. 710 { o,
tate University of New York at Syracuse for period July 1, 1986 to June 30, 1987.7 o] o
‘/A]bany Medical Center for period July 1, 1987 to June 30, 1988¢ b?[o,
Lutheran Medical Center for period July 1, 1988 to June 30, 1989. 425 /b)
Jhiversity of Southern Alabama Medical Center for period July 1, 1989 to June 30,1991./? 2¢ -0/
wState University of New York at Buffalo for period July 1, 1993 to June 30, 1994. ‘l/ €l
elvin Silverstein, M.D. for period July 1, 1994 to June 30, 1995. W]' ‘7’0/
(}/g[CFMG 11010
Exam scores: USMLE, NBME,! ) or State Written Exam 4 Il-dol
AMA Physician Profile #/z4o)
National Practioners Data Bank (self query) Iojga;/Ol
y/) Home Address Supplement form: i’}aq]ot
Social Security Supplement form .00 g 280 ' g.10-01
License verification from the following: New York%;n}d véali?ornia Ve \/, MT, AL LO}% /a’
Federation of State Medical Boards-Displinary Data Bank 8- 2¥-0)
1) List of all hospital affiliation and/ er medical employment with verification for the past five
ears. fayfot
) Need the front page of the application with a photo. Please sign the bottom portion of that
photo.
( Evidence of name and date of birth: certified birth certificate or passport |, l 14 / o
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
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STATE OF ALABAMA MEDICAL LICENSURE COMMISSION@

g

POST OFFICE BOX 887 MONTGOMERY, ALABAMA 361010887 Phone: (334)242-4153

JERRY N. GURLEY, M.D., CHAIRMANEXECUTIVE OFFICER « CINDY D. WEBER, EXECUTIVE ASSISTANT .

ARIZONA BOARD OF MEDICAL EXAMINERS
9545 EAST DOUBLETREE RANCH ROAD

SCOTTSDALE, AZ 85258

VERIFICATION OF ALABAMA MEDICAL LICENSURE

MName of Licensee (as it appears in our records):
SAMUEL LOUIS AUERBACH
Date of Birth: ]

Soc Sec #: ]

License#: MD. 00024126
Current Status: ACTIVE IN RENEWAL
Date Issued: 06/27/2001

Basis of License: FLEX/NY
Expiration Date: 12/31/2001
Medical School: SCH OF MED UNIV OF NORTHEAST TAMPICO
Location: TAMPICO
Date From/To: 8/76-6/80
Disciplinary Actions:
[
[SEAL] [ 1 Yes, See Attached
[ 1 Other, See Attached

=S S lengnas.

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 standard format used by the Medical Licensure Commission
of Alabma. Verification information can also be obtajhed by acuif/smg our welrsite at - http:ifwww.albme.org!
Completed by®

/ Verification Clerk




7
r
¢

Arizona Board of Medical Examiners
9545 East Doubletree Ranch Road - |
. iy icansiisy .
Scottsdziz, Arizonz B3238 State Licens e
Phone: 4B0-5531-2700 Fax: 480-351-2704
ptip:iwww dosnsetd oroDomes

THIS IS NOT AN ENDORSEMENT CERTIFICATION

Plzzse complat2 this section of the form and maill toiha state bozrd in which you are currently licensad or
were previously licansed to practice medicine. (If this is your initial liceasure, this form is not needed.)
Please print one form to be semnt to each state whersin you hoid or ever held licensure.

SAMUEL L. AugREACY mp. MA-65075 [wﬁum@

MName: -
{Pleasa Pring ; }(/ W _ Licens= Number

Arizona Siaiz Board of Mediczl Examiners at the above address.

To Whom | May Soncern:
In 2pplying for £ license io practice meadicine in the Siziz of Arizonz, the madical board requires this form to
neld ficensure. This is vour awthority 1o ralsase any

22 complsiad by gach seis wharein | Nold or hava svarh
s informalion girect 10 the Arizonz Siste

informstion in vour fiizs, favorabis or othaerwise. Pizzss forward 4
Soard of Medicz! Sxaminers. 8345 Tast Doubleres Ranch Road: Scottsdale, Arizona 83238, Your
T = -

i

N P L T Py + Shey = T 3
FOT208IE SiSmadn 10 IS ragyu IS BDDTEtiEiRC.

Sizs: Neg 3\6(5@%

Samuel L Auerxhbach, MD.
NMLA

mﬁ g507 - issus Data: lCQ"Q *0)6

{ionih/Gav/Y2ar}

Gradusis o

Lizense nurmber:

i

3v Zndorsement or Raciprociny wiih:

i it SPEXUSMLE: JFIG X ET\& Wmeﬁiﬁ-

— e
sxzmnzsiion/FLEX! F

et i no.why nnt?

Derogstory information, i any: _ DNIONT

Year)

BTAMP OR SEAL OF S0ARD
IF NO SEAL, PLSASE INDICATE ' Plzzse uss oiher side for any agddiional commsanis,



STATE AND CONSUMER SERVICES AG’JY . GRAY DAVIS, Governor

MEDICAL BOARD OF CALIFORNIA

State of
LICENSING PROGRAM
Departmentof 1426 HOWE AVE, SUITE 56
Consumer SACRAMENTO CA 95825-3236
Affairs TELEPHONE: (916) 263-2382

FAX: (916) 263-2944

www.medbd.ca.gov

August 29, 2001 ;%ﬁE[E EW [E

1| sEP 0.7 2001
ARIZONA BOARD OF MEDICAL EXAMINERS P

PO BOX 6200 Ay

SCOTTSDALE AZ 85261-6200 R

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: SAMUEL LOUIS AUERBACH
License No.: A 53310

Issued: July 27, 1994

Exam Type: A written examination
Expiration Date: August 31, 2001
Status: Renewed/current

If a discipline status is 1listed, 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.

sion of Licensing

SEAL



THE UNIVERSITY OF THE STATE OF NEW YORK

T STATE EDUCATION DEPARTMENT
DIVIST OF PROFESSIONAL LICENSING VICES
* CERTIFICATION & VERIFICATION UNIT

89 WASHINGTON AVENUE
ALBANY, NEW YORK 12234

THIS IS TO CERTIFY THAT ACCORDING TO THE RECORD‘NQF/THE DIVISION
OF PROFESSIONAL LICENSING SERVICES, NEW YORK STATE EDWATION DEPARTMENT,
ALBANY, NEW YORK, AUERBACH SAMUEL LOUIS
WAS ISSUED LICENSE/CERTIFICATE NUMBER 191774 FOR THE PRACTICE OF

MEDICINE ON 03/23/93.

OUR RECORDS ALS THE FOLLOWING INFORMATION:
DATE OF BIRTH: M
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 COMP1 COMP2 FLEX EXAMINATION
12/92 00075
12/90 00072 00075

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 REG PERTOD ENDS: 07/31/03
ADDRESS:

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
PROFESSTONAL LICENSING SERVICES AND TO THE BEST OF MY KNOWLEDGE,
THE AFORESAID INFORMATION IS TRUE AND CORRECT.

SEAL

OP026 044 PRINCIPAL CLERK

// 08/28/01

xe
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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 CURRENT STATUS: Active
EFFECTIVE DATE: 11/22/1995 DISCIPLINARY ACTION: NONE
EXPIRATION DATE: 06/30/2003 EXAMINATION LICENSED BY *: FX
*KEY: FX = Federation Licensing Examination

NB = National Boards

USMLE = United States Medical Licensing Examination

LMCC = Canadian Medical Licensing Examination

State Abbreviation = 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.

%M

yf) Les /9()// J. D&E}éutwe Digéctor

Dated: 08/24/2001

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

(0) 1934



Arii_bﬁa Board of Medical Examiners

" Form5"
- 8545 E. Doubletree Ranch Road . .
.7+, Scottsdale, Arizona 85258 Federation of State Medical Boards
Phone: 480-551-2700 © . Fax: 480-551-2704 : Data Bank Report

oont JJWWW eboard org/homex

-

* Applicant is ta'cémpieté this form and forward the completed form to the Federation of
7 State Medtcai Boards at the address below: =
Cor ) ;} U ’E x) ’—j H B

AUG 2 8 2001

Coordmator D:sczphnary Data Bank
. The Federation of State Medical Beards
400 Fuller Wiser Road
- Euless, Texas 76039

“ The Arizona Board of Medical Examiners requests a disciplinary search concemmg the
following mdsv;duai

Type or legibly print the following information:

 Neme.  RUERBACH CAMUEL LOUTS,
o . . Fast. o o First !\}'de!e
' Bfrth Déte'(Month;Qay/vear): ___—
e ooy Gradustion and 1, yeecuad peL NoResTZ 5 Vamerco Tainps Mexico
Date of Graduation (MonthDay/vear): é"é -§0 R
Physician (applicant’'s) Signature /&WW’L m W %)
Date signed (MonthiDay/Year): g 1-01{

Federation of State Medical Boards Comments: e .
ISR e o WEHAVENOUNFA,VORABLEJNFORMAT!ON o
- REGARDING THE AEOVE NAMED PHY SICIAN

. AUGZ?Z{Jm
Dot a g e
AUSTN

IMTERIM CHIEF OPEHATING OFFICER

.' ,‘ ’jVFSMB Please return this competed form d:rectly to the Anzana Stafe Board of Medical
. | Examiners, 9545 E. Doubletree Ranch Road, Scoltsdale, Arizona 85258. Thank you.

' silicensing\webforms\FSMB report.doc.



