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ARIZONA BOARD OF MEDICAL EXAMINERS

1651 E. Morten, Suite 210
Phoenix, Arizona 85020
A.C. (602) 255-3751

APPLICATION FOR A LICENSE
TO PRACTICE MEDICINE
THROUGH
ENDORSEMENT AND SPEX WRITTEN EXAMINATION

FOR BOARD USE
DO NOT USE THIS SPACE

BOMEX
MAY - 9 1995

pe CUMPLETED BY THE APPROPRIATE AGENCY AND RETURNED DIRECTLY TO THIS BOARD

INFORMATION

Arizona prescribes to the written Special Purpose Examunation (SPEX) of the Federation of State Medical Boards of the United States which
are offered in March; June; September; and December, annually The FILING DEADLINE date to each is November 30; March 1; May 30;

and August 23, respectively and completed applications received after those dates will be assigned to the then next regularly scheduled
examination.

All candidates shall provide satisfactory evidence that:
1. He possess a good moral and professional reputation
He 1s physically and mentally able to engage safely in the practice of medicine.

3. He has not been found guilty of any act of unprofessional conduct; medical incompetency; or mentally or physically unable to engage
safely in the practice of medicine.

4. Hehas not had disciplinary action taken against him by any other state, territory, district or country for reasons relating to his ability to
engage safely and skillfully in the practice of medicine.

Applications not fully complete within one year from date of receipt, including participation in the SPEX examination are considered
withdrawn.

APPLICATION INSTRUCTIONS
(Read Carefully)

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

1.

Evidence of name and date of birth* a photocopy of birth certificate; or documentary evidence for consideration (Visa, alien resident card,
Passport, etc.)

Certified evidence of any legal name changes other than that shown on certificates filed in accordance with paragraph 1 above, (e.g., marriage
certificate).

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

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

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

Photocopies of all certificates awarded upon completion of any 1nternship, residency, fellowship or other post-graduate medical education
undertaken in United States or Canadian hospitals; OR letters of certification of partial; past; or current tramning.



7. The name and address of all of your hospital affiliations for the five years prior to filing this application and the Chief of Staff or Chaef of
Service for each.

8 A statement of your exact whereabouts and nature of practice fromdate of graduation from medical school to the present, with specific month
and year listed for each location. No period unaccounted for 1s allowed.

9. Cashier’s Check or Money Order in U.S. Funds (personal checks not accepted), covering the statutory fee of $550.00 There are no refunds

10. Applicants, whose written examination; FLEX examination; National Board of Medical Examners (NBME) or Licensing Medical Council
of Canada (LMCC) certificates, upon which endorsement is sought was received more than ten years preceding the filing of this application,
are required to submit to the SPEX examination.

11. Credentials submitted in foreign languages shall have affixed thereto a certified translation into English.
12. Separated or Mutilated Applications are not acceptable and will require refiling.
13. Requests for exemptions or waivers of any portion of this application will be denied and will delay your consideration for licensure

14. NOTE: All credentials submitted must remain the property of the Arizona Board of Medical Examiners and NONE will be returned except
original Certificates of Naturalization or the applicant’s triplicate copy of Declaration of Intention.

15. Photocopies shall not exceed 8 'z inches by 11 inches in size.
UNITED STATES OR CANADIAN MEDICAL SCHOOL GRADUATES

Graduates of medical schools located in the United States or Canada which were approved by the Council on Medical Education of the
American Medical Association, the Canadian Medical Council, or the Association of American Medical Colleges, will forward forms
numbered I, II, and III to the appropriate agency with the request that they be completed and returned directly to the Arizona Board of
Medical Examiners. '

ALL OTHER MEDICAL SCHOOL GRADUATES

Graduates of medical schools located outside the United States or Canada will forward Forms numbered 1, II, 111, and IV as may be appli-
cable, to the appropriate agency with the request that they be completed and returned to the Arizona Board of Medical Examiners.

Note:  Applications will not be processed not considered until ALL required forms are completed and returned directly to the Anzona

address provided.
APPLICATION
(To be completed, signed by applicant and notarized. All questions MUST be answered completely.)
1. Present Legal Name: ___ /X AM IS &,/ em DOUELAS
PRINT OR TYPE (Last) (First) (Middle) (Maiden)

(a) Other names used:

2. Address: Residence:

(No.) (Street) ity tate 1p Co: one
Office 3205  pAL; werew  AVE BAvpx MY WY (11E)SHE-Fls
(No.) (Street) (City) (State) (Z1p Cade) {Phone)

3. City and State of Birth __ || | | — oo Doy and Year o Biren __|

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

(Specify State Board) (Date of Apphication) (Result) (Certuficate No )
(Date Issued) (Specify of by Written Examunattons or on Credenhials)

(b) (Specify State Board) (Date of Application) (Result) (Certificate No )
(Date Issued) (Specify if by Written Examunations or on Credentials)

5. Has any disciplinary or rehabilitative action including reprimand, censure, probation,
restriction, limitation, suspension, stipulation, written consent agreement or revocation
ever been taken against you by any state licensing (including other health professions)

Board? ﬁ/ )

6. Have any actions, restrictions, limitations (including probation or academic probation) (Answer)
been taken while you were participating in any type of training programor by any health
care provider? Yo

7. Have you ever been charged with a violation of any law, statute, rule or regulation of an

- N (Answer)
domestic or foreign governmental agency? ( EXCEPT AoTof VEHICLES e

8. Has there been any action initiated against you by or through any medical board or (Answen)
association? . Vo

(Answer)




10.

1L

12

13.

14.

15.

16.

Have you ever had a medical license revoked; suspended; limited; restricted; placed on
probation; voluntanly surrendered or canceled dunng an investigation or in lieu of

disciplinary action, entered into a consent agreement or stipulation? l(:g )
er)

Have you ever had hospital privileges revoked; denied; suspended or restricted in any

way? »0
(Answer)

Have you ever been named as a defendant 1n any malpractice matter which resultedina yES

settlement or judgement against you in excess of $20,000? e

Have you ever been convicted of Medicare or Medicaid fraud or received sanctions

(including restriction, suspension or removal from practice) imposed by any agency of the

federal government? Vo
(Answer)

Have you ever had your ability to prescribe, dispense or administer medications limited, 7

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

Note:  Inthe event theresponse to any of the questions numbered 5 through 13 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 results of any hearings, and the disposition of such charge(s). Provide the name and address of applicant’s insurance
carrier and the name and address of patient’s attorney. IN ADDITION, the applicant must provide that certified photocopy(ies) of
any hearings, settlements or judgements be submitted to this Board.

Have you ever taken a leave of absence (other than for pregnancy) during medical school,
training, or any other practice?

Vo
Do you have any chronic ailment communicable to others? _

(Answer)

Do you have any medical condition which in any way impairs or limits your abihity to safely practice any field of medicine. -
Ability to practice medicine 1s to be construed to mclude all of the following:

1  The cognit:ve 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 voice amplifiers; 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.

17

Within the last ten years, have you been diagnosed with or have you been treated for bi-
polar disorder, schizophrenia, paranoia, or any other psychotic disorder?

Have you, since attaining the age of eighteen or within the Iast ten years, whichever period
is shorter, been admitted to ahospital or other facility for the treatment of bi-polar disorder,
schizophrenia, paranoia, or any other psychotic disorder?

If you answered “YES” to any part of this question, please provide details on a Supplemental Form, including date(s) of diagnosis or treatment,
a descniption of the course of treatment, and a description of your present condition. Include the name, current mailing address, and telephone
number of each person who treated you, as well as each facility where you received treatment, and the reason for treatment.

18. List Internships, Residency and Fellowship training -chronologically showing institution, address and type of program, and dates. Attach
separate listing if needed.
Se. S5 4;&1,.../5 T AT
19. Are you American Board certified? JES Specialty 08/4 v [fATHotocy /ﬂ/" </ Ff)
4 < -
20.

Have you completed the educational requirements for any of the American medical specialty boards? If so, which? Yhs 65 &z #/ﬂ



- -
v
-
“ L4 ¥

21. Exact whereabouts and nature of practice fromdate of graduation from medical school to the present, with specific MONTH and YEAR histed
for each. No period unaccounted for 1s allowed. Attach separate listing if needed.

At ME Ly Yok .44 from 7/70 to ‘/7""
Cuy State £ ‘

M___YANDENDEne AR <4 from /75 o /78
City State 4 j

M RENO N4 from ¥ /7% w__ e/ P€
City State,

A____HAmoyer Py wom 7/ #¢ o/ F0
City State S i

At A E & Yarsic Ny from 7/ Fo to LRES G A T
City State !

At 2 from to
GCity State

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

YES Where? ___LHIENIx |, Eebwsacs , SCOTsppte
Solo or in Association with? Solo
23. What is your intended specialty practice? CINECEOEY NI LATHICIEY
24. What branch of the United State Armed Forces have you served with, if any, including USPHS? “u s 2F
Active duty? From / '/ €7 to 7/78
Month and Year Month and Year
STATE OF
SS
County of }
The applicant
(PRINT OR TYPE) (Name 1n Full)

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 contamned 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 and that the applicant is aware and 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 formation, files or records requested by that Board in connection with this application; or mental ability to safely engage 1 the practice
of medicine. I further authorize the Arizona Board of Medical Examiners or its successors any information, files or records requested by that Board 1n
connection with this application; or any furtheror future investigation by that Board necessary todetermine my med:cal competence, professional conduct
or physical or mental ability to safely engage in the practice of medicine. I further authorize the Arizona Board of Medical Examiners or 1ts successors
to release to the organizations, individuals or groups listed above any information which is matenal to this application or any subsequent licensure I
further acknowledge that falsification or misrepresentation of any item or response on this application is adequate to deny the same or to hold a hearing

to revoke the same, if issued.

Signature of Applicant %%ﬁu ”@'\ % . » M.D. (NOTARIAL SEAL)

&
Subscribed and sworn to before me this %? day of M b 19 / 5
;o ‘ c s sE GAUDREAU
My Commission expires > ;. Cyohe, Now Hampshive
o3 Saes June 25, 1998

Notary Signature

MAY.~ 9 199;5 FOR OFFICE USE ONLY

Apphcation Rec’d ‘ 19 Application Processed by C;]f

Application Completed . 19 Application Checked by .bd i -
Form No. I Rec'd & 19_ 9> Application Approv7d (] 1= 19/
Form No.IlRec'd __ v/ 2 1998 By 2/ Jairngl NI

Form No. Il Rec’d___ 5§ 1€, 1995 Licefse Tesued ___ /4 Urventon |7 1995
Form No. I Rec’d__ ) | 19_9S LicenseNo. __ =~ 3 599 ’

Form No. I Ree’d___5 / 15 19

Form No IV Rec'd _ 19 N

Investigation Completed 15

Revised 2/95 Reorder # IPS 40223
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. « ! MAY BE XEROXED 1F ADDITIONAL COPIES ARE NEEDED S o
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ARIZONA BOARD OF MEDICAL EXAMINERS
OF THE STATE OF ARIZONA
APPLICANTS: List all hospital affiliations for the past five (5) years, lncluding
moonlighting and courtesy stalf affiliations.
List all employment with medlical agenciles of employment, e.g., physician
placement group! emergency medical group radiology group; etc.
\1/) HOSPITAL: LA CUAARD I o Jesp] e 5/ s
ADDRESS: /dL-G/ €67° pets  Faresr HFills vy )i
City State Zip Code
DATE OF STAFF MEMBERSUIP: /492
TYPE OF STAFF MEMBERSUIP: AT TZ2H# /4 F
2) HOSPITAL: S 7. LUKES //(00’.!4 VELT™ o1/, Trers 7/2 @/$Jﬂ
Id
ADDRESS: _ /0ge  TENTH A¥E  NEG YRfE ry - ted/¥
Clty State Z1ip Code
DATE OF STAFF MEMBERSHIP:  JTA A"  [§§4F
TYPE OF STAFF MEMBERSHID: PITENDINE
N/[X 3) HOSPITAL: £ & M HursT [P Tee N TR AW V1S s
75-0/ BArosowsy
ADDRESS: @ Awwex Lemplans ry 72954
City State Zip Code
DATE OF STAFF MEMBERSHIP: I aElle
TYPE OF STAFF MEMBERSIIIP: ST FENI JHE
4) 1OSPITAL:
ADDRESS :
' City State Z1p Code
DATE OF STAFF MEMBERSIIP:
TYPE OF STAFF MEMBERSHIP:
‘\54 MEDICAL AGENCY OF EMPLOYMENT: CA/CES [/ oAfas  MED/c AL GARIGS c,\-’i'é
ADDRESS: @7-7] @ alehsr  Dewd  Forbsr Milfse NV A7 76"
City State Zip Code
DATE OF EMPLOYMENT: DEC /550 - L ARESLAST
6) MEDICAL AGENCY OF EMPLOYMENT: YA ﬂEX
S W )] =
ADDRESS:

City Stale MAYP~CH%

DATE OF EHPLOYUENT:
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THIS IS AN IVPORTANT RECORD
surat wrn !

1 LASY NAME FIRST NAME MIDDL £ NAME

RAMOS WILLIAM DOUGLAS

2 six

M

1 SOCIAL SLCURITY NUMBER

5 [EPARTMINT COMPONENT AND BRANCH OR CLASS

RegAF (MC)

6u. GRADE RATE OR RANK

¥MAJ

DATE OF
BIRTH

8
|

SELECTIVE SERVICE NUMBER
Z1P CODE

NA

NA

A SELECTIVE SERVICE LOCAL BOARO NUMBER CITY STATE AND

Y

9a YYPE Of SEPARATION

Discharge

. AUTHORITY AND REASON

h STATION OR INSTALLATION AY WHICH EFFECTED

Vandenberg AFB, CA

¢ HOME Of RECORD AT TIME OF ENTRY INTO ACTIVE SERVICE

o

EFFECTIVE
DAYE

YEAR

1978

MONTH

Jun

29

7 CHARACTER OF SERVICE

HONORABLE

11 LAST DUTY ASSIGNMENT ANO MAIOR COMMAND

USAF Hospitsal, Vandenberg

Tf RMINAL DATE OF RESERVIS
MSS OBLIGATION
MONTH DAY

13

YE AR

NA

14 PLACE OF ENTRY INTO CURKRINT AC TIVE SERVICT

I TYPE OF (ERTIFICATE ISSUED

DD Form 256AF

12 COMMAND TO WHICH TRANSTI

(SAC) NA

RRED

10 REENLISTMENT CODE

Cis Stat il Zg Cal

New York, NY 10L63

16 PRIMARY SPECIALTY NUMBER AND
TTLE

9496-Obstetrician &

Gynecologist 070.

h RELATED CIVILIAN OCLUPATION AND
00T NUMBER

Obstetrician

o NET ACTIVE SERVICT Trus PER

108

b PRIOR ACTIVE SERVICE

17a SECONDARY SPECIALTY NUMBER AND
TALE

A RELATED

NA

DO T NUMBER

CIVILIAN OCCUPATION AND TOTAL ACTIVE SERVICT =

15

DATE ENTERED ACTIVE
DUTY THIS PERIOD

YEAR

1967

RECORD »¥ SERVICE

YEARS

MONT DAY
Jan | 11
MONT S VEYS

10D

+

11

05

00

00

11

05

d PRIOR INACTIVE SERVICE

TOTAL SERVICE F OR Pax

NA

{ FOREIGN AND/OR SEA SERVICH

18 INDOCHINA OR KOREA SERVICE SINCE AUGUST 5 1964

[ ves Bcl ~o

21 TdE LOST Preceding Twa lrst 22 DAYS ACCRUED

LEAVE PAID

NO TIME LOST

1.0

23 SERVICEMEN S GROUP LIFE
INSURANCE COVERAGE

[Is1so00 [ ]s5000

(X) #20,000
[TJswoo0 [] ~one

24 ODISABHITY SEVERANCE PA v

3 no [7] ves

ARQUNT :NA

20 rGHEST EDUCATION LEVEL SULCESSE L

!

IS PrRINC

SECONDARY /HIGH SCHOO ,,,]:,2,_,»9\ 4 rraw

e

25

a TVer

00

12

00

COMPLETED fn ) ar

COLLEGE 8 —

PERSONNEL SECURITY INVESTIGATION

RS

¥BI

b DATE COMPLETCOD

20 Jan 65

AFOUA W/10LC, AFR 900-48.
AFR 900-L8.

26 DECORATIONS MEDALS BADGES COMMENDATIONS CITATIONS AND CAMPAIGN RIBBONS AWARDED OR AUTHORIZED

SAEMR W/1 Device, AFR 900-48.

NDSM, AFR 900-48.

AFLSA,

27 REMARKS

Blood Group: AFSN:

¥Ttem 2%a cont:

AF11430656 DAFSC: 9Lg6.

1st Dist/0SI Westover AFB, MA 01022.

"Individual requests a copy of DD Form 21k." [}’/9/(

i

SEOD rek af

JANMES FRYW.DIIRICK JR,

2E AR NG ANLHESS AFTIR SEPARATION o £ RID Cov Conaty Sat and Zip € wde !

2LT, USAP
Chief, Quality Force Section

29 SIGNATURL OF PERS W~ HI N

31 SILGWATURE OF OFF IR AL T < IRIZED TO Shun

Qs 7 oedowdh Qa.

L ARATED

%ii?;L«iﬁ;gih- - /462%?71?',zﬁ§1 - é?:,,_

DD " 214

N NTATVIR ]

FHIS Is AN IMEGR YN | R (RIS
SYEGEARD T

REPORT OF SEPARATISN FROM ACTIVE DUTY

1.
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JOHN D MILAM, M D
HOUSTON, TEXAS
PRESIDENT

PETER A WARD, M D
ANN ARBOR, MICHIGAN
VICE PRESIDENT

FREDERICK R DAVEY, M D
SYRACUSE, NEW YORK
SECRETARY

BARBARA F ATKINSON, M D
PHILADELPHIA, PENNSYLVANIA
TREASURER

MERLE W. DELMER, M D
SAN ANTONIO, TEXAS
IMMEDIATE PAST PRESIDENT

WILLIAM H HARTMANN, M D
TAMPA, FLORIDA
EXECUTIVE VICE PRESIDENT

The American Board of Pathology

* A Member Board of the Amencan Board of Medical Specialties «

Please addi ess all communications to
Office of The American Board of Pathology

Mailing address Express address
P O Box 25915
Tampa, Florida 33622-5915
Tel 813/286-2444
FAX 813/289-5279

One Urban Centre, Suite 690
4830 West Kennedy Boulevard
Tampa, Flonda 33609-2571

7 Augst 1995

Board of Medical Examiners Of The State Of Arizona
1651 East Morten Avenue

Suite 210

Phoenix, AZ 85020

To Whom It May Concern:

STEPHEN D ALLEN, M D
INDIANAPOCLIS, INDIANA

RAMZI S COTRAN, M D
BOSTON, MASSACHUSETTS
{Leave of Absence)

DWIGHT K OXLEY, MD
WICHITA, KANSAS

DEBORAH E POWELL, M D
LEXINGTON, KENTUCKY

HOWARD M RAWNSLEY, M D
HANOVER, NEW HAMPSHIRE

DAVID B TROXEL, M D
CONCORD, CALIFORNIA

KAY H WOODRUFF, M D
SAN PABLO, CALIFORNIA

ROSS E ZUMWALT, M D
ALBUQUERQUE, NEW MEXICO

William Douglas Ramos, M.D. is a diplomate of The American Board of
Pathology having been certified in combined Anatomic and Clinical Pathology in

August 1990.

Dr. Ramos received a certificate for special qualification in Forensic Pathology

in June 1991.

WHH/dr

SEAL

Sincerely yours,

William H. Hartmann, M.D.

Executive Vice President

RECEIVED B.O.M.E.X.

