Professional Licensing Agency
402 West Washington Street
Room WQ72

Indianapolis, Indiana 46204

Michael R. Pence
Governor of Indiana
Nicholas W. Rhoad

IPLA Executive Director

December 1, 2015
Ronald Lee Kissel

14367 Eim Court
New Buffalo Ml 49117

Dear Dr.Kissel:

We are in receipt of your application for medical licensure for the State of Indiana. Your application received a
preliminary review by the board. The board found that your application for licensure does not meet the
requirements according to 844 IAC 4-4.1, et al.

According to 844 |IAC 4-4.5-9

Sec. 9. (a) In addition to complying with section 7 of this rule, an applicant for licensure by endorsement shall
submit proof that the applicant satisfactorily completed the written examination provided by the:

(1) National Board of Medical Examiners (NBMEY);

(2) National Board of Osteopathic Medical Examiners (NBOME); or

(3) Federation of State Medical Boards of the United States, inc. (FSMB).

(b) Acceptable examinations provided by an entity under subsection (a) are as follows:
(1) NBME.

(2) NBOME.

(3) Comprehensive Osteopathic Medical Licensing Examination (COMLEX-USA).

(4) Federation of State Medical Boards of the United States (FLEX).

(5) United States Medical Licensing Examination (USMLE).

(c) Endorsement from states requiring the NBME, NBOME, or FLEX will be honored if the examination was
taken and passed in a manner that was, in the opinion of the board, equivalent in every respect to Indiana’s
examination requirements at the time it was taken.

According to your FLEX exam scores report, you did not
obtain an average weighted score of 75. Please consider
your application for licensure closed as you do not meet
our examination requirements. This is not a denial by the
Board, it is simply that you do not qualify for licensure.

Should you have further questions regarding this matter, please contact our office at (317) 234-2060 or via email

at pla3@pla.in.gov.

Sincerely,

Elizabeth Sangar

Case Manager

Iindiana Professional Licensing Agency
Medical Licensing Board




APPLICATION FOR A LICENSE TO PRACTICE
MEDICINE / OSTEOPATHIC MEDICINE IN INDIANA N I G AGENCY A
State Form 28495 (R17 /6-13) 402 West Washington Street, Room W072
Approved by State Board of Accours, 2013 o 1T 994060
E-msit: pla3@pla.lN.gov
www.pla.iN.gov

* Your Social Security number is being requested by this state agency in accordance with Indiana Code, Distlosure is mandstory and this record cannot be processed without it
** This information is being requested for workforce statisticat purposes anly; disclosure is voluntary.

Application fee Date fee paid {month, day, year) e

RSV S0 bera- v §
Receipt number Application number :

S2eg4aY
Ligense number Licanse issuance date (maonth, day, year)
Permit fee Date fee paid (month, day, year)

[OCDmC T Liil)—"‘_.r‘
Reocelpt number - Peymit humber .
S ADeke] 3

Permit issuance date (month, day. vear) '

] ' DO NOT WRITE ABOVE THIS LINE ' l

APPLICANT INFORMATION

Name of appiicant (las!, firsi, middls) Check one: Social Security number *
Kissel, Ronald Les wo [ Joo -
Astrass of practics (number and streef or rural routa) =

14367 Eim Court i

City. stote, and ZIP cade

New Buffalo, Ml 48117

Telephone number (daviimal Date of birth (month, day; year) Ethnicity ** Race ** Gender ™

09/25/1949 Non-Hispanic White Mate [ Jremale

-Malﬁing aAddress {number and strest, city, state, and ZIP coda) {if different from above]

N/A

E-mai address - National Provider lgentifier number ECFMG cartificate number

1851484356 N/A
Do you desire a emporary permit? Yes CIne -
DOCTOR OF MEDICINE F OSTEQPATHIC DEGREE GRANTED &Y
A forelgn medical school must meet L.CME standards af the time of graduation.