SAMUEL AUERBACII| MLD). 1)

Please Nofe
Adidsbioed inboemadson will Gffow s <00p 25 grssibl

I’*WG—» 'Qf UERBACH MY
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9545 E. Doubletree Ranch ﬁa?.lszcog!:ﬁm!xlrf EZIsECATiTepE:IgﬁB?]EMZTDO . Fax (480) 551-2704 REC E IVE D

Website: www.azmd.gov
JUN 2 0 2014
DISPENSING PHYSICIAN ANNUAL RENEWAL FORM

** Please Type or Print ** AZ MEDICAL BOARl

PHYSICIAN NAME: Samuel Louis Auerbach, MD
MD LICENSE #: 29924 SPECIALTY:

X Renewal Registration ($150) (Renewal & fee must come together postmarked or faxed by 6/30)

= Confirm ALL locations below where you will be dispensing prescription drugs, devices and controlled 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 controlled substances at any location.
= Blank form attached to add additional locations

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

1615 E OSBORN RD
PHOENIX, AZ 85016

Schedule Il Drugs
Schedule Il Drugs
Schedule IV Drugs
Schedule V Drugs
Nubain

Prescription Only Drugs
Prescription Devices

x Dispensing location informm opy of DEA attached [ Remove this location
Physician's Signature: L ]M Date: C’// //4/
b

/




AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172-000

Y
1Y PO 1Y Y | PP | YY) Y Y AP T T 1P

DEA REGISTRATION
R

THIS REGISTRATION FEE
NUM EXPIRES

PAID

06-30-2014 $551

SCHEDULES
2,2N,

3,3N4.5,
AUERBACH, SAMUEL MD

1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

BUSINESS ACTIVITY

PRACTITIONER

ISSUE DATE
05-26-2011

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

Sections 304 and 1008 (21 USC 824 and 958) of the Controlled
Substances Act of 1970, as amended, provide that the Atiomey
General may revoke or suspend a registration to manufacture,
distribute, dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

T D ED GER GER M e W I S G I ER En e T R WS S R R e

FOIIT UEMA=2£D (4101 )

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION

WASHINGTON D.C. 20537

DEA REGISTRATION THIS REGISTRATION FEE

NUMBER EXPIRES PAID .
l- 06-30-2014 $551 S
SCHEDULES BUSINESS ACTVITY ISSUE DATE E SR
2,2N, PRACTITIONER - 05-26-2011 AR vy
3,3N4,5, C .

o

S s

AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

Sections 304 and;1008 (21 USC 824 and 958).of the
Controlled Substances Act. of 1970, as amended,
provide that the Attomey- General may revoke or
suspend a registration to manufacture, distribute,
dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTiVITY, ‘

AND IT IS NOT VALID AFTER THE EXPIRATION DATE.




ARIZONA MEDICAL BOARD RE@EIV
9545 E. Doubletree Ranch Road . Scottsdale, Ariz.ona 85258 Telephone: (480) 551-2700 . Fax (480) 551-2704 l ED
Website: www.azmd.gov MA}, 2 0 20,3

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM Az M

** Please Type or Print **

. ARD
PHYSICIAN NAME: Samuel Louis Auerbach, MD
MD LICENSE #: 29924 SPECIALTY: éfﬂl)

/Renewal Registration ($150) (R snewal & fee must come together postmarked or faxed by 6/30)

= Confirm ALL locations belo you will be dispensing prescription drugs, devices and controlled 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 controlled substances at any location.
=  Blank form attached to add additional locations

PLEASE NOTE

~ Aseparate DEFﬂncense must be submitted for EACH location where controlled substarices will be dispensed‘ahu
> must be kept current during the reg[stratlon penod it

1615 E OSBORN RD
PHOENIX, AZ 85016

Schedule Il Drugs

Schedule Il Drugs

Schedule IV Drugs

Schedule V Drugs

Nubain,

Prescyiption Only Drugs /
Prescription Devices f

¥ Dispensing location information coyrect Z/C y of DEA attached [ Remove this location

MU L Date: 17/?//3

Physician's Signature:

y
EFN

¢L"“'"~H.G



AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172-000

THIS REGISTRATION FEE
EXPIRES PAID

06-30-2014 $551

DEA REGISTRATION
NUMBER

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

SCHEDULES BUSINESS ACTIVITY ISSUE DATE
2,2N, PRACTITIONER 05-26-2011| §
3,3N4,5,

Sections 304 and 1008 (21 USC 824 and 958) of the Controlled
Substances Act of 1970, as amended, provide that the Attorney
General may revoke or suspend a registration to manufacture,
distribute, dispense, import or export a controlled substance.

AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
o - __UMITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20537

DEA REGISTRATION THIS REGISTRATION FEE

NUMBER EXPIRES PAID

- 06-30-2014 $551

SCHEDULES BUSINESS ACTIVITY ISSUE DATE

22N, PRACTITIONER 05-26-2011 '
3.3N,4,5,

AUERBACH, SAMUEL MD .

’ Sections 304 and 1008 (21 USC 824 and 958) of the
1615 EAST OSBORN ROAD Controlled Substances Act of 1970, as amended,
PHOENIX, AZ 85016-7172 provide that the Attorney General may revoke or

suspend a registration to manufacture, distribute,
dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
Jl’\ND IT IS NOT VALID AFTER THE EXPIRATION DATE.

H Form DEA-223 (4/07)




PHYSICIAN NAME: Samuel Louis Auerbach, MD
MD LICENSE # 29924

ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:

Street Address City/State/Zip Code

Phone Number Fax Number E Mail
Schedule Il Drugs Schedule il Drugs Prescription-Only Drugs Nubain
Schedule IV Drugs Schedule V Drugs Prescription Devices
ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:

Street Address City/State/Zip Code

Phone Number Fax Number E Mail
Schedule !l Drugs Schedule Uil Drugs - Preccription-Only Drugs Nubain
Schedule IV Drugs Schedule V Drugs Prescription Devices
ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:

Street Address City/State/Zip Code

Phone Number Fax Number E Mail
Schedule [l Drugs Schedule Il Drugs Prescription-Only Drugs Nubain
Schedule iV Drugs Schedute V Drugs Prescription Devices
ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:

Street Address City/State/Zip Code

Phone Number Fax Number E Mail
Schedule Il Drugs Schedule Il Drugs Prescription-Only Drugs Nubain
Schedule IV Drugs Schedule V Drugs Prescription vpevices
ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:

Street Address City/State/Zip Code

Phone Number Fax Number E Mail
Schedule [l Drugs Schedute Il Drugs Prescription-Only Drugs Nubain

Schedule IV Drugs Schedule V Drugs

Prescription Devices




Arizona Medical Board

9545 East Doubletree Ranch Road  « Scotsdale, Arizona85258 -5514
Telephone: 480 -551-2700 « Toll Free: 877 -255-2212 Fax: 480 -551-2704
Websie: wwwaamd.gov

May 07, 2013
Samuel Louis Auerbach, MD License # 29924

1615 East Osborn Road
Phoenix, AZ 85016

RE: RENEWAL OF DISPENSING PHYSICIAN REGISTRATION FOR FISCAL YEAR 2013 - 2014

Enclosed please find an application for renewal of your Dispensing Physician Registration(s) for FY 2013 -
2014 . Your current registration(s) will expire on 06/30/2013.

Please complete the enclosed application in its entirety and return with your $150 renewal payment and
DEA certificate(s) as appropriate, postmarked on or before June 30th to ensure timely issuance of your
dispensing certificate(s) for the new fiscal year. Please note that one $150renewal fee covers all
dispensing locations for the year. Please make your check, cashier's check or money order payable to
ARIZONA MEDICAL BOARD or if paying by Visa, MasterCard or American Express (use credit card
authorization form attached) and mail or fax with renewal documents. Please note that we cannot accept
post-dated checks.

Mail your application and fee to:
Arizona Medical Board

9545 E. Doubletree Ranch Rd.,
Scottsdale, AZ 85258-5514

If the completed annual renewal form, all required documentation and the correct fee are not received at
the Board's office postmarked on or before June 30, 2013, the physician “shall not dispense drugs and
devices until newly registered”. This would require completion of an ‘initial”’ registration at a fee of $200.
R4-16-301(C)

If you have questions, please contact the board by phone at (480) 551-2700.

Sincerely,

The Arizona Medical Board
www.azmd.gov



ARIZONA MEDICAL BOARD

/ ‘: i r,
9545 E, Doubletree Ranch Road . Scottsdale, Arizona 85258 Telephone: (480) 551-2700 . Fax (480) 551- 27!’011"'\\i ”' ZU]Z
Website: www.azmd.gov

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM

** Please Type or Print ** i |

PHYSICIAN NAME: Samuel Louis Auerbach, MD

~

MD LICENSE #: 29924 /. SPECIALTY: 6’7’/)
[ L

\
a Renewal Registratif‘o_n ($150) (Renewal & fee must come together postmarked or faxed by 6/30)

= Confirm ALL locations below\where'you will be dispensing prescription drugs, devices and controlled 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 controlled substances at any location.
= Blank form attached to add additional locations

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

1615 E OSBORN RD
PHOENIX, AZ 85016

Schedule Il Drugs
Schedule Il Drugs
Schedule IV Drugs
Schedule V Drugs
Nubain

Prescription Only Drugs
Prescription Devices

\‘% Dispensing location information correct Copy of DEA attached [ Remove this location

Physician's Signature: ﬂw' A ’H/[ ’ j "I-)d /E/ "}ﬂ"( Date: ‘( I' f/ /p

/¥ G,



AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172-000

DEA REGISTRATION THIS REGISTRATION EEE
NUMBER EXPIRES PAID

06-30-2014 $551

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

SCHEDULES BUSINESS ACTIVITY ISSUE DATE
22N, PRACTITIONER 05-26-2011
3,3N,4,5,

Sections 304 and 1008 (21 USC 824 and 958) of the Controlled
Substances Act of 1970, as amended, provide that the Attorney
General may revoke or suspend a registration to manufacture,
distribute, dispense, import or export a controlled substance

AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

b o o - — —— —

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

DEA REGISTRATION THIS REGISTRATION FEE
NUMBER EXPIRES PAID
| R $551
SCHEDULES BUSINESS ACTIVITY ISSUE DATE
2,2N, PRACTITIONER 05-26-2011
3,3N,4,5,
AUERBACH, SAMUEL MD .
? Sections 304 and 1008 (21 USC 824 and 958) of the
1615 EAST OSBORN ROAD Controlled Substances Act of 1970, as amended,
PHOENIX, AZ 85016-7172 provide that the Attorney General may revoke or

suspend a registration to manufacture, distribute,
dispense, import or export a controlled substance.

Form DEA-223 (4/07)

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
ANE‘[T 1S NOT VALID AFTER THE EXPIRATION DATE.

e e e
m—




ARIZONA MEDICAL BOARD x ()

9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: (480) 551-2700 . Fax (480) 551-2704 —A
Website: www.azmd.gov

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM

** Please Type or Print **

PHYSICIAN NAME: Samuel Louis Auerbach, MD A,
MD LICENSE #: 29924 SPECIALTY: (o /06 WIED),

[/Renewal Registration ($150) (Renewal & fee must come together postmarked or faxed by 6/30)

= Confirm ALL locations below where you will be dispensing prescription drugs, devices and controlled 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 controlled substances at any location.
=  Blank form attached to add additional locations

PLEASE NOTE %
A separate DEA license must be. submltted for EACH Iocatton where controlled substances w:II be dispensed and
must be kept current during the reglstratlon period

1615 E OSBORN RD
PHOENIX, AZ 85016

Schedule Il Drugs
Schedule Il Drugs
Schedule IV Drugs
Schedule V Drugs
Nubain

Prescription Only Drugs
Prescription Devices

i/ Dispensing location information correct Lprof DEA attached [ Remove this location

Physician's Signature: W /@//W W“U/ﬂ Date: S—/2—(/




lilII||II'lill’lIIlIIIIII!!IllIillli'llIIIllIIIIIlIIIIlIIl’IIII

N

DEA REGISTRATION  THIS REGISTRATION FEE
NUMBER EXPIRES PAID

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE

06-30-2011 FEE PAID

DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20537

SCHEDULES BUSINESS ACTIVITY ISSUE DATE
2,2N, PRACTITIONER 06-03-2008
3,3N 4,5,

AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

Sections 304 and 1008 (21 USC 824 and 958) of the Controlled
Substances Act of 1970, as amended, provide that the Attorney
General may revoke or suspend a registration to manufacture,
distribute, dispense, import or export a controlled substance

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,

AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

e ]

RSN

R R T S e P T QT S T o re T SO

Jumt S Ak iy

i A ey

Form DEA-223 (4/07)

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

DEA REGISTRATION THIS REGISTRATION
NUMBER EXPIRES

FEE
PAID

_ 06-30-2011 FEE PAID

SCHEDULES BUSINESS ACTIVITY ISSUE DATE
2,2N, PRACTITIONER 06-03-2008
3,3N 4,5,

AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

Sections 304 and 1008 (21 USC 824 and 958) of |
Controlled Substances Act of 1970, as amend:
provide that the Attorney General may revoke
suspend a registration to manufacture, distribu
dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,

AND IT IS NOT VALID AFTER THE EXPIRATION DATE.