AUG 17 95



American
Board of
Obstetrics &
Gynecology

Robert C Cefalo, MD,Ph D
Chapel Hill, NC
President

Mary J O'Sullivan, M D
Miam, FL
Vice President

Morton A. Stenchever, M D
Seattle, WA
Treasurer

Albert B Gerbie, M D
Chicago, IL
Chairman of the Board

William Droegemueller, M D
Chapel Hill, NC
Director of Evaluation

Norman F Gant, M D
Executive Director
2915 Vine Street

Dallas, TX 75204-1069
Phone (214) 871-1619
Fax (214)871-1943

Eit Y Adashi, MD
Baltimore, MD

Alan H DeChemey, M D
Boston, MA

Phalip J DiSaia, M D
Orange, CA

Sharon L Dooley, M D
Chicago, IL

Wesley C Fowler, Ir, M D
Chapel Hill, NC

Ronald S. Gibbs, M D
Denver, CO

Donald K Rahhal, M D
Oklahoma City, OK

Edward E Wallach, M D
Baltimore, MD

Gerson Weiss, M D
Newark, NJ
Drrectors

Incorporated 1930

A founding member of
The American Board of
Medical Specialties

July 24, 1995

Board of Medical Cexaminers

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

WILLIAM DOUGLAS RAMOS, MD
Diplomate #1562

Reference:

Dear Administrator

Dr Willlam Douglas Ramos 1s a diplomate of The American Board of Obstetrics &
Gynecology, Inc (ABOG) certified m 1976.

This office responds to inguiries concerning the status of physicians in the certification
process according to the following:

1 Anindividual 1s a registered residency graduate with ABOG when, upon
application, ABOG rules that he/she has fulfilled the requirements to take the written
examination.

2 An individual may achieve active candidate status by passing the written
exarmnation This status 1s imited to six years and if expired may be regained by
repeating and passing ABOG's written examination.

3 An individual becomes a diplomate of ABOG when he/she has fulfilled all
requirements, has satisfactorily completed the written and oral examinations and has
been awarded ABOG's certifying diploma. Diplomas issued in 1986 and thereafter are
vahd for 10 years.

Slncerely yours

No man F Gant, M.D.
Executive Director

NFG:ks

RECEIVED BOMEX,
JuL27 95



William M. Ramos, M. 1.
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MWilliam Douglas Ramos, M.
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The American Board of Pathology
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MAY - 9 1995
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COMPOSED OF REPRESENTATIVES OF THE
AMERICAN GYNECOLOGICAL SOCIETY
AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS
SECTION ON OBSTETRICS AND GYNECOLOGY, AMERICAN MEDICAL ASSOCIATION
AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
ASSOCIATION OF PROFESSORS OF GYNECOLOGY-OBSTETRICS
‘ CERTIFIES THAT

WILLIAM DOUGLAS RAMOS

HAVING PURSUED AN ACCEPTED COURSE OF GRADUATE STUDY AND CLINICAL WORK, HAS MET THE STANDARDS
AND QUALIFICATIONS AND PASSED THE EXAMINATIONS REQUIRED BY THE AMERICAN BOARD OF OBSTETRICS
AND GYNECOLOGY, INC. HE HAS THEREBY DEMONSTRATED TO THE SATISFACTION OF THIS BOARD THAT
HE IS POSSESSED OF SPECIAL KNOWLEDGE, AND BY THE AWARD OF THIS DIPLOMA HIS PROFICIENCY
IN THE SPECIALTY OF OBSTETRICS AND GYNECOLOGY 1S RECOGNIZED AND HE 1$ AN ACKNOWLEDGED

DIPLOMATE OF THIS BOARD
NOVEMBER 5§, 1976

M . veeses + ua- PRESIDENT

T g 3
o=
A I bt et e e g e -




FORMI ~

MEDICAL COLLEGE CERTIFICATION

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by the medical
school granting the medical degree This is your authority to release any information in your files of record, favorable or otherwise,
DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210,
PHOENIX, ARIZONA 85020. Your early response will be appreciated.

Name; _‘/:.J/o.ﬂﬂ J. Aﬂﬂﬂs ,M.D. M,MD.

(Please Prnt or Type) (Signature)
saoess: [
(Street) (City and State)
Date: £ //J' j/ ¢S ClASsS «r /%70
(DO NOT DETACH)

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

‘This is to certify that \A)\“\me D %m&s

(Full Name of Student)

whose photograph is attached hereto, was granted t:z degree of M D by

SUNY Heally Science (Sntevat Proskiyy (Tonsels tesm! |on Jone 319 75

(Full Natne of School or College of Medicine as it appears on the Applicant’s Medical degree diploma)

that the date of his/her matriculation in medical school was éep béf /; , 19 é é’ ; and that he/she attended

J % full courses of medical lectures comprising ? months each as verified be the attached certified copy of
(Number) (Number)

his/her transcripts.

1 Was applicant ever required to repeat any segment of training? If YES, which part(s)?

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

3  Was there any reason not to continue applicant in the training program? If YES, please attach a written explanation.

4 Did the applicant bave any medical condition which in any way impaired or limited his/her ability to safely practice any field of
medicine? Ye 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 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 perform medical tasks such as physical examination and surgical procedures, with or without the use
of aide 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, emotional or mental illness, specific learning disabilitieg, HIV disease, tuberculosis, drug addiction and alcoholism.

5. Was the applicant ever diaoinosed with or treated for bi-polar disorder, schizophrema, paranoia, or any other psychotic disorder?

Yes N N \
| 0 RECEIVED B.0.M.EX.
0cT -5 95

(OVER)



Has the applicant ever been admuitted to a bospital or other facility for the treatment of bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? Yes- No

If “YES” to any part of this question, please provide details on a Supplemental Form.

6. Did applicant ever take a leave of absence (other than for pregnancy) during medical school, training or any other practice?
If YES, please attach a writien explanation.

7. Were applicant's final evaluations in every category rated satisfactory and/or above? If NO, please attach cerufied
photocopy of evaluation, together with written explanation.

~ ~

I/,
Signed o~ 7 2 A R ,M.D.

- P o WPty ',u/// PR P

i f
Dean Y
President  { of (SEAL OF COLLEGE)

ecretan _
Regisirar > Date _August- /3 19 X

Address: {éﬁ Clothson Frenve 874///‘//7 Ny s
’ IRECT to:

Medical Examiners, 1651 E. Morten Avenue, Suite #210, Phoenix, Arizona 85020

nt must assume the responsibility for completion of this form and is
that it must be fully completed and forwarded to the Arizona Board
Examiners before any application may be considered.




State University of New Yrork .
Health Sclence Center at Brooklyn

450 Clarkson Avenue, Box 98
Brooklyn, New York 11203-2098
718-270-1875

Division of Student Affairs
Office of the Registrar

DATE: sgpTEMBER 9, 1995

TO WHOM IT MAY CONCERN:

This is to certify that WILLIAM RAMOS attended the

State University of New York Health Science Center at Brooklyn as a matriculated

student from 9/12/66 to 6/3/70 at which time a
M D degree was conferred.
Sincerely,
a;/, ({MZ é,/)%
"y

Sophie Christoforou
Assistant Dean for Student Affairs
and Registrar

RECEIVED B.OMEX.
0CT -5 95
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STATE UNIVERSITY OF NEW YORK

DOWNSTATE MEDICAL CENTER
.COLLEGE OF MEDICINE

"~ ON THE RECOMMENDATION OF THE FACULTY
"AND BY VIRTUE OF THE AUTHORITY VESTED IN THEM
“THE TRUSTEES OF THE UNIVERSITY HAVE CONFERRED ON

WILLIAM DOUGLAS RAMOS
... THE DEGREE OF. °
‘ "DOCTOR OF MEDICINE
" AND HAVE GRANTED THIS DIPLOMAAS EVIDENCE THEREOF

;’GIVEN INTHE CITY OF NEW YORK INTHE STATE OF NEW YORK
IN TI—IE UNITED STATES OF AMERICA ON THE TI—IIRD DAY OF ]UNE

A
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FORM i

POSTGRADUATE TRAINING CERTIFICATION
TO WHOM IT MAY CONCERN:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital wherein
I participated in an approved post-graduate training program in the United States or Canada. This is your authority to release any
information in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX, ARIZONA 85020. Your early response will be appreciated.

Name: &7, HiAa 2. [Shmar ,MD. % O rsen SV ,M.D.

(Please Print or Type) . (Signature)

s —
(Street) (City and State

(DO NOT DETACH)

(This section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed (or will complete) a program approved post-graduate training m the United States or Canada.)

This is to certify that D~ S D, O \Q Coelays » M.D. undertook and
(Name of Apphcant 1 Full)
'\ . TN
satisfactorily completed a full term approved program of _S_"\'_mom.hs in the: KA\ ONARANTRA } ]< D C{‘-‘w—\-—)
(Number) (Full Name and Complete Address of Hospital) \ A q-.f -
) (&/CN&RAN*\ A ~rea- Mr&/\rf\ NN 113072

in the field of Q\(}S/ AN from 7//}70 0 \'3*\3'](“?

' (Date) (Date/Antcipated Date)

and that the said program was approved for post-graduate training during that period by the Accreditation Council for Graduate Medical
Education, or the Royal College of Physicians and Surgeons of Canada. YES X NO

1. Was applicant ever required to repeat a ésg%m of training? N O  If YES, which part(s)?

8,
* EER

=
5

BN nn e
2. Was applicant ever placed on ptgl E %ﬁg@Cﬁé&'or limited? _ N 8 If YES, please attach a written explanation.

3 Was there any reason not to continue applicant in the training program? _ Y Y If YES, please attach a written explanation,

4 Did the applicant have any medical condition which in any way impaired or limited his/her ability to 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 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 perform medical tasks such as physical examination and surgical procedures, with or without the use
of aide or devices, such as corrective lenses or hearing aids.

“Medical conditton” includes physiological, mental or psychological conditions or disorders, such as, but not limited to orthopedic,

R

WIMLE S



mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction and alcoholism.

5 Was the applicant eWed with or treated for bi-polar disorder, schizophrenia, paranoia, or any other psychotic disorder?
Yes No

Has the applicant ever been admutted to a hospiWacility for the treatment of bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? Yes- No

If “YES” to any part of this question, please provide details on a Supplemental Form.

6 Dud zﬁphcant ever take a leave of absence (other than for pregnancy) during medical school, training or any other practice?
0 If YES, please attach a written explanation.

7. Were applicant's final evaluations in every category rated satisfactory and/or above? \/M ._If NO, please attach certified
photocopy of evaluation, together with written explanation.

Signed NB\MK\ML/L (SEAL OF HOSPITAL)
&/ ~ ‘ (So indicate if none)
Title Py Do de’ V’U
{iNGS COUNTY HOSPITAL CENTER
Address: GFFICE OF HOUSE STAFF AFFAIRS Date M acy, ( / 1975
458 Clvrinn flvanun Box 35 174
Revised 2/95 Reorder # IPS 40169 m" m

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




STATE UNIVERSITY OF NEW YORK
DOWNSTATE MEDICAL CENTER
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NEW YORK CITY
HEALTH AND HOSPIIALS CORPORATION
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Alviards His cortificute - William DouglasRamos, XCD.
//gr/ ,chlézf%c/m% /&W%f”ﬁm ?/ delics al Lois /Aauyw'éz/
s Intern, mayoring in Obstetrics - Gynecology
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NEW YORK CITY

STATE UNIVERSITY OF NEW YORK
HEALIH AND HOSPIIALS CORPORATION

DOWNSTATE MEDICAL CENTER

Arvards Ghis certificate £ illiom Douglas Ramos, 7. D.
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STATE UNIVERSITY OF NEW YORK
DOWNSTATE MEDICAL CENTER

NEW YORK CITY
HEALTH AND HOSPIFALS CORPORATION

Alvardds Dhis cerlificate e William Dovglas Ramos, 7. D.
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KINGS COUNTY HOSPITAL CENTER

HOUSE STAFF AFFAIRS
451 CLARKSON AVENUE, BROOKLYN, NY 11203

Tel (713) 245-2026,27
(713) 245-4331,87
Fax? (718) 245-4062

Janet Goldson- McXenzie
Assistant Director Room B-1155

May (1, 1995

TC WHOM IT MAY CONCERK:

Please be advised that Kings County Hospital Center does not have
an official Seal. The Seal is under the jurisdiction of The
New York City Health & Hospitals Corporation.

Sincerely.,

JINT £

e

et GolgsonfMcKenzie
As’sistant Director

Office of Professional Affairs

JGMcK/sek



NEW YORK CITY
HEALTH AND HOSPITALS CORPORATION
KINGS COUNTY HOSPITAL CENTER
451 CLARKSON AVENUE
BROOKLYN, N.Y. 11203
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FORM 1li

POSTGRADUATE TRAINING CERTIFICATION

TO WHOM IT MAY CONCERN:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital wherein
I participated in an approved post-graduate training program in the United States or Canada, This is your authority to release any
information in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX, ARIZONA 85020. Your early response will be appreciated.

Name: _ &/, Jlisn 2. fifMes MD, L L Aassr A2 D,

(Please Prnt or Type) (Signature)
eess [
(Street) (City and State)

(DO NOT DETACH)

(This section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed (or will complete) a program approved post-graduate training in the United States or Canada.)

This is to certify that William D. Ramos . M.D. undertook and
(Name of Apphcant in Full)

48 : - -
satisfactorily completed a full term approved program of ______months in the: _ Dartmouth—-Hitchcock Medical
(Number) (Full Name and Complete Address of Hospital)

Center, 1 Medical Center Drive, Lebanon, NH 03756-001

in the field of Pathology from 7/1/86 o 6/30/90

(Date) (Date/Anticipated Date)
and that the said program was approved for post-graduate training during that period by the Accreditation Council for Graduate Medical
Education, or the Royal College of Physicians and Surgeons of Canada. YES NO

1. Was applicant ever required to repeat any segment of training? _ ~0 If YES, which part(s)?

2  Was applicant ever placed on probation, restricted or limited? MU IfYES, please attach a written explanation.
3. Was there any reason not to continue applicant mn the training program? __V If YES, please attach a written explanation.

4. Did the applicant have any medical condition which m any way impaired or limited his/her ability to safely practice any field of
medicine? Ye_ 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 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 perform medical tasks such as physical examination and surgical procedures, with or without the use
of aide 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,

W%ﬂg bl
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mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction and alcoholism.

5. Was the applicant ever diagnosed with or treated for bi-polar disorder, schizophrenia, paranoia, or any other psychotic disorder?
e I o I

Has the applicant ever been admitted to a hospital or other facility for the treatment of bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? Yes o

If “YES” to any part of this question, please provide details on a Supplemental Form,

6. Did applicant ever take a leave of absence (other than for pregnancy) during medical school, tramning or any other practice? ~g
If YES, please attach a written explanation.

7. Were applicant's final evaluations in every category rated satisfactory and/or above? <3 If NO, please attach certified
photocopy of evaluation, together with written explanation.

S1 (SEAL OF HOSPITAL)
J (So indicate if none)
Title rATCTTO '\’?A/r}{@ 07 ﬂe‘! ety ?'\-D@;,/vﬂ-n,\
Address: Ao Tl - ﬁL‘MOCé‘MeDﬂ% a”’\; CerPnon, M Date M7 (< J195d

Revised 2/95 Reorder # IPS 40169

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




Bartmouth~Hitcheock Hedical Center

‘@Tlﬁa fuill nertifg that

has faithfully serued as

Resrhent in Pothology
= at the -
(?_Bartmnuﬂ} WMedical Bchool Affiliated Institutions
from Iuly 1,1986  through June 30,1990
in testimony fulereof e affix our signatures

at Hanoper, Nefo Hampshire

&
Q
ALY
Bhotesi e M 2 D %
Bean "I{:bﬁ/g, Ehnxr, Bepartment of Pat kology
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Sedical Birectar ' Breector Pathology Residracy Urarning Progeoom




" FORM Il ' "
POSTGRADUATE TRAINING CERTIFICATION

TO WHOM IT MAY CONCERN:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital wherein
I participated in an approved post-graduate training program in the United States or Canada. This is your authority to release any
mformation in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX, ARIZONA 85020. Your early response will be appreciated.

Name: _ 4/, [linn D. ASMes ,MD. ZM_LM,M.D.

(Please Print or Type) (Signature)
adgaress: [ NG
(Street) (City and State)

(DO NOT DETACH)

(Thus section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorly
completed (or will complete) a program approved post-graduate training in the United States or Canada )

!
This is to certify that @ 7/ Yy ik j @Kf , M.D. undertook and

(Name of Applicant m Full)
satisfactorily completed a full term approved program of / '2 months in the: JI% e 0% / / (/ M @/ fmlﬂ"‘

(Number) (Full Name and Complete Address of Hospital)

ot Fy of Mauyx
in the field of fh e / Wég}y from 7// / 24 0 é/ b1 0/ 4/

(Date) (Date/AntEpated Date)

and that the said program was approved for post-graduate training during that period by the Accreditation Council for Graduate Medical
Education, or the Royal College of Physicians and Surgeons of Canada. YES __ -\ NO

1. Was applicant ever required to repeat any segment of training? At YES, which part(s)?

2. Was applicant ever placed on probation, restricted or limited? 4 If YES, please attach a written explanation.
3 Was there any reason not to continue applicant in the training program? fidd If YES, please attach a written explanaﬂon.(

4. Did the applicant have any medical condition which in any way impaired or limited his/her ability to safely practice any field of
medicine? Yes/ I 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 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 perform medical tasks such as physical examination and surgical procedures, with or without the use
of aide 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,

7[/,4415 S
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mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction and alcoholism.

5. WasWt Msed with or treated for bi-polar disorder, schizophrenia, paranoia, or any other psychotic disorder?
Yes N

Has the applicant ever been admitted to a hosps acility for the treatment of bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? Yes-10

If “YES” to any part of this question, please provide details on a Supplemental Form.

6 Did gpplicant ever take a leave of absence (other than for pregnancy) during medical school, training or any other practice?
/1? preg Y g
v If YES, please attach a written explanation.

7. Were applicant's final evaluations in every category rated satisfactory and/or above? lz =5 If NO, please attach certified
photocopy of evaluation, together with written explanation.

Signed %@% A, /W/, 5 (SEAL OF HOSPITAL)
(So indicate 1f none)
Title / 4"5‘/ VA Ké’@/ Loenpiptl~
Address: 59& SrsF /%/@f At }éﬁt VI 74 é Date__ /" ~ /? , 19f/___/

Revised 2/95 Reorder # [PS 40169

The applicant must assume the responsibility for completion of this form and is
forewarned that it must be fully completed and forwarded to the Arizona Board
of Medical Examiners before any application may be considered. 1
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Note:

NATIONAL BOARD OF MEDICAL EXAMINERS®

ela  Clowrd

s mpl

)(' il
ENDORSEMENT OF CERTIFICATION s

The embossed seal of the National Board of Medical Examiners (NBME®)

in the lower left corner certifies the authenticity of this document.

Diplomate Name: William Douglas Ramos, MD

Certification Date:

pate of piren: [N

07/01/1971 Certificate #: 109668

It is certified that the physician named above has successfully completed
the examination, education, and training requirements for certification
by the NBME as of the certification date shown above.

