. A/11/2¥82 14:82 ZAb 372097 DR KILLIAMN (\ND DR BO PAGE B2
(o % SAIFHIRI2 DIV OF REGISTRAT IHNG 111 PE2-22 NV 85 @2 15:59

AR Ao

COLORADO STATE BOARD OF MEDICA‘, EXAMINERS
APPLICATION FOR A LICENSE TO PRACTICE MEDICINE  FEE $425.00

READ ALL INSTRUCTIONS PRIOR TO COMPLETING THIS APPLICATION. ALL QUESTIONS ON THIS APPLICAT ION
MUST BE ANSWERED, AND ALL SUPPORTING DOCUMENTS MUST BE SUBMITTED WITH THIS APPLICATION
PER INSTRUCTIONS. THE ENCLOSED CHECKLIST IS PROVIDED FOR YOUR CONVENIENCE. PLEASE TYPE OR
PRINT NEATLY. WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER. YOU
MAY REPROOUCE THESE BLANK FORMS AS NEEDED, BUT EACH COMPLETED FORM YOU SUBMIT MUST BE IN
ORIGINAL INK OR TYPE. MAKE SUFFICIENT COPIES OF ALL FORMS BEPORE YOU BEQGIN.

1 g Name: Last Firet Mddle  Degree | 1b. Soctal Securlty Number
Bo wery Mapo L Mo
— . J
2. Other names (l.e. maiden nama)- indicata if nona. f
|
Napna l
%ﬂaﬂiﬁb Address. | Number and StreetRural Route, Apartment Number (NOTE, Mﬂll'ﬂ“ provided ic. by law. public Information }
Home b4d Fa -le. 7Y Jw
L) Business 8 L ljn"’ re 7 “-) . : -
City = State ' Zip Country
. Jea +Ht- WA N | L t' vs B
o-mail address. Bl
. Telaphone Number: (Area Code) ayy  (Ryeniig B Dete of Bith: | Mo/DayiYear ~ Plaoe of Birth
(}..oh) 32 -5 f200) Ay . vyyy | Oale Pardc L.
6. Sox - 7T 7. Have you ever filed an application in Co!crado? -
Male @ J Yes If yos. give date nf previoue application
" No “L . —_—— —
8 List nameladdress of the school where medical dagrée was received. |
! ) L2 Form {Canificata of Medlca| Eguration — te must ba sant directly from the schopl to (ul off) /
Name aof Schoo! Addrass and Zip | Pariod of Attendance )
: . . L. Frag {MR0Y1) To (a7
()’“v at M.qnl'.m ‘l-oo LTS 9 “'.J'./Mc;!nl?-fl;‘w W‘qf‘: 0q 151 ob’h V
[Adiond Iohos) L i
9. Lisyname of ticenaing axam(s). EGF MG, Medical or Ostaopathic National Boarde, FL%X. USMLE, LMCC, or atate written axam:. B
|_Regybst certification of scores from examining egancy be aent dirgctly to this office. ! . e
. Exam . Location i | Date e Resut
Y vame =5 m o ] 9586 | o

— . |

s . /

MC" 0. Hava you raceived and/or complatad qualifying postgraduate tralning approved by he AGGME/AOA in UL.S. or Canadian programs? |
Yes 1l yos, provida infurmaton baiow.

| Qa0 L I
Name of facility Specialty Perlod of attendance
B . From {Ma/Yr) To (Mo/Yr)
M\%ﬁb‘bﬁh 1 TYITY] LT b [90 — [/
; e
. T - ¥ ST AP
.. — . il PO
%—“‘_-k”‘“‘\iﬁ.‘ilb% A~
Official %6 Only " . »
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COLORADO STATE BOARD OF MEDICAL EXAMINERS
APPLICATION FOR A LICENSE TO PRACTICE MEDICINE  FEE $425.00

READ ALL INSTRUCTIONS PRIOR TO COMPLETING THIS APPLICATION. ALL QUESTIONS ON THIS APPLICATION
MUST BE ANSWERED, AND ALL SUPPORTING DOCUMENTS MUST BE SUBMITTED WIiTH THIS APPLICATION
PER INSTRUCTIONS. THE ENCLOSED CHECKLIST IS PROVIDED FOR YOUR CONVENIENCE. PLEASE TYPE OR
PRINT NEATLY. WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER. YOU
MAY REPRODUCE THESE BLANK FORMS AS NEEDED, BUT EACH COMPLETED FORM YOU SUBMIT MUST BE IN
ORIGINAL INK OR TYPE. MAKE §\UFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN.

1a. Name: Last irst Middle Degree | 1b. Social Security Number
B o wer-$ {\‘-J [~ rmo
/
2. Other names (i.e. maiden name)- indicate if Rone.
None

%&ailing Address:  Number and Street/Rural Route, Abartment Number (NOTE, Address provided is, by law, public information.)

Home Ly A Fa +-,¢_,r-o W J‘UJ
O Business § un 7 “7
City State Zip Country

.y ta 'H'\t, \ v % L (FX ..

e-mail address:
4. Telephone Number: (Area Code) (Day (@ 5. Date of Birth: Mo/Day/Year Place of 8irth

(300) 432 7651 (200)Qus . yyhy 0ok farte, IT.

6. Sex 7. Have you evef filed an plication in Colorado?
Male @ l:l Yes If yes, give date of previous application

8. List name/address of the school where medlca[ degree was received.
Reques! an original L2 Form {Certificats of Medical Education — Certificate must be sent directty fiom the school to this office.)