: @x’:)/‘- RECEIVER

ARIZONA MEDICAL BOARD ’ MAY 19 2010
9545 E. Doubletree Ranch Road . Scottedale, Arizona 856258  Telephone: {480) 561-2761 . Fax (480) 551-2704
Home Page: http:itwww_azmd gov AZ MED ‘ L»HL ﬂ OAE{D

DISPENSING PHYSICIAN ANNUAL. RENEWAL FORM

** Please Type or Print **

PHYSICIAN NAME: Samuel Louis Auerbach, MD
MD LICENSE #: 20924

specaty: (QTNECOLOGT + BRERSY MeNcjnE

0 Renewal Registration ($150) (Renewal & fee must come together postmarked or faxed by 8/30)

»  Confirm ALL locations below where you will be dispensing prescription drugs, devices and controlled substances.

(For each location, place a check mark to verify address and schedule of drugs dispensed from each location are comrect)
*  Include a2 copy of your DEA license if you are requesting dispensing of controlled substances at any location.
=  Blank form attached {o add additional locations

' 1615 E OSBORN RD
PHOENIX, AZ 85016 /

Schedule 1l Drugs v
Schedule Ill Drugs

Schedule IV Drugs

Schedule V Drugs v~
Nubain v
Prescription Only Drugs v’
Prescriptiont Devices

Eﬁpensing location information correct Cop; of DEA attached [J Remove this location
Physician's Signature: M ﬁ‘b" Date: S”'/ 0- :90/ O




AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172-000

II!I’IIIlII“IIllIlI[IIIIIIIIIIIIII“I!IIIIII"IIII"IIIIIIIII

Tt et S ) |
OEA REGISTRATION THIS REGISTRATION FEE i CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
MNUMBER EXPIRES PAID i UNITED STATES DEPARTMENT OF JUSTICE
| DRUG ENFORCEMENT ADMINISTRATION
06-30-2011 FEE PAID " WASHINGTON D.C. 20637
_SCHEDULES BUBINESS ACTIVITY I1SSUE DATE :
2,2N, PRACTITICNER 06-03-2008] 11
3,3N 4.5, :
Sections 304 and 1008 {21 USC 824 and 958) of the Controlled
AUERBACH, SAMUEL MD : Substances Act of 1870, as amended, provide that the Attomey
1615 EAST OSBORN ROAD I General may revoke or suspend a registration to manufacture,
PHOENIX, AZ 85016-7172 1 distribute, dispense, import or export a controlled substance.
1 THIS CERTIFICATE 1S NOT TRANSFERAELE ON CHANGE OF
i OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
— : AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

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

DEA REGISTRATION THIS REGISTRATION FEE

NUMBER EXPIRES PAID
06-30-2011 FEE PAID

SCHEDULES BUSINESS ACTIVITY ISSUE DATE

22N, PRACTITIONER 06-03-2008

3,3N 4.5,

AUERBACH, SAMUEL MD
1615 EAST OSBORN ROAD
PHOENIX, AZ 85016-7172

Sections 304 and 1008 (21 USC 824 and 958) of the
Confrolled Substances Act of 1970, as amended,
provide that the Attorney General may revoke or
suspend a registration to manufacture, distribute,
dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

Form DEA-223 (4/07)




ARIZONA MEDICAL BOARD _ ' ¢
9545 E. Doubletree Ranch Road . Scottsdale, Arizona 86258  Telephone: (480) 551-2761 .r-ax_
REEY

Heome Page: hitp:/fiwww.azmd.gov

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM  J{j] 7 ¢ 2009 |

#% Please Type or Print **

PHYSICIAN NAME: Samuel Louis Auerbach, MD
MD LICENSE #: 20824 SPECIALTY:

. 3 0§ ! i

[\/Renewa! Registration {$150) (Renewal & fee must come together postmarked or faxed by 6/30)

»  Confirm ALL locations below where you will be dispensing prescription drugs, devices and conirolied 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 controlfed substances at any location. M \?,\K

= Blank form attached to add additional locations w

1615 E OSBORN RD
PHOENIX, AZ 85016

Schedule Il Drugs
Schedule I}l Drugs
Schedule IV Drugs
Schedule V Drugs
Nubain

Prescription Only Drugs
Prescription Devices

Dispensing location information coffect [ ﬁy of DEA attached (] Remove this location
Jé«f' wézuﬂ/ 213/0
Date: (/// 9
7

Physician's Signature: /




ARIZONA MEDICAL BOARD
9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: (480) 551-2761 . Fax {480) 551-2704
Home Page: http://www.azmd.gov

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM

ase Type or Print **

sk P £ P .
PHYSICIAN NAME: g&muﬂ__ LOi,{i‘S IE\LLEPf)Fk ( 1 v i 28 7008

LICENSE #: b C] 9\%. \g/ O\& L
\® W
G

Renewal Registration FEE 150) If received by June 30, 2008

N
PLEASE NOTE
A separate DEA license must be submitted for EACH location where controlled substances will be
dispensed and must be kept current during the registration period

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

- - [~ g
Schedule 1l Drugs \/ _Schedule ll Drugs v Prescription-Only Drugs T Nubain el
4 A «
Schedule IV Drugs Schedule V Drugs Prescription Devices el

Your certificate will be issued for Prescription-Only Drugs and Devices if a DEA registration is
not submitted for each location.

PRIMARY PRACTICE LOCATION:

101S Ener Ossorn Doed Puevie bz w50, Gor-Fop—SXY

Street Address City, State, Zip Code Phone #

DEA # for this location (Attach Copy of DEA) lssued Date - Expiration Date {, /g,o/ 7

ADDITIONAL PRACTICE LOCATION:

Street Address City, State, Zip Code Phone #
DEA # for this location (Attach Copy of DEA) Issued Date Expiration Date
X{Zw /)Q,M!;@ELZ'Q« ﬂl /(j
]p Date: ié’ 3’

Physician's Signature:

Renewal registration fee: $150.00 per physician frny o /&
W A b M
I

. el
#
Make checks or money orders payable )‘MLRIZONA MEDICAL BOA

For your convenience, we accept payments by Visa or MasterCard
If you wish to pay by payment card, please complete the attached
PAYMENT CARD AUTHORIZATION FORM

|05 6-30-0% -




OCT-Z5-2087  11:4E AME >2> OZ1 JER C\X
ARIZONA MEDICAL BOARD ! _

9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: (480) 551-2761 . Fax (480)'551:2704,- . . | . .. “C& Qm

Home Paga: hitp://www.azmd.gov %ﬂ’(\ ﬁh,. ‘Q\J, PO . S

i & TRy ' "." H ? 3

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEW-A-I—-.EQLRM bl
T ** ease Tvpe or Print ** O ['T 2 9 2007
PHYSICIAN NAME: __ ~_D (A Y\A\Jd wWe L%Lc /?\' W\ m AHIZONA MED

=2 _ DNAMEDIN & 3

ucensew o) 192 L“ SPECIALTY:__ AU NC CO QAT . X MAW

-
,.),,_, A er N
AT fN(‘

) H@zzu~a=W\J
O O

CHEC!IC ONE: ‘fu{] Initial Registration ($200) Renewil Registration ($150)

* Plegse list below ALL locations where you will be dispensing prescription drugs, devices and controlled substances.
*  For gach location, place a ¢hack mark next to the descriptions of the prescription items which will be dispensed from that Iocatlon‘
* Inziude a copy of your DEA license if you are requesting dispensing of controlled substances at any location.

PLEASE NOTE
A separate DEA license must be submitted for EACH location where controlled substances will be dispensed and must

be kept current during the registration period
_ /68
PRIMARY PRACTICE LOCATION: DEA # FOR THIS LOCATION:

treet Ad IState/Zi Codo
“é S 114(_\ %EEN\I\ pj p}\(,r’!/llv ﬂ )/(0
Phone, ax Number E Mail
o YLD 3823 (901()&7 LLO
Schadule I Drugs L] Schodule Drugs A Prescription-Only Drugs v~ Nubain !
Schudula IV Drugs L] /Schedule V Drugs L’ﬁscﬂpt]on Devices
ADDITIONAL. PRACTICE LOCAYION: DEA # FOR THIS LOCATION:
Street Address City/State/Zip Code
Phona Numbhar Fax Number E Mail
Schedute |l Drugs Schadule Il Drugs Prescription-Only Drugs Nubain
Schedule IV Drugs Schixdule V Drugs Proscription Devices

w1 List any additional Iocut'?ws on the r7@)rse side of thig form and place a check mark here:

oy .
Physician’s Signature: // a ‘ /Mﬁ'é ™ Date: /0 B 9[7 -0 /-7

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

Maie checks or money orders payable to ARIZONA MEDICAL BOARD

For your convenience, we accept payments by Visa or MasterCard

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

@Q@’ﬁ | 2095 € zm?osmﬂ




B

@ﬁ ttsdale, .f\rizona 85258
P\\’ “‘\\gﬁome Page: ittp:/lwww.azmdboard.org
K€

G
il

. O )
DISP%%@W@E’ YSICIAN INITIAL REGISTRATION AND AN
S
Sl Brine

e W ARIZONA MEDICAL BOARD
9548 .\ﬁu}le&ee Ranch ;4\?50 ON CA OA

Talaphone: (480)

B.@imz

1 2008

n\\_ \\ ** Please Type or Print **

PHYSICIAN NAME:___ —awwe | v ey boe b WD -

LICENSE #: 29 9;9‘/ SPECIALTY:

CHECKONE: U _ initial Registration {$200) 0]
Tractice |ocation e hay ..
Ploase list below ALL locations where

next

e requesting dispensing of controlled subst

Renewal Regid

you will be dispensing prescription drugs, devices
For each location, place a ¢check mark

stration ($100) -

and controlled substances.
to the descriptions of the prescription items
include a copy of your DEA license i you ar av{

hich will be dispensed from that location.
\ces. at any location.