Exam

NBME
PART T

NBME
PART II

NBME

Test
Date

Jun
1968

Apr
1970

Mar

PART TIII 1971

Total Min.
Test Pass

84 75
82 75
85.7 15

Pass/ Beh
Fail Anat Phys Bioc Path Micr Phar Sci
PASS 85 88 85 81 77 88

Med Surg O0b/Gyn PM/PH Ped Psych

PASS 84 81 88 87 76 76

PASS

DATE: 05/30/1995

SEE OTHER SIDE FOR SCORE INFORMATION

PAGE: 1 of 1

RECEIVED B.O.MEX.  A20915
JUN-2 95



Th~ o wen o Cortificanion may include scores for Step 1, Step 2, or Step 3 of the Umted States Medical Licensing

S o O SMIFT™) - The USMLE, established by the Federation of State Medical Boards (FSMB) and the NBMI o a wingle
a1 me b boenure examination sy stem comprised of three Step exammations  USMI E replaced both the Federation Licening
Syennenor TE% md the NBME Parts L IT and 1T The NBME accepts passing scores on Part [ or Step 1. plu- Part If or Step

mipe Pt U7 a0 step 3 as meeting the examination requirements for its cettification program  Physicrans who have passed at Teast
e NHME P combination with one or two USMLE Steps will be certified and endorsed to medical heensing authonties by the
NEBME O Scer o physicians who pass Steps 1. 2 and 3 will be teported by the FSMB

IS RPRIFTATION OF SCORES
SRAME Paec 1 oaod Part 11 Frammations Prior te June 1991

The oot rocomt tmal test and subject scores are reported
T e desr e hased on the total number of questions
moa e d e ot on the entire examination and 15 not the
tveras o of the sndnecy scores  There are no punmimum pass
cequere nents 1o edividual subjects withim a Part Scores are
on g crce-digit seale with @ mean of 500 and a standard
deviution of 100 nancrements of 5

NBYE Part *ognd Part H Examinations June 1991 and

Phereofter

Thy o e 1ot v score 1voreported  This score 1S on
the Lot b ity mean of 200 and a standard deviation
of X nancoeinents of

EARWE T s 1L Step T.oand Step 3

i Jlas M cvamewation history os given A total

s 2os e oreon ythiee dignt seale wath 2 mean of 200
nd o cde o dev e 1 of 200 moincrements of |

LI BT Pt PR B raminations

e e vecrg ttond vost score s reported  This score 15 on
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S BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA N
. ) SATISFACTION OF REQUIREMENTS SUMMARY
BOARD ENDORSEMENT
APPLICATION Received May 9, 1995
NAME IN FULL // RAMOS WILLIAM DOUGLAS
. —— S
Current Address //
Telephone - I (718) 548-8151
(Residence) ice)
sirtirLace | Date: [
7 (Cnty) (State) (Country)
CITIZENSHIP /fheck One: XNative [0 Naturalized Declared Intention On
035-08
/'A State University of New York Downstate Medical Center College of Medicine, Brookly:
MED_ICAL (Full Name and Location of Medical School) NY
EDUCATION  M.D. Awarded: June 3, 1970 Proof Received: (X Approved
ECFMG Certificate No. N/A Dated: Proof Received:
State University Kings County Hospital
Form III/ in 0BG for 54 months at  Center Brooklvn. NY.
photos ’ (Field of Training) (Name of Institution)
From  July 1, 1970 t0 December 31, 1974
Darthmouth~-Hitchcock Medical Center
YOSTGRADUATE PTH for 48 months at T.ebanon, NH
(Field of Traiming) (Name of Institution)
Form III Erom July 1, 1986 to June 30, 1990
X- City of New York Office of Chief Medical
Form III/ dn, FOP (fellowship) for 12 months at Examiners, New York, NY
photo (Field of Tramning) (Name of Institution)
TRAINING /| From July 1, 1990 to June 30, 1991
N In . for months at
- (Field of Training) (Name of Institution)
lg‘rom to
In for months at
i (Field of Training) {Name of Institution)
From to
PTH 5503 90-124 August 30, 1990
Oof 0BG (30 Certificate No. Issued November 5, 1976
AMERICAN sub(Specialty)
BOARD of FOP (507 Certificate No, S0-91-032 Issued June 4, 1991
photos (Specialty)  verification of PTH 8/17/95 verification of OBG 7/27/95
PRACTICE Field of 0BG / PTH
(Current)
SPEX EXAM: DATE: SCORE: PROOF REC’D
Form II /E{ldorsement through National Board ; No. 109668 sIssued 7/1/71 W/E
(Ceruficate) (Date)
| Nevada, #3597, 6/3/78 ;[ JW/E [ JFLEX 3 Recip. With National Board
LICENSES . . . .
. }n New York, #108816, 7/1/71 ;I JW/E [ JFLEX % Recip. With National Board
4715787
1 Vermont, #42-000-7546, sI IW/E [ JFLEX  #f:3Recip. With National Board
e
In California, #G28860, 2/7/75 ;[ IW/E [ JFLEX [ Recip. With National Board
/]
In New Hampshire, #7527, 3/4/87 ;[ IW/E [ JFLEX X3y Recip. With National Board
/f
In sT 1W/E [ 1FLEX [ 1Recip. With
In [ 1W/E [ TFLEX [ 1 Recip. With
In s[ TW/E [ TFLEX [ 1 Recip. With
In s[ IW/E [ 1FLEX [ ] Recip. With

(TUMBLE)



~

- ?‘, ~
"4 con't W. D. Ramos, M.D. o &,
U.S. MILITARY

OR PUBLIC _4Served in US Air Force From Januvary 11, 1967 te¢ June 29, 1978
EALTH SERVICE | 4, 5rable Dischagﬂ!ecei\(:;ancm.]une 29, 1978 Discharge Rank Major
/,ln’ Brooklyn (intermship/residency) NY From July 1, 1970to Dec. 31, 19 74
/}f USAF From January 11, 1967 to June 30, 19 78
/,hr Reno, NV From July 1978 to June 19 86
Lebanon (residency) New Hampshire From July 1, 1986 to .June 30, 19 90
_Mr New York (fellowship) NY From July 1, 1986 to June 30, 19 91
L,](New York, NY From July 1991 t0 Date 19 95
PREVIOUS in From 19 to \‘4-" 19
PRACTICE In From 19  to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19 -
FEES Temporary $ Receipt # Examination $ Receipt #
l'l:grf;:lsl $ Receipt # Board Endorsement$ 450.00 Receipt # A067765
Approval 5/30/95, Record Clear, N/D %2
| Nevada Board Approval 6/19/95, Cert. #3597, iss. 6/3/78, End., nonrentawed, N/D

//Néw York Board Approval 6/16/95, Cert. #108816, iss. 7/1/71, End., current, N/D

| Vermont Board Approval 5/30/95, Cert. #42-0007546, iss. 4/15/87, Ené’., nonrenewed,N/D
i California Board Approval 5/18/95, Cert. #G28860, iss. 2/7/75, End., nonrenewed, N/D
|Wew Hampshingoard Approval 5/15/95, Cert. #7527, iss. 3/4/87, End.,nonrenewed, N/D

AN

AN

.VESTIGATION AFed. State Board Approval 5/17/95, Record Clear, N/D

Board Approval

Board Approval

Board Approval

Board Approval

Ass'n Approval

Ass'n Approval

Ass’n Approval

INTENDED
LOCATION Phoenix, Glendale, Scottsdale

cg 9/1/95 ///}G{/?d
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BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA W

KINDLY COMPLETE AND SEND TO THE FEDERATION OF STATE MEDICAL BOARDS AT THE ADDRESS
BELOW.

DATE : '7(/@ 7/7J’

Coordinator, Disciplinary Data Bank
Federation of State Medical Boards

400 Fuller Wiser Rd.
Euless, TX 76039

The ARIZONA BOARD OF MEDICAL EXAMINERS requests a disciplinary search concerning
the following individual:

07068 ZV ‘XTusoyq ‘0Tz °3INS *ONUSAY USIION ‘T TS9T

A Amos W, /) pm Q04 ¢ttt
AME : (LAST) (FIRST) (MIDDLE)

=

ADDRESS:

City, State and Zip

=
T
=
o=
£6
©
(L
I

Date of Birth ]

|

|

i

i
i

Social Security Number

STATE U 0F NMEw JRK , DI&NTHTss LBARwkeyp , IvY
Medical School of Graduation and Branch Location —
[ FAVE HD UNFAVDRABLE HNEDRNA
Date of Gradfat’éi /76 15
MAY 16 1995
Please mail the response to the following: IQWM%A’-
Arizona Board of Medical Examiners Exé’é\?ﬁsﬁnwggyééaam

1651 East Morten Avenue, Suite 210
Phoenix, Arizona 85020-

Lkl O fawe v

Signature

BOMEX
. MAY 17 1995



.
THIS IS AN IMPORTANE RECORD

Kl .
e
v
.

SUIGERD 1T

1 LAST NAME-FIRST NAME-MIDDLE NAME 2 SEx 3 SOCIAL SECURITY NUMBER 4 YEAR MONTH DAY
RAMOS WILLIAM DOUGLAS M i
5 CEPARTMENT COMPONENT AND BRANCH OR CLASS ba. GRADE RATE OR RANK h PAY 7 YEAR MONTH DAY
* kail» DATE OF
RegAF (MC) MAJ 0~ ra | 19721 Dec | 11

8a. SELECTIVE SERVICE NUMBER

ZIP CODE

NA

NA

A SELECTIVE SERVICE LOCAL BOARD NUMBER CITY STATE AND

¢ HOME OF RECORD AT TiIME OF ENTRY INTO ACTIVE SERVICE
Streed BRI Caly Stohand /'y

(o

9a TYPE OF SEPARATION

Discharge

h. STATION OR INSTALLATION AT WHICH EFFECTED

Vandenberg AFB, CA

¢ AUTHORITY AND REASON

d YEAR

EFFECTIVE 1978 Jm

MONTH

¢ CHARACTER OF SERVICE

HONORABLE

11 LAST DUTY ASSIGNMENT AND MAJOR COMMAND |

USAF Hospital, Vandenberg

(sAc)

DATE
! TYPE OF CERTIFICATE ISSUEDQ 10 REENLISTMENT COOE

DD Form 256AF

12 COMMAND TO WHICH TRANSFERRED

NA

94g6-Obstetrician &
Gynecologist

13  TERMINAL DATE OF RESERVE/ 14 PLACE OF ENTRY INTO CURRENT ACTIVE SERVICE (i Nale and Zip Corde 15 DATE ENTLREQ ACTIVE
MSS OBLIGATION DUTY THIS PERIOD
YEAR MONTH DAY YEAR MONTH DAY
NA New York, NY 10L4é63 1967| Jan | 11
164 FRIMARY SPECIALTY NUMBER AND h RELATED CIVILIAN OCCUPATION AND 8
TITLE D07 NUMBER RECORD OF SERVICE YEARS MONTHS DAYS

Obstetrician
070.108

a'NET ACTIVE SERVICE THIS PERIOD

11
00

05
00

19
00

1h/PRIOR ACTIVE SERVICE

17a. SECONDARY SPECIALTY NUMEBER ANO
TITLE

NA

b RELATED CIVILIAN GCCUPATION AND
DO T NUMBER

NA

ot TOTAL ACTIVE SERVICE ta+h)

11
00
12
oo

05
10
03
00

19
o7
26
(0]0]

tf/PRIOR INACTIVE SERVICE

el TOTAL SERVICE FOR PAY 1 +d1

1/t FOREIGN AND/OR SEA SERVICE THIS PERIOD

19 INDOCHINA OR KOREA SERVICE SINCE AUGUST 5 1364

[ ves Bl wo

20 HIGHEST EDUCATION LEVEL SUCCESSFULLY COMPLETED Jn )Yrars

SECONDARY/HIGH SCHOOL_____];g__YRS t1 12 gradesi COLLEGE___B__VRS

21 TIME LOST (Preceding Two Yrey 22 DAYS ACCRUED

LEAVE PAID

NO TIME ILOST
1.0

23 SERVICEMEN S GROUP LIFE
INSURANCE COVERAGE

[Js1soo0 [ ss000

(X) #20,000
[]sw0o000 [] none

24 DISABILITY SEVERANCE PAY 25

Bl no [] ves

PERSONNEL SECURITY INVESTIGATION
b DATE COMPLETED

a TYPE

NA *BI

20 Jan 65

AMOUNT

AFOUA W/10LC, AFR 900-L8.
AFR 900-L8.

26 DECORATIONS MEDALS BADGES COMMENDATIONS CITATIONS AND CAMPAIGN RIBBONS AWARDED OR AUTHORIZED

SAEMR W/1 Device, AFR 900-L8.

NDSM, AFR 900-48. AFILSA,

27 REMARKS

Blood Group:
*Ttem 25a cont:

AFSN:

AF11430656 DAFSC:
1st Dist/OSI Westover AFB, MA 01022.

"Individual requests a copy of DD Form 214." /[ J A

9k96.

JAMES FREDERICK JR,

30 TYPED NAME GRADE AND TITLE OF AUTHORIZING OFFICER
2LT, USAF
Chief, Quality Force Section

28 MAILING ADDRESS AFTER SEPARATION (Siret RFD City Cauntv Siale and Zip Code )

29 SIGNATURE OF PERSON BEING SEPARATED

e b M S ).

31 SIGNATURE OF OFFICER AUTHORIZED TO SIGN

c11iwwxﬁxb/ C}Tlﬁxaﬂ)\iklk) (l!\:

DD FORM

1 NOV 72

214

THIS IS AN IMPORTYN] RI CORD

REPORT OF SEPARATIEIN FROM ACTIVE DUTY

SALFGUARDIT

1.
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REQUEST TO CONVERT LIMITED LICENSE Ll
TO UNRESTRICTED MEDICAL LICENSE z
o

=

FAY 10

I, William Douglas Ramos, M.D. request that the Arizona Board of Medical Examiners convert m

E

~

“Limited License” to practice medicine in my designated medical specialty to an unrestricted license to

RI

practice medicine.

/¢ /%7 v ) Ao A

7 Date Signature

NOTICE OF REFUSAL TO REQUEST
UNRESTRICTED MEDICAL LICENSE

I, William Douglas Ramos, M.D. decline to request an unrestricted Board license. | understand that, as
a result of my decision to refuse conversion of my mited license to an active unrestricted Board license,
the Board may institute formal administrative proceedings to rescind, revoke or void any limited license
for 1998 or 1999 previously issued by the Board to me, if | do not voluntarily surrender limited licensure.

Date Signature

INSTRUCTIONS: Mail or deliver this form, after reading and signing, to Arizona State Board of Medical
Examiners - Attention: Licensing Section, 1651 E. Morten, Suite 210, Phoenix, Arizona 85020

g9

-



SENQEE 1 and/or 2 for additional | also wish to receive the
s Complete tems 1 and/or 2 for addiional services

u Complete items 3, 4a, and 4b following services (for an
w Print your name and address on the reverse of this form so that we can return this | extra fee)

card to you |

a Attach this form to the front of the mailpiece, or on the back if space does not 1 [ Addressee's Address
permit

u Write "Refurn Receipt Requested” on the mailpiece below the article number 2 [ Restricted Delivery

& The Return Receipt will show to whom the article was delivered and the date Consult postmaster for fee

delivered
3 Article Addressed to 4a Article Ngmber 3 3 é
£ p o2
}zgg%m Douglas Ramos, M.D. B P Servay;Z y
Lo Veg:;mlzlll\l;gggl}d Ste C O Registered FpCertmed
19 1 Express Mail [T insured

1 Return Receipt for Merchandise ] COD

7 Date of De?}?ff

5 Recewved By (Print Name) 8 Addressee's Address (Onlff ifrequested
and fee is pard)

[+)]

ture dressee or Agent)

X

is your RETURN ADDRESS completed on the reverse side?

PS Form 3811, Decemb% 1994 102505-988-0220 Domestic Return Receipt

Thank you for using Return Receipt Service



Jane Dee Hull

Ram R. Krishna, M.D.

Governor Chairman

Claudia Foutz William J. Waldo, M.D.

Executive Director Arizona State Board of Medical Examiners Vice Chairman
1651 East Morten, Suite 210 Phoenix, Arizona 85020 -

Phone (602) 255-3751 Fax (602) 255-1848 Tim B. "'““ts"e’&g"t;"'

Home Page: http://www.docboard.or ry

April 30, 1999

William Douglas Ramos, M.D.
1670 E. Flamingo Rd., Ste. C
Las Vegas, NV 89119-0000

Re: Physicians Holding Limited License to Practice Medicine; Statutory Revision of Board Authority

Dear Dr. Ramos:

On April 26, 1999, Govemor Jane Dee Hull signed Senate Bill (S.B.) 1091 into law and it became effective
immediately. S.B. 1091 in part authorizes the Board to convert Board licenses of physicians, that were
previously held or received in calendar year 1998, and that restricted medical practice to a designated area

of medical specialization (i.e., “limited licenses”), to active unrestricted Board licenses to practice medicine
in the State of Arizona.

The Board’s licensing records reflect that you held or were authorized by the Board o receive a limited
license in 1998. Pursuant to S B. 1091, before the Board may issue you a new unrestricted Board license,

a request must be received by the Board from a qualified physician to convert the limited license to an
unrestricted Board license.

If you wish to request unrestricted licensure to practice medicine in Arizona, sign the attached form where
designated and return the form by mail or personal delivery to the Board's office. Upon receipt of your
request, staff will promptly process your request for unrestricted active license. Please note that S.B. 1091
mandates that the request to convert to unrestricted Board license must be made within 120 days from the
effective date of S.B. 1091, i.e., April 26, 1999.

If you are currently practicing medicine in Arizona, pursuant to 1998 or 1999 limited license, you should
promptly submit your request to convert to an active unrestricted license to avoid any legal ambiguity over
your ability to lawfully continue practicing medicine in the State of Arizona. Limited licenses to practice
medicine, that are not converted to active unrestricted licenses, shall be subject to administrative action by
the Board for revocation or nullification of those limited licenses, after expiration of the aforementioned 120
day time period. If you do not intend to convert your limited license to an unrestricted license, please sign,
date and return the attached form as provided.

Thank you for your patience and cooperation while the Board and the Legislature resolved this difficult
issue arising out of the expiration of the Board's previous statutory authority to issue limited licenses.
Please call the Board if you have any questions at (602) 255-3751 ext. 7800

Sincerely,

Claudia Foutz, Executive Director

Enclosure



Jane Dee Hull

Governor

Claudia Foutz
Executive Director

Melissa S. Cornelius, JD
Deputy Director

Arizona State Board of Medical Examiners
1651 East Morten, Sutte 210 Phoenix, Arizona 85020
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William J. Waldo, M.D.
Vice Chairman

Tim B. Hunter, M.D.
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Certified Mail/Return Receipt Requested
No. 7434973110

January 26, 1999

William Douglas Ramos, M.D.
1670 E. Flamingo Rd., Ste. C
Las Vegas, NV 89119-0000

Re: Notice of Nullification of all 1999 Limited Licenses to Practice Medicine 1n
Arizona issued by BOMEX

Dear Doctor Ramos:

INTRODUCTION

This letter is sent to advise you of a significant change in the statute that previously
authonzed the State Board of Medical Examuners (hereafter, “BOMEX") to issue a
special license to practice medicine which limited a physician to his or her certified area
of medical specialty. See, Arizona Revised Statutes (“A.R.S”) § 32-1426(C), as amended
and effective m 1995 until expiration on November 1, 1998. BOMEX physician
licensure records reflect that you were sent a 1999 license that limited your right to
practice medicine 1n Anizona solely for your certified area of medical specialization.’