Neme of achool Location T Date of graduation (month, day: year)

Autonomous University of Guadalajara Guadalajara, Mexico 0611211975

Spediaities Boand certification (st ABMS cesification)

OB/GYN N/A

"fRff;;"w —
=CEIVED

! lnqiana Professionar
) Licensing Agency

PRNNNNNNNNREREEE S S |
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EXAMINATION HISTORY

List each licensure examination, U.S. or intemnational, you have taken (USMLE, NBME, NBOME, LMCC, elc.). If additional space is necessary, please
enclose a separate sheet with your application and inciude all the information below.

State where Board Exam was taken:

Most Recent Results Most Recent Resuits
Examination (&ﬁmﬁ:} Passed | Failed 'X]tig?ne;tg’ Examination {Dmitr?rf‘:-/a;":ﬂ-) pfed Falled hi\uume%e;.;f

FLEX Pre-1985 1982 Y] 11 2 |weomepatn 111

FLEX Companent 1 C 1] NBOME Part it 11

FLEX Component 2 [V COMLEX-USA Level 1 []

LMGC - Single 107 COMLEX-USA Level 2, CE 1101
LMCC - Part1 Il COMLEX-USA Level 2, PE [1i] ]
LMCC - Part I (11[] COMLEX-USA Level 3 1]
NBME Part | 111 COMVEX 111
NBME Part I C 1111 USMLE Step | 1101
NGME Part It 1100 USMLE Step I, CS 1

SPEX 110 USMLE Step , CK C 11
NBOME Part | |_| ['—| USMLE Step il r—l I_-l

NAME OF SCHOOL LOCATION DATES ATTENDED {monih, day, year)

Northwestern University Evanston, IL 08/1967 - 061971

MEDICAL | OSTEQPATHIC EDUCATION
A foreign medical school must meet LCME standards at the time of graduation.

NAME OF SCHOOL

LOCATION

DATES ATTENDED (month, day, year)

Autoriomous University of Guadalajara

Guadalajara, Maxico

08/1971 - 0611978

{Inciude ALL internships, residencies and / or feflowships)

All programs must have been ACGME accredited at the time of enrolfment.

POSTGRADUATE MEDICAL : OSTEQPATHIC EDUCATION AND TRAINING IN THE UNITED STATES OR CANADRA

NAME OF PROGRAM

LOCATION

FROM (month, yaar)| TO (month, year)

ACGME / AQAfRC
ACCREDITED?

8t. Francis Hospita! - OB/GYN Intemship

Evanston, it

o7H9TY 06/1978

Yes D No

St. Francis Hospital - OB/GYN Residency

Evanston, i

07/1978 06/1981

Yes DNo

DYes D No

DYes UNo

Page 2 of 4
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PLA ad
GENERAL LOCATION DATE {month, day, year)
Winois 0711975 - 06/1981
Arizona 07/1981 - 06/1962
incis 0711952 - gD © / 2009
Michigan = / 200 @KW - Presant
> . OR
NAME AND ADDRESS OF EMPLOYER RESPONSIBILITIES DATE {month, day, year)
Rush-Presbyterian, St. Luke's Medical Centar (Chicago, IL) Histology Teaching Assistant 0711975 - 08/1976
Rush Medical College, Swedish Covenant Hospital (Chicago, IL) | Fith Pathway Program 07/1976 - 0611977
Private Practice (Scottsdale & Phoenix, AZ) OB/GYN Physician 07/1981 - 0811982
Scottsdale Memorial Mospital (Scottsdate, AZ) Staff Privileges 07/1981 - 08/1082
Docior's Hospital (Scottsdale, AZ) Staff Privilages 07/1981 - 081982
STATE TYPE OF LICENSE, CERTIFICATE, REGISTRATION OR PERMIT NUMBER DATE ISSUED CURRENT STATUS

iw Physician (MD) 036.064944 07/1982 Active

oK Physician (MD) 13314 09/1981 Expired

Az Physician (MD) 13057 1041981 Expired

MI Physician (MD) 4301101860 08/2012 Active

'RECEIVED
APR 2 2 2015

Indiana Professional
Licensing Agency

S
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Ronald Kissel, MD
SSN: 329-40-0880