Name of School Address and Zii\ Period of Attendance
' Cive 3 From (Mo/vr) Yo (Mo D)
Upw: 0F Minniss 200 ot §4,3¢ / Minarapeta Yoy STHSST | 04 J82 06 [ B
Ml.’;t‘-‘ JCVL'. ' iy

9. List name of licensing exam{s): ECFMG, Medical or Osteopathic National Boa?gf, FLEX, USMLE, LMCC, or state written exam.
Request certification of scores from examinjfig agency be sent directly to this offic

Exam / Location \ Date Result
NGME T.5 .1 / Vasgs-ge L
/ N ;
10. Have you received andfor completed qualifying postgraduate training approved by the ACGME/AQA in U.S. or Canadian programs? |
O Yes if yes, provide informatigh below. |
GlNo
Name of facility Specialty Period of attendance
From {Mo/YT} To (Mo/Yr}
< r\w
5 LA
Official Use Onlty i E{ B

ewe rws 25 LD 2202




17. Have you ever had staff privileges at a hospital limited or reduced, denied, suspended or revoked, or have you resigned from a
medical staff in lieu of disciplinary action or potential disciplinary action?
g/Yes If yes, expiain on a separate sheet, provide copy of resngnatlon letter or hospital action and summarize below:

No

Name of facility Date Reason for action

18. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a deferred judgment and sentence,
entered a plea of guilty, entered a plea of nolo contendere, or been placed on adult diversion for any violation of any taw? Note: You
must respond “yes” even if the charge(s) or action was ultimately dismissed, expunged, pardened or the matter was not prosecuted. It is
unnecessary to report traffic offenses that do not involve alcohol or drugs.
0 Yes If yes, explain on a separate sheet. Summarize details below:

No

Date Court Violation Penalty or disposition

|

|

19. Within the last five years, have you engaged in any behavior or suffered any mental, physical or cognitive health condition that has !
affected or might affect your ability to practice medicine safely and competently?

Yes If yes, explain on a separate sheet. Be specific as tc date of occurrences, the type of behavior or condition invoived, and what if | i

anything has been done to correct the behavior or condition. )

No

20. Within the last five years, have you illegally or excessively used any controlled substance, habit-forming drug, prescription medication,
or alcohol?
Yes If yes, explain on a separate sheet. Be specific as to date of occumrences, the type of behavior involved, and what if anything
bas been done to correct the behavior.
No

21. Within the last five years, have you been diagnosed or treated for bipolar disorder, severe major depression, schizophrenia or other
psychotic disorder?
Yes If yes, explain on a separate sheet. Be specific as to date of occurrences, the type of disorder invoived, and what if anything
has been dcne to treat the disorder.
No

22. Within the last five years, has any final judgment, settlement or arbitration award for medical malpractice been paid on your behalf or
has any claim been filed which is still pending?
, Yes If yes, list below and complete the enclosed Claims Information Form.

Date Name and address of Insurance Company Reason for Action
|$llbi (AR Was b eng b Stete P‘\q l‘.n-:r-w Tasesodnes Lo we | :f-rv'n-fuf'l.- u-'p"“"‘ Wf“""’""" Caas
Li o N
grpr lomatrnn )

23. Have you ever been refused malpractice insurance, or has your malpractice insurance ever been canceled or rated at a higher
premium due to past claims experience?
U Yaes, If yes, explain on a separate sheet and provide verification from insurance company or state licensing board.

No

24. You must provide proof of malpractice insurance or an acceptable alternative as required by Colorado Law, or claim one of the four
exemptions set forth in the enclosed insurance memo. See instructions in application packet, and include proof of insurance {obtained
from your insurance carrier) or include a statement setting forth the basis for the exemption claimed below.

EXEMPTION CLAIMED:

NOTE: ALL ITEMS IN THIS APPLICATION ARE MANDATORY; NONE ARE VOLUNTARY. FAILURE TO PROVIDE ANY CF THE
REQUESTED INFORMATION WILL RESULT IN THE APPLICATION BEING REJECTED AS INCOMPLETE. The information
provided will be used to determine qualification for licensure, per Section 12-36-107 and Section 12-36-111, C.R.S., which
authorize the collection of this information. Applicants have the right to review their application subject to the provisions of the
Colerado Open Records Act. The Program Administrator of the Colorado State Board of Medical Examiners is the custodian of

records.
L1C




i, More! 1. Bowenrs hereby make application for a license 1o
practice medicine in the State of Colorado. In so doing, | authorize all hospitals, institutions or organizations, my references, personal
physicians, employers {past and present), business and professional associations (past and present}, and all govemment agencies
(local, state, federal and foreign) to release to the Colorado State Board of Medical Examiners or its successors any information, files
or records requested by the Board relative to my qualifications as a physician and my eligibility for licensure.

In accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are punishable by law.

| state under penaity of perjury, as defined in 18-8-503, C.R.S., that the information contained this apptication is true and correct to the
best of my knowledge.

| understand that under the Colorado Medical Practice Act, providing false information is grounds for denial, suspension or revocation
of a medical license and that application fees are not refundable.

Rt a® Y £ éﬂoﬂ-‘*—' ALD 19 de¥rsher 2oe2

Signature Date

RETURN THIS APPLICATION TO:
COLORADO BOARD OF MEDICAL EXAMINERS

1560 BROADWAY, SUITE 1300
DENVER CO 80202-5140

L1D




STATE OF COLORADO

STATE BOARD OF MEDICAL EXAMINERS

Department of Regulatory Agencies

1560 Broadway, Suvite 1300
Denver, Colorado 80202-5146
(303) 894-7716/894-7118

V/TDD (303)594-7880
hitp:/hwww gora state.co.us/medical

" Division of Registrations

. Cre e - a
[T . : ".:
A em

e
¥ o~ o

.+ .- REPQRT OF PRACTICE HISTORY

7=

Address and Zip

Reference (name and title)

Dates of Practice

Nature of Practice

13

From-To
Patyeting o Lisgye Qavid
yelinie hys Bere M:‘J‘I °Y — = LY ta [20ey
Jeattle  wA™ qf022 Arthovm 11 8 bretoe—

Jaee tHo K‘Ppciuy-lm.n__ |90 695.(&44;.41 J‘J:‘L#’O'f Clenn Koo[low 1/ 2o P =
2 Realthenre featHe  wa 9%120 Adenin's tratee [ 200 nesen.

Univers iy “ﬁw""""v""ﬂ 1856 Paec. Fv  Av. wS Mortri Sthepchewvae~ Mo "/8 7/? oo / gwv
;a' San Hig. _VV‘A" Chra s s e % © r“"'df-nu,
4,
5.
6.
7.
8.
9.
10.

PLEASE BE AWARE THAT IN COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE BY LAW.

| state under penalty of perjury in the second degree, as defined in 18-8-503, Colorado Revisad Statutes, that the information contained in this application is true and correct to the
best of my knowledge. 1| understand that under the Medica! Practice Act, providing false information is grounds for denial, suspension or revocation of a medical license.