PRIMARY PRACTICE LOCATION:

DEA # FOR THIS LOCAT]
. Street Address )
118 Sust Osborn Roc od

f

'Phoen‘( Y C‘" A

OB -y, et

Fax Number | _
0 - LI b O %

“Schedule fi Drugs L—1"Schedule Nl Drugs ] Prascription-Only Drugs| { LT Nubain
Scheduile IV Drugs “Schedule V Drugs  Prescription Devices L’j—"
ADDITIONAL PRACTICE LOCATION: . DEA # FOR THIS LOCATION:

Strast Address City/State/Zip Code
Phone Number Fax Numbar E Mail
. o
Schedule il Drugs Schedule i) Drugs Prescription-Only Drugs Nubain
Schedule iV Drugs Schedule V Drugs Prescription Davices

Sideof this
CRRERC S

/

20000567 Bhysician eénewalreqi

Stratisn 3




. AN /71

e (7] "1’:«{ - ‘ ~\';} - %
IR —tf_ll—(;\{ig?;':‘)u Teds 9 'L% \ PoBTeL

\ Pt A
Wt ARIZONA MEDICAL BOARD
8545 £: Doubletree Ra Koad . Scottsdale, Arlzona 85258  Telephone: (480) 551-2761 . Fax (480) 551-2704
e / Hame Page: hitp/iwww.azmdboard.org

DISPENSIE;G/IaHYSlCIAN INITIAL REGISTRATION AND ANNUAL RENEWAL FORM

=* Piease Type or Print **

PHYSISIAN NAME: Q.OL\NW Q—\ {\\H’A‘ boelb MY |
LICENE #: 299 24 SPECIALTY:__ & U nEeg (0 4
d () )

CHECK ONE: k‘l Initial Ragistrati G Renewal Registration ($100)

~  Please list below ALL locations where you will be dispensing prescription drugs, devices and controlied subslances.
= For each location, place a check mark next to the descriptions of the prescription itemns which will be dispensed from that iocation.
- Inc ude a copy of your DEA license if you are requesting dispensing of controlied substances at any locaticn. '

gist
_PRIMARY PRACTICE LOGATION: y DEA # FOR THIS LOCATION: ‘
) Street Addrass - . City/State/Zip Code
341N Nordle 43t Prheeniy TR 85016
‘ Phone Number Fax Numbar E Mail
o2 Hbd ©9%97 L0361 LG O¥ —
SchedL le |l Drugs LT Scheduie 1l Drugs L’/f’-fescription-Only Orugs A Nugain OJ
Schedt le IV Drugs \—+Schedule V Drugs T Prescription Davices T
AbDITiONAL PRACTICE LOCATION: _  DEA#FORTHIS LOCATION: -
‘ Street Addrass : . Clty/State/Zip Code
Phone Number™~ ©. = "7 00 T T Fax Number -~~~ -7 “ . EMail -
Schedule Il Drugs ' Schedule ill Drugs ~ | prescription-Only Drugs | = - Nubaln o
Schedtie IV Drugs Schedule V Drugs Prescription Devices

Physic.ian‘s Signature:

Ly

T R e A S eSS IO U e B SISian

Ait. Al Tedistration feer g2 00 Bar DRYSICIana e




S o Lok VTR AR R -

O
ARIZONA MEDICAL BOARD OID

9545E Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: (480) 551-2761 Fax {H
Home Page http /lwww azmdboard.org o o

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RE

o _ . **Please Type or Print ** .. -
~ PHYSICIAN NAME Sowv\u—e)\ I\\)&r\ao.e,ofx YWD |
" LICENSE #: /I-I\OICI QI'I L . SPECIALTY: Q\{‘ weeo \o-‘{)«a _

3 CHECK ONE: |:I ) Inltlal Reglstratlon ($200) %Renewal Registrat_ion ($1 00)_ : :\

e . Please llst below ALL locations where you erI be drspensrng prescription drugs, devices and controlled substances
"= Foreach location, place a check mark next to the descriptions of the prescription items which will be dispensed from that locatlon
* Include a copy of your DEA Ilcense if you are requestmg dlspensmg of controlled substances at any locatlon :

Litiinaienn s : tcurren HEGIS I BtONEDEIION KA i e Lok o : -
: — ' ; 4 z/izlor
PRIMARY PRACTICE LOCATION o C DEA # FOR THIS LOCATION _ -"/%0/0(
Street Addres ., City/State/Zip Code. P
2NN ¥ % Py A2 %som( _ Thoenix T he " g5y
PhoneN ber Numbe ~ EMail. - :
bod -4 499 | o3 &t Zoeog/ . N
Schedule Il Drugs LT schedule Il Dru'gs 1P Prescrlptmn-OnIy Drugs Nubain ' ' et
Schedule IVDrugs .| A—1Schedule V Drugs ' \';’Frescrlptlon Dewces L__/ '
ADDITIONAL PRACTICE LOCATION: . . . "~ DEA# FOR THIS LOCATION:
N . Street Address = : ST CltyIStateIZ|p Code
V= Phone Numnber N : o Fax Number IR _E Mail
Schedule il Drugs = - -|. Schedule Iil Drugs ' Prescriotion-Only Drugs " | Nubain
Schedule IV Drug§ ‘ Schedule’VDrugs - Prescription Devices

Fplan ST
&

. mbllicxood3/19/03 -



QCT-25-20E7 11:49 ArB FLBEa3

Pleasa mail ¢r fae thig form to:

Arizona Medical Board
Arizona Regulatory Board of Physician Assistants
A tenton: Licensing Office
9545 E. Deubletree Ranch Road
Scotlsdale, AZ 85258
Fax: 480-551-2704

ADDRESS CHANGE FORM

» You must notify the board in writing within 30 days of any change of office or home address and phone number

Fa lure ty do 50 may result in a rmonetary fine of $100 plus the costs incurred by the Board to locate you

Please print this from and provide all information on your address change as requested below. Please type or

print legibly. Fax or mail the completed form to the Board

» In accordance with A.R.8. §32-5801, notwithstanding any law to the contrary, a professional’'s residential address
and residential telephone numbar or numbers maintained by the professional board established pursuant to this
tifle: are not available to the public unless they are the only address and numbers of record.

Please record the following acddres:; changes: EFFECTIVE DATE: / d CQ& - 49'7

PRACTICE: ACC&C \ a m § MERAS O{ VULW (if you do not have a practica address

(Company Name or name write the word “NONE")

) -
Streel Address Only: }(pl { ‘Ef\zf 0;80@3 QD

(list P.O. Box as Malling Address bhelow)*

Clty: 4 Neaune o A g N - ;é

‘%Q - ’v— p) -
Office Telephone: (:)/‘ . 4 L Kg ‘ Office Fax: (p v (G (1;, 7 @@0,{
Office E-Mail: P

RESIDENCE ADDRESS:
City: _ I

p——

Telaphone: Cell Phone:

Y

S ———

Flesidence E-Mai:

[ MAIL SHOULD BE SENT TO MY:  Practice /N Residence 0 The Address Below O

7

MAILING ADDRESS:

(If different from either above)

Strevet or P.O. Box:

City: . State: Zip:

L*""llf no practice address, ¢io you want your home address listed on the website? Yes 0 No [

Sefhrs Mgtbres 29920~

Mame \(Please prli}nt) ] AZ License #
e
NI [0-AL-0T
Sign.ture T Today's Date '

(0

T3TAL P.Ga3



Arizona Medical Board:

License Renewal Questions

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?

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?

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




Arizona Medical Board: License Renewal Questions

Samuel Auerbach 2013 License # 29924 Mental Health

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

Biennial MD LICENSE RENEWAL APPLICATION
9545 E Double Tree Ranch Rd.,, Scottsdale, AZ 85258

Phone: 480-551-2700 Email Additional Information: Llcensingaepprt%ngzmd G gy

] License Fee $500 (if postmarked by due date)

[0 $850 if postmarked 30 days after due date

A =P [U‘l’r

BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, Ioc"’t@‘d At www: azm‘dgo\*) ‘Faﬁ Briche
information is incorrect, please print a copy, line out the erroneous information, write in the correct information and submit it

with your renewal. You are subject to discipline if you provide erroneous information. Please note that name changes must be
made under separate cover.

REMEMBER: There is a 525 fee for processing a deficient renewal. Please double check your completed application before

mailing.
First Name: Sf‘\ MmucL Initiai: Last Name: Al EIBA Cﬁ }
License Number: 299 24

ADDRESSES:

if requested.

Mailing Address: If no address is provided, all Board correspondence will be sent to the Office Address.

Email: This address is optional. If you provide an email address, it will not be released to the public.

Office Address: This is the office/principal place of business. The address and phone number will appear in the Medical
Directory and on the Board's web site. Every physician must have an address available to the public. If only one address is
provided, even if it is your home address, it will be available to the public. If you want your home address to be listed on your
web site profile, please so indicate. Otherwise, no address will be be provided on the profile, but it will be provided to the public

Home Address: You are required to provide a home address and telephone number. They will not be released to the public
unless you fail to provide an Office Address,

Practice Name:

Office Address:

Mailing Address:

Email:

AMUEL

AUWERRROH M

\

(IS EASY OSRORN ROAD

Office Phone:

16IS ERSY

ROAD

city: | PHOENIXC

b0~ o)L~ ST5T

H
L

PROENIY.

City:

State: i‘z_,) Zip: 5ol
Office Fax: C;ﬂ}_'é;é?"‘(én@()g
State: ﬁrz zip: |$50/(

Home Address:
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PLEASE NOTE: You are required to notify the Board in writing within 30 days of any change in office or home address

and telephone number. A.R.S. §32-1435(B) & (D). There is a fine of $100 for failure to report change of address.
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AMERICAN BOARD OF MEDICAL SPECIALTY (ABMS) CERTIFICATIONS AND FIELDS OF PRACTICE: Please review and correct the
fields of practice and ABMS board certification information as shown on your profile. Only certifications from the American
Board of Medical Specialties will be shown. Select the field of practice from the drop down list. If you are Board certified, check

n n

yes.