Application Addendum — Employment

Employer Name & Location Responsibilities Dates
f‘;; Ot)r;sgjliszﬂospital & Medical Center Staff Privileges 07/1981 — 08/1952
Ef:i:oiﬁcf °e OB/GYN Physician | 09/1982 - 05/2000
2;‘-‘3:;‘;? pospitl Staff Privileges 09/1982 — 07/1989
lslll:jl]:igtﬁh Shore Medical Center Staff Privileges 09/1982 — 0771990
Eﬁi@iﬁ}fwm Staff Privileges 09/1982 — 05/2000
1-33;*‘,5;*;‘3‘;;0“‘1’““‘“ Surgloenter | 1o ¢f Privileges 09/1989 — 05/2000
IS{E:ti:()IrIEh Shore Medical Center Staff Privileges 09/1997 - 05/2000
Atiogion ighis 11— Mot | 062000-082006
iﬁiﬁz,?fvemt Hospital Staff Privileges 11/2000 - 08/2002
?;in‘i;‘;’.?"}‘g Hospital In-House Attending | 10/2002 — 05/2012
E;ﬁ;iﬁmﬂm Hospital In-House Attending | 09/2004 — 06/2008
?;;cfgf IIEOSP ial In-House Attending | 06/2012 — 12/2012
Ef%&ﬁ“&? ynecology OB/GYN Physician | 01/2013 — 12/2013
%ﬁveis’tbﬁedicai Point of Care Home Health Practice | 03/2014 - Prosent

RECEIVED]

APR 2 2 2015 !
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If your answer is "Yes" to any of the following, explain fully in a signed and notarized statement, including all related details. Include the violation, Jocation,
date and dispasition. if malpractice, provide name(s) of plaintiff(s), case information, detailed description of case / events and setfiemsnt amount, including
court documents, if applicable, Letters from attomneys or insurance companies are not accepted in fieu of your statement, Falsification of any of tha following
is grounds for permanent revocation of a iicense'or permit issued pursuant io this application.

1. Has disciplinary action ever been taken reganding any health licanse, certificate, registration or permit you hold or have held? D Yes No

2. Have you ever been denied a ficense, certificate, registraton or permit to practice medicing, osteopathic medicine or any D Yes No
reguiated health occupation in any state {inciuding Indiana) or country, or surrendered your licanse?

3. Do you have any condition or impairment (including a history of afcohof or substance abuse) that currently interferes, or if left D Yes No
untreated may interfere, with your ability ta practice in a competent and professional manner?

4. Have you ever been the subject of an investigation by a regulatory agency conceming your license? D Yes No

5. Except for minor viclations of traffic laws resuiting in fines, and arrests or conviclions that have been expunged by a court,
(1) have you ever been arrested:
(2) have you ever entered into a prosecutorial divarsion or deferment agreement regarding any offense, misdemeanor,
or felony in any state; DYes No
(3) have you ever been convicted of any offense, misdemeanor, or felony i any state;
{4) have you ever pled guilty to any offense, misdemeanor, or felony in any state; or
{5) have you ever pled nolo conterdre \o any offense, misdemeanar, or felony in any state?

6. Have you ever been denied staff membership or privileges in any haspital or haalth care facility or had such membership or [:] Yes No
privileges revoked. suspended or subjected 10 any restrictions, probation or other type of discipling or limitations?

7. Have you ever been admonished, censured, reprimanded or requested to withdraw, resign or relire from any hospital or health DYBS No
care facility in which you have trained, held staff membership or privileges or acted as a consultant?