WIM Mo

mf: Bo wers

te iy} 02—

L6

SIGNATURE

PRINT LAST NAME

DATE




INSTRUCTIONS FOR COMPLETION OF THE
REPORT OF PRACTICE HISTORY (L6)

LIST ALL OF YOUR EXPERIENCE IN MEDICAL PRACTICE IN
CHRONOLOGICAL ORDER SINCE MEDICAL SCHOOL, including

All internships, residency and fellowship programs,

Clinic practice,

Private practice,

Any other medical practice or position,

Any hospital that you held privileges at during the last five years, including temporary
privileges and consulting privileges,

¢ Any locum tenens positions, and

e Breaks in the practice of medicine of one month or greater.

REQUEST AN ORIGINAL LETTER OF VERIFICATION COVERING THE LAST
FIVE YEARS FOR THE ABOVE. '

Each letter should be addressed to “Licensing Section, Colorado Board of Medical
Examiners.”

Each letter verifying hospital privileges shouid be written by the chief of staff or chief
administrative officer.

Each letter verifying private practice, should be written by an associate or colleague.

If contracted by a locum tenens agency, one letter from that agency verifying all positions held
will suffice.

Each letter must verify dates of practice (including beginning month and year and ending
month and year), nature of practice, and privilege status..

Each letter must also include an evaiuation of your skill level, aptitude, ability to apply
knowledge, and an assessment of your attitude and behavior toward your colleagues and
patients.

For Training Program: Form L3 must be used to verify the first year of internship/post
graduate training, however, a letter or Form L3 may be used to verify training programs after
the first year.

Note: If you have not practiced medicine for more than two years immediately preceding the
filing of this application, refer to the Continued Competency Rule included in this package.




COLORADO BOARD OF MEDICAL EXAMINERS
CLAIMS INFORMATION FORM

The applicant must complete this form for each liability or malpractice claim which has
been identified pursuant to question 22 on the application. (Form L1C)

Ma\f-c..‘ L. Rogsrs Cz-olo) 329~ 2200

Name of Physician Business Telephone No.
1001 (L¢oscharey LeatHe . wi 9Xias-

Address —/ City, State, and Zip Code

1. On a separate sheet of paper type your full name and provide a clinical narrative
regarding each malpractice case(s)/allegations. Include name of patient, age, sex,
date of occurrence, and location (include address). Do not omit the answers to these
questions or make reference to attached documents for answers. This section must
be completed with your own description which includes all of the facts requested
above. Simply stating that the charges were dismissed is inadeguate, more detail
must be provided.

2, Indicate your position in case, i.e., intern, resident, primary doctor, etc.
On l.mnui M.,

3. Case was filed against:  Individual doctor [~ Group [] Hospital [
List names of other doctors and/or hospitals also named in the suit

4. Plaintiff's Attorney & Telephone

5. Is the claim pending? YES [ NO [
6. Was there a judgment or settiement? YES [ NO [&

7. What was the amount and date of the judgment or settlement? #!’lln" / "‘!"7 ¥ \\% \Q‘bb

8. What amount was attributable to you, your insurance company or your employer?
Bl do mMiurangs co .

I certify that the information which | have provided is correct to the best of my

knowledge.
L. /s-nv-w MO 10 /14 Jorr

Signature " Date
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STATE OF WASHINGTON R
DEPARTMENT OF HEALTH BEC -2 319
ADJUDICATIVE CLERK OFFICE

Rl

l' p.«, -
PR

~ In the Matter of the License to-Practice as ) Docket No. 99-04-A-1055MD; 7+ +- TR

a Phy5|0|an and Surgeon of: ) Ty
) DECLARATION OF SERVICE
' MARCI LEE BOWERS, M.D., } BY MAIL
License No.: MD00027147 ) .
- )
)

t de'e!azgigpeierapeaaEtydé;‘:p,erj!gg}éu;i‘ééréthe laws of the state of

- Washington that the following is true and correct:

On July 13, 1999, | served a true and correct copy of the Stlpulatlon to
Informal Disposition dated July 8, 1999, by placing same in the U.S. mail by 4:30

- pm, postage prepaid, on the followmg parties. to this case:

MARCI LEE BOWERS
C/0 THE POLYCLINIC
1145 BROADWAY
SEATTLE, WA 98122-4299

DATED: This 13 day of July 1999, at Olympia, Washington.

é;.¢%4_'

"Pam L. Mena, Adjudicative Clerk Office

cc:  Maryella Jansen, Program Manager
Marcia G. Stickler, Staff Attorney

DECLARATION OF SERVICE BY MAIL — Page 1 of 1




STATE OF WASHINGTON
, DEPARTMENT OF HEALTH
MEDICAL QUALITY ASSURANCE COMMISSION

'In the Matter of the License to Practiceasa )

Physician and Surgeon of )  Docket No. 99-04-A-1055MD
MARCI LEE BOWERS, M.D.,, ) STIPULATION TO INFORMAL
License No.27147 ) DISPOSITION

| Respondent. )

w3

g ey L

Section 1: STIPULATI

The parﬁes to the above-entitled matter stipulate as follows:

1.1 | Marci Lee Bowers, M.D., Respondent, is informed and understands that the Program
Manager, on designation by the Commission, has made the following allegations:

| 1.1.1 In the course of bilateral salpingo-oophorecﬁomy surgery on the patient
(previously identified on a confidential schedule) on or about August 6, 1997, the Respondent
negligently sutured a minute portion of small bowel while closing the fascial layer of the wound,
resulting in peritonitis.

1.1.2 Despite the patient demonstrating possible complications pos.tlob'efaﬁvely, the
Respondent ,dild not respond in a timely ﬁanner. A gmeml surgeon r_e;dperated on the patient on
the ninth post-operative day. 7

| 1.1.3 The patient required further surgery and-suffered a deléyed. recovery asa result of
the complication.

1.2 Respondent is informed and understands that the Commission has alleged that the

conduct described above, if proven, would constitute a violation of RCW 18.130.180 (ft).

STIPULATION TO
INFORMAL DISPOSITION- PAGE 1 of 6




13  The parties wish to resoltve this matter by means of a Stipulation to Informal Disposition
pursuant to RCW 18.130.172(1).

14 Respénﬁent agrees to be bound by the terms and conditions of the Stipulation to Infonhai
Disposition,

1.5  This Stipulation to Informal Disposition is of no force and effect and is not biqding -on the

parties unless and until this Stipulation to Informal Disposition is accepted by the Commission.