Expiration Date

-Area of Interest ABMS Certified? Practicing? .
(Or indicate if lifetime certificated)

GL{ ,\B/ oR ] Yes |Z|/N/o E’és []No

Tur Med Oves ko E/Wes [CINo

[] Yes [CINo []Yes [INo

PROOF OF CITIZENSHIP: Effective January 1, 2008, based on Federal and State laws, all applicants must provide evidence that
the applicant is lawfully present in the United States. Federal law, 8 U.S.C. §1641 and State law, A.R.S. §1-501, require
documentation of citizenship or alien status for licensure. If the documentation does not demonstrate that the applicant is a
United St?{es«citizen, national, or a person described in specific categories, the applicant will not be eligible for licensure in

Arizona. Statement of Citizenship and Alien Status available on the website.
Am a U.S. Citizen or U.S. National. (If you have not provided the Board with a copy of one of the documents listed in

the Statement of Citizenship and Alien Status (i.e. birth certificate, passport, etc) since 2008, please submit a copy with
your application.

| am NOT a U.S. Citizen or U.S. National. (If this box is checked, you must download, complete and submit with your
[] application an "Arizona Statement of Citizenship and Alien Status for State Public Benefits" form along with a copy of
one of the listed approved supporting documents, such as an Alien Registration Card, Visa, etc.)

PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIENT MEDICAL RECORDS

nd access of patient medical records when a physician terminates or sells his/her practice and the medical records do
not remain in the same physical location. | have a protocol in place for the secure storage, transfer and access of the
medical records of my patients should my practice close, as required by A.R.S. §32-3211.

@NT]NU/ING MEDICAL EDUCATION (CME) REQUIREMENTS

‘B/(have completed a minimum of 40 hours CME during the two previous calendar years of renewal year as required by
A.R.S. §32-1434 and A.A.C. §R4-16-101.

**¥¥plegse do not submit proof of CME unless you received notice on your renewal that you are subject to a CME audit. If an

audit was indicated, please submit the CME documentation with your completed renewal.

REQUEST FOR CHANGE IN LICENSE STATUS: You may request INACTIVATION or CANCELLATION of your license using this form.
Do not submit a license renewal fee if vou are reguesting inactivation or cancellation; however, you must sign and date this

E/Ica'm aware that it is unprofessional conduct to fail to have a written protocol in place for the secure storage, transfer
a

form.

| request INACTIVATION of my medical license. | am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and / am totally retired from the practice of medicine in this state or
any state, territory, or district of the United States or foreign country. | understand that once inactive status is granted,
the Board will waive the annual renewal fees and requirements for CME. | understand that | may not engage in the

[ practice of medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my
license is classified as inactive. | further understand that if | request reactivation of my license, the Board may require
me to pass the SPEX and any combination of physical, psychiatric, or psychological examinations or interviews it deems
necessary to determine my ability to safely engage in the practice of medicine. A.R.S. §32-1431.

| request CANCELLATION of my medical license. | am not presently under investigation by the Board, the Board has not
[ commenced disciplinary proceedings against me, and | am no longer practicing medicine in Arizona.
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QUESTIONNAIRE

1. Since you.r last renewal, have you had any application for medical licensure denied or rejected by another Y
state or province licensing board? If so provide an explanation, [ ves

2, Sinf:e your last renewal, has disciplinary or rehabilitative action been taken against you by another licensing Y
board including other health professions. If so provide an explanation. [ Yes

2

3. Si.n‘ce y.our.last renewal, have any disciplinary actions, restrictions or limitations been taken against you while [ Yes
participating in any type of program or by any healthcare provider? If so provide an explanation.

4. Since your last renewal have you been found in violation of a statute, rule, or regulation of any domestic or [ Yes
foreign governmental agency? If so, provide an explanation.

2

5. Since your last renewal have you been under investigation by any medical board or peer review body? If so, [] Yes
provide an explanation.

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

7. Since your last renewal, have you had hospital privileges revoked, denied, suspended, or restricted? If so, [ Yes
provide an explanation.

2
[}

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? If so, provide an explanation and a copy of the complaint and [ Yes
either the agreed terms of settlement or the judgment. The verification must contain the name and address of

each defendant;-the name and address of each plaintiff, the date and location of the occurrence which created

the claim and a statement specifying the nature of the occurrence resulting in the medical malpractice action.

=2
o

U NENE NN Y

=
o

9. Since your last renewal, have you been subjected to any regulatory disciplinary action, including censure, [ Yes
practice restriction, suspension, sanction, or removal from practice, imposed by any agency of the federal or state

government? If so, provide an explanation.

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? If so, provide an

explanation. e o R o
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? If so, provide an explanation.

e

12. Since your last renewal, have you been found guilty or entered into a plea of no contest to a felony, or [ Yes 0
misdemeanor involving moral turpitude in any state? If so, provide an explanation. See list of Moral Turpitude

items at www.azmd.gov

NOTE: In the event that the response to any of the questions above is "Yes," you must file with the renewal 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 matters. In addition, you must submit photocopies of any corresponding documents, such as

complaints or board actions.

Moral Turpitude includes but is not limited to the following: Armed Robbery, Assault with a Deadly 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, lllegal Sale and Trafficking in Controlled Substances, Indecent Exposure, Kidnapping, Larceny, Mann Act (Federal
Commercialization of Women Statute), Misleading Sale of Securities in Connection with transfer of Real Property, Perjury, Possession of
Heroin for Sale/Unlawful Sale or Dispensing Narcotic Drugs, Rape, Shoplifting and Soliciting Prostitution.

First Name: SAMUEL- Initial: Last Name: P\LLE’L_&ACL}
License Number: 2994 Page 3of s
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substance abuse disorder? If so, provide an explanation.

CONFIDENTIAL QUESTIONNAIRE

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

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? If so, provide an
explanation.

NOTE: In the event that the response to any of the questions above is "Yes," you must file with the application a detailed
written narrative statement concerning the above matter(s), including the name of healthcare providers and treatment centers
where you were treated, along with the discharge summary of your treatment and progress. If you are currently participating or,
have participated in the past 5 years, pursuant to a confidential agreement or order in a program for the treatment and
rehabilitation of doctors of medicine impaired by alcohol, drug abuse or for other issues, please submit a copy of the
agreement/order along with compliance reports from the state monitoring programs.

Failure to properly answer these questions can result in Board disciplinary action, including revocation or denial of license.

| ATTEST THAT ALL INFORMATION SUBMITTED ON AND WITH THIS RENEWAL APPLICATION IS TRUE. This includes
information and responses provided on all four pages of the renewal application, any corrections made to the enclosed
physician profile, and any information provided on or submitted with the CME Audit Form.

First Name: SAMUEL_ Initial: tastName: | AUTRBACH

Signature: M ( 2 y W ﬂ/ License Number: | 299 4
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BIENNIAL MD LICENSE RENEWAL APPLICATION

(Please Type in Spaces Provided)

—_— Y

— \4——-’1\\\ GG 200
[] $850 if postmarked 30 days after due date N,

lj}/l.lcense Fee: $500 (If postmarked by due date)

BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, located at www.azmd.gov. If any of the
information'is incorrect, please print a copy, line out the erroneous information, write in the correct information and submit it
with your renewal. You are subject to discipline if you provide erroneous information. Please note that name changes must be

made under separate cover.

REMEMBER: There is a 525 fee for processing a deficient renewal. Please double check your completed application before
mailing. |‘

First Name: Sh MUEL Initial: Last Name: A[{ RBARC lj
License Number: o o{ C.? 4
ADDRESSES:

Office Address: This is the office/principal place of business. The address and phone number will appear in the Medical
Directory and on the Board's web site. Every physician must have an address available to the public. If only one address is
provided, even if it is your home address, it will be available to the public. If you want your home address to be listed on your
web site profile, please so indicate. Otherwise, no address will be be provided on the profile, but it will be provided to the publlc

if requested.

Mailing Addfess: If no address is provided, all Board correspondence will be sent to the Office Address.

Email: This address is optional. If you provide an email address, it will not be released to the public. !
| 5 : : 2 |
\ : : I
'Home Address: You are required to provide a home address and telephone number. They will not be released to the public
unless you fail to provide an Office Address.

Practice Name: | SAMUEL  MLERBARCH MD I

Office Address: JoIlS EASY OSRORN oAD city: | PRocMIX state: |7

Office Phone: | (27 447 TG | Office Fax:

Mailing Address: | j{.] S E£ASY GSE\OH) 79fh city: | PNe )X State: | A7

Email:

PLEASE NOTE: You are required to notify the Board in writing within 30 days of any change in office or home address
and telephone number. A.R.S. §32-1435(B) & (D). There is a fine of $100 for failure to report change of address.

Home Phone:

Page 1 of 6



-|AMERICAN BOARD OF MEDICAL SPECIALTY (ABMS) CERTIFICATIONS AND FIELDS OF PRACTICE: Please review and correct the
fields of practice and ABMS board certification information as shown on your profile. Only certifications from the American
Board of Medical Specialties will be shown. Select the field of practice from the drop down list. If you are Board certified, check
"yes." If certified since your last renewal, please attach a copy of the ABMS certificate or letter. ;

Expiration Date

fint t ABMS Certified? icing? st g P i
Aren oFtenes ertine Practicing (Or indicate if lifetime certificated)

6’?9}08 [ Yes Emo @4&5 [JNo

Tover Mewaue | Oves  @ho Ses  [CINo 1
Clyes  [JNo [JYes [JNo

J

PROOF OF CITIZENSHIP: Effective January 1, 2008, based on Federal and State laws, all applicants must provide evidence that
the apphcant is Iawfully present in the United States. Federal law, 8 U.S.C. §1641 and State law, A.R.S. §1-501, require
documentation of citizenship or alien status for licensure. If the documentation does not demonstrate that the applicant is a
United States citizen, national, or a person described in specific categories, the applicant will not be eligible for licensure in
Arizona. Statement of Citizenship and Alien Status available on the website.

I am a U.S. Citizen or a qualified registered alien.

IF YOUR LEGAL STATUS HAS CHANGED SINCE YOUR LAST RENEWAL OR YOU HAVE A NEW DOCUMENT WITH CURRENT
VALID DATES, PLEASE INCLUDE A COPY WITH YOUR RENEWAL. The Board will contact you prior to mailing of your wallet
card if we do not have a copy of your legal status on file.

PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIENT MEDICAL RECORDS

| am aware that it is unprofessional conduct to fail to have a written protocol in place for the secure storage, transfer and
access of patient medical records when a physician terminates or sells his/her practice and the medical records do not
remain in the same physical location. | have a protocol in place for the secure storage, transfer and access of the medical
records of my patients should my practice close, as required by A.R.S. §32-3211.

CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS

I have completed a minimum of 40 hours CME during the two previous calendar years of renewal year as required by A.R.S.
§32-1434 and A.A.C. §R4-16-101.

***Please do not submit proof of CME unless you received notice on your renewal that you are subject to a CME audit. If an
audit was indicated, please submit the CME documentation with your completed renewal.
REQUEST FOR CHANGE IN LICENSE STATUS: You may request INACTIVATION or CANCELLATION of your license using this form.