, 8. Have you ever had a malpractice judgment against you or settled any malpractice actign? j Yes E} No
9. Have you ever surrendered your DEA registration at any time or had any fimitations placed on your DEA registration? DYES {ZT No
10. Have you ever been terminated or disciplined by your employer whils practicing as a physician or resigned in lieu of discipline? l:l Yes No
1. Have you ever been excluded from being a Medicare / Medicaid provider? D Yes No
12. Were any limitations or spedial requirements imposed on you because of academic performance, incompetence, disciplinary D Yes No

problems or any other reason during your medical education or post graduate training / residency program?
13. Have you practiced as a MD/DO either chnically or agministratively in the last three (3) years? Yes D No

APPLICATION AFFIRMATION

! hereb%wear or affim, under the penalties of perjury, that the staternants made in this application are true, complete and correct.

z
Signatu ;ppﬁw Date signed (month, daj; year)
M\/\M% ~ (-// /& / 20V

AUTHORIZATHON FOR RELEASE OF INFORMATION

I hereby authorized, request and direct any persan, firm, officer, corporation, association, organization or institution to release to the Prf:fessiona]
Licensing Agency any files, documents, records or other information pertaining to the undersigned requested by the Agency, or any of its authorized
representatives in connection with processing my apptlicstion for medical licensure.

| hereby release the aforementioned persons, firms, officars, corporations, assodiations, organizations and institutions from any liabitity with regard to
such inspection or fumnighing of any such infarmation.

| tusther authorize the Professional Licensing Agency to disclose to the aforementioned organizations, persons, and iqst?gu_t!ons any Ipfonnatton which is
material to my application, and | hereby specifically release the Agency and Board from any and all liability in connection’ with such disclosure.

A photostatic copy of this authorization has the same force and effect as the ariginat,

AFFIRMATION

I hefeb?shvear or aﬁ't:T that | have read the above statements and agres to same.
vl

APR 2 2 2015

Indiana professional
i ing Agency




LOSS INFORMATION SUPPLEMENT
PLEASE MAXE COPIES IF ADDITIONAL FORMS ARE NEEDED.

NOTE: ADDITIONAL DOCUMENTATION MAY BE REQUESTED AT THE MEDICAL PROTECYIVE COMPANY'S DISCRETION,

A ISTHE MATTER RELATED TO: B A Dn e FROM THE 1055 INFORMATION SECTION? (CHECK ONLY ONE)
A. CURRENT OR PRIOR CLAIM.
8. COMPLICATION, INCIDENT, OR ADVERSE QUTCOME.
€. WRITTEN REQUEST FOR RECORDS.

B PATIENT/CLATMANT INFORMATION

SIILTLCCOOTTIITTIIT) O [T T I (TTol
LAST NAME FIRST NAME AGE

- DATE OF TREATMENT AND/OR SURGERY WHICH LED, OR COULD LEAD, TO ALLEGATIONS AGATNST YOU. [1]0] /] 1]¢]e] 1]
MM YYYY
D. DATE OF NOTICE RECEIVED, IF APPLICABLE. (110171 19]9]2]
E.  HAS THIS MATTER BEEN REPORTED TO YOUR CURRENT OR FORMER INSURER? Kves [we
IF YES, DATE REPORTED TO YOUR CURRENT OR FORMER INSURER: [1]of 7] s]e]e]2]
CURRENT OR FORMER INSURER NAME: ISMIE

IF NO, PLEASE EXPLAIN:

F.  NAME OF ALL OTHER DOCTOR(S), HOSPITAL(S), OR HEALTH CARE PROVIDER(S], IF ANY, INVOLVED.

G.  CURRENT SYATUS: [ oren B cuoser

IF OPEN, INDICATE DOLLAR VALUE ESTABLISHED BY INSURER: |

IF CLOSED:
y By ¥
5. DATE OF CLOSING: NBONEDE RECEIVED
2. WAS A PAYMENT MADE? Kyes [Jwo APR 2 2 2015
A. IF YES, DID YOU CONSENT TO THE SETTLEMENT? Bves [[Jwno
Indiana Profsssional
B. TOTAL AMOUNT OF SETTLEMENT OR AWARD: I:I Licensing Agancy