Effective as of November 1, 1998, and pursuant to amendment of state statute A.R.S. §
32-1426(C), BOMEX'’s authornty to issue licenses to physicians that limit the practice of
medicine 1n Anzona to a certified medical specialty expired. Additionally, the statute
did not authonze existing BOMEX physicians, with limited licenses to practice a medical
specialty (referred to hereafter as “limited licenses™), to be “grandfathered” or converted
to regular unrestricted BOMEX physician licensure. Therefore, BOMEX may not legally
renew any pre-existing hmited medical practice license for 1999 or istue new limited
licenses to new applicants for 1999. An agency of the State may only exercise that
authority and power as provided by Anzona Constitution or statute. BOMEX may only

" If this 1s not a correct statement of your licensure status with BOMEX, please promptly send a letter, to
the address appearing at the end of this letter advising this agency of what you believe 1s your correct
licensure status and enclose a photocopy of last BOMEX license 1dentity card received by you
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William Douglas Ramos, M.D. O
January 26, 1999
Page 2

issue and renew licenses to practice medicine to those individuals who qualify for
licensure pursuant to current and effective statutes and administrative regulations. See,
Kendall v. Malcolm, 98 Ariz. 329, 334, 404 P.2d 414, 417 (1965); and, Boyce v. City of
Scottsdale, 157 Ariz. 265, 267, 756 P.2d 934, 936 (App. 1988). If an agency of the State
takes action that is beyond its legal authority, the action is void. See, Magma Copper Co.
v. Arizona State Tax Commission, 67 Ariz. 77, 86-87, 191 P.2d 169, 175 (1948).

BOMEX staff started sending notices to physicians for renewal of limited medical
licenses for 1999 on October 30, 1998. Due to the aforementioned legal reasons, renewal
of limited licenses should not have been processed by BOMEX staff for 1999.
Therefore, a physician currently practicing medicine in Arizona solely pursuant 1999
limited license is doing so under the authority of a voidable BOMEX hmited license.
The practice of medicine by a person not lawfully licensed to practice by BOMEX or
otherwise exempt from licensure pursuant to statute, is a Class (5) felony criminal
offense. However, please read carefully the explanation of legal analysis provided at
page 3, paragraph 3, regarding your conditional and limited legal right to continue
practicing medicine pursuant to the limited license issued to you.

ALTERNATIVE COURSES OF ACTION AVAILABLE TO YOU

(1) If you want to obtain an unlimited BOMEX medical license to replace your voidable
limited hicense, you will need to make application in the same manner as any new
applicant. Specifically, see A.R.S. § 32-1422 through § 32-1428, which appear in the
1998-99 BOMEX medical directory at pages 18-21.

In many 1nstances, physicians currently holding a BOMEX limited license may want to
apply for a standard unlimited BOMEX license pursuant to BOMEX statute A.R.S. § 32-
1426 (hicensure by endorsement). However, you should carefully review the
requirements of A.R.S. § 32-1426 and specifically the requirements of A.R.S. § 32-
1426(C) (as effective from November 1, 1998) which specifies that BOMEX licensure by
endorsement can not be based on passage of a prior written examination or combination
of examinations that pre-dates your new application by ten (10) years. In other words,
applicants for licensure by endorsement whose passing examination scores for those
examinations listed at A.R.S. § 32-1426(A)(1) and (2) are more than ten (10) years old,
as of the date of application to BOMEX, must take and pass the “special purpose
licensing examination” (SPEX) with a score of at least 75%, pursuant to A.R.S. § 32-
1426(C) and § 32-1401(18)(b).?

Physicians who do not meet the critena for standard BOMEX licensure by endorsement
will have to satisfy the licensure by examination requirements at A.R.S. § 32-1425.

? Please consult your BOMEX “Medical Directory” for 1998-99 to review the aforementioned statutes in
their entirety which appear in the yellow pages of the directory, pages 11-32



William Douglas Ramos, M.D. .
January 26, 1999
Page 3

(2) Pursuant to A.R.S. § 32-1428, the BOMEX executive director may issue to qualified
applicants a temporary license to practice medicine; but the temporary license may only
be issued to an applicant seeking licensure by endorsement whose application is complete
except for taking and passing the SPEX examination as required by A.R.S. § 32-1426(C).
Before 1ssuing a temporary license under this statute, the applicant must:

(1) submit a completed BOMEX application for licensure by endorsement
and expressly request a temporary license; and, (2) pay all required fees;
and, (3) provide proof of registration for the SPEX with a definite date for
taking the SPEX.

Note that the temporary license expires on the last day of the month in which the SPEX
grades of the applicant are reported to BOMEX and may not be extended, pursuant to
AR.S. § 32-1428(B), (C). The applicant for a temporary license must take the SPEX
examination within the time period established by the administrator of the SPEX, i.e.,
Federation of State Medical Boards. Currently physicians registered for the SPEX are
required by the SPEX administrator to take the examination within 90 days from date of
notification from the SPEX administrator that registration was approved.

If the applicant recerves a temporary license and does not take the SPEX examination
within the aforementioned time period, the temporary license shall expire at the end of
the month when the SPEX examinations scores are reported, for the last month wherein
the apphcant could have taken the examunation, as required by A.R.S. § 32-1428(C).
Pursuant to A.R.S. § 32-1428(C), the temporary license may not be extended beyond the
previously described time period.

(3) Pursuant to the Administrative Procedures Act at A.R.S. § 41-1092.11(B), when a
State agency determines that a license 1ssued by the agency is null and void, the decision
of the State agency (i.e.,. BOMEX) is not effective _and final until the State agency
“... provides the licensee with notice and an opportunity for a hearing.”

A physician holding a voidable BOMEX 1999 limited license will in the future receive
from BOMEX notice of a specific date, time and location of the hearing at which the
physician may contest BOMEX’s decision as reported in this letter. Said notice will be
served on the physician at least thirty (30) days before the hearing, pursuant to A.R.S. §
41-1092.05(D). In the event that a limited licensee physician fails to enter a wrtten
response or appearance at said hearmng, the Board’s decision in regard to the voiding of
the physician’s Iimited license shall become final and not appealable. See, Rosen v.
Board of Medical Examiners, 185 Aniz. 139, 912 P.2d 1368 (App. 1995).

In other words, this matter will be treated as a contested case pursuant to A.R.S. § 41-
1092.05(A)(2); and, the case will either be scheduled for hearing before the Board or
referred to the Office of Admunistrative Hearings to conduct the hearing. Pursuant to
AR.S. § 41-1092.11, BOMEX’s notification to you by this letter of the nullification of
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1999 limited licensure shall not be final and effective until after the conclusion of the
administrative hearing process. Therefore, while this matter is pending final conclusion
of the administrative hearing process it is the policy of BOMEX that a limited licensee
physician may continue to practice medicine in Arizona within the limits of his or her
area of medical specialization, pending final disposition of the physician’s specific
contested case.

(4) Physicians holding 1999 hmuted licenses may elect to follow simultaneously
alternative (3), 1n conjunction with either alternatives (1) or (2). However, if you wish to

obtain a new unlimited standard BOMEX license, you should act promptly. See the
attached form for review and completion by vou, if you want to apply for BOMEX’s
standard unlimited physician license.

CONCLUSION

The Board’s policy as described above in regard to the termination of its authority to
1ssue limited licenses to practice in a certified area of medical specialization is dictated
not only by the language of the Board’s statutes but by recent Arizona appellate court
case law. Specifically, in the case of Hansson v. Arizona State Board of Dental
Examiners, reported at 283 Ariz. Adv. Rpt. 29 (Ariz. Court of Appeals, Division One,
Opinion issued 12/3/98), the Arizona Court of Appeals held that because of the expiration
and repeal of a statute authorizing the Board of Dental Examiners to issue licenses for the
limited practice of dentistry (1.e., designated area of specialization), the Dental Board was
prohibited from renewing Dr. Hansson’s pre-existing limited Dental Board license. On
advice of the Office of the Arizona Attorney General, it has been decided that the legal
analysis by the Court of Appeals mn the Hansson decision also supports BOMEX’s
conclusion regarding the expiration of BOMEX’s authorty to 1ssue limited licenses

pursuant to A.R.S. § 32-1426(C)(i.e., authorizing limited licensure for area of medical
specialization).

On January 13, 1999, the members of the Board of Medical Examuners conducted a
special public meeting regarding this topic. At the meeting the Board received legal
advice and considered alternative solutions to this problem. The Board members
unanimously authorized 1ssuance of this letter. Furthermore, the Board voted to authorize
the Chairman and Executive Director to mmtiate communication with Legislative
leadership to explore obtaining legislation to remedy this legal problem. You will be
advised 1if progress 1s made in that regard.

In closing, please be advised that the expiration of the Board’s authority to issue limited
medical specialty licenses on November 1, 1998, occurred pursuant to the mandate of the
Legislature which onginally created this special licensing authority in 1995. In other
words, the Board and its Executive Director did not initiate this statutory change and
deletion of the Board’s authonty to 1ssue limited licenses for medical practice.
Nevertheless, on behalf of the Board and BOMEX staff, we wish to apologize for not



William Douglas Ramos, M.D. .
January 26, 1999
Page 5

advising physicians holding limited medical practice licenses sooner of the implications
of the change in the Board’s statutory authon'ty.3

The legal opinions expressed within this letter reflect the position of the Board and its
legal counsel; and therefore, you may wish to seek the advice of legal counsel before
making a final decision regarding the alternatives available to you. Correspondence from
you to BOMEX concerning this topic should be directed to:

Arizona Board of Medical Examiners
Licensing Section/Limited Licenses

1651 E. Morten, Suite 210
Phoenix, Arizona 85020

Sincerely,
M 7,

Claudia Foutz
Executive Director

Enclosure (BOMEX FORM)

3 Please note that the BOMEX Medical Directory (sent to all BOMEX licensed physicians) for the years
1996-97, at pages 22-23, and 1997-98, at pages 24-25, reprinted A.R.S § 32-1426 (Licensure by
endorsement) with an italicized notation stating that the statute would be effective as printed until
November 2, 1998, and then reprinting the statute as amended and effective after that date. The intent in
publishing the statute 1n this manner in the Medical Directory was to provide some notification to limited
licensee physicians of the statutory change
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ARIZONA BOARD OF MEDICAL EXAMINERS

STIPULATION PURSUANT TO A.R.S §32-1426(C)

ARS. §32-1426(C) as amended 1995, states that an applicant for
licensure by endorsement who is certified or recertified by a specialty board that
is recognized by the American Board of Medical Specialties is exempt from the
licensing examination required by A.R.S. §32-1426(C) provided that the
applicant is currently a full-time instructor in an accredited residency teaching
program or is in full time practice with current continuing medical education
credits. A physician who is licensed under this exemption is required to stipulate
to the Board of Medical Examiners that the physician shall not practice outside
of that specialty.

Pursuant to A.R.S. §32-1426(C), the undersigned applicant stipulates to
the Arizona Board of Medical Examiners that he/she is currently certified or
recertified by the following Specialty Board that is recognized by the American
Board of Medical Specialties:

American Board of Obstetrics And Gynecology
American Board of Pathology (Anatomic, Clinical and Forensic)

Name of Specialty Board Recognized by American Board

of Medical Specialties
Obstetrics And Gynecology
Anatomic, Clinical, and Forecsic Pathology

Specialty
Obstetrics And Gynecology —-- 11/5/76
Pathology, Anatomic and Clinical -- 8/30/90
Pathology, Forensic —— 6/4/91

Date of Certification or Recertification

Applicant stipulates that i applicant is granted a license pursuani to the
exemption, applicant shall not practice medicine outside of the specialty stated
above.

Applicant understands that violation of this stipulation may be grounds for
disciplinary action, including revocation of license.

William D. Ramos, M.D.
Print Name of Applicant

M L o /5. July 17, 1995

Signature Date

RECEIVED B.O.M.EX.
JuL20 95



Fire SYMNGTON ARIZONA BOARD OF MEI’!CAL EXAMINERS

GOVERNCR

RicHarp D. Zonis, M.D.
CHAIRMAN

PriLip E. Keen, M.D.
VICE CHATRMAN

PameLa RanporpH, RN, MSN
SECRETARY

MaRk R. SPEICHER
EXEGUTIVE DIRECTOR

ELaive Hugunin November 17, 1995
DEPUTY DIREGTOR

Dougla

Dear Dr Douglas

Congratulations! Your certificate to practice medicine in the State of Arizona, License No 23599, issued on November 17, 1995, 1s
enclosed with your wallet registration card for the current year

Please be advised that annual re-registration is mandatory on a calendar-year basis Arizona statutes provide that each licentiate
renew regisiration on January 1st of every year To maintam a current license, you are required to pay an annual renewal fee
Notification of renewal will be mailed to your address of record on or about November 1st of each year Failure to re-register will

result in statutory expiration of your license It 1s your responsibility to keep the Board informed of address changes Arizona
Revised Statutes §32-1435 (B) provides that

"Each person holding a current license to practice medicine in this state shall promptly and in writing inform the Board of
his current residence and office address and of each change 1n his residence and office address that may later occur "

Enclosed for your information 1s the section of the Arizona Medical Practice Act which pertains to Unprofessional Conduct It is the
responsibility of all licentiates i practice in Arizona to report directly to the Board of Medical Examiners any misconduct,
unprofessional conduct or medical mmcompetence on the part of your colleagues which may come to your attention According to

A RS §32-1451 (A), failure to do so is actionable against your license to practice You will recerve a copy of the Arizona State

Medical Directory published annually by the Board which contains the Arizona Medical Practice Act It 15 suggested that you
familiarize yourself with such prior to establishing your practice in Arizona

In addition, included with this letter 1s information regarding Continuing Medical Education requirements and Prescription Form
requirements

Please contact Becky Drew, Licensing Manager, Extension 7101, should you have any questions
Sincerely,

BOARD OF MEDICAL EXAMINERS STATE OF ARIZONA

Elamne Hugunm
Deputy Director

12/94

Enclosures

1651 East Morten, Suite 210 ¢ Phoenix, Arizona 85020 * Telephone (602) 255-3751 ¢ FAX (602) 255-1848
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Complete tems 1 and/or 2 for, additional services

Complete items 3, and 4a & b '

Print your name and address on the reverse of this form so that we can
return this card to you s
o Attach this form to the front of the mailpiece, or on the, back If space
does not permit i
s Write ‘‘Return Receipt Requested” on the marlpiece below the article number
o The Return Receipt will show to whom the article was delivered and the date
delivered B

SENDER L_:IZ-Q,%N’"DIM'G

I also wish to receive the
foliowing services {for an extra
fee)

1 [ Addressee’s Address

2 [ Restricted Delivery

Consult postmaster for fee

3 Article Addressed to B - 4a__Article Number
"85 BLS 1%0

William D. Ramos, MD 5 oo

4b Service Type

Celitidd rn,  [J COD

sred [ nsured

ﬁp [[] Return Receipt for
y Gt Merchandise

— I

6. Signatiire {Agent)

¢

SN 95

Slgnature/(w;essee) /2 é/ \ﬁddres 9/ dress {Only f requested
S

Thank you for using Return Receipt Service.

Is your REIURN ADDRESS completed on the reverse side?.

f
'

PS Form 3811, December 1991  #Us GrO 1992~823402  DOMESTIC RETURN RECEIPT



Fire StmmaTon ARIZQNA BOARD OF ME&CAL EXAMINERS

GOVERNOR

RicHarp D. Zonis, M.D.
CHAIRMAN

Priuip E. Keen, M.D.
VICE CHAIRMAN

Pamera Ranoorerd, RN, MSN
SEGRETARY

Manrk R. SPEICHER
EXEGUTIVE DIRECTOR

ELaine Hugunin
DEPUTY DIRECTOR

READ CAREFULLY - THIS CAN SAVE YOU MONEY
November 15, 1995

William Douglas Ramos, M D

Dear Dr Ramos

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

Arizona Revised Statutes provide for an initial registration of each licentiate and the certificate of license may not be
1ssued until this is 1n hand Please complete the enclosed card and return 1t to the Board of Medical Examiners,
State of Arizona, 1651 E Morten Avenue, Suite 210, Phoenix, AZ 85020. In order for your license to be issued,
this card must be received by Thursday of each week. Your license may then be 1ssued the following day, Friday
YOU MUST NOT COMMENCE THE PRACTICE OF MEDICINE IN THE STATE OF ARIZONA UNTIL
A LICENSE NUMBER HAS BEEN ISSUED TO YOU

Please note that the Arizona Revised Statutes further provide that each licentiate 1s required to renew such
registration on January 1st of each year If you want to save money and you are not planning to practice medicine
m Arizona until after January 1, 1996, the enclosed card can be submitted now with your written instructions to

withhold issuance of a license until after January 1, 1996 No license number will be assigned until the actual
1ssuance of the license

The Board publishes an annual directory of all licentiates 1n this State, which 1s distributed around October of each
year Information for this publication 1s taken from the registration card which you complete Home addresses and
telephone numbers are not published, unless this is the only address which you provide to the Board The
deadline for receipt of address changes for inclusion mn this directory is July 31st of each year If you anticipate a

move before that date, please indicate your new address(es) with the effective date as well as your current
address(es)

1651 Eaiﬁm\}gﬂﬂ;‘fmte 210 * Phoenix, Arizona 85020 ¢ Telephone (602) 255-3751 = FAX (602) 255-1848




FiFe SyminGTON AR I ZgN A

GOVERNCR

Ricsanp D. Zonis, M D.
CHAIRMAN

Puiue E. Keen, M.D.
VICE CHATRMAN

PameLa RanporpH, RN, MSN
SECRETARY

Mark R. SPEICHER
EXECUTIVE DIRECTOR

Eraine Hucunin
DEPUTY DIRECTOR

BoaArD OF MEDICAL EXAMINERS

Any questions you have regarding this communication may be directed to me, at Ext 7104 Thank you for your

cooperation

Sincerely,

BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA

Mana Velasquez
Licensing Technician

Enclosures Also enclosed receipt #A067765 covering licensure fees

1651 EaghddegégninFuite 210 « Phoenix, Arizona 85020 « Telephone (602) 255-3751 « FAX (602) 255-1848




Fire SvmaTo ARIZONA BOARD OF MEDICAL EXAMINERS

GOVERNOR

Ricuaro D, Zons, M.D.
CHAIRMAN

Priue E. Keen, M.D.
VICE CHAIRMAN

Pamera Ranoorpd, RN, MSN
SEGRETARY

Mark R. SPEICHER
EXECUTIVE DIRECTOR

ELaine Huaunin
DEPUTY DIRECTOR

ARIZONA BOARD OF MEDICAL EXAMINERS

November 14, 1995

TO: File of William Douglas Ramos, M.D.

FROM: Maria Velasquez

RE: Hospital Affiliation

Per conversation this afternoon with Denise at Elmhurst Hospital, she stated that Dr.
Ramos did not have privileges at the Hospital, and there was no information available.

MV :mv

[/MEMO.01]

1651 East Morten, Suite 210 * Phoemx, Arizona 85020 = Telephone (602) 255-3751 « FAX (602) 255-1848




‘ BOARD OF MEDICAL EXAMI'HS OF THE STATE OF ARIZONA W

September 19, 1995

William Douglas Ramos, M.D.

Dear Dr. Ramos:

Enclosed please find your personal check in the amount of four-hundred and fifty dollars.
Unfortunately, we do not accept personal checks.

/p

lease re-submit the fee 1n the form of a Cashiers check or money order. 4/2 or/ iy

Thank you for your cooperation.

15/€-66¢ (209) ‘020G8 BUOZUY XIUsoyd ‘0L OUNS ‘BhUsAy USUOp 1se] L1591

Sincerely,

BOARD OF MEDICAL EXAMINERS
STATE OF ARIZONA

Maria Velasquez
Licensing Technician

MV mv

Enc.1



Is your RETURN ADDRESS completed on the reverse side?

— - [ —

SENDER: LiC ENS J

aComplete items 1 and/or 2 for additional services

aComplete itams 3, 4a, and 4b

aPnint your name and address on tha reverse of this form so that we can return this
card to you

B Attach this form to the front of the mailpiece, or on the back if space does not
permit

aWrite“Return Recerpt Requested” on the mailpiece below the article number

aThe Hetgm Receipt will show to whom the article was delivered and the date
delivere

I also wish to receive the
following services (for an
extra fee):

1. [ Addressee’s Address
2, O Restricted Delivery
Consult postmaster for fee

3 Article Addressed to 4a. Articie Number

2384 Jots 22°F

William Douglas Ramos, M.D.