YRespo ntdoesnot admltzany theaallcgatl ns: m.the Statement of Allegatlons and
Summary of v1dece or in paragraph 1 1 above. s Spﬁlatmn to Informal Disposition shall
not be construed as a finding of unprofessional conduct‘or inability to practice." |
1.7 'fhis Stipﬁlation to Informal Disposition is not formal disciplinary action. I t is not subject
tc‘)‘the' reporting requirements of RCW 18.130.110 or any interstate/national reporting
réquiremcnt. |
1.8 This Stipulation to Informal Disposition i.é releasable to the public upon request pursuant
to the f’ublic Records Act, chabter 42.17 RCW. The Statement of Allegations and Summary of
Evidéence and the Stipulation to Informal Disposition shall remain part of Respondent's file and
cannot be expunged |
19 Thc Comrnission agrees to fi forego furthe; msciphnary proceedmgs concermng the
allegations contained in sections 1.1 and 1.2 above.

1.10 Respondent agrees t§ succegsfulljr cbﬁ}plete ﬁe terms and conditions of thlS informal
disposition.

.1.11 Respondent is advised and understands that a violation of the provisions of section 2 of

this Stipulation to Informal Disposition, if proved, would constitute grounds for discipline under

STIPULATIONTO ]
INFORMAL DISPOSITION- PAGE 2 OF 6




patties unless and until this Stipulation to Informal Disposition is accepted by the Commission.

1.12  This Stipulation to Informal Disposition is not formal disciplinary action, is not intended

and should not be construed as an action which “revokes or suspends (or otherwise restricts) a

physician’s license or censures or reprimands, or places on pfobation” as those words are used in

Sec. 422 of the Health Care Quality Improvement Act of 1986, 42 USC 11132 and is therefore

not subject to any reporting requircments to the National Practitioner Data Bank, or under RCW
18 130 110 .ot any mterstate/natlonal reporting requlrement

e e T el "“w BT - e

1.13 Respondent is adwsed and understands that a violation of the provisions of section 2 of

this Stipulation to Informal Disposition, if proved, would constitute grounds for discipline under

RCW 18.130.180 and the imposition of sanctions under RCW 18.130.160.

Section 2: INFORMAL DISPOSITION

Pursuant to RCW 18.130.172 (2) and based upon the foregoing stipulation, the parties
agree to the following Informal Disposition. The Respondent’s license to practice medicine is
éubjcct to the following terms and conditions for a period of TWO YEARS. After two yeérs and
- upon sucéessﬁl:l completion of the requirements in this section, the terms and conditions herein
shall auto-maﬁcally expire.

2.1  Respondent shall submit a plan of continuing medical education (CME) in the
arca of general surgical cofnplications and .pbst-operﬁti\fe care to the Commission’s designee for
approval. The exact number of hours and the specific content of the ‘course Or courses

constituting such program shall be determined by the Commission’s designee and shali total not

. STIPULATION'TO
INFORMAL DISPOSITION- PAGE 3 OF 6




Disposition.

less than TWELVE{12) credit hours of Catpgoryl continuing medical education as desqribed in
WAC 246-917-170. This program shall be in addition to the Continuing Education requirement for
relicensure. Questions concerning the specific course or courses shail be directed to the
Commission’s designee. Such CME plan shall be approved by the Mcdical«Consultan_t,
implemented and oomgleted within ONE YI:EAR (1) of the effective date of this Informal

22  The Respondent shall see to it that ail care delivered to her pétieﬁts falls within
acceptable standards of me&ical practice. The Respondent shall obey all federal, state, and local

laws and all administrative rules governing the practice of medicine in Washington.

N/

i

-

i

i

i

i

i

17 B

i

v/

W

STIPULATION TO _
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1, Marci Lee Bowers, M.D., Respondent, certify that I have read this Stipulation to
Informal '-Dispeéition in its entirety; that my counsel of record, if any, has fully explained thé
legal significance and consequence of it; that I fully understand and agree to all of it; and that it
may be presented to the Commission without my appearance. If the Commission accepts the

Stipulation to Informal Disposition, I understand that [ will receive a signed copy.

Marci Lee Bowers, M.D.
~ Respondent |

0{/?'*/9?

Date

STIPULATION TO o
INFORMAL DISPOSITION- PAGE 5 OF 6 .




Section 3: ACCEPTANCE
The Commission accepts this Stipulation to Informal Dispositien. All parties shall be

"bound by its terms and conditions.

‘ 2% M |
DATED this ¥ day of 7 1994 . .

/ .

. STATE OF WASHINGTON
v JERART I\/IE;QF HEALTH

Panel Chair

Presented by:

,,W/%ww

Marc:a G. Sficklér, WSBA #20712
Department of Health Staff Attorney

ﬂm 1 /?7‘?

Dite

FOR INTERNAL USE ONLY, INTERNAL TRACKING NUMBERS:

Program No. 98-12-0051MD - -

STIPULATION TO'
INFORMAL DISPOSITION- PAGE 6 OF 6
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STATE OF WASHINGTON
DEPARTMENT OF HEALTH A
1300 SE Quince 5t » P.O. Box 47866 + Olympia, Washington 98504:7866 RPN
November 13,2002 -

1o
vip M

nrr;“ -
A RIS

Nofav

MARCI LEE BOWERS, MD

1001 BROADWAY #207 <
SEATTLE WA 98122

Case No: 98-12-0051MD

Dear Dr. Bowers:

NS

--Thisletteris to-officially-inform you-that the-Medical Quality Assuiranice Commission has
released you from the requirements of the Stipufation to Informal Disposition signed on
July 8, 1999. You have demonstrated satisfactory compliance with the terms and
conditions of the agreement. This letter serves to inform you and other interested
parties that you are now released from the aforementloned Stipulation to Informal
Disposition effective upon receipt of this letter.

The Commission wishes you well in the future.