C_ TOTAL AMOUNT OF SETTLEMENT OR AWARD PATD ON YOUR BEHALE:

H. NATURE OF ALLEGATIONS OR POTENTTAL ALLEGATIONS:
CONDITION TREATED: O NeCn ey
TREATMENT PROVIDED: /¢ o/ v}~
ALLEGED NEGUIGENCE:  $. ¢ b i« (l’)c~((‘.,
ALLEGED INJURY: Tehl Qe Lf.,l

L MWAMATMWOFMRWMFMS,MUMNG,BWWUMTD,YOURMWWWE
TREATMENT AND/OR SURGERY':

palsy upper e as a result of al Ufe to monior e mother's diabetes and subsequertly allowing a vaginal delvery.

(Leot C Qhlabed 855

CAROL C SHUBERT '
Notary Public, State of Michigan
County of Berrien
/ / / My Commission Expires 12~ -23-2019
) _ ) Acting in the County of SSefien

Physician-Indv-00 205 Page 10.of 10 . 07/2009




FORM B -~ PROFESSIONAL LIABILITY ACTIONS

DUPLICATE this form as neeessary to complete a separate sheet for EACH action or
allegation. Use reverse side of this form if additional space is needed.

Applicant Name: Kissel Ronald
. Last First Ml
A. Plaintiff'sName; § ~

Last First Mi

If court case, Case Name & Case Number:

B. Your Involvement in the Care (Attending, Consulting, Etc.): Attending

C. Your Status in the Case (Sole Defendant, Co-Defendant, Ownership Interest in Provider Practice Name in
Suit, Etc.); Co-Defendant

D. Allegations, including Patient Qutcome, if Available: Erb's Palsy to the left upper extremity
as a result of alleged failure to monifor the mom's diabetes and

subsequently aliowing vaginal delivery.

E. Date of Incident (mm/yy): 10/91 F. Date Filed (mm/yy):

G. Date Case Closed (mrn/yy): 12/93

Resolution Case:  [[] Dismissed [ sudgment [] Arbitration ] other
B Setlement out of Court  [] Pending [ Mediation

H. Amount Paid on Your Behalf (if any): $650,000.00

L. Professional Liability Insurer Name (if one was involved): ISMIE

J. Insurer Telephone Number; (312) 782-2749 K. Policy Number:

L. Tnsurer Address (Street, City, State, Zip Code): ) csional
20 N. Michigan Avenue, #700 indiana Professional

HicensingAgeney

Chicago, IL. 60602
Signatnre; 7/ / / 7 Date: L/ / /& / AC/ 5~

\__,’f—/f"k-— (7//%(/

Health Care Professionals Credentialing & Business Data Gathering Form Cu/‘.ﬁ’( C f&gwueﬂ} FORM B

Applicant Name: Ronald Kissel, M.D. CAROCL C SHUBERY
Notary Public, State of Michigan
County of Barrian
My Commission Expires 12-23-2019
Acting in the County of BeClien




L

BocuSign Envelope ID: 722DDBCC-68DB4SEA-AB1D-1D07BFETI61E

CompHealth

Please supply the following information regarding any instance of clairn, suit, or incident which may give rise to a claim whether dismissed, settled out of court,