4b Service Type
[1 Registered H-Certified

[ Retumn Receipt for Merchandise [J COD

i

7. Date ofD wery

UL evrn

5. Received By (Print Name)

6. Signaturs
Y

(Addressee or Age

8 Addressee’s Address (Only if requested
and fee is paid)

PS Form 3811 December 1994 v

Domestic Return Receipt

Thank you for using Return Receipt Service.



@ @
William D. Ramos, M. D., FCAP
- .

Diplomate, American Board of Obstetrics and Gynecology

Diplomate, American Board of Pathology
(Anatomical, Clinical and Forensic Pathology)

Mon, Sep 11, 1995

Board of Medical Examiners
State of Arizona

1651 East Morten Avenue
Phoenix, Arizona 85020

Dear Sirs;

Per my phone conversation today, the Registrar's Office of the
State University of New York , Health Sciences Center of Brooklyn
has lost my transcript during a recent move. They are trying to
reconstruct a new one, and in the meantime will send your Form I
without a transcript. Also, I have requested that the Nevada State
Board of Medical Examiners send you a copy of their copy of my
transcript that they received in March 1995. I hope that this is
sufficient for your purposes.

1 am also enclosing my check for the fee of $450.

Sincerely,

s M

William D. Ramos, M. D.

RECEIVED B.OMER.
SEP 18 95



. BOARD OF MEDICAL EXAM‘HS OF THE STATE OF ARIZONA I

~

September 7, 1995

William Douilas Ramos, MD

Dear Dr. Ramos

This will acknowledge receipt of your application for licensure to practice medicine 1n the State of
Arizona through Endorsement

To complete processing of your application, the following information and/or documentation must be
received by the Board.

'/{“he statutory fee of $450 00 0)/,};[4{

iy /
‘/ Form I Medical College Certification from State University of New York Downstate Medical Center sl9>
College of Medicine

152€-652 (209) ‘02058 BUOZUY ‘XIUSOY ‘0L BYNS ‘anuUaAy UBHO iseT L9

Further, please be advised that applications not fully completed within one year from this date, including
participation m written SPEX/USMLE Examination (if applicable), are considered withdrawn

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

If you have any questions regarding this communication, please contact me at Ext. 7102. Thank you for
your cooperation

Sincerely,

BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA
Cindy Giesen

Licensing Technician

Enc:

fcg
/

[DEFICIEN LTR]



o ®
ARIZONA BOARD OF MEDICAL EXAMINERS

AFFIDAVIT

ARS. §32-1426(c)

STATE OF ://MM )
COUNTY OF ‘g Jndan )
I hereby certify that I am:

(check one)

IN THE FULL-TIME PRACTICE OF MEDICINE AT THE FOLLOWING ADDRESS
Choices Women's Center, 97-77 Queens Blvd, Forest Hills, NY 11374

WITH CURRENT CONTINUING MEDICAL EDUCATION CREDITS

OR

D CURRENTLY A FULL-TIME INSTRUCTOR IN THE FOLLOWING
ACCREDITED RESIDENCY TEACHING PROGRAM.

LOCATED AT

(Name of Institution)

Dated this 17th day of July , 19 25

William D. Ramos, M.D.
(Print or Type Full Name)

vt e S o

(Signature)

Sworn to before me this / 7% day of O/,(/,, .19 ﬁé.’

Ya &Y 77
otary Signature) [SEAL]

My Cominission expires: ‘?7//?%

07/95
RECEIVED B.0.M.E.X.
JUL 20 95



. BOARD OF MEDICAL EXAMIDRS OF THE STATE OF ARIZONA I

July 11, 1995

William Ramos, M D

Re Application for License through
Board Endorsement

Dear Doctor Ramos

162£-652 (209) ‘02058 BUOZUY 'XIUBOUJ ‘OLZ 8HNS ‘8NUBAY USHOW ise3 LG9

Enclosed please find the three additional forms needed for your application for Licensure through
Board Certification Verification of Specialty Board Certification, Affidavit venfying full-time
practice with current continuing medical education credits or a full-time mstructor in an accredited
residency teaching program, and Stipulation stating that you are currently certified or recertified by
a Specialty Board that 1s recogmzed by the American Board of Medical Specialties and will not
practice outside the specialty stated

Please complete and return the Affidavit and Stipulation to this Board and forward the Venification
of Specialty board certification to the approprnate board

If you have any questions please feel free to contact me at (602) 255-3751, extension 7103
Sincerely,

BOARD OF MEDICAL EXAMINERS
STATE OF ARIZONA

Marie Slaughter
Examiner Techmcian

Enc 3



Nevada State Board of Medical Examiners

THIS IS TO CERTIFY THAT THE RECORDS OF THE NEVADA STATE BOARD OF
MEDICAL EXAMINERS INDICATE THE FOLLOWING INFORMATION REGARDING:

RAMOS, William Douglas

LICENSE NUMBER :3597

DATE ISSUED :6/3/78

CURRENT STATUS :SUSPENDED-Nonpayment of registration fees
EXPIRATION DATE :7/2/87

MEDICAL SCHOOL :State University of New York

DATE DEGREE RECEIVED :6/3/70

EXAMINATION :NATIONAL BOARDS

DISCIPLINARY ACTION :NONE

DETAILS OF DISCIPLINARY ACTION WILL BE MADE AVAILABLE BY PHOTOCOPY
FROM THE PUBLIC FILE UPON WRITTEN REQUEST ONLY.

TO EXPEDITE THE VERIFICATION OF LICENSURE/CERTIFICATION PROCESS, THE
ABOVE IS THE STANDARD FORMAT FOR ALL PROFESSIONS REGULATED BY THIS
BOARD.

Wa are not In a posiiion to advise whether he/sha
Is currently under Investigation by the Board.
Untll such tinre as an investigation of eny

- - physician ficensed by this Boerd Is ctiminated
L/@%W/ /é/géi/&ﬁ a format complaint being fllad, we are not lnb:

Patricia R. Perry, Executive Direcgbr position to reveal the facts or the nature of any
ongolng invastigation. We have, however,
searched our records and ¢o not find that any
formal disciplinary aetion has baen taken against

June 14, 1995 thie physician by our Board,

Date

1105 Terminal Way, Suite 301 « (702) 688-2559 « Fax 688-2321
Mailing Address: Post Office Box 7238 « Reno, Nevada 89510

RECEIVED B.O.M.E,,
JUN 19 95



THE UNIQRSITY OF THE STATE OF NEW QRK
THE STATE EDUCATION DEPARTMENT
DIVISION OF PROFESSIONAL LICENSING SERVICES
A, CUSTOMER SERVICE UNIT
CULTURAL EDUCATION CENTER
ATBANY, NEW YORK 12230

THIS IS TO CERTIFY THAT ACCORDING TO THE RECORDS OF THE DIVISION
OF PROFESSTONAL LICENSING SERVICES, NEW YORK STATE EDUCATION DEPARTMENT,
ALBANY, NEW YORK, RAMOS WILLIAM DOUGLAS
WAS ISSUED LICENSE/CERTIFICATE NUMBER 108816 FOR THE PRACTICE OF
MEDICINE ON 07/01/71.

OUR RECORDS ALSQO INDICATE THE FOLLOWING INFORMATION:
DATE OF BIRTH:

SCHOQOL ATTENDED: SUNY DOWNSTATE MED CTR

DATE OF GRADUATION: 06/03/70

DEGREE EARNED: MD

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

BASIS OF LICENSURE:
B NATIONAL BOARD CERT# 109668 DATED 07/01/71

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 PERIOD ENDS: 08/31/96
ADDRESS: CHOICES WOMENS MEDICAL GROUP
97-77 QUEENS BLVD FOREST HILLS NY 11374-0000

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

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

SEAL

06/07/95

OP026 028 PRINCIPAL CLERK

RECEIVED B.O.M.E.X.
JUN 16 85



BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA

VERIFICATION OF LICENSURE
THIS IS NOT AN ENDORSEMENT CERTIFICATION

PLEASE COMPLETE THIS SECTION OF THE FORM AND MAIL TO EACH STATE BOARD IN WHICH
YOU ARE NOW OR HAVE EVER BEEN LICENSED TO PRACTICE MEDICINE. IF NEEDED,YOU
MAY XEROX THIS FORM FOR ADDITIONAL COPIES. ¢ -

DEAR SIR:

IN APPLYING FOR A LICENSE TO PRACTICE MEDICINE IN THE STATE OF ARIZONA, THE
MEDICAL BOARD REQUIRES THIS FORM TO BE COMPLETED BY EACH STATE WHEREIN | HOLD
OR HAVE EVER HELD LICENSURE. THIS IS YOUR AUTHORITY TO RELEASE ANY INFORMATION
IN YOUR FILES, FAVORABLE OR OTHERWISE, DIRECT TO THE BOARD OF MEDICAL
EXAMINERS, STATE OF ARIZONA, 1651 EAST MORTEN AVENUE/SUITE 210, PHQENIX,
ARIZONA 85020 YOUR EARLY RESPONSE 1S APPRECIATED.

NAME: W/ ) /fiam  Dodétsts S mgs M.D.
ADRRESS “
MY LICENSE NUMBER IS 75 ¢

DO NOT DETACH

THIS SECTION TO BE COMPLETED BY AN OFFICIAL OF THE STATE BOARD AND RETURNED
DIRECTLY TO THE ARIZONA BOARD OF MEDICAL EXAMINERS.

STATE OF:_( )JUM«/M
FULL NAME OF LICENSEE LU |
GRADUATE OF _(dnpzna T 07 Wi
LICENSE NO : A 2-000 1S %(, Gssuepate. ) NI
BY:ENDORSEMENT/RECIPROCITY WITH: M(LQTW,P 2 o M
BY: YOUR STATE BOARD'S WRITTEN EXAMINATION/FLEX/SPEX/USMLE:
de\ﬁ«-{/ \Deorgha
LICENSE IS CURRENT? IF NO, WHY NOT?
v Cecline tﬁjm /'\./szw i ‘EC)FEO

DEROGATORY INFORMATION, IF ANY:_, 2 8a 2.

SIGNI@¢M = %M/ TITLE 2
STATE BOWRD:_ /2 psreirad %@4/ P /ééu/
DATE: 34;1 o/ / AN [BOARD SEAL]

[PLEASE USE REVERSE SIDE FOR ADDITIONAL COMMENTS] .
RECEIVED B.0.M.EX.
MAY30 95

REVISED 9/94



(
‘ BOARD OF MEDICAL EXAMI!&ERS OF THE STATE OF ARIZONA EE

KINDLY COMPLETE AND SEND TO THE FEDERATION OF STATE MEDICAL BOARDS AT THE ADDRESS
BELOW.

DATE j,/,/L V/fJ/

Coordinator, Disciplinary Data Bank
Federation of State Medical Boards

400 Fuller Wiser Rd.
Euless, TX 76039

The ARIZONA BOARD OF MEDICAL LXAMINERS requests a disciplinary search concerning
the following individual:

SAgmos Loy Sy g 224 ¢ Lfs
NAME: (LAST) (FIRST) (MIDDOLIE)

07068 ZV ‘XTU0UJ ‘017 93TINS ‘9NUIAY USIIOR °¥ 1691

ADDRESS:

City, State and Zip

e

Date of Birth

Social SecurltyvNumber

STATE U 3f NE& JRf |, DIGNTATS BARowl g 1Y
Medical School of Graduation «nd Branch Location

VTRABLE WWFORMATION
6 /3/7 é *\%m%mmwm

Date of Graduation o

MAY 1 b 1995
Please mail the response to the following: Wﬁ%‘ﬂ-‘}
MES R WINN MD
Arizona Board of Medical Examiners Exégnwﬁvwewﬁﬁoan

1651 East Morten Avenue, Suite 210
Phoenix, Arizona 85020

L O e s

Signature

TR ey
LR REENRAVE F i 4
RO
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STATE OF CALIFORNIA—STATE AND CONSUMER SERVICES AGENCY

PETE WILSON, Governor
C« MEDICAL BOARD OF CALIFORNIA
Department of 1426 HOWE AVENUE
GO - SACRAMENTO, CA 95825-3236

(916) 263-2653

May 13, 1995

Arizona State Medical Board
1651 E. Morten Ave Ste 210
Phoenix, AZ 85020

TO WHOM IT MAY CONCERN:

This is to verify that Dr. William Douglas Ramos, born on
B v2c issued California physician and surgeon’s
certificate #G 28860, on 2/7/75, based on National Board
Credentials. This individual is no longer licensed in the State
of California. The license was allowed to expire through non-
payment of fees more than five years ago and under California
statute, the licensee is not eligible to renew their certificate
without completing a new application and passing the required
examinations. There is no current record of accusation and/or
disciplinary activity.

Patti Mahan
Licensing Program

To expedite the verification process, the above is the standard
format used by the Medical Board of California.

SEAL



Qe of Notr Hampskie® oo,

PRESIDENT
LAWRENCE W O'CONNELL, Ph D.
BOARD OF REGISTRATION IN MEDICINE VICE PRESIDENT, PUBLIC MEMBER
2 INDUSTRIAL PARK DRIVE SUITE 8 R\(ggggEaRcE&;ﬂENMMDD
CONCORD, NH 03301-8520 CYNTHIA S. COOPER, M D
MAUREEN P KNEPP, PA-C
TDD Access Relay NH 1-800-735-2964 PARAMEDICAL PROFESSIONAL

TEL. (603) 271-1203

This is to certify that the records of the New Hampshire Board of Registration
in Medicine indicates the following information:

LICENSEE: WIL...TAM D. RAMOS., M.D.

LTCENSE NUMBER: 7527

ISSUE DATE: 3/4/87

EXPTRATION DATE: ©/30/91

DISCIPLINARY ACTION: NONE
DATE : 5/10/95

To expedite the certification of licensure process, the above is the standard
format for all professionals regulated by this board.

Kareh laCroix
Administirator

{SEAL)

KL/se



ARIZONA STATE BOARD OF MEDICAL EXAMINERS

MEDICAL AGENCY OF EMPLOYMENT

Dear Sir:

In applying for a license to practice medicine in the State
of Arizona, the Medical Board requires this form to be
completed by the medical agency wherein I am currently or
have wveen employed for the past five years. This is your
authority to release any information in your files,
favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL
EXAMINERS, STATE OF ARIZONA, 1651 EAST MORTEN AVENUE,
SUITE#210, PHOENIX, ARIZONA 85020.

NAME: b/, flian  [flhnmes A-QM.D.Z%; AJ%*M.D.

(signature)

The Physician named above stipulates his/her whereabouts as
including employment with your medical agency. We would
appreciate your comments as to current or prior employment,
together with any information you may possess, favorable or
otherwise, regarding the doctor's employment. If additional

space is required, please usEHWEngﬁstﬁEmW

NAME OF MEDICAL AGENCY: CENTER, INC
ADDRESS: 97-77 QUEENS BLVD
FOREST HRISHY. 11374
. TR0
Dates of employment with your agency: FROM: /0 To /7fo

(MONTH & YEAR)

Names, location and dates of each hos Eltal office/clinic

wherein the doctor was/is assigned: HOICES WOMENS MEDICAL
CENTER INC
97.77 QUEENSBIVD
FORESTHUIS MY 11374
718-275-6020
Were doctor's services performed in a satisfactory manner?
Y/N, If no, please explain VES
[4
Derogatory information, if any: NowE

Name and address of other source wherein additional
information may be obtained, if applicable

3548020
Date: /&/IY %L [AGENCY SEAL OR STAMP] (07 § ¢

PLEASE INDICATE IF NONE




I C
From (Your Name) Please Pnnt

RECIPIENT'S GCOPY. .

QUESTIONS? CALL 800-238-5355 TOLL FREE

EEL&H?EBﬂE

bt # 1 An Agng S A
Company
fose F S MFG,C AL
Street Address
05 ﬁ/?.e:‘,«,;epf Foan
Ciy State

By

i

3 2 1

AIRBILL

PA

THAL‘KING NUMBER

CKAGE

3213073k%92

Your Phone Number {Very Important)

(1§ ) SFE- 543,

DepaﬂmenﬂFloor No

Agr”

o (Recipient's Name) Please Print

> MARIA VT

Company

ﬂz @’J 4t

Exact Street A\ddress {We Cannof Delrver to PO Boxes or PO Zip Codes )

fé"ﬁ”/ FAsr

ZIP Reduired

Cny

CJ8ye3

Lhgrwed

£AS & s 2
Moy ee FX

Byt F O s

: State

42z

Recipient s Phone Numbér (Very (mponaﬂ

(£e2 2583757

Depanment/Floor No

s, KT 7ty
4;’1’ Sl A0
’ ZIPRequired
F5020- /0

YOUR INTERNAL BILLING REFERENCE INFORMATION (optional) (First 24 characters will appear on invaice )

IF gOLDtATFEDEX LOCATION, Print FEDEX Address Here
“ tree
" N Address
PAYMENT 1 FH Bill Sender 2D Bill Recipient s FedEx Acct No 3[:' Bill 3rd Party FedEx Acct No*® 4|:I Bill Credit Card Cltyﬂ . State ZIPRequired
2 Cash/ 3 : o3 7o AR g 2
Check [’ Y o) B oAl A X
SERVIGES DELIVERYAND SPECIAL HANDLING e Jghr Wwﬂ AECEARED | Emp NB” Date Federal Express Use
(Check only one box) (Check services required) i Only " sae nghty ] Cash Reconed BeCharges
" Priority Overnight Standard Overnight Weekday Service.” N i :
sy et s s nrng] ey bynoxsnssatmoon |1 | HOLD AT FEDEX LOCATION WEEKDAY ! \ [1" Rotun Snipmert S .
OTHER NDS?JW;;;YE%WW (Filtn Secton ) |- et e [ Third Party [] Chg ToDel [ Chg ToHold | peciared Vaiue Charge
1] Hitkiene |51 L Bidiome 2 |4 DELIVER WEEKDAY e Street Address :
16 [_] reoEx LETTER *| 56 EFEDEX LETTER* | ., Saturday Service - ) . Other 1
* * HOLD AT FEDEX LOGATION SATURDAY ! ! City State Zip ;
12 |:| FEDEX PAK 52 D FEDEX PAK 8 D Fal |r‘x9éectlon H 4 P Otner 2. e m——"
13[ ] repexsox |53 [ Fepexsox 3| DELVER SATuRDAY | Total . Total T°ta|
Concpfigoniee | | Receed By
SATURDAY PICK-UP o =
14 [} reoex uge |54 [ Fepex ruee 9 [] Arumoar) \ X Total Charges
Economy Two-Day Government Overmight iy T ble Weight) i
Len ery by secjr:m: Dusmessa};y 1| (Restrctod for authanded users guy) Special Handling DIt SHIPMENT (Chasgeabie Weignt Date/Time Receved  FedEx Employee Number T e -
30 [ economr* {46 [ 624, 4[] bANGEROUS GOODS (Extra charge) I PART #145413 GBFE
* EMcD"KlmV Le\rtm Rate nol available & b’V’T 6 " FORMAT #160
oi?é";!‘é’.i'nﬁ Ecr%nomy rate 41 D PAGKAGE l:l Dangemus Goads Shipper s Declaration not required %m Vg%g %;%
Freight Service e X BE X EE 1, EI D
(for packages over 150105 ) Dryloe 9 UN 1845 X . kg 904 Fecae
© 1593 94 FE
70 D gggﬁlﬂ(r;l;/[ 80 D ME{;B%K . D [ Regular Stop | Jif3Prop Box ;ngTBEQD |NDEX
(Confirmed reservation required) 4 sC USA
; ¥ 1 HOLIDAY DELIVERY uo!fered) Release
et maoma mess ! Gy doboy semesls. 2 [ e 27] On Cal Stop 5 staton| Signature

|




@  onnro or menicaL ExamilRs oF THE STATE OF ARIZONA B

HOSPITAL AFFILIATION

Dear Sir:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be
completed by the Medical Staff Office in each hospitai where | have held privileges, consultation or
teaching appointments during the five years preceding my application. This is your authority to
release any information in your files of record, favorable or otherwise, DIRECTLY to the ARIZONA
BOARD OF MEDICAL EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020.
Your early response will be appreciated.