Do not submlt a Ilcense renewal fee if you are requestmg inactivation or cancellatmn however you must sign and_ date this
form. : e

I request INACTIVATION of my medical license. | am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and | am totally retired from the practice of medicine in this state or
any state, territory, or district of the United States or foreign country. | understand that once inactive status is granted,
the Board will waive the annual renewal fees and requirements for CME. | understand that | may not engage in the

[ practice of medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my
license is classified as inactive. | further understand that if | request reactivation of my license, the Board may require
me to pass the SPEX and any combination of physical, psychiatric, or psychological examinations or interviews it deems
necessary to determine my ability to safely engage in the practice of medicine. A.R.S. §32-1431.

O | request CANCELLATION of my medical license. | am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and | am no longer practicing medicine in Arizona.

Page 2 of 6



QUESTIONNAIRE

1. Since your last renewal, have you had any application for any professional license refused or
denied by any licensing authority?

2. 7Sinfc§'y'0i.|rilést renewal, have "you been refused or denied the privilege of taking an examination
required for any professional licensure?

3. Since your last renewal, have you voluntarily surrendered any healthcare license?
4. Since your last renewal, have you had any healthcare license revoked?

5. Since your last renewal, have you been the subject of disciplinary action or are you currently under
investigation with regard to your healthcare license (other than by the Arizona Medical Board), have
you been sanctioned by any healthcare licensing authority, healthcare association, license healthcare
facility or healthcare staff of such facility?

6. Since your last renewal, have your privileges been restricted, terminated, voluntarily or involuntarily
resigned or withdrawn by any healthcare licensing authority, healthcare association, licensed
healthcare facility or healthcare staff of such facility?

7. Since your last renewal, has disciplinary action been taken against you by any licensing agency
(other than the Arizona Medical Board) with regard to any professional license? "Disciplinary Action"
includes, but is not limited to restriction, termination, voluntary or involuntary resignation or
withdrawn.

8. Since your last renewal, have you had a registration issued by a controlled substance authority
(State or Federal) revoked, suspended, limited, restricted, modified, denied, or have you surrendered
or given up in lieu of action?

9. Since your last renewal, have you been charged with or convicted, pardoned or had a record
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
or guilty plea) 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 renewal, have you been court martialed or discharged other than honorably from
the armed service?

12. Since your last renewal, have you been terminated from a healthcare position with a city, county,
or state government or the Federal government?

13. Since your last renewal, have you been convicted of insurance fraud or received sanctions,
including restrictions, suspension or removal from practice, imposed by any agency of the Federal
government?

[] Yes
[] Yes

[]Yes
[]Yes
[] Yes

[] Yes

[]VYes

[]VYes

[] Yes

[] Yes

[]Yes
[]VYes
[ Yes

[ No

H
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NOTE: In the event that the response to any of the questions above is "Yes," you must file with the renewal 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 matters. In addition, you must submit photocopies of any.

‘corresponding documents, such as complaints or board actions.

Insurance Fraud, Fabricating and Presenting False Public Claims, False Reporting to Law Enforcement Agency, Falsification of
Records of the Court, Forgery, Fraud, Hit & Run, lllegal Sale and Trafficking in Controlled Substances, Indecent Exposure,:
Kidnapping, Larceny, Mann Act (Federal Commercialization of Women Statute), Misleading Sale of Securities in Connection with:
transfer of Real Property, Perjury, Possession of Heroin for Sale/Unlawful Sale or Dispensing Narcotic Drugs, Rape, Shoplifting

First Name: SP‘MLI/E _ Initial: Last Name: A ULE l:\BAC,H

License Number: 299 L4
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CONFIDENTIAL QUESTIONNAIRE

1. Since your last renewal 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?

2. Are you now being treated or since your last renewal have you been treated for a drug or alcohol
addiction or participated in a rehabilitation program? *If in a confidential program in another state see
explanation below.

3. Do you 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 condition generally
regarded as chronic by the medical community, i.e. (1) behavioral health illness or condition; (2) alcohol
or other substance abuse; and/or (3) physical disease or condition, that may presently interfere with
your ability to competently and safely perform the essential functions involved in your usual practice?

Ability to practice medicine is to be construed to include all of the following:
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reason medical judgments and to learn
and keep abreast of medical developments;
2. The ability to communicate those judgments and medical information to patients and other healthcare providers,
with or without the use of aids or devices, such as a voice amplifier; and
3. 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.

NOTE: In the event that the response to any of the questions above is "Yes," you must file with the application a detailed
written narrative statement concerning the above matter(s), including the name of healthcare providers and treatment centers
where you were treated, along with the discharge summary of your treatment and progress. If you are currently participating or
have participated in the past 5 years, pursuant to a confidential agreement or order in a program for the treatment and
rehabilitation of doctors of medicine impaired by alcohol, drug abuse or for other issues, please submit a copy of the
agreement/order along with compliance reports from the state monitoring programs. J

'{Fai!ure to properly answer these questions can result in Board disciplinary action, including revocation or denial of license.

| ATTEST THAT ALL INFORMATION SUBMITTED ON AND WITH THIS RENEWAL APPLICATION IS TRUE. This includes
information and responses provided on all four pages of the renewal application, any corrections made to the enclosed
physician profile, and any information provided on or submitted with the CME Audit Form.

First Name: SAMU EL Initial: last Name: | AUELL A CH

Signature: /&/,W{J @414/.’(4.5// License Number: | 97 2

Questions?

Page 4 of 6



ARIZONA MEDICAL BOARIQLQL/ |
BIENNTAL MD LICENSE RENEWAL APPLICATION

AZMD Lict: 23934

Re

[l
newal Fee: £500 850 (if _poslmarked 30 days after due date)

I

MD

PUBLIC ADDRESS & PHONE NUMBER

[LIS™ ERST SRORN RoAD
PHoENIY  ALZONK  3CT016

Phone #: 607«' Q’GL"’S—VW Fax #: GGL-GG?*@GO?

E-Mail: —— ' = eaﬂ

MAILING ADDRESS rrm” " FB
161 EASY OSBoRN ROKD g 17700

PHOENMIY ARizonh  R0I6 17 MEDICAL BOARE

HOME ADDRESS

Phone #:

Mobhile #:

Field of Practice Code ABMS Certified? Practicing? Expiration Date (or
(see attached form for code) (Y/N) {Y/N) indicate lifetime certificated)
#1372 N Y -
ey ¥ | N 74 -

REQUEST FOR CHANGE IN LICENSE STATUS:
O INACTIVE STATUS (I have read and meet the requirements for I
0O CANCELLATION (I have read and meet the requirements to cance

1 herehy certify, under penalty of perjury by my signature below
» T have completed a minimum of 40 credit hours of continuing
of my renewal as required by A.R.S. §32-1434 and A.A.C. § R
» I have a written protocol in place for the secure storage, frans
IEPg:uracticne close as required by A.R.S. §32-3211
1 am a U.S. Citizen or U.S. National (If this box is ch
listed approved supporting documents listed in the “Arizon
Benefits” i.e, Birth Certificate, U.5. Passport, etc.)
O Iam NOT a . S, Citizen or U.5. National (If this box is ¢
application “Arizona Statement of Citizenship and Alien Staty

ctive status as listed in the instructions)
my license as listed in the instructions}

that all information on this form is currenty accurate and
edical education during the previous two calendar years
16-101

er and access of the medical records of my patients should

d please submit with your application a copy of one of the
Statement of Citizenship and Alien Status for State Public

thecked you must download, complete and submit with your
s for State Public Benefits” form along with a copy of one

of the listed approved supporting docurnents i. e. Alien Registration Card, Visa, etc.)

Awd € (hibar),

Signature of Licensee (Siénaturé stamp will not be accepted)
Page 1

-2¢-0%
Date




1. Since your last renewal have you had any application for any professional
license refused or denied by any licensing authority?

YES

NOL‘B/

2. Since your last renewal have you been refused or denied the privilege of
taking an examination required for any professional licensure?

YES

NO

3. Since your last renewal have you veluntarily surrendeTed any healthcare
license?

YES

NO /]

4., Since your last renewal have you had any healthcare lic#nse revoked?

o|lo{g|d

YES

NO

5. Since your last renewal, have you been the subject of disciplinary action or
are you currently under investigation with regard to your healthcare
license (other than by the Arizona Medical Board), have you been
sanctioned by any healthcare licensing authority, healthcare association,
licensed healthcare facility or healthcare staff of such facility?

YES

O

No ]

6. Since your last renewa! have your privileges been restricted, terminated,
voluntarily or involuntarily resigned or withdrawn by any healthcare
licensing authority, healthcare association, licensed healthcare facility or
healthcare staff of such facility?

YES O

NOEE/

7. Since your last renewal, has disciplinary action been taken against you by
any licensing agency (other than the Arizona Medical rd) with regard
to any professional license? “Disciplinary Action” i::?ﬁlades, but is not
limited to, restriction, termination, voluntary or involuntary resignation or
withdrawn.

YES O

14

8. Since your last renewal have you had a registration isstied by a controlled
substance authority (State or Federal) revoked, suspended, limited,
restricted, modified, denied or have you surrendered or| given up in lieu of
action?

YES O

NO t”

9. Since your last renewal have you been charged with or convicted,
pardoned or had a record expunged or vacated of a felony, misdemeanor
involving moral turpitude? (see explanation below) “yes” answer is
required even if you entered a diversion program.

YES O

NOIB/

10. Since your last renewal have you been charged with or convicted
(including a nolo contendere plea or guilty plea) of a violation of any
federal or state drug lawq(s) or rule(s) whether or not sentence was
imposed or suspended?

YES O

no

11, Since your last renewal have you been court martialed or discharged other
than honorably from the armed service?

YES O

12.Since your last renewal have you been terminated from a healthcare
position with a city, county, or state government or the Federal
_ government?

YES O

NO [
NOII/

13.Since your last renewal have you been convicted of insurance fraud or
received sanctions, including restrictions, suspension or removal from
practice, imposed by any agency of the Federal govemment?

YES O

NOIE/

Note: In the event the response fo any of the e ermbered 1

h 13 is "YES” you must file
with the renewal a detailed report concemning 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 matters.
IN ADDITION, you must submit photocopies of any corresponding documents, such as complaints or board actions.

Moral Turpitude indudes but is not limited to the following: Armed Robbery, Assault with a Deadly Weapon, Attempted
Insurance Fraud, Fabricating and Presenting False Public Claim, False Reporting to Law Enforcement Adency,
Falsification of Records of the Court, Forgery, Fraud, Hit & Run, |Illegal Sale & Trafficking in Controlled Substances,
Indecent Exposure, Kidnapping, Larceny, Mann Act (Federal Comgercialization of Women Statute), Misleading Sale of

Securities in Connection with Transfer of Real Property, Perju

Dispensing Narcotic Drugs, Rape, Shoplifting and Soliciting Prostitution.