Ifudgmem‘orEmﬁng. Answer all questions M This form should be M and filled out m for each claim.
GENERAL Applicant (Defendant’s) Name *
INFORMATION Ronald L. Kissel, MD
Claim  t (Plaintiffs) Name *
-1
) Date of alleged error Date of Claim *
011992
indicate whether * Q Caim (&) Suit or () Incident that has been reported to your insurance carrier
Name of insurer Agent Phone
Tsmig
Location of court where original complaint was filed Case number
Defendant's legal representative Phone
Address City State ZIP Code
Plaintiff's legal representative Phone
Address City State 2P Code
STATUS OF if closed, indicote whether:
COMPLAINT O courtjudgment findingfor 0 You O Plaintiff Date: Determinedby O suoge O Jury
® Outof-courtsettlement  Date of settlement; 12/1993
Amount paid on your behalf: § 650,000 Compensation: §
Punitive: Total setttement amount $ 650,000
QO case dismissed £ againstyou 1 Against ALL DEFENDANTS Date:
f pending, indicate: '
Claimant's settiement demand: $ Defendant's offer for settierent: 5
Insurer’s loss reserve: $ Defense reserve: 5 Deductible: $
Caiminsuit O ves O ng  1fyes, amount asked in summons: $ Compensation: $ Punitive: $
DESCRIPTION OF  { Incident tocation *
aAm St. Francis Hospital
Provide enough
information to Alleged act, error, or oenission upon which Claimant bases daim * [
ctonsevaaton | £ Paey RECEIVED
> 2 m Description of type and extent of injury or damage allegedly sustainad *
%-c z . Minor Erb's Palsy secomdary to vaginal delivery and shoulder dystocia APR 2 2 20]5 i
o g ;
tg g o Patient's condition at point of your involvement *
¥3 .= at time of delivesy Indiana Professional
200 RS RTT
s82a = (\ Patient’s condition at end of treatment * Heensing Agency
o5 = -~
o gz5 o Minor Erb's Palsy
eyego 4 '
Sea2¥ > *
@b ¥
«® = m ¢ diabetes
o ‘_", & E = §:—, Allowed to deliver (labor of about 2 hours) vaginally with subsequent shoukier dystocia and a minor Erb's Palsy
el LR - .
) - [og
& =
23 Bocusignad by:
V@

155E01SBAABSIAL |

Printed Ngfne Ronald Kissel sigratuce | Ponald, kisul ooe  10/28/2013

© CHG Menagement, Inc. 2010

- e




STATE OF-' MICHIGAN - DEPARTMENT OF LICMDNGAND BEGLULATORY AFFAJAS \

BOARD OF MEDICINE

PHYSICIAN
LTEEM

RONALD LEE KIF
“h¥3RT7 ELM COUE‘!’
NEW BUFFALO M

FE‘MAN!\‘T D, &,

“3!21‘].0.3:6::{3 01/3]./2111&

- 32FFY H/E

STATE OF MICHIGAN - DEPARTIENT OF LIS A REGULATORY AFFAIRS
. HOARD OF PHARMACY
CONTROLLED XUBSTANCE LICENSE.

RONALD LEE KISSA
14367 ELM COURT
NEW BUFFALO NI~

- RELKANNTLD, MO, . wap.xmwm_llz '
318057418 01/3173016

333460
DEA REGISTRATION THIS REGISTRATION FEE
NUMBER EXPIRES PAID
FraT27947 12.31-2016 731
SCHEOULES BUSINESS ACTVITY ISSLE CATE
22N, PRACTITIONER 07-24-2014
3 aMN45.

v!IDWEST MEDICAL #OINT OF CARE
200 QLG 13 MILE ROAD

LTE 108

ARREN, Mi 45033-0000

i
—

RECEIVED

APR 2 2 2015

Indiana Professional
Licensing Agency




Infémmal
Ronald L. Kissel License Number: 13057

4500 Oakton St License Status: Expired
Skokie IL 60076-3143 . License Date: 10/02/1981

License Renewed: 10/02/1681
Due to Renew By:
If not Renewed, License Expires: 05/01/1986

Medical School: UNIV AUTO DE GUADALAJARA, FAC DE MED
Guadalajara
Jalisco
Graduation Date: 06/12/1975
Area of Interest: Obstelrics & Gynecology

The Board does not verify curent specialfies. For more information please see the American Board of Medical Spedialties
website at htip:/www.abms.org to determine if the physician has eamed a spedialty ceriification from this private agency.