If you have any questions concerning this matter, please feel free to contact Dirk -

Gillespie, Compliance Officer, at (360) 236-4794 or write to the Medical Quality
Assurance Commission, P.O. Box 47866, Olympia, WA 98504-7866. -

Sincerely,

Yo e

Disciplinary Program Manager
Medlca! Quahty Assurance COITIITIISSIOF]




National Practitioner Data Bank
Healthcare Integrity and Protection Data Bank

P.O. Box 10832
Chantilly, VA 20153-0832

www.npdb-hipdb.com

DCN: 5500000027515082

Process Date: 10/20/2002
Page: 1 of 2

RESPONSE TO INFORMATION DISCLOSURE REQUEST

oy

Requestor Name:

Telephone:

City, State, ZIP:

Country:

Address:

BOWERS, MARCI LEE
(206)940-4484

SEATTLE REPRODUCTIVE HEALTHCARE
1001 BROADWAY SUITE #207

8649 FAUNTLERQY WAY SW

SEATTLE, WA 98122

Account Number:

Expiration Date:
Transaction Date:
Transaction Number:
Total Charge:

XXEXXXKXEKXXKO0042
1272004
10/20/2002
5500000027515082
$ 10.00

Subject Name:

Other Name(s) Used:

Organization Name:
Organization Type:

Other, as Specified:
Home or Work Address:

City, State, ZIP:
Country:

Social Security Numbers (SSN):
Professional School(s) & Year(s) of Graduation:

Occupation/Field of Licensure (Code):

State License Numbers, State of Licensure:
Other, as Specified:

Specialty:

Drug Enforcement Administration (DEA) Numbers:
National Provider ldentifiers (NPI}:

Federal Employer Identification Numbers (FEIN):

Gender;
Date of Birth:

BOWERS, MARCI LEE
FEMALE

SEATTLE REPRODUCTIVE HEALTHCARE
MEDICAL GROUP/PRACTICE (365)

1001 BROADWAY SUITE #207
8649 FAUNTLEROY WAY SW
SEATTLE, WA 98122

UNIV OF MINNESOTA MEDICAIL: SCHOQL
PHYSICIAN (MD) (010}

WAQ0D027147, WA

OBSTETRICS & GYNECOLOGY (50)
BB0O630473

912160399

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY

1586




National Practitioner Data Bank DCN: 5500000027515082 1
Healthcare Integrity and Protection Data Bank Process Date: 10/20/2002

Page: f
P.O. Box 10832 age: 2 o 2

Chantilly, VA 20153-0832

www.npdb-hipdb.com

Unique Physician Identification Numbers (UPIN):  E72307

Based on the subject identification information provided by you in Section C above,
a search of the NPDB has located the following 3 report(s).

Type of Report Report Number
Medical Malpractice Payment Report 5500000023215401
Medical Malpractice Payment Report 5500000023215421
Medical Malpractice Payment Report 5500000023215471

Recipients should verify that the subject identified in Section C is, in fact, the
subject of interest,

Copies of these reports are enclosed for restricted/limited use as prescribed by Title IV of Public Law 99-660, as amended. Recipients
should verify that the subject identified in Section B of the report(s) is, in fact, the subject of interest. Information frem the NPDB is
confidential and must be used solely for the purpose for which it was disclosed. ANY PERSON WHO VIOLATES THE CONFIDENTIALITY
PROVISIONS AS SPECIFIED IN TITLE IV IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $11,000 FOR EACH VIOLATION.

Subjects of reports who obtain information about themselves from the NPDB are permitted to share that information with anyone they
choose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023215401

Healthcare Integrity and Protection Data Bank Process Date: 10/24/2001
P.O. Box 10832 Page: 2 of 3
Chantilly, VA 20153-0832 For authorized use by:

SELF-QUERIER

www.npdb-hipdb.com

Date of Report: 10/24/2001
Act/Omission Code: SURGERY: NOT OTHERWISE CLASSIFIED (290)

Date of Act/Omission; 08/13/1237
Payment Date: 12/16/1998
Muitiple or Single Payment:  SINGLE
Amount of This Payment:  $172,616.74
Total Amount of Judgment or Seftlement:  $172,616.74
Payment Result of; SETTLEMENT
Number of Practitioners for Whom Payment Is Made: 1
Relationship of Entity to the Practitioner; ~ INSURANCE COMPANY
Date of Judgment/Settlement:  12/10/1998
Adjudicative Case Number:
Adjudicative Body Name:
Court File Number:

Reporter's 50 YO FEMALE REQUIRED BSO TO INVESTIGATE A SYMPTOMATIC
Description of the OVARIAN MASS. AN INADVERTANT MICROPERFORATION OF THE SMALL
Act or Omission:  poywrpr, WAS DISCOVERED POST OPERATIVELY WHICH REQUIRED

ADDITIONAL SURGERY AND REHABILITATION.

Reporter's SINGLE PAYMENT $172,616.74 FILE #11617
Description of the
Judgment or
Settlement:

If the subject identified in Section B of this report has submitted a statement, the
unedited statement appears in this section.

An "X" indicates that the information in this report has been

[} Disputed by the subject identified in Section B.

D Elevated for decision by the Secretary of the U.S. Department of Health and Human
Services —- Pending.

[[] Reviewed by the Secretary of the U.S. Department of Health and
Human Services, who has made the following comment
concerning the report:

Date of Initial Report: 12/29/1998
Date of Most Recent Change:  10/24/2001

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023215421

Healthcare Integrity and Protection Data Bank Process Date: 10/24/2001
P.O. Box 10832 Page: 2 of 3
Chantilly, VA 20153-0832 For authorized use by:

SELF--QUERIER

www.npdb-hipdb.com

Date of Report: 10/24/2001

Act/Omission Code: SURCGERY: IMPROPER PERFORMANCE OF SURGERY
(250)

Date of Act/Omission: 12/30/1991
Payment Date: 08/01/1997
Multiple or Single Payment:  SINGLE
Amount of This Payment:  $40,000.00
Total Amount of Judgment or Settlement:  540,000.00

Payment Result of:
Number of Practitioners for Whom Payment Is Made: 1
Relationship of Entity to the Practitioner; ~ INSURANCE COMPANY
Date of Judgment/Settlement:
Adjudicative Case Number:
Adjudicative Body Name:
Court File Number:

Reporter's ALLEGED IMPROPER SURGERY RESULTING IN VAGINAL STENOSIS IN

Description ofthe A 55-yR-OLD MARRIED FEMALE.
Act or Omission:

Reporter's L.uMp SuM #9475
Description of the
Judgment or
Settlement:

If the subject identified in Section B of this report has submitted a statement, the
unedited statement appears in this section.

An "X" indicates that the information in this report has been
| | Disputed by the subject identified in Section B.