Name: SANLLEL—/ L W%H License Number:

Signature: ,M ‘f M

PAGE 2

, Possession of Heroin for Sale/Unlawful Sale or
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CONFIDENTIAL

Physical/Mental Health and Substance Abuse

hospital or other facility for the treatment of bi-polar
schizophrenia, paranoia or any psychotic disorder?

Since your last renewal have you been diagnosed, treated or admitted to a
Tlisorder,

Are you now or since your last renewal heen addicted
chemical substance including alcohol {excluding toba

or abused any
and caffeine)?

Are you now being treated or since your last renewal
treated or evaluated for a drug or alcohol addiction o

rehabilitation program? *If in a confidential program in another state see

explanation below.

ve you been
participated in a

licensed healthcare facility or healthcare staff of such
inappropriate contact with a patient or patients?

Since your last renewal have you been criminally charged with or
investigated by any healthcare licensing authority, healthcare association,

facility for

profession, include any disease or condition generally
by the medical community, i.e. (1) behavioral health i
(2) alcohol or other substance abuse; and/or (3) ph

Do you currently have any disease or condition that interferes with your
ability to competently and safely perform the essential functions of your

regarded as chronic
Iness or condition;
cal disease or

condition, that may presently interfere with your ability to competently
and safely perform the essential functions invelved in|your usual practice?
Ability to practice medicine is to be construed to include all of the following:
1. The cognitive capacity to make appropriate clinical diagn and exercise reason
medical judgments and to learn and keep abreast of medical developments;
2. The ability to communicate those judgments and medical information to patients
and other healthcare providers, with or without the use of 3ids or devices, such as
a voice amplifier; and
3. The physical capability to perform medical tasks such as physical examination and
surgical procedures, with or without the use of aids or deviges, such as corrective
lenses or hearing aids.
*Medical condition” includes physiological, mental or psychological conditions or
disorders, such as, but not limited to chronic and/or uncorrected orthopedic, visual,
speech, or hearing impairments, epilepsy, muitiple sclerosis, behavioral health
iliness, dementia, drug addiction and alcoholism,
In the event you answer YES to any of the above guestions, you must file with the renewal a detailed written

narrafive statement concermning the above matter(s), including the name and address of healthcare providers, physicians,

preceptors, hospitals/rehabilitation centers, etc, where you were
history and physical examinations, consultation reports, discharge

counseled/treated. You must also have a copy of your
summaries from all hospitals/rehabilitation centers and a

statement from your attending physicians or treating therapists setting forth your diagnosis. prognosis and recominendations
for_continuing care, treatment, supervision and a statement as o whether there is anything that would prevent vou from

safely practicing any_type of medicine, Statement from ai
Treatment records must be sent directly to the board.

If you are currently participating or have participated pursuant to 3
the treatment and rehabilitation of doctors of medicine impaireq
SUBMIT A NARRATIVE OF CIRCUMSTANCES WITH YOUR RENEW!
SENT DIRECTLY TO THE ARIZONA MEDICAL BOARD'S PHYSICIAN

» Evaluation/Treatment records » Psychiatric/Psychological records

Please note: All documents requested above must be sent direct]
Physician Health Program Department from the primary source and
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOS
RESULT IN BOARD DISCIPLINARY ACTION.

If you have any questions, please contact the Board's Physician He
Name: Sﬁ'ma—' L. Wﬁ&ﬁdﬁ

Signature: M { ( W

PAGE 3

tending physician must come with your renewal.

CONFIDENTIAL AGREEMENT OR ORDER in & program for
i by alcohol, drug abuse or for other issues YOU MUST
AL AND REQUEST THE FOLLOWING DOCUMENTATION BE
HEALTH PROGRAM.

« Compliance reports from state monitoring programs
y from the primary source to the Arizona Medical Board's
| will not be accepted if submitted by the applicant.

5E ALCOHOL, SUBSTANCE ABUSE QR OTHER ISSUES CAN

alth Program at (480) 551-2716 or (B77) 255-2212.

License Number: o q 79\ 4~

}




- ARIZONA MEDICAL BOARD [b\\
2007 BIENNIAL MD LICENSE RENEWAL APPLICATION

AZ MD Lic#t: 29924 Samuel L. Auerbach, MD . Renewal Fee:($500)$850 (if bostmarked after 09/30/2007)
CURRENT INF()RMATION ' ‘ j -

Please review and make corrections as necessary ™ | CORRECTIONS .. .
OFFICE ADDRESS/PRINCIPAL PLACE OF BUSINESS - - R ‘VOFFICE ADDRESS/ PRINCIPAL PLACE OF BUSINESS
PUBLIC ADDRESS & PHONE MUMBER R o
87338eve|IyBIvdSte101 Vo S Y S « T (X S
West Hollywood CA 90048-1841 l (o lS | EAS Osgo kN

PHOENIX Az &C0I6
Phone #: (805) 953-5848 Fax #: (718) 273-4996 Phone #: Fax #:
E-Mail: E-Mail:
MAILING ADDRESS ‘ MAILING ADDRESS

- Y b Ensy Oseo
BENCEIVED,. oo

AUG 0 3 2007 X

HOME ADDRESS “ HOME ADDRESS

NA MEDICAL BOARY
INE:SS OPERATIONS

j At L SO N . e c -
Phon_e#f: _ ’“..IFa)s#: o Phone #: S Fax #:

E-Mail: C e T ‘ - E-Mail:’

Mobile #: Mobile #: (Optional)

AMERICAN BOARD CF MIEDICALi SPECIALTY CERTIFICATIONS AND FIELDS OF PRACTICE:

Only certifications from ABMS will be shown in your profile on the website. Please indicate expiration date or lifetime certificate.

]
Cetified? Practicing? Certified?  Practicing? Expiration Date Inftials Required
0OBG N N Make corrections if \7'
M ‘N N necessary 7
INTIALS -
REQUIRED

If you don’t: verify the above fields by your mutnals the ABMS certifi catlon will be removed from your profile on the website.

REQUEST FOR CHANGE IN LIC ENSE STATUS
(d INACTIVE STATUS (I have read and meet the requirements for Inactnve status as listed in the instructions)
(0 CANCELLATION (I have read cmdimeet the requ1rements to cancel my license as listed in the instructions)

I hereby certify, under penallty of pqnury by my 5|gnature below that all information on this form is currently accurate and:
» I'am a U.5. Citizen or a qualified/registered alien
» I have completed a minimum of 40 credit hours of continuing medical education during calendar years 2005 and 2006
as required by A. R.S. §32- -1434 and AAC. § R4-16-101
« I have a written prptocol in place for the secure storage transfer and access of the medlcal records of my patients should

my practice close s reqiaired tyA §32- 3 PR g
" 2-—)~07

Signature of Licehsee (Signature stamp will not be accepted) Date
29924 Samusl L. Auerbach, MD

PAGE 1 SEE REVERSE SIDE




e

. Since your last renewal have you had any application for any professional

- license refused or denied by any licensing authority?

YES

o],

. Since your last renewal have you been refused or denied the privilege of

taking an examination required for any professional licensure?

YES

No i@’

. Since your last renewal have you voluntarily surrendered any healthcare

license?

YES

NO

. Since your last renewal have you had any healthcare license revoked?

YES

oo o|o;

/
NO @

5. Since your last renewal, have you been the subject of disciplinary action or

are you currently under investigation with regard to your healthcare
license (other than by the Arizona Medical Board), have you been
sanctioned by any healthcare licensing authority, healthcare association,
licensed healthcare facility or healthcare staff of such facility?

YES

a

ol

. Since your last renewal have your privileges been restricted, terminated,

voluntarily or involuntarily resigned or withdrawn by any healthcare
licensing authority, healthcare association, licensed healthcare facility or
healthcare staff of such facility?

YES

wif|

. Since your last renewal, has disciplinary action been taken against you by

any licensing agency (other than the Arizona Medical Board) with regard
to any professional license? “Disciplinary Action” includes, but is not
limited to, restriction, termination, voluntary or involuntary resignation or
withdrawn.

YES

o

. Since your last renewal have you had a registration issued by a controlled

substance authority (State or Federal) revoked, suspended, limited,
restricted, modified, denied or have you surrendered or given up in lieu of
action?

YES

¥

vo

. Since your last renewal have you been charged with or convicted,

pardoned or had a record expunged or vacated of a felony, misdemeanor
involving moral turpitude? (see explanation below) A “yes” answer is
required even if you entered a diversion program.

YES

v

10.

Since your last renewal have you been charged with or convicted
(including a nolo contendere plea or guilty plea) of a violation of any
federal or state drug law(s) or rule(s) whether or not sentence was
imposed or suspended?

YES

no ]

11.

Since your last renewal have you been court martialed or discharged other
than honorably from the armed service?

YES

NO o

12,

Since your last renewal have you been terminated from a healthcare
position with a city, county, or state government or the Federal
government?

YES

now|

13.

Since your last renewal have you been convicted of insurance fraud or
received sanctions, including restrictions, suspension or removal from
practice, imposed by any agency of the Federal government?

YES

O

NO &

Note: In the event the response to any of the questions numbered 1 through 13 is "YES’, you must file
with the renewal 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 matters.
IN ADDITION, you must submit photocopies of any corresponding documents, such as complaints or board actions.

Moral Turpitude includes but is not limited to the following: Armed Robbery, Assault with a Deadly Weapon, Attempted
Insurance Fraud, Fabricating and Presenting False Public Claim, False Reporting to Law Enforcement Agency,
Falsification of Records of the Court, Forgery, Fraud, Hit & Run, Iilegal Sale & Trafficking in Controlled Substances,
Indecent Exposure, Kidnapping, Larceny, Mann Act (Federal Commercialization of Women Statute), Misleading Sale of
Securities in Connection with Transfer of Real Property, Perjury, Possession of Heroin for Sale/Unlawful Sale or
Dispensing Narcotic Drugs, Rape, Shoplifting and Soliciting Prostitution.

29924 Samuel L. Auerbach, MD

INITIALS REQUIRED )4 ﬂj

PAGE 2



o v CONFIDENTIAL
Physical/Mental Health and Substance Abuse

1. Since your last renewal 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?

2. Are you now or since your last renewal been addicted to or abused any
chemical substance including alcohal (excluding tobacco and caffeine)?

3. Are you now being treated or since your last renewal have you been
treated or evaluated for a drug or alcohol addiction or participated in a
rehabilitation program? *If in'a confidential program in another state see
expianation below.

4, Since your last renawal have you been criminally charged with or
investigated by any healthcare licensing authority, healthcare association,
licensed healthcare facility or healthcare staff of such facility for
inappropriate contact with a patient or patients?