NAME: _4r/ /fipm _D. smes ,M.D.m O flavein /5 9 MLD.

(SIGNATURE)

ADDRESS: 22 03"  AARL,)rvé Tow o,
BARoyrx , vy 10g62

(DO NOT DETACH)

1. What privileges were extended to the applicant? ﬂS st /ﬁ}"/‘ffﬂo// 4:7
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DATES: FROM:_JAana. /3, (99 TO:._prese rn £~
3 Were any limitations imposed on such privileges? N O

If YES, please explain.

4. Were staff privileges ever removed or restricted?

If YES, please explain.

Derogatory Information, if any

Names of other hospital affiliations, if known (list name, city and state):
1. (/8

2.

3.

4,

Comments, if any:

Director, Medical Staff: (/49 be r? Q @Hmﬂée (L, #1-D.
Hospital Name: S 7 Lutke's 720.9 seye [f /fosp 2 (e pte v
Address: /7 1/ HAWStfe, Arm A€ iy & State; Y 7, ",9

Date: Signature;
Aee V. P, 7Nedreat. Dijselson
fYPED OR PRINTED)
STAMP OR SEAL OF HOSPITAL
IF NO SEAL, PLEASE INDICATE RECE‘\}' ED BG H.E .:{ .

JUN26 95



BOARD OF MEDICAL EXAMH@S OF THE STATE OF ARIZONA

TO: HOSPITAL DIRECTOR OF MEDICAL STAFF

(/1' /A'ﬁ"'

Apmyg , M.D. is épplying for a license to practice medicine in the State of Arizona.

In compliance with the licensing requirements of the Arizona Medical Practice Act, we are requesting that
you complete the back of this form and return it DIRECTLY to the ARIZONA BOARD OF MEDICAL
EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020. Your eary Tesponse will be

appreciated. ;
CHAPTER 13 - MEDICINE & SURGERY
Arizona Revised Statutes
ARTICLE1
BOARD OF MEDICAL EXAMINERS
§32-1403. Powers and duties of the board; compensation; immunity

A. The primary duty of the board is lo protect the public from unlawful, incompetent, unqualified, Impaired or
unprofessional practitioners of allopathic medicine through licensure, regulation and rehabilitation of the
profession In this state. The powers and duties of the board include. .

1.

§32-1422,

Ordering and evaluating physical, psychological, psychiatric and competency testing of licensed
physicians and candidates for licensure as may be determined necessary by the board.

Initiating investigations and determining on its own molion If a doctor of medicine has engaged In

unprofessional conduct or provided incompetent medical care or is mentally or physically unable to
engage in the practice of medicine.

ARTICLE 2
LICENSING

Basic requirements for granting a license to practice medicine

A. An applicant for a license to praclice medicine in this state pursuant to this article shall meet each of the
following basic requirements:

1.

Graduale from an apprbved school of medicine or receive a medical education which the board deems
to be of equivalent quality.

Successfully complete an approved twelve month hospital internship, residency or clinical fellowship
program.

Have the physical and menlal capability to safely engage in the practice of medicine.

Have a professional recard which indicates that the applicant has not commitied any act or engage in
any conduct which would constitute grounds for disciplinary action against a licensee under this chapter.

Have a professional record which indicates that the applicant has not had a license to practice medicine
refused, revoked, suspended or restricted in any way by any state, terntory, district or country for reasons
which relate to his ability lo competently and safely practice medicine.

B. The board may require the submission of such credentials or other evidence, written and oral, and make
such investigation as it deems necessary to adequately inform ilself with respect to an applicant's ability to
meel the requiremenis prescribed by this section, including a requirement that the applicant for ficensure
undergo a physical examination, a mental evaluation and an oral competence examination and interview, or

. any compbination thereof, ¥ the board deems proper.

MARK R. SPEICHER, EXECUTIVE DIRECTOR
ARIZONA BOARD OF MEDICAL EXAMINERS

al
,
;

152€-5S2 {208) ‘0Z0SB BUOZUY *XIUSOUd ‘Olg BUNS 'anusAY USHOW ISBl 15g|



@ onro or menicat Exanif@ks OF THE STATE OF ARIZONA

HOSPITAL AFFILIATION

Dear Sir:

In applying for a license to praclice medicine in Arizona, the Medical Board requires this form to be
completed by the Medical Staff Office in each hospital where | have held privileges, consultation or
teaching appointments during the five years preceding my application. This is your authority to
release any information in your files of record, favorable or otherwise, DIRECTLY to the ARIZONA
BOARD OF MEDICAL EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020.
Your early response will be appreciated.

NAME: &)Y am 2. I mes ,M.D.m J /Z-”m#'/'.M.D.

(SIGNATURE)
ADDRESS: 2204~ ARL/ vérew AVE
BAomwX L Y (143
(DO NOT DETACH)

152£-652 (209) ‘02058 BUOZIY ‘XiUsoyd ‘0LZ SUNS ‘snUBAY USUOW 1seT LGaL

1. What privileges were extery to the zhcant? 06/ /9 C/U

830 A1E
DATES! FROM:___ / 7 TO »%Q&M/T

Were any limitations |mposed on such pnvxleges? MO

If YES, please explain.

4, Were staff privileges ever removed or restricted? XD
If YES, please explain.

Derogatory Information, if any

Names of other hospital affiligtions, if known (list name, city and state):

poseUelt /ST, Luke
2. Cuvloes  Women’s /%els/a&/

3.
4,
Comments, if any:

—

£TOn

Director, Medical Staff: LA GUARDIA Hagll’]ﬂL

Hospital Name: FﬁRIEUSZT ol llllsl Gsth' IB.OAD .

Address: AT L35 ity & State:

Date: ,//;) il Signature: e ‘
(TYPED OR PRINTED)

STAMP OR SEAL OF HOQSPITAL

IF NO SEAL, PLEASE INDICATE

RECEIVED B.0.M.E.X.
JU -8 95




BOARD OF MEDICAL EXAMINSRS OF THE STATE OF ARIZONA b
TO: HOSPITAL DIRECTOR OF MEDICAL STAFF

Yillinm 2. Apses , M.D. is applying for a license to practice medicine in the State of Arizona.
In compliance with the licensing requirements of the Arizona Medical Practice Act, we are requesting that
you complete the back of this form and return it DIRECTLY to the ARIZONA BOARD OF MEDICAL
EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020. Your early Tesponse will be
appreciated.

CHAPTER 13 - MEDICINE & SURGERY
Arizona Revised Statutes

: , ARTICLE1

BOARD OF MEDICAL EXAMINERS

§32-1403. Powers and duties of the board; compensation; immunity

A. The primary duty of the board is o protect the public from unlawful, incompetent, unqualified, impaired or
unprofessional practitioners of allopathic medicine through licefisure, regulation and rehabilitation of the
professicn in this state. The powers and duties of the board include: g

1. Ordering and evalualing physical, psychological, psychiatric and competency tesling of licensed
physicians and candidates for licensure as may be determined necessary by the board.

2. Initialing investigations and determining on its own motlion if a doctor of medicine has engaged in
unprofessional conduct or provided incompetent medical care or is mentally or physically unable to
engage in the practice of medicine.

152€£-G52 (209) ‘02058 BUOZUY ‘XIUSOUY ‘0LZ 9)NS 'SNUSAY UBLIOW ise3 (g8l

ARTICLE 2
LICENSING

§32-1422. Basic requirements for granting a license to practice medicine

A. An applicant for a license to practice medicine in this slate pursuant 1o this arlicle shall meet each of the
following basic requirements:

1. Graduate from an apprbved school of medicine or receive a medical education which the board deems
to be of equivalent qualily.

2. Successfully complete an approved twelve month hospital internship, residency or clinical fellowship
program

3. Have the physical and mental capabilily to safely engage in the practice of medicine.

4. Have a professional record which indicales that the applicant has not committed any act or engage in
any conduct which would constitute grounds for disciplinary action against a licensee under this chapler.

5 Have a professional record which indicateg tabuis rapplicant has not had a license to practice medicine

refused, revoked, suspended or restricted ifi.any.w, ) Q)@@Qy state, terrilory, district or country for reasons
. . o G 0d i ey RIS T
which relate to his ability to competently and-sately'practice-medicine.
IR A A
wr PSR BV Er\.»}

B. The board may require the submission of sucfi¢iBdéntialsiiofitiher evidence, written and oral, and make

&L

such investigation as it deems necessary tgiqugu?}ylgg j;g§9§rg§1§glﬁ;with respect {o an applicant's ability fo
meet the requirements prescribed by this seclion, including a Teqilirement that the applicant for licensure
undergo a physical examination, a mental evaluation and an oral competence examination and interview, or
, any combination thereof, 3 the board deems proper.

'

.

MARK R. SPEICHER, EXECUTIVE DIRECTOR
ARIZOMA BOARD OF MEDICAL EXAMINERS

T T RS R

A e e




O ® P %M??)

' PRELIMINARY QUESTIONNAIRE
(ENDORSEMENT) OR OFFICE USE ONLY
THIS IS NOT AN APPLICATION FOR LICENSE - =
To respond accurately to your recent inquiry, we will need the answers to all of the following questions to determine your eligibility for
Anizona licensure Unless this Preliminary Form 1s completed n full and all questions answered, it cannot be evaluated, nor an application
sent to vou Return the completed form as soon as possible to ARIZONA BOARD OF MEDICAL EXAMINERS, 1651 East Morten Avenue,
Suite 210, Phoenix Arizona 85020 PLEASE PRINT ALL INFORMATION

Full Legal Name: L/ / Zl Y. & OUELAT Lfiames
FirsT) (MIDDLE) (LAST)

Current Office Address: 05 V. {4 € TN

Area Code: (7, ')

City:_ BRamY State. N Zip Code: 3 Phone. N o
Current Residence Address.

Area Code: !
co N ;.- B oc BN o I
MEDICAL SCHOOL: Name _ S T #7°£F U. oF MEL Yrn Ql L TATE

City and State: a4 SOk L ¥ y »zY H2e2 Date of Degree

If transferred from other medical school, please indicate name: A E

Name of any medical school attended but did not graduate or transfer from' __ A g ME

STH PATHWAY PROGRAM: U.S. Medical School: | dL/3

HOSPITAL: City: State

Term: Started Completed
{(MONTH AND YEAR) (MONTH AND YEAR)

INTERNSHIP: (List U S. & Canadian only) HOSPITAL: /{iN €3 L OYNnT y y L7/

City: BA (/Y. & B4 4 State:__ /M Y
Term. Started- / 7 0 Completed: (4 ,17 /.
(MJNTH AND YEAR) (MONTH AND YEAR)

RESIDENCY/FELLOWSHIP: (List US & Canadianonly) HOSPITAL: /¢ i M €S C e &NT y

_”C V) City’ M_CCA'_( b 4.4 State:___MNY

Term Started: /7 / Completed /T '/7 a4
‘ﬁONTH /EAR) {MONTH AND YEAR)

Specialty Field:

RESIDENCY/FELLOWSHIP: (List US & Canadian only) HOSPITAL:_ D#RY Me 84T ¥ - ;T cHCocq
MED. LTA. City LERANN State'__ A Ad

Term Started: ‘ Z Z f‘ Completed: ( J y &)
(MONTH AND YEAR) (MONTH AND YEAR)

Specialty Field: L ATH 0L LY - ANSTeAlIe ¢ CLl,/mnieAe

FQR, QFSICE USE ONLY
AR Py
ool fOu.'.qe.u_ lg

Ol Forwan oA~ /77~ 10 45

m-—...,-...—..__.___....... -

. AR IR NI Y
IiJsh_sv..

——

APPLICATION & FORMB | 1 H/IA 1w M%}‘/«’; S
Ll ) 3 %




CLINICAL INSTRUCTOR - ASSISTANT PROFESSOR OR HIGHER (List U.S. & Canadian only)
TEACHING HOSPITAL:

City State* ‘
Medical School Affiliate: __ "I AITF 6 F PRI TH KT S£¢ fryech
Term Started Completed ""f%""
{MONTH AND YEAR) {MONTH AND YEAR)
Specialty Field: o & /‘  d ol 2 Fp7 ¥ ta ‘7’. FoREwiic PATYHSIEY

(NOTE Attach separate list for additional ﬁesxdency/ Fellowship/ Chinical Instructor)

FOREIGN MEDICAL SCHOOL GRADUATES: ECFMG Cert. No Date Issued
CLINICAL WRITTEN EXAMINATION: Refer to last page for required FLEX/ SPEX scores.

Please indicate which examinations you have succesfully passed

NATIONAL BOARD USMLE FLEX (taken after 1/1/85)
Part | _Lm Step I Comp 1
(date) (date) (date)
Partll _/9 760 Step II Comp. 11
(date) (date) (date)
PartTll _£ §2/4 Step IIT
(date) (date)
FLEX examination taken prior to January 1, 1985
(date)
Were grades achieved all 1n one sitting?
(yes) (no)
State Board exam? Name of State License No. Date 1ss
LMCC (Canadian) Cert. No Date 1ss.
SPECIAL PURPOSE EXAMINATION:
(SPEX) Date SPEX examination taken:
(STATE) (MONTH & YEAR)

Did you recetve a minimum grade of seventy-five (75) ?

Are you a Diplomate of any of the American Medical Specialty Boards? Yes _ 3 No .

If “Yes”, which Board(s)? O 0/‘)'42 ' lZZ HeLef Y {Aﬁ,cl’ & ”)

Have you completed the educational requirements for any of the American Medical Specialty Boards?

Yes No . If “Yes”, which Board(s)?

LICENSES: List @/l States or Provinces 1n which you have ever held licensure.

(1) MEhe Yot (2) ch (3) MY @_ MN# c_ ¥T
(6) @) (8) 9)_ (10

LIST all hospital affiliations and locations for the past five (5) years (Other than Postgraduate Training Hospitals)
Please list all hospital affihations (including moonlighting) and medical agencies of employment, e g., physician

placement group; emergency medical group, radiology group, etc.. _ & ' 7) Hese. 2
00 5 7 fs7dule 20, ELPNORST pesf., Cloices
%l}_uugﬂ cEnTER,
(NOTE Attach separate list for addittonal hosprtal affiliations/medical agencies)
PRACTICE: City & State Where You Now Practice. MVEY ¥ 0 RR 2 NY

Date Above Practice.s Established- A AL 9




U.S. CITIZENSHIP: . ‘

( K) Birth ( ) Hold Permanent Immigrant Status

( ) Naturalization ( ) Awaiting Quota Assignment

( ) Declaration of Intention

srreecace: [ o or v

MILITARY (United States Only).

( ) Army ( x } Air Force ( ) USPHS
( ) Navy ( )} Marine Corps ( ) Coast Guard
Dates of Active Duty. //”/‘ Y ’ /7' Type of Discharge: MoNoRABLE

Has any formal disciplinary or rehabilitation action including reprimand, censure, probation, restriction, limitation,
suspension or revocation been taken against your license 1n any State/ Province? Yes No_X

Have you ever entered into a written consent agreement or stipulation with a State/ Province licensing or discipli-
nary agency? Yes No_X

If “Yes”, indicate State/ Province

Reason for action and action taken.

( NOTE Attach separate sheet, 1f necessary)

Have you ever been convicted of Medicare/ Medicaid fraud? Yes No_¥

If “Yes”, when?

Where?

Have your prescription/dispensing/or administration abilities ever been denied, restricted or modified by a Federal/

State/ Province government agency? Yes No_ X

If “Yes”, when?

Where? & By Which Agency?

Have you ever been involved 1n any malpractice matter which resulted 1n a settlement or judgement against you in
excess of $20,000? Yes ¥ No

Have you ever had hospital privileges revoked; denied, suspended or restricted 1n any way? Yes € No

If “Yes”, name and address of hospital(s)

(NOTE Attach scparate sheel 1f necessary)

I DECLARE UNDER PENALTY OF PERJURY that my answers and all statements made by me herein are true and cor-
rect Should I furnish any false information on this Preliminary Questionnaire. I hereby agree that such shall constitute cause
for the denial of my eligibility to apply for licensure as an allopathic physician in the State of Arizona

SIGNATURE ?A_M,MD DATE "‘j‘*,(:/J /,f




REQUIREMENTS FOR ARIZONA LICENSURE

FOR GRADUATES OF APPROVED MEDICAL SCHOOLS (United States or Canada)

A

e

Must have successfully completed 12 months hospital internship, residency or fellowship program which was
approved by the Accreditation Council for Graduate Medical Education, the Association of American Medical
Colleges, the Royal College of Physicians and Surgeons of Canada or any similar body n the United States or
Canada whose function is that of approving traiming programs.

Must have successfully passed a complete wriiten examination conducted by any state, territory or district of
the United States, or be certified by the National Board of Medical Examiners as having passed either, all three
parts of the National Board examination or all three Steps of the United States Medical Licensing examination,
or be certified by the Licensing Medical Council of Canada, or passed the Federation Licensing Examination

Note: If applicant’s written examination was the FLEX exam taken prior to January [, 1985, must have been
taken 1n one sitting and must have achieved a FLEX weighted average of at least 75

If FLEX was taken after January 1, 1985, both Component I and Component II must have been passed
within a 5 year period and must have received at least a 75 1n each Component

If applicant’s written examination was the USMLE exam, all three Steps must have been taken within a
7 year period and must have received at least a 75 in each Step.

The following combinations of examinations (hybrids) are acceptable 1f taken from June 1, 1992 to
July 31, 1995

1) Parts One and Two of the NBME AND either Step Three of the USMLE or Component II of FLEX.
2.) FLEX Component I AND Step Three of the USMLE.
3.) EACH of the following:
1) NBME Part One or Step One of the USMLE
i) NBME Part Two or Step Two of the USMLE
u1.) NBME Part Three or Step Three of the USMLE or Component II of FLEX

An applicant seeking hicensure by endorsement based on successful passage of a written examination which
precedes by more than 10 years his application for licensure in this state, shall take and successfully complete a
Special Purpose Examination (SPEX). An applicant who fails the SPEX exam 3 times, shall prove to the Board
that he/she successfully completed an additional twelve months approved postgraduate training before retaking
SPEX.

Must file an application for licensure by either Endorsement or Endorsement & SPEX.
Must pay all fees

Must contact the Federation of State Medical Boards at 6000 Western Place, Suite 707, Fort Worth, Texas
76107, to request that all FLEX and USMLE scores be sent to this office The Federation charges $40.00 for
this service. (Scores must be received in this office before any application will be forwarded to the applicant.)