D Elevated for decision by the Secretary of the U.S. Department of Health and Human
Services —- Pending.

[ | Reviewed by the Secretary of the U.S. Department of Health and
Human Services, who has made the following comment
concerning the report:

Date of Initial Report:  09/11/19%7

Date of Most Recent Change:  10/24/2001

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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National Practitioner Data Bank DCN: 5500000023215471

Healthcare Integrity and Protection Data Bank Process Date: 10/24/2001
P.O. Box 10832 Page: 2 of 3
Chantilly, VA 20153-0832 For authorized use by:

SELF-QUERIER

www.npdb-hipdb.com

Date of Report: 10/24/2001
Act/Omission Code; SURGERY: NOT OTHERWISE CLASSIFIED (290)

Date of Act/Omission: 08/16/1994
Payment Date: 03/19/1997
Muitiple or Single Payment:  SINGLE
Amount of This Payment:  $100,000.00
Total Amount of Judgment or Settlement:  $100.000.00
Payment Result of: SETTLEMENT
Number of Practitioners for Whom Payment Is Made: 1
Relationship of Entity to the Practitioner: ~ INSURANCE COMPANY
Date of Judgment/Settlement: 03/11/1997
Adjudicative Case Number:  25-2-141544
Adjudicative Body Name: KING COUNTY SUPERIOR COURT, STATE OF WA

Court File Number:

Reporter's 28 YO FEMALE WITH CHRONIC PELVIC PAIN AND ADHESIONS
Description of the DESIRED LAPAROSCOPIC LYSIS OF ADHESIONS. A BOWEL
Act or Omission: ppREORATION RESULTED REQUIRING SURGERY.

Reporter's 100,000 SINGLE PAYMENT FILE #8563
Description of the
Judgment or
Settlement:

If the subject identified in Section B of this report has submitted a statement, the
unedited statement appears in this section.

An "X" indicates that the information in this report has been
[ ] Disputed by the subject identified in Section B.

[ | Elevated for decision by the Secretary of the U.S. Department of Health and Human
Services -- Pending.

| | Reviewed by the Secretary of the U.S. Department of Health and
Human Services, who has made the following comment
concerning the report;

Date of Initial Report: 03/26/1997
Date of Most Recent Change:  10/24/2001

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




RECD NOV 1 8 2002
-STATE OF COLORADO

Department of Regulatory Agencies
1560 Broadway. Suite 1300 BEP !_% E“ Z Division of Registrations
Denver, Colorado 80202-5146 hd -
(303) 894-7715/894-7716
FAX (303) B94-7692
V/TDD (303)894-7880
hitp:/iwww.dora.state.co.us/medical
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CERTIFICATE OF MEDICAL EDUCATION

THIS SECTION TO BE COMPLETED BY APPLICANT AND
FORWARDED TO SCHOOL WHERE MEDICAL DEGREE WAS RECEIVED

This certifies that Mare, L. Bewsenrt
FULL NAME OF APPLICANT
enrolled in Umiversidy  pA. Minaassio. Madrenf Schosl
FULL NAME OF MEDICAL SCHOG!

mnr'\n-..._.p.l:\ . Ml.f\n TR

LOCATION OF MEDICAL SCHOOL

on the day of f:?o homber 1982

THIS SECTION TO BE COMPLETED BY PRESIDENT/SECRETARY/DEAN OF MEDICAL
SCHOOL AND FORWARDED TO COLORADO BOARD OF MEDICAL EXAMINERS. .
COMPLETE ALL BLANKS IN THE SECTION OR FORM WILL BE RETURNED.

The undersigned certifies that the records of this institution show that he/she attended this

institution beginning on the _7th

day of September 1982 and was granted the degree

Bachelor/Doctor of Medicine or Doctor of Osteopathy on the 14th

day of June | 1986 .

Signed and the college seal affixed

This 2nd day of pecember , 2002

By Meteo Lo lfnit

Helene M. Horwitz, Ph.D.

Agssociate Dean Student Affairs

NOT VALID WITHOUT SCHOOL SEAL
NOTE TO REGISTRAR:
IF NO SCHOOL SEAL, PLEASE INDICATE ABOVE, NEXT TO SIGNATURE OF
PRESIDENT/SECRETARY/DEAN.

L2
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. STATE OF COLORADO
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CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

e

" THIS SECTION TO BE GOMPLETED BY APPLICANT AND FORWARDED TO THE FACILITY WHERE
_POSTGRADUATE TRAINING WAS RECEIVED AND/OR COMPLETED

————— et . e —————

This cartities that _ Ma. . N Lt
FULS NaAME OF ARPLICANT

[ — e . = ey Wik e

U Wabrd e & .I Wh. "\1;\ "*‘h MEA :-..o “-
agrduatect . Uswe polesbigben [ Dapelienk 4 Oy beprice [ementyy
commenced postgradugts Taming In Qbﬁ{dﬂ s g Gﬂ‘“ff ”)m Lu” iv. Wﬂ@ll‘ﬂw&. J ‘??H_S

NAME AND ARBRERS O FAGLITY - T

" TO B COMPLETED BY THE PROGRAM DIRFCTCR OF THE FACIHITY FOR ACGMEAGA FOSTGRADUATE
TRAINING IN THE UNITED STATE OR CANADA. PLEASE TYPE OR PRINT.

I S U P ——

on JUALIS . L‘?{f_(fﬂ__ and saysfaciorily cnmple‘l!i@uch waining on _ __\Z@f"-_f_ 2, { Gf@ P

This training eonsisted of _ __'4‘8 _manths of actual ciinical instruclion and is approved by the Accradiled Council ‘or
Graduate Madical Education (ACGME), the Amerlean Oateapatiic assaclation {AOA), or tha Coardinaling Gauncil of Medical
Education of thes Canadian Medical Assoclation (CCME) and consleiad of the following rotations:

List type and fangth of tratning.
ROTATION E _é) LENGTH QF ROTATION

A Lze _%7 .
WAS THIS PHYSICIAN'S PERFORMANCE COMPLETELY TISFACTORY?

YES NO

IF NO, PLEASE ATTACH AN EXPLANATION.

! nersby geclare undsr penalty of perlury under he laws of e State of Colorade that the above Etalements aro trus and correrd and the
facllity is upproved by the ACGME/AOA or the CCME to offor the type of Jeval of ining complated by the applicant and that the apnlicant
was trained in ah approved AGOME or CCME nrogram posifion.