5. Do you 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 condition generally regarded as chronic
by the medical community, i.e. (1) behavioral health illness or cendition;
(2) alcohol or other substance abuse; and/or (3) physical disease or
condition, that may presently interfere with your ability to competently
and safely perform the essential functions involved in your usual practice?

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

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

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

3. The physical capability to perform medical tasks such as physical examination and
surgizal 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 chronic and/or uncorrected orthopedic, visual,
speech, or hearing impairments, epilepsy, multiple sclerosis, behavioral health
iliness, dementia, drug addiction and alcoholism.

In the event you answer YES to any of the above questions, you must file with the renewal a detailed written
narrative stafement concerning the above matter(s), including the name and address of healthcare providers, physicians,
preceptors, hospitals/rehabilitation centers, etc. where you were counseled/treated. You must also have a copy of your
history and physical examinations, consultation reports, discharge summaries from all hospitals/rehabilitation centers and a
statement from your attending physicians or treating therapists setting forth your_diagnosis, prognosis and recommendations
for_continuing cere, treatment, supervision and a statement as to whether there is anything that would prevent you from
safely practicing _any type of medicine. Statement from attending physician must come with your renewal.
Treatment records must be sent directly to the board.

If you are currently participating or have participated pursuant to a CONFIDENTIAL AGREEMENT OR ORDER in a program for
the treatment and rehabilitation of doctors of medicine impaired by alcohol, drug abuse or for other issues YOU MUST
SUBMIT A NARRATIVE OF CIRCUMSTANCES WITH YOUR RENEWAL AND REQUEST THE FOLLOWING DOCUMENTATION BE
SENT DIRECTLY TO THE ARIZONA MEDICAL BOARD’S PHYSICIAN HEALTH PROGRAM.

» Evaluation/Trealment records ¢ Psychiatric/Psychological records « Compliance reports from state monitoring programs

Please note: Al documents requested above must be sent directly from the primary source to the Arizona Medical Board’s
Physician Health Program Department from the primary source and will not be accepted if submitted by the applicant.
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE ABUSE OR OTHER ISSUES CAN
RESULT IN BOARD DISCIPLINARY ACTION.

If you have any questions, please contact the Board’s Physician Health Program at (4}??7—2716 or (877) 255-2212.

/

29924 Sarmuel L. Auerbach, MD INITIALS REQUIRED

PAGE 3




ARIZONA MEDICAL BOARD 7@ 2, 7

" - 2005 BIENNIAL MD LICENSE RENEWAL APPLICATION

AZ MD Llc# 29924 Samuel LVAuerbach MD __ fe: $ $850 (f postmarked after 09/30/2005)

] 3 3 . BEVERL

1037WAvenue N Su,)re #/0)

Palmdale CA 93551-2002 | Log /hvefLES (A 9004¥%
',.'__,,phone# 20(-953 594—2 Fax# '71-9:73 4-99/
i sy |[E-Mails L W SRR

a | MATEING/ADDR “S,

1 o o Ea

HOME!ADDRESS

Phone #: - Fax #: , . : Phone #: [Fax #: |

E-Mail: : E-Mail: -
Cell Phone #: (Optional)
Select from the attached list of Self-Designated “Field of Practice” Codes
Certified? . Practicing?
0BG N ‘ N Make corrections if
) (0 N N necessary

Q INACTIVE STATUS: Please Inactivate my Arizona 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 disciplinary proceedings against me, and I am totally retired from the practice of medicine in this state or any state, territory, or district of
the United States or foreign country. I understand that once inactive status is granted, the board will waive the annual renewal fees and requirements for CME. I further
understand thatl may not engage: In‘the’ practice of medicine, hold reg|strat|on with the Drug Enforcenient Administration, or'write prescriptionsas long as my license Is
dlassified as lnactlve I further understand that if 1 request réactivation of my license, 1 may be requlred to pass the SPEX examination and that the board may require any
comblnation of physical examlnatuon, psychlatrlc, psychologlcal evaluatlons and lntervlews it deems necessary to detennlne my ablllty to safely engage ln the practlce of
medicine.

0 CANCELLATION: Please cancel my, Anzona license. My slgnature below serves to certify, the followlng That I am not presently under Investlgatlon by the board; the board

has not commenced any disdiplinary proceedings against me; and that I am requestlng cancellation for the reason that I am no longer practlclng medicine in the State of Arizona.

1. Other than in Arlzona, are you currently under lnvestlgatlon by any medlcal board or peer review body" EH(

2. Other than in Arizona, since your last renewal have you had a medical license disciplined resulting in revocation, suspension, limitation, restriction, probation, voluntary /
surrender or cancellation during an Investigation? (see INStrUCKIONS 0N DACK)............c.ovovieiiiuineniresecseeeseeeseesseesssssssssssesssssssnsens Q Yes Wﬁo/

3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (see instructions).. Q Yes (o]

4. Since your last renewal, have you been subjected to any regulatory disciplinary action, including censure, practice restriction, suspension, sanction, or removal from pra ;:/
imposed by any agency of the federal or state gOVErNMENL? (SEE INSEIUCHIONS)..................e.vvreeceeemsieserseeseeseseseeseessessssssasssesessssssesssssees s ss s eseeeeeseesesesseess 0O Yes

5. Since your last renewal, have you had the authonty to prescribe, dispense or administer medicaticns limited, restncted modified, denied, surrendered oor revoked by
a federal or state agency? (see mstructnons) ...................................................................................................................................................................
Within the last 5 years, have you had or do you have a medical condition that impairs or limits your ability to safely practice medicme" (see mstructlons) .........
Do you engage in the illegal use of any controlled substance, habit- -forming drug, or prescription medication? ..........ccveevuveernennn

6

7

8. Have you consumed intoxicating beverages resulting in your present ability to exercise the judgment and skills of a medical professional, being impaired or limited?!

9. Have you been denied a lICENSE iN ANONET SEALE? If YES, .....ocuueummceesresrmsssessssseessansssesssssesesssssseesssesesssmsesssssssessssssssesseses e ee s see e oo eesss s eeesssese s eseees [e]
State Date of Denial___° Reason for Denial yd

10. 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?........... QYes :K/

If yes, please attach an explanatlon and applicable court docket. See instructions on back.,
_ 11. Since your la

st renewal( has a mal

] dates: - If malpra t
6t a ¢ py.of th “complain -and settlement agreement/]udgment

jon on this form is currently accurate. I also certify that during calendar years 2003 and 2004, I have completed a
minimum g

n, asm’ed by A.R.S. §32-1434 and A.A.C. § R4-16-101. /
7/2
Signatlire of Licensee (Signature stamp will not be accepted) / Date/

AU =
NOTE: DO NOT SUBMIT CME DOCUMENTATION UNLESS A CME AUDIT FORM IS INCLUDED WITH YOUR

Eaae——————————— = ]




ARIZONA MEDICAL BOARD..

12003 BIENNIAL MD LICENSE RENEWAL A \EFLICATION

190

. 1037WAvenue N- S
Palmdale CA. 93551-2002

R

$850 (r postmarked after 09/3012003)

S mimem m gy el

Sl

RN

Phone #: '

E-Mail: - -

X MAILING?ADDRESS‘

e

)

HOME’ADDRESS

" HOME/ADDRESS .

Phone #: - Fax #: ; Phone #: Fax #:
E-Mail: . E-Mall:
! Cell Phone #: . . . (Optional)
Select from the attached list of Self- Desrgnated “Field of Practice” Codes
e Certified? Practicing?
M N N Make corrections if
0BG N N necessary

the United States or forelgn oountry 1 understand that onoe Inactrve status is granted the board will walve t:he annual renewal fees and requlrements for CME I further _
= understand that I may not engage in the practjoe of medicine, hold registration with the Drug Enforcement Admlnlstration or write presc'lptlons as long as my Ilcense Is N
classified as Inactjve Ifurther understand that If 1 request reactivation of my license, I  may. be required to pas the SPEX examlnatlon and that. the board may. requlre any
combination of physloal examlnatlon, pwchiatrlc, psychologlcal evaluatlons and Interviews it deems necessary to determine my abllrty tn Isafely engage In the practlce of

«- yMedicine. .. .. -, . Lo e e e .

Q, CANCELLATION PIease cancel my Arizona license. My slgnature below serves to certify the followlng That I am not presentty under mvesﬁgatlon by the board; the board
has not commenced any dlsdplinary proceedings agalnst me; and that I am requesting cancellation for the reason that I am no longer practldng medicine in the State of Arizona.

Other than in Arizona, are you currently under investigation by y medical board or peer revlew body?
2. Other than in Arizona, since your last renewal have you had a medical license disciplined resulting in revocation, suspension, limitation, restriction, probation, voluntary
surrender or cancellation during an investigation? (See INSErUCHONS ON DACK) ........iiiiiiiiciciiiiircneeeesseeeevssneescssreeessseessnsessnneessssssssnssssnenessons Q YesENo
3. Since your last renewal have you had hospital privileges revoked, denled, suspended or restricted? (see instructions) . =] Yes}iNo
4. Since your last renewal, have you been subjected to any regulatory,dlsclpllnary action, including censure, practice restriction, suspension, sanction, or removal from practice
Imposed by any agency of the federal or state government? (see instructions)..........ccccccveeveeeecrceveecnrnenennn
5. Since yourlast-renewal, have you had ihe authority to prescribe, drspense or administer medlcatlons limited, restricted modiﬂed denied, surfendered or revokéd by
a federal or state agency? (see instructions) ..........c.cccevveueens eene

6. Within the last 5 years, have you had or do you have a medical condition that impairs or limits your ability to safely practice medicine? (see instructions)...
7. Do you engage In the lllegal use of any controlled substance, habit- -forming drug, or prescription medication?
8
9

Have you consumed intoxicating beverages resulting in your present ability to exercise the judgment and skills of a medical professional, being impaired or Iimlted

Have you been denied a license in aNOLhEr SEALE? If YES, .....cuiiiiiiiiiiiniiieniicrses et tsseesnssasssessenssnessessesssessassesssassessessonsssssessasstessssasnsssssassesnsasse
State, Date of Denial Reason for Denla} \
10. Since your last renewal, have you been found guillty or entered Into a plea of no contest to a felony, or misdemeanor Invotving moral turpitude in any state?........... u] YesgNo

If yes, please attach an explanation and applicable court docket. See instructions on back.
11 Since our last renewal has a mal ractlce Iawsuit resulted in a settlement or jud ment a alnst ou? .

jon on this form is currently accurate I also certify that during calendar \ years 200 an 2002, 1 have completed a
n as requlred by A.R.S. §32 -1434 and A A.C. § R4-16 101 ‘ O 3

Signéture of Licensee (Slgnature stamp will not be accepted) ; . .‘ SR - ] | bate. .. '. T
Mmmmn - |

' RENEWAL PACKET