None

This license information was last updated on: 04/23/2015

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

Please note that some Board Actions may not appear until a few weeks after they are taken, due to appeals, efiective dates and

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

Agril 24, 2015




et
STATE OF MICHIGAN

RICK SNYDER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS MIKE ZIMMER
GOVERNOR LANSING DIRECTOR

VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF April 24, 2015

NAME: Ronald Lee Kissel BIRTHDATE: 09/25/1948

ADDRESS: 14367 Elm Court
New Buffalo Ml 491170000

TYPE: Medical Doctor ORIGINAL DATE: 08/27/2012
LIGENSE NUMBER: 4301101860 STATUS: Active EXPIRATION DATE: 01/31/2016
OBTAINED BY:; Endorsement ~ Licensed >= 10 Years

EXAM DATE EXAM TYPE EXAM SCORE OR RESULT
DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS NONE

This license information was last updated on: 4/23/2015

LARA is an equal opportunity ermployeriprogram.
Auxiliary aids, services and other reasonable accommodations are available upon request to individuals with disabilities.
HEALTH PROFESSIONS LICENSING DIVISION
511 W. OTTAWA ST. 1ST FL » P.O. BOX 30870 » LANSING, MICHIGAN 48909
hitp:/www.michigan.gowhealthlicense « 517-335-0918




Board of Medical Licensure & Supervision
State of Oklahoma

101 N.E. 51st Strest
Okiahoma City, OK 73105

P.0. Box 18256
Oklahorna City, OK 73154-0256

April 24, 2015

This is to certify that the records of this Board indicate on the date of this letter the following information

regarding:

Name: RONALD LEE KISSEL
Address Date:
Address 1: 800 AUSTIN
Address 2: #201
Address 3:
City, State, ZIP: EVANSTON, IL 60202

Profession:
Profession Type:
License Number:

License Date:
Status:

Status Class:
Expiration Date:
Endorsed By:
Restricted To:

Previous Licenses:

LA

Disciplinary Actions:

Date Description

MEDICAL DOCTOR
MD

13314

08/15/1981

Inactive

Expired License
06/30/1992

FLEX

lssued .. Expired ..

No Disciplinary Actions Taken

Details of Disciplinary Action, if applicable, wilt be made available by photecopy from the public file tipen

written request only.

To expedite the verification of licensure/centification process, the above is the standard format for all
professions regulated by this board

The Oklahoma State Board of Medical Licensure and Supervision certifies that the verification data
displayed here is accurate aceording to the information stored in our database as of 04/23/2015.

Robyn Hall
Director of Licensing
{405) 848-6841 ext 113

vt St o e e [

Phone: 405-962-1400  * FAX (405) 9621459 ' Web Page: www.ckmedicalboard.org




Illinois Department of Financial and Professionél Regulation

Division of Professional Regulation

Bruce Rauner Bryan A. Schneider
Governor Secretary
Jay Stewart

Director
Division of Professional Regulation

CERTIFICATION OF LICENSURE

IPLA-Medical Examining Board
402 W Washington St Room W(072
Indianapolis IN 46204

Licensee: RONALD L KISSEL MD

License Number: 036.064944

Profession: LICENSED PHYSICIAN AND SURGEON

Date of Issuance: 07/30/1982

Expiration Date; 07/31/2017

License Status: ACTIVE .
JUNT b2

License Method: ENDORSEMENT-FLEX iana Prafessions!
Licgnsing Agency

Disciplinary History: Has not been disciplined -

This document is a certified copy of the records maintained and kept by this Department
in the, Le;gg'lar' course of business as of today’s date.

e RRES SOy e,
...b &?ﬂ.“--u.% 0“'
§ S e .
PR 21 w
el ; A 6June10. 2015
§5 Jay\Ségagrt #7 Date
NN et \ Director
.Gfmcgss\@*‘. , Division of Professional Regulation

Refer to the Department’s Web Site at www.idfpr.com fo verify professional licenses via
License Look-Up.

www.facebook.com/ILDPR www.idfpr.com http://twitter.com/#/IDFPR
LC2-CERT OF LiC.rif