FOR GRADUATES OF UNAPPROVED ALLOPATHIC MEDICAL SCHOOLS

in addition to the above requirements, the following must be met:

1)

2)

Hold a standard certificate 1ssued by the Educational Council for Foreign Medical Graduates, complete a Fifth
Pathway program, or complete thirty-six months as a full-ume Assistant Professor or higher position m an
approved school of medicine

Successfully complete an approved twenty-four month hospital internship, residency or clinical fellowship pro-
gram 1n addition to A. above, for a total of thirty-six months, unless the applicant successfully completed a
Fifth Pathway program, or has served as a full-tume Assistant Professor or higher position at an approved
school of medicine

Note: The above examination requirements are statutorily set and cannot be waived by the Board

Revised 7/93




INTERNSHIP:

RESIDENCIES:

FELLOWSHIP:

ACADEMIC APPTS:

BOARDS:

Kings County Hospital/SUNY Downstate
451 Clarkson Avenue

Brooklyn, NY 11203

Rotating/Obs-Gyn, 7/70-6/71

Kings County Hospital/SUNY Downstate
451 Clarkson Avenue

Brooklyn, NY 11203

Obs-Gyn, 7/71-12/74

Dartmouth-Hitchcock Medical Center
Hanover, NH 03756
Anatomic and Clinical Pathology 7/86-6/90

Office of the Chief Medical Examiner
520 First Avenue

New York, NY 10016

Forensic Pathology, 7/90-6/91

State University of New York
Downstate Medical Center
Clinical Assistant Prof. (Obs-Gyn), 1975

University of Nevada, School of Medicine
Clinical Assistant Prof. (Obs-Gyn), 1981-86

Dartmouth Medical School
Clinical Instructor in Pathology, 1989-90

New York University, School of Medicine
Department of Forensic Pathology
Instructor, 1990-91

Assistant Professor, 1991-92

National Board of Medical Examiners
Diplomate, 1971

American Board of Obstetrics & Gynecology
Certified 1976

American Board of Pathology
Anatomic/Clinical Pathology, Certified 1990
Forensic Pathology, Certified 1991



® o

STATE LICENSURE: New York
Number: 108816
Issued: 1971
Status: Current

California
Number: G 028860
Issued: 1975
Status: Pending Reissue
Oral Examination Passed Dec. 1994.

Nevada

Number: 3597
Issued: 1978
Status: Inactive

New Hampshire
Number: 7527
Issued: 1987
Status: Inactive

Vermont

Number: 42-0007546
Issued: 1987

Status: Inactive

HOSPITAL PRIVILEGES:

My privileges at: Washoe Medical Center
77 Pringle Way
Reno, NV 89502

and
St. Mary's Hospital
235 West Sixth Street
Reno, NV 89503

were revoked in 1985 and 1986 respectively solely because I
refused to carry malpractice insurance. This was a new requirement
instituted at that time, as I had practiced without insurance at both
hospitals since 1984.



.
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A-Z WOMEN’S CENTER, INC.
1002 EAST McDOWELL ROAD
SUITE B

PHOENIX, ARIZONA 85006
{602) 957-8535

March 20, 1995

Arizona State Licensure Board
1651 E. Morten Drive

Suite # 210

Phoenix, Arizona 85020

Dear Sir/Madame:

Please send an application for state licensure to the following

address:
Dr. William Ramos
3205 Arlington Av
Bronx, New York 1

Your prompt attention to this matter is

Thank You,

7o Voy A T

Supervisor

enue
0463

greatly appreciated.
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Dale M. Carrison, D.O.

Chief of Staff

U NIVERSITY John J. Fildes, M.D.
Vice-Chief of Staff

MEDICAL Michael J. Casey, M.D.
Secretary

CEN TER OF SOUTHERN NEVADA

e

Medical Staff Department, 1800 W. Charleston Boulevard, Las Vegas, NV 89102 (702) 383-2603 EAX(; 02,;-.._5:537,3,99%’

' g."m'
October 3, 2014 A~
[NE R Eps
LA ] h'i:,rej j’:(fw
Arizona Medical Board " VAR

9545 E. Doubletree Ranch Road
Scottsdale, AZ 85258

RE: William D. Ramos, M.D.

Dear Chief of Staft:

This letter is in response to your recent inquiry for verification of Medical Staff membership and privileges at
University Medical Center of Southern Nevada for William D. Ramos, ML.D..

The above-named physician was granted Medical Staff membership and privileges at our facility on December 31,
1996 and currently has Refer and Follow Staff privileges, in good standing, in the Department of Obstetrics and
Gynecology. Dr. Ramos was changed to Refer and Follow status due to the level of patient activity he had in the
last year.

Since this physician’s last reappointment, according to our records, this physician’s membership and/or clinical
privileges at this hospital have not been suspended, denied, revoked, restricted, granted with limitations (aside from
ordinary and initial requirements for supervision/monitorship/proctorship), not renewed, subject to probationary
conditions, or not approved by the Board of Trustees (excluding temporary suspensions for incomplete medical
records). Dr. Ramos has complied with Bylaws and Rules and Regulations provisions and has demonstrated
current clinical competence and ethical conduct in exercising his privileges at this hospital. To the best of our
knowledge, we are unaware of any physical, mental health, drug, alcohol, or other problems which the applicant
may have had previously or presently has which could potentially impair his present ability to practice the
privileges granted.

Verified by Yvette S. Burton.

Dale M. Carrison, D.O.
Chief of Staff

/ysb
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Governor

Janice Brewer

Members

Gordi Khera, M.D.
Chair
Physician Member

Richard Perry, M.D.
Vice-Chair
Physician Member

Ram R. Krishna, M.D.
Secretary
Physician Member

Jodi Bain, Esq.
Public Member

Marc Berg, M.D.
Physician Member

Donna Brister
Public Member

R. Screven Farmer, M.D.
Physician Member

Robert E. Fromm, M.D.
Physician Member

Paul S. Gerding, Esq.
Public Member

James Gillard, M.D.
Physician Member

Edward G. Paul, M.D.
Physician Member

Wanda Salter, R.N.
Public Member/R.N.

Arizona Medical Board
9545 E. Doubletree Ranch Road, Scottsdale AZ 85258 «
Phone (480) 551-2700

website: www.azmd.gov

« Toll Free (877) 255-2212 « Fax (480) 551-2707

September 19, 2014

Dr. Ramos

This will acknowledge receipt of your renewal application for licensure to practice
medicine in the State of Arizona. | have reviewed your renewal application. To
complete the processing of your renewal application, the following deficient
documentation is still required:

1)) You answered “Yes” to a Professional Conduct or Confidential Question
on your application. Please submit the following additional information.

a. A detailed written narrative concerning your “Yes” answer.

b. Documentation to support your “Yes” answer. Specifically, a letter
from University Medical Center Southern Nevada regarding your
membership to “refer & follow”

2.) Please submit a full set of fingerprints on the fingerprint card provided by
the Board for purposes of obtaining a state and federal criminal records
check. If you have not received a fingerprint packet provided by the
Board within two weeks of your renewal payment, please do not hesitate
to contact the Board.

PLEASE NOTE: IF THE ABOVE DEFICIENT ITEMS ARE NOT RECEIVED WITHIN
60 DAYS OF THIS DEFICIENCY NOTICE, YOUR ARIZONA MEDICAL LICENSE
WILL EXPIRE ON ITS SCHEDULED EXPIRATION DATE. ANY DEFICIENT ITEMS
THAT ARE RECEIVED AFTER THE 60 DAY PERIOD WILL NOT BE ACCEPTED. IF
YOUR LICENSE EXPIRES YOU MAY REAPPPLY AS AN INITIAL APPLICANT.

Should you wish to appeal any item in this deficiency letter you must submit
your request for a hearing to the Board pursuant to AAC R4-16-206(B)(2) within
30 days from the date of this notice.

A.R.S. § 32-1430:

B. A person renewing an active license to practice medicine in this state shall provide
to the board as part of the renewal process a report of disciplinary actions, restrictions
or any other action placed on or against that person's license or practice by another
state licensing or disciplinary board or an agency of the federal government. This action
may include denying a license or failing the special purpose licensing examination. The
report shall include the name and address of the sanctioning agency or health care
institution, the nature of the action taken and a general statement of the charges
leading to the action taken.

C. The licensee shall submit proof with the renewal form of having completed a training
unit as prescribed by the board relating to the requirements of this chapter and board
rules.

D. A person whose license has expired may reapply for a license to practice medicine
as provided in this chapter.

E. Beginning September 2, 2014, if a person did not submit fingerprints for a criminal
records check when the person was initially licensed pursuant to section 32-1422, the
person renewing an active license to practice medicine in this state for the first time on
or after September 2, 2014 shall submit a full set of fingerprints to the board for the
purpose of obtaining a state and federal criminal records check pursuant to section 41-



1750 and Public Law 92-544. The department of public safety may exchange this
fingerprint data with the federal bureau of investigation.

R4-16-207. Time-frames for License Renewal; Expiration

B. For license renewal, the administrative completeness review time-frame described in
A.R.S. § 41-1072(1) is 45 days and begins on the date the Board receives the renewal
application.

1. If the required application is not administratively complete, the Board shall send a
written deficiency notice to the applicant.

a. In a deficiency notice, the Board shall state each deficiency and the information
required to complete the application or supporting documentation.

b. Within 60 days after the Board sends a deficiency notice, the applicant shall submit
to the Board the requested documentation or information specified in the notice. The
time-frame for the Board to finish the administrative completeness review is suspended
from the date of the notice until the date the Board receives the requested
documentation or information from the applicant.

D. If a person holding an active license does not apply for license renewal according to
the biennial renewal requirement or fails to meet time-frame requirements under this
Section, the person’s license expires according to provisions prescribed under A.R.S §
32-1430(A) unless the person is under investigation according to provisions prescribed
under A.R.S. § 32-3202.

Sincerely,

Sara Bachmann

Arizona Medical Board
Sara.Bachmann@azmd.gov
Fax: 480-551-2704
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August 8, 2014

Dr. Ramos,

Thank you for beginning your renewal for your Arizona Medical Board license.

You answered “Yes” to Professional Conduct #5 which asks “Since 2009, have you had
hospital privileges revoked, denied, suspended, or restricted?” Due to your answer you
must submit additional information no later than October 7, 2014.

In response to your renewal answer, you must submit a detailed report concerning your
answer(s), 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 a complaint or board
action in accordance with:

A.R.S. 32-1430(B). A person renewing an active license to practice medicine in this state shall attach to the
completed renewal form a report of disciplinary actions, restrictions or any other action placed on or against that
person's license or practice by another state licensing or disciplinary board or an agency of the federal government.
This action may include denying a license or failing the special purpose licensing examination. The report shall
include the name and address of the sanctioning agency or health care institution, the nature of the action taken
and a general statement of the charges leading to the action taken.

Your license will not be renewed until such information is received. If information is not received
by October 7, 2014 an investigation may be opened.

NOTE: If the required documents are not submitted to the Board by your expiration date, your license will
expire and you may not practice medicine in Arizona. You would, however, have the option to reapply for an

Arizona medical license.
Please contact me with any questions.
Sincerely,

Sara Bachmann
Arizona Medical Board



Confirmation

AMB - Physician Renewal - Confirmation (Step 8 of 11) 8/6/2014

William Douglas Ramos

Please review the information below and click at the bottom to accept. If you need to correct the information,
click the links below the records.

General Questions

Note: In the event the response to any of the questions numbered 1 through 10 is &€eYES&€, you must file
by fax or mail a detailed report concerning the below 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.

1) Since 2009, have you had an application for medical licensure denied or rejected by another state or province
licensing board? If so, provide an explanation.

No

2) Since 2009, has any disciplinary or rehabilitative action been taken against you by another licensing board,
including other health professions? If so, provide an explanation.

No

3) Since 2009, have any disciplinary actions, restrictions or limitations taken against you while participating in
any type of program or by any health care provider? If so, provide an explanation.

No

4) Since 2009, 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? If so, provide an explanation.

No

5) Since 2009, have you had hospital privileges revoked, denied, suspended, or restricted? If so, provide an
explanation.

Yes

University Medical Center Southern Nevada membership reduced to ""Refer & Follow™ because of
insufficient admissions to hospital.

6) Since 2009, 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? If so, provide an explanation.

No

https://carbon.bomex.org/DataTier/Documents/Intermediary/b30576¢6-fb8a-49a6-bfd5-55ac6034cef7.htmlI[11/17/2015 10:06:10 AM]



Confirmation

7) Since 2009, 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.

No

8) Since 2009, 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.

9) Since 2009, have you been found guilty or entered into a plea of no contest to a felony, or misdemeanor
involving moral turpitude in any state? Is so, provide an explanation. See list of Moral Turpitude items at .

No

10) Since 2009, have you failed the special purpose licensing examination (SPEX)?
No

Physical/Mental Health and Substance Abuse Questions

In the event you answer YES to any of the below questions, 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 physician assistanta€™s impaired by alcohol, drug
abuse or for other issues, please submit a copy of the agreement/order along with a compliance reports from the
state monitoring programs

FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE
ABUSE OR OTHER ISSUES CAN RESULT IN BOARD DISCIPLINARY ACTION.

1) Since 2009, have you had or do you have a medical condition that impairs or limits your ability to safely
practice medicine including diagnosis or treatment for any psychotic disorder or substance abuse disorder? If so,
provide an explanation.

2) Since 2009, 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

https://carbon.bomex.org/DataTier/Documents/Intermediary/b30576¢6-fb8a-49a6-bfd5-55ac6034cef7.htmlI[11/17/2015 10:06:10 AM]



Confirmation

Citizenship Status

I am a U.S. Citizen or U.S. National

Specialties
. - .. Date
? o =4
Specialty Certified? Practicing? Certified
Primary
Specialty Gynecology Yes Yes
Specialty 2 Anatomic/Clinical Pathology  Yes Yes
. Forensic Pathology

Specialty 3 (Pathology) Yes No
Specialty 4

Practice Address

(Directory Address)

1670 E Flamingo Rd Ste C
Las Vegas NV, 89119-5120
Phone: (702) 892-0660
Fax: (702) 650-0549

You are required to enter a valid address, if you have one.

Home Address

You are required to enter a valid address, if you have one.

Mailing Address
1670 E Flamingo Rd Ste C

https://carbon.bomex.org/DataTier/Documents/Intermediary/b30576¢6-fb8a-49a6-bfd5-55ac6034cef7.htmlI[11/17/2015 10:06:10 AM]

Expiration
Date



Confirmation

Las Veias NV, 89119-5120

You are required to enter a valid address, if you have one.

CME Audit Information

Dates Type of CME Activity # of Credit Hours
National Abortion Federation, Post Graduate

04/22/2012 Seminar 6.0

04/23/2012 National Abortion Federation 36th Annual Meeting 13.75

04/28/2013 Nathnal Abortion Federation, Post Graduate 6.0
Seminar

04/29/2013 National Abortion Federation 37th Annual Meeting 13.75

06/15/2012 Reproductive Health Access, Contraceptive Pearl 1.0

09/11/2012 Reproductive Access Project, Contraceptive Pearls 1.0

Please review all information you have provided. Change any information given or click on the | Agree button to
verify that all information posted above is correct and to proceed to payment options.

By agreeing with this data, you are signing this registration form and certifying under pentalty of perjury
that all information on this form is currently accurate and:

- 1 am a U.S. Citizen or a qualified/registered alien

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

- I'have a written 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. A§32-3211.

| Agree OYES @NO

MD Training Unit
Complete

You may wish to print this Page for your records. (2]

After pressing the Next button, please be patient, as it may take a few moments to process your data and send you
to the payment page.

https://carbon.bomex.org/DataTier/Documents/Intermediary/b30576¢6-fb8a-49a6-bfd5-55ac6034cef7.htmlI[11/17/2015 10:06:10 AM]



Arizona Medical Board:

License Renewal Questions

William Ramos

2012 License # 23599 Professional Conduct

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

2. Since your last 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,
licensed 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, 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 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?

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?

No

No

No

No

No

No

No

No

No

No

No

No

No




Arizona Medical Board: License Renewal Questions

William Ramos 2012 License # 23599 Mental Health

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 or 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? See below
for definition of ability to practice medicine.
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No

No

No
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No

No

No
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Arizona Medical Board: License Renewal Questions

William Ramos 2010 License # 23599 Mental Health

1. Since your last renewal, have you been diagnosed, treated or admitted to
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BIENNIAL MD LICENSE RENEWAL APPLICATION

AZ MD Lic#: 2 3 ff? Renewal Fee: $500 $850(|fposhnarked30daysafterduedate)

Name: W/ / ﬁ ﬂéf tn D é//mf . MD

PUBLIC ADDRESS & PHONE NUMBER
/(78 & [lommeo AP ,57¢€ C

P10 9
lts yeé #s VV Jet - F12-00€0

Phone# 73 1. ¢ 92-06¢ 7 Fax#: 790 - 50 05 7
E-Mail:

MAILING ADDRESS

| \
;ﬁ"‘f QR 9 o

HOME ADDRESS

Field of Practice Code ABMS Certified? Practicing? Expiration Date (or
(see attached form for code) (Y/N) (Y/N) indicate lifetime certificated)
e YV Y y
2r M Y y LIgET/AG
£FopL Y N LILETIA L

REQUEST FOR CHANGE IN LICENSE STATUS:
O INACTIVE STATUS {I have read and meet the requirements for Inactive status as listed in the instructions)
0O CANCELLATION (I have read and meet the requirements to canoel my license as listed in the instructions)

I hereby certify, under penalty of perjury by my signature below that all information on this form is currently accurate and

« 1 have completed a minimurn of 40 credit hours of continuing medical education during the previous two calendar years

of my renewal as required by A.R.S. §32-1434 and A.A.C. § R4-16-101

» I have a written protocol in place for the secure storage, transfer and access of the medical records of my patients should

my practice dose as required by AR.S. §32-3211
ﬂ I am a U.S. Citizen or U.S. National (if this box is checked please submit with your application a copy of one of the
listed approved supporting documents listed in the “Arizona Statement of Citizenship and Alien Status for State Public
Benefits” i.e. Birth Cettificate, U.S. Passport, etc.)

1 Iam NOT a U. S. Citizen or U.S. National (If this box is checked you must download, completeandsubnntmmyour
application *Arizona Statement of Citizenship and Alien Status for State Public Benefits” form along with a copy of or}g
of the listed approved supporting documents 1. e. Alien Registration Card, Visa, etc.) ©

D

Dt D Mn AL il 0
Signature of Licensee (Signature stamf will not be accepted) Date’
Page 1 \%




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

YES O

NOX(

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

YES O

NORf

3. Since your last renewal have you voluntarily surrendered any healthcare
license?

YES O

NO.X]

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

YES O

NO.X]

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

NC O

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

NO #

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.

NO &f

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?

NO kI

9. Since your Iast renewal have you been charged with or convicted,
pardonedorhadaremrdexpungedorvamdofafelony misdemeanor
involving moral turpitude? (see explanation below) A “yes” answer is
required even if you entered a diversion program.

NO &

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

NOT

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

NO 4

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

NO 2

13.Since your last renewal have you been convicted of insurance fraud or
received sanctions, induding restrictions, suspension or removal from

practice, imposed by any agency of the Federal government?

with the renewal a M ooncernmg the above matters nndudmg any marge,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 subrnit photocopies of any comresponding documents, such as complaints or board actions.

Moval 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, Tllegal 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.

_(LJ__%;I! /A A A A 2 License Number:

Signature: M /i /

PAGE 2
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CONFIDENTIAL
Physical/Mental Health and Substance Abuse

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?

Are you now or since your last renewal been addicted to or abused any
chemical substance including alcohol {(exduding tobacco and caffeine)?

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

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

Do you currently have any disease or condition that interferes with your
ability to competently and safely perform the essential functions of your
profession, indude 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 pesform the essential functions involved in your usual practice?

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

1.
2-

The cognitive capacity to make appropriate dinical diagnoses and exercise reason
medicat judgments and to leam and keep abreast of medical developments;

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

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

"Medical condition” includes physiological, mental or psychological conditions or
disorders, such as, but not Emited to chronic and/or uncorrected orthopedic, visual,
speech, or hearing impairments, epilepsy, multiple sclerosis, behavioral health
iliness, dementia, drug addiction and alcoholism.

fons, you must file with the renewal a detailed written

nan'atve slamment conoemlng the above matter(s), mdud;ng 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 ailt hospltals/rehabllltatlon centers and a
stahement from your attendmg physucnans or h'eahng lheraplsts setting forth your d| ; :

Tl'eahnentrecordsmustbeselndlrectlytoﬁwboard o

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 YQOUR RENEWAL AND REQUEST THE FOLLOWING DOCUMENTATION BE

SENT DIRECTLY TO THE ARIZONA MEDICAL BOARD'S PHYSICIAN HEALTH PROGRAM.