PROGRAM DIRECTOR_ !“_DM _{‘3 A ‘VM\»PQMQ__[Y_{EJ
ADDRESS J{Mﬂgﬁs_m%}m* OBy _BoK 3Sk#teD - /
P ER Wle 352811

HONE NUME —;7/‘ > ‘ . /
SIGNATURE oz et l 7 __(;2 <

e r——n = e ket




STATE OF WASHINGTON

0eC -9 2uds
DEPARTMENT OF HEALTH ..
1300 SE Quince St » P.O. Box 47866 » Olympia, Washington 98504-7866 ° AR seii LR
December 4, 2002 $P4%F A% an anan o
VoH gy Vi \':u-!‘dv

Colorado Board of Medical Examiners
Attn Jan Seewald

1560 Broadway Suite 1500

Denver CO 80202

To Whom It May Concern:

I, Betty Elliott, Program Representative, do hereby certify that a standard search of the
available records of the Medical Quality Assurance Commission indicates the following:

PHYSICIANS NAME Marci Bowers, MD
LICENSE NUMBER: MDO00027147
ISSUE DATE: 03-05-1990
EXPIRATION DATE 01-18-2004

DATE OF BIRTH: 01-18-19
ACCORDING TO OUR RECORDS, THIS LICENSE HAS NOT BEEN DISCIPLINED

If our records above show that the licensee has been disciplined, photocopies from the public
file are available upon written request. Send request to the Mgdical Quality Assurance
Commission, Public Disclosure Desk, PO Box 47866, Qlympid;

The information above is the only certification information by the Commission. To expedite
the certification process, the above format is the standard format prepared for all professions
regulated by this Commission.

If you have any questions or need additional information, piease contact me by telephone at
(360) 236-4785, by email at betty.elliott@doh.wa.gov, or in writing at Department of Health,
Medical Quality Assurance Commission, PO Box 47866, Olympia, Washington 98504-7866.

Sincerely,

(SEAL) | E)tdﬁmﬂ:

Betty Elliott
Licensing Representative




UNIVERSITY OF WASHINGTON SCHOOL OF MEDICINE

e e
' Department of Obstetrics & Gynecology
L 3 BB-667 Health Sciences Center / Box 356460
ST R Seattle, WA 98195-6460 USA
R N Phone: (206) 543-3891 / FAX: (206) 543-3915

November 20, 20025 % &+ *¥=""""

Colorado Board of Licensure
To Whom It May Concern

Regarding: Marcy Bowers, MD

This letter will verify that Marcy Bowers, MD, successfully completed an approved four-year
residency program in Obstetrics and Gynecology at the University of Washington School of
Medicine from 1986-1990.

If you need additional information about Dr Bowers, please do not hesitate to contact me.

Sincerely, m

Louis A Vontver, MD, MEd

Professor and Director of Education
Department of Obstetrics and Gynecology
University of Washington School of Medicine

LV/ej
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STATE OF WASHINGTON

DEPARTMENT OF HEALTH

1300 5 Quince 5t » P.O. Box 47866 « Olympia, Washington 98504-7866
December 4, 2002

Colorado Board of Medical Examiners
Attn Jan Seewaid

1560 Broadway Suite 1500

Denver CO 80202

To Whom It May Concern:

I, Betty Elliott, Program Representative, do hereby certify that a standard search of the
available records of the Medical Quality Assurance Commission indicates the following:

PHYSICIANS NAME Marci Bowers, MD
LICENSE NUMBER: MD00027147
ISSUE DATE: 03-05-1990
EXPIRATION DATE 01-18-2004

DATE OF BIRTH: 01-18-

If our records above show that the licensee has been disdiplined, photocopies from the public
file are available upon written request. Send request to the Medical Quatity-Assurance
Commission, Public Disclosure Desk, PO Box 47866, Olympia, WA 98504-7866

The information above is the only certification information by the Commission. To expedite
the certification process, the above format is the standard format prepared for all professions
regulated by this Commission.

If you have any questions or need additional information, please contact me by telephone at
(360) 236-4785, by email at betty.elliott@doh.wa.gov, or in writing at Department of Health,
Medical Quality Assurance Commission, PO Box 47866, Olympia, Washington 98504-7866.

Sincerely,

(SEAL) Beield

Betty Elliott
Licensing Representative




STATE OF COLORADO

STATE BOARD OF MEDICAL EXAMINERS . Department of Regulatory Agencies
1560 Broadway, Suite 1300 . ]' T ] Division of Registrations
Denver, Colorado 80202-5146 Lorogy

(303) 894-7715/894-7716 .

FAX (303) 894-7692 0073y g

VITDD (303)894-7880 e
http:/hwww.dora.state.co.us/medical

DISCIPLINARY ACTION REPORT

PLEASE COMPLETE ALL BLANKS ON THIS FORM AND MAIL TO:

FEDERATION OF STATE MEDICAL BOARDS
400 Fuller Wiser Road

Suite 300 WE HAVE NO UNFAVORABLE INFORMATION
Euless, TX 76039-3855 REGARDING THE ABOVE NAMED PHYSICIAN
Phone: 817-868-4000
Fax: §17-868-4099 0CT 2 9 2002
++*NO FEE REQUIRED***** %\A e S
DEPUTY EXEELTIVE VIGE PRESIDENT

AND CHIEF OPERATING OFFICER

The Federation of State Medical Boards maintains a national databank of all disciplinary action taken
by state licensing boards and/or other credentialing agencies. To complete your application we must
have a report from the Federation. Piease note: an unfavorable report does not automaticaily disqualify
you from licensure in Colorado.

NAME Mamc—.' L. (dowees ., M /

ADDRESS 100 i Gro;olu.:} ke # 207 /
CITY, STATE AND 2IP CODE foa Hle it T ipr—

DATE OF BIRTH

SOCIAL SECURITY NUMBER

MEDICAL SCHOOL U ol Minnesets

DATE OF GRADUATION b ! LI

I hereby authorize and request that the Federation of State Medical Boards of
the United States Inc. provide a disciplinary history to the State of Colorado
Board of Medical Examiners

W Z M A Ot . 1 2002

Signature Date
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STATE OF COLORADO

STATE BOARD OF MEDICAL EXAMINERS . Department of Regulatory Agencies
1560 Broadway, Suite t300 Division of Registrations
Denver, Cotorado 80202-5146

(303) 894-77115/894-T716 R

FAX (303) 894-7692 . DL
V/TDD (303)894-7880
http:/iwww.dora state.co.us/medical

PR
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CHANGE OF ADDRESS FORM

The Medical Board requires that an address change be submitted in writing from the licensee.
Please read and complete this form and return it to the Medical Board at 1560 Broadway, Ste
1300, Denver, CO 80202-5140 so that there is no misunderstanding about where we should
send Medical Board correspondence.