» Evaluation/Treatment records » Psychiatric/Psychological records

Please note: All 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 (480) 551-2716 or (877) 255-2212.
Name: &/ //}M_ A £aes AhO - License Number: _ R 3 52 4

Signature: &‘ﬁ“ 2. @a A é« PAGE 3

= Compliance reports from state monitoring programs




William D. Ramos, M.D., Ltd.
DBA: A-Z Women’s Center
1670 East Flamingo Road Suite C.
Las Vegas, NV 89119
Tel: (702) 892-0660
Fax: (702) 650-0549

8/2/2008

Arizona Medical Board
9545 E. Doubletree Ranch Rd.
Scottsdale, AZ 85258

Dear Sirs:

The Nevada State Board of Medical Examiners has opened an
investigation

The State Board of Nevada is doing its diligent responsibility and has
scheduled a hearing into the matter for Sept. 16, 2008. To date, there have
been no charges, hearings, or findings.

Very Sincerely,

Loitlen e PO

William D. Ramos, M.D.
President

Diplomate, American Board of Obstetrics & Gynecology, American Board of Pathology, American Board of Forensic Pathology
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i wilandimakelcorrectionslasinecessanysns| i i B e
OFFIGE’ADDRESS, IPIACEIOE;BUSINES: . . » ‘ OEIBUSINESS
SUBIIC/ADDRESS NE'NUMBER- -~ - * : e ; T SRR

1670°E-Flamingo'Rd Ste G-
Las Vegas NV 89119-5120
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Phone #: (702) 892-0660 ' Fax #: (702) 650-0549 | Phone #: ’ Fax #: -
evai: [ - [Ewam
MAIEING/ADDRESS MAIEING/ADDRESS
.1676- EFlamingoRd SteC . . = ... . e L LI S e R
Las Vegas NV 89119-5120 : .

s . . . Cg g T <
VRO v

E-Mail: ' E-Mail:

Mobile #: - ~ - - - ohe L Mobile #: - (Optional) -

LDS:OF:PRACTICE:"

Please indicate expiration date or lifetime certificate.

Certified? Practicing? Certified? Pra'g_;!'g:ing? | __Expiratio niti i
‘PTH Y - Y. .Make corrections if o 7/ e
0BG .Y L N Y neéess’ary' A [ S (G /,V{,I < 7 -
Fo Y N RIE’:QTJ:I:ESD /i//ﬁ- WA
If the above fields are not verified by your initials the ABMS certification will be removed from your profile on the website.
I REQUEST THE FOLLOWING CHANGE IN LICENSE STATUS: o ’ o e

Q INACTIVE STATUS: Please inactivate my Arizona license. My signature' serves to certify the"fcllowing: 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 renéwal fees and requirements for CME. I further understand that I may not engage in
the- practice of medicine, hold: registration with the Drug Enforcement ‘Admiinistration,- or write presctiptions s’ long as my -license is
classified-as inactive: I .further:undérstand that if I' request reactivation-of my-license,.I. may.be required to.pass the SPEX éxamination-and
that the:board..may:.require -any. combination.,of physical . examination,. psychiatric, psychological evaluations-and; interviews -it. deems
necessary:to determine my, ability to safely.engage-in the practice of medicine., 1 -. ' '

S Tlaa S N

[ RIS SN

LI FUES AN Rt |
L, CANCELLATION: Rlease cancel:myArizona license. . -My. signature. serves.to- certify. the following! - That I.am.not-presently.under
investigation by -th"e,boa"rq;f—"_tﬁe'boarq has not commenced any disciplinary proceedings against me; and [that I am requesting canceilation
for the reason that T am no'longer practicing medicine’in'the’ State ‘of Arizona.’ T e e T T Tt

st LOR FE

'CONTINUED ON BACK —




1. Since your last renewal have you had any application for»any professwnal : '
-~ -license refused or denied by-any I|censmgauthor|ty7 T N

’_2_ Since your last renewal have. you. been refused or denied the prlwlege of Ly
taking an examination required for any professmnal licensure? :

3. Slnce ‘your last’ renewal have you voluntar|ly surrendered any healthcare " e
v Ilcense7 '

f;;” been sanctloned by any healthcare ~I|censmg«~ : |
--association, licensed-healthcare: facmty or healthcare'staff of such facllrty?

I6 Since your last renewal have your privileges been- restricted, termlnated .' CTT e e R
..voluntarily or involuntarily. resigned or withdrawn by -any healthcare | YES DT»-' Do [ﬁ
licensing ‘authority, healthcare association, I|censed healthcare facrllty or.| T N? :

' healthcare staff of such facility?

7 Other than Arizona has disciplinary act|on been taken against you by any , _
‘licensing agency with regard to any professional license? Including ‘but not’ Y'ES' ' El T ® NO B S
_limited to restricted, termmated voluntarlly or mvoluntarlly resugned or - M

. - A .
i : A PR ASI 4y

wuthdrawn. e Ced S . ]
“8. Since your last renewal have you had-a reglstrat|on lssued by a controlled RSO PR

'substance .authority . (State or Federal). .revoked, - suspended, I|m|ted ' YES O NO M ‘

restricted, modlf ed demed or have you surrendered or. given. up in Ileu of

action? )

‘9..Since your last renewal have you been charged W|th or convrcted
- pardoned-or had a record expunged or. 'vacated ‘of a felony, mlsdemeanor
e é‘yes'&at?swer is-

.mvolvmg moral turpltude? (see explanat|on below):: R i

‘ \10. Since your last renewal have you been charged ‘With’orconvicted
. (including a nolo contendere plea or gunlty plea) ofa violation of any.

o Pgeoy-Lommepion

: ederal oi'"state drug law(s) or«rule(s) whether or ‘not: senten’c was

?f i z} e RS
11. ‘Slnce your 1ast renewal’have you' been court martlaled or dlscharged other
than honorably from the armed Service? = ¢ " i

12. Since your. last renewal have you been termlnated from a healthcare
posntlon ‘with a- cnty, county, “or state government ‘or the "Federal |

_government? - O _ _
13.Since your ‘last renewal’ have you been convicted’ of msurance fraudor|° " .. T -
received  sanctions, mcludmg restrictions, suspensmn or removal from . YESE] NO IZf i

pract|ce, |mposed by any aulw of the Federa jovernment7 ol ‘7 ,' _ ) v

must F le. w1th the renewal a detailed regort concerning the above matters, mcludmg any charge, date of such charge,.

the complete name and: -address _of all bodles of ]unsdlctlon, the r.esult of any, hearmgs, and the: dlsposmon of such -, . -~
matters.” IN ADDITION the’ appllcant must submlt photocoples of” any correspondung documents such as patlent', R
records, complalnts or board actlons : L L

[ s RN RN ','“. Lt a, PR

Moral Turpltude mcludes but |s riot Iumlted to the foIIowu ng:, ‘A r'hed Robbery, Assau t'wnth a Deadly Weapon Attempted i
'Insurance Fraud Fabncatmg and Presentmg False Publlc"CIalm, False Reportlng to Law Enforcement Agency,....
Falsifi catlon of Reeords of the ,Court .Forgery,. ,Fraud Hlt'& Run Tllegal Sale &-Traf.f~ cklng,,m Controllequubstances,-» o
Indecent‘Exposure, ,Kldnappmg, Larceny, ; ‘Marin, Act (Fed al CommerC|aI|zat|o omen. Statute),_‘M" Ieadlng Sale of :

Securltnes. in- Connechon" with- Transfer of Real Prope :

23599 William D. Ramos; MD e




CONFIDENTIAL ]
Physical/Mental Health and Substance Abuse -,

1. Since your last. renewal have you been dragnosed treated or admitted toa -
hosprtal or other facility for the treatment of bi- polar drsorder, schlzophrenra,
paranoia or any psychotic disorder? .. L

2. Are you now or since your last renewal been addlcted toor, abused any
chemical substance including alcohol (excluding tobacco and caffelne)'? S

3. Are'you now being treated or since your last renewal have youbeén treated -
' or-evaluated fora ‘drug or-alcohol;addiction’or: partrcrpated ina rehablhtatlon
program‘? *If in a confidential program in another state see. explanatlon below x

4. Sincewyour last renewal.have you been. crlmlnally charged ‘with or | TRCI
investigated by any healthcare licensing authorlty, healthcare assocratron, e
licensed healthcare facility or healthcare staff of such facrlrty for T
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 iliness 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 ,
* performthe essential functions involved in ‘your usual practice? See below for
definition of ability to practice medicine. )

In the event you answer YES to any of the above questions, you must file withthe renewal a detalled written
narrative statement 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 care, treatment, supervision and a statement as to whether-there- is anything-that would-prevent_your;from i
safely practrcrng any type of medrcme This st be sent; drrectly to. the board i PR T "'7'7'7.". R

NS c.r

If you are. currently partrcrpatrng or have partrcrpated ‘.pursuant»to a- CONFIDENTIA- \GREEMENT OR ORIER in a-f program for
the treatment and rehabilitation of ‘doctors of ‘medicine impaired by alcohol drug abuse r for other -issues YOU: MUST
SUBMIT-A"NARRATIVE OF CIRCUMSTANCES 'WITH YOUR APPLICATION AND" REQUEST THE. FOLLOWING DOCUMENTATION
BE SENT DIRECT LY TO THE ARIZONA MEDICAL BOARD’S PHYSICIAN HEALTH PROGRAM

r AR
. Evaluatron/T reatment records . Psychiatric/PsychoIogicaI records -Compliance reports from state monitoring programs

Please note: - All documents requested above must be sent directly from the primary source to the Arizona Medrcal Board's -

Physician Health Program Department from the primary source and will not be accepted if suhmitted by the applicant.
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBST ANCE IABUSE OR OTHER ISSUES CAN
RESULT IN BOARD DISCIPLINARY ACTION. ' ' '

If you have any questrons please contact the Board S Physrcran Health Program at- (480) 551-27I§ or.(877).255-2212.-.

T

Ability to practice medlcme is to be construed to include all of the followmg i
1. The cognitive capacity to make appropriate clinical diagnoses and exercrse reason medlcal Judgments and to learn
and keepabreast of medical developments;
2. The ability to communicate those judgments and medrcal information to patients' and other healthcare provrders,
with or without the use of aids or devices, such as a voice amplifier; and ! A : _ A
3. The physical capability. to perform medical tasks such as physical examination and surgrcal procedures with or
without the use of aids or devices, such as corrective lenses or hearing aids. Co o
“"Medical ‘condition” mcIudes physrologrcal ‘mental’ or psychological condrtrons or drsorders, such as, but not Ilmrted to '
chronlc and/or uncorrected orthopedrc, vrsuaI speech or hearrng rmparrments eprlepsy, multlple sclerosrs ;f",
behavioral héaith rllness,“dementra drug addlctron and alcoh i .

ISP

I hereby certify, under penalty of perjury, I am a U.S. Citizen or a quaIrF ed/reglstered alien and that aII mformatron on this
form is currently accurate. I also certify that during calendar years 2004 and 2005, I have completed a minimum of 40 credit
hours of continuing medical education as required by"A.R.S. §32-1434:and A:A.C." §'R4-16-101.

e ra S L 7/7//

Signature of Cicensee (Signatufe stamp will not be accepted) Date
23599 William D. Ramos, MD




ARIZONA MEDICAL BOARD i 5;) Zﬂ 5
2004 BIENNIAL MD LICENSE RENEWAL LICATION ~

AZMD Lic# 23599 Wllllal'l'lD Ramos MD

) C gwhlf_g : \ OFFICEB”ADDRESS/ PRINCIP PLACE OF“BUSINESS
SS& PHONE{NUMBER .

1670 E Flamingo Rd Ste C
Las Vegas NV 891 19-5120

P R R R R R L

PR Vit NS T

Phone #: (702) 892-0660 Phone #: R Fax #:

E-Mail: [mE-Mail: - - e B et farwiar 7
MAILING'ADDRESS. -- - MAILING%‘ADDRESSW.. e e e e
1670 E Flamingo Rd.Ste C . L e

Las Vegas NV 89119-5120

HOMESADDRESS HOME?ADDRESS

E-Mail: E-Mail: :

Cell Phone #: ) . (Optional) .
R CA’ {SIAND: Select from the attached list of Self-Designated “Field of Practice” Codes
PTH Y Y Make corrections if ’ f ] .
OBG Y Y necessary. ' eyA V&S Yis
Y. i .

QO 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 T am- totally reﬁred from the-practice-of- medlclne 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 renewa fees and requirements for. CME 41 further..
understand that I may not engage in the practice of medidne, hold registration with'the Drug. Enforcement  Administration, or write prescrlptlons as-long'as my hcense is

_!

classified as Inactive. I further understand that if I request réactlvatlon of my lioense, I.may be réqulréd 10| pass | ‘the SPEX examination and that the board may requlre any !
~ combination of physical examination, psychlatric, psychologlcal ‘evaluations'and interviews it deems necessary to"determine my" ablhty to" safely engage inthe’ practice-of —+
mediclne

B S

O " CANCELLATION: Please cancei my Arizona Ilcense "My slgnature below serves to certlfy the following:-That-I am not prsentiy under invesdgatlon by the board the board
has not commenced any disdplinary prooeedlngs against me; and that I am requesting cancellation for the reason that I am no longer practicing medicine in the State of Arizona. -

1. Other than in Arizona, are you currently under Investlgatlon by any medical board or peer revlew body" ....... . El Yes ﬂ No
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 INSErUCtIONS ON BACK)........ccccevueerrenriiiiiiiinieciensiinssessseesseessssssesssssssessassssssssssessnessaes’ oo .0 Yes X No
3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (see INStructions)............cceeeeereenervenerernennns rreerere e Q Yes § No
4. Since your last renewal, have you been subjected to any regulatory disciplinary, action, including censure, practice restriction, suspension, sanctlon or removal from practice,

Imposed by any agency of the federal or. state GOVErnmeNt? (SE@ INSEIUCKIONS)............ccccvirieeiieiiiciiiieeniesieiestsensssesssssessesssessesssssessasssossbessessssassasassesssssssesnns Q Yes ﬁ No

5. Since your last renewal, have you had the authority to prescribe, dispense or administer medications limited, restricted, modified, denied, surrendered or revoked by
a federal or state agency? (SE@ INSIIUCHIONS) .......cccccciiiiiiimiiniesionniesreristestersssersesesessessessessessesssssssssnesessesssssssessessntsssassstossssseesesessiosssenes

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 instructlons)
Do you engage in the iilegal use of any. controlled substance, habit-forming drug, or prescription medication? ...........cceeeeeveeerineins Sevaeranss

7
8. Have you consumed intoxicating beverages resulting in your present ability to exercise the judgment and skills of a medical professional, belng impaired or Ilmlted
9. Have you been denied a license in another state? If yes, .

.............. e YES o
State Date of Denial Reason for Denial
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?........... Q Yes ¥No
If yes, please attach an explanation and applicable court docket. See instructions on back. i .
11 Since your last renewal has a ma!gractice lawsuit resulted in a settiement orj dgment agalnst you" ! Q Yes & N

1 hereby certify, under penalty of perjury, that all information on this form is currently accurate. I also certify that during calendar. years 2002 and 2003, I have completed a -

um, f40 cre| hours of continuing ical education as requjred by A.R.S. §32-1434 and A.A.C. § R4-16-101.
X 7 /Lr rovy
ignature of Licel Signature p il_ not be accepted) - ’ s Date

|I|l||||l|l||l|ll|]l|IIII S




ARIZONA STATE BOARD OF MEDICAL EXAMINERS
2002 BIENNIAL MD LICENSE RENEWAL APPLICATION <40 |

S800 (if postmarked after 10/15/2002)

OEEIGEIADDRESS/ERINCIPAIEPLA jcs}oFnggug§§
1670 E Flamingo Rd Ste C
Las Vegas NV 89119-5120

Phone #: 702) 892-0660 Fax #: (702) 650-0549 Phone #: Fax #:
E-Mail:

MAILINGIADDRESS

1670 E Flamingo Rd Ste (o
Las Vegas NV 89119-5120

— N e 0o
HOMEFADDRESS PHIe M 16 11V 15
ALIC 9 o 2009
mOUO & g Lol U
Fax #: Phone #: Eax #:
E-Mail: Dy
Cell Phone #: (Optional)
Select from the attached list of Self-Designated “Field of Practice” Codes
Certified? Practicing?
Y Make corrections if FopP Y
N necessary F7H Y Y
g g 6—‘- Q’ Y

O 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 proceeding 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, BOMEX will waive the annual renewal fees and requirements for CME. I further understand
that I 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. I further understand that If request reactivation of my license, I may be required to pass the SPEX examination and that the Board may require any combination of
physical examination, psychiatric, psychological evaluations and interviews it deems necessary to determine my ability to safely engage In the practice of medicine.

O CANCELLATION: Please cancel 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 that I am requesting cancellation for the reason that I am no Ionger practldng medicine in the State of Arizona.

Wz REHEIEOLTOWINGIQUESTIONS? i i ; 8 S o
Other than in Arizona, are you currently under investigation by any medical board or peer rewew body? TN QO Yes ﬂ No
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 INStruCtioNS ON DACK) .........cccc it inreeesesaeessessnnnesesasessonenessnensassnessnsesesssasassenasaneesans Q Yes & No
3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (see instructions).........c..ccocciviirecceinsennninnsiiininns Q Yes Q’ No
4. 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? (See INSIIUCIONS). .......cociiiiiiiiiiiiiiiiii ittt st sesero st st essssssssssss s st s reesensnsssenssaassnnennuens Q Yes X No

5. Since your last renewal, have you had the authority to prescribe, dispense or administer medications limited, restricted, modified, denied, surrendered or revoked by
a federal or state agency? (S INSETUCHIONS) .......ciiiiiiiiiiiiiiiii e es e s s s ss s eee e s aasteaasstseastsostessbttnbnessorsnsenbessessestonnnrenssssranesesssnataeressssrnns
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 mstructlons) ...........
Do you engage In the illegal use of any controlled substance, habit-forming drug, or prescription medicCation? ........ccccviiiiireccrreeeresienecsrescsneenninne
Have you consumed intoxicating beverages resulting in your present ability to exercise the judgment and skills of a medical professional, being Impaired or Ilmnted
Have you been denied a license in another State? If YES, ....cviiiiiviinimieriiiiiieiiienaiiicesieiereoseesaeeseenmeeesssnassossnnsessansessersnenassansesssanes

State, Date of Denial Reason for Denial
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?........... Q Yes X No

If yes, please attach an explanation and applicable court docket. See instructions on back.

11, Since your last renewal, has a malpractice matter resulted in a settlement or judgment against you? .. MYes Q Nom

©® N

BIthclanswelisvesgtolanviofithclabovelquestionsepleaseprovidelalcompletelwnittenexplanatio NN al practicelcaseslare repotedn
ftm@l]:zétqa theleaselnumberivenuedplaintiffiname} mmmmm maﬁmmam

ttle Mamﬁmm@mm»mﬂmmm@m mﬁr@y
ainlt rt{bylcontacti ) Nl npdbship .

I hereby certify, under penalty of perjury, that all information on this form is currently accurate. 1 also certify that during calendar years 2000 and 2001, I have completed a

inimum of 40 credit hours of continuing medigal education as required by A.R.S. §32-1434 and A.A.C. § R4-16-101. )
p A a 4 - F/>y /Aie2
Signatdre of Licensee (Signature stamip will not be accepted) " Date




	Licensing File Start of Redact
	Renewals Redacted

	JmZDUtNTVhYzYwMzRjZWY3Lmh0bWwA: 
	Form1: 
	rblAgreement: No
	btnPrinterVersion: 
	btnBack: 
	btnNext: 