Pursuant to Colorado law the preferred mailing address of any licensee or applicant is avaiiable
to the public. This address is also available on the Medical Board Internet website. Thus,
please carefully consider the address provided to the Board. The preferred address will also
be used to mail all licenses, renewal notices and other official correspondence from the Medical
Board. Your preferred mailing address may be a Post Office Box address.

if you do not indicate which address will be your preferred mailing address, the business
address will constitute the preferred mailing address.

Per the Colorado State Board of Medical Examiner Rule Regarding the Maintenance of Current
Address, we cannot accept a change of address that requests the address be changed for
some, but not all communications. Additionally, we cannot accept a change of address which
requires the Board to mark correspondence as “confidential.”

Please note that there is a $5 fee to print a new computer generated license. |

F AR R R R ek ok ke

Business Address This is my preferred mailing address.
ov | (Lroadwey So'te #Fr2oT

Jea e | Wi ~asys

Phone # (20% ) 328 -32.00 Effective Date i ! X ! B

Home Address ¥ This is my preferred mailing address.
Fuyq Fauvntlersy Woy dw

Jeathe . wi ~ Vgt

Phone # Q—-“’o) Qyo.- Uvby Effective Date '_/Of/“-

Print Name May i L. Bvwens License #

Signature M (;[ . ém-?»r—' Date Signed ‘0!'7!0’—
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Rule 220

COLORADQ STATE BOARD OF MEDICAL EXAMINERS
RULES AND REGULATIONS CONCERNING FINANCIAL RESPONSIBILITY STANDARDS

INTRODUCTION

Basls: The general authority for the promuigation of rules and regylations by the State Board of
Medical Fxaminars is set forth in Section 12-36-104(1)(a), C.R.S . a$ amended. Specific authority
for the promulgation of rules regaiding financial lability requirements is set forth in Saction 13-64-

301(1)(a), C.R.S.. (1590).

Purposa: Part 3 of Article 64, Title 13, sets forth financial responsibiity requirements (o be met by all
Colorado licensed physicians. However, the Board of Medical Exanfiners may, by rule, exempt or
establish lesser standards for certain classes of license holders. Thege rules have been adopted by
the Board of Medical Examiners in order to exempt from the requjrements centain categories of
licansees tor whom the financial responsibility standards do not servelto enhance the public interest.

RULES AND REGULATIONS

1. Pursuant to the requiremants of Section 13-64-301(1)(3), C.R.S.

every physician who holds or

desires to obtain a Colorado medical license must maintain cdmmercial professional liability

insurance coverage with an insurance company authorized to

Ho business in this state in a

minimum indemnity amount of five hundrad thousand dollars pdr incldent and one million five
hundred thousand dollars annual aggregate per year [or rmeet alternative responsibility

standards which comply with the provisions of Section 13-64-30

H(1)(c). (d), or (e)], except that

this requirament is not applicable to & health care professlonal who is a public employee under

the "Colorado Governmental Immunity Act”.

Pursuant to these rules, a physician whose medical practice fallg entirely within one or more of

the foliowing categorias 1s exempt from the requirements set forth(in paragraph 1, ahove:

a. A federal civilian or military physician whose practice is li
his federalfmilitary agency.

b. A physician who ig not engaged in the praciice of medicing.

mited solely to that required by

¢. A physician who is covered by individual commercial prgfessionat liability coverage (or
an alternative which complies with Sectton 13-64-301(1)(E), (d) or {¢)) maintained by an

smployer/contracting agency In the amounts set forth in p

A physictan who provides uncompensated health care
otherwise engagc in any compensated patlent care in Col

3. Any physician who claims exemption from the financial responsi

such information as may be requested by the Boand in ordar to
axemplion.

Effactiva: 8/30/90: Revised: 3/3/90; Revised: 8/30/90; Revised: 09%/3(

ragraph 1, above

to patients, or who doss not
prado.

tiility requirements must provide

stablish eligibility for any such

199

FPAGE B3




National Practitioner Data Bank

Healthcare Integrity and Protection Data Bank
P.O. Box 10832

Chantilly, VA 20153-0832

DCN: 5500000023215401
Process Date: 10/24/2001
Page: 1 of 3

For authorized use by:
SELF-QUERIER

www.npdb-hipdb.com

MEDICAL MALPRACTICE PAYMENT REPORT

Report Number 5500000023215401

This report is maintained in: E The National Practitioner Data Bank

| | The Healthcare Integrity and Protection Data Bank

The information contained in this report is maintained by the National Practitioner Data Bank for restricted use under the

provisions of Titie IV of Public Law 99-660, as amended, and 45 CFR Part 60. All information is confidential and may be

used only for the purpose for which it was disclosed. For additional information or clarification, contact the reporting entity
identified in Section A.

Entity Name:
Address:

PHYSICIANS INSURANCE, A MUTUAL COMPANY
1730 MINOR AVE SUITE 1800

City, State, ZIP:

Name or Office:
Title or Department:
Telephone:

SEATTLE, WA 98101-149%

SUSAN R. SIMPSON
CLATMS REPRESENTATIVE

(206)343-7300

Type of Report:

CORRECTION CR ADDITION

Subject Name:

Other Name(s) Used:

BOWERS, MARCI L

Gender: FEMALE
Crganization Name:
Address: 1145 BROADWAY
City, State, ZIP: SEATTLE, WA 98122
Country;

Home Address:

City, State, ZIP:
Country:

Social Security Numbers {SSN):

Date of Birth:

Deceased:

NO

Professional School(s) & Year(s) of Graduation:  UNIV. OF MINNESOTA 1986
PHYSICIAN {(MD} (010)

00027147, WA

Occupation/Field of Licensure (Code):
State License Number, State of Licensure:

Drug Enforcement Administration (DEA) Numbers:

Hospital Affiliation(s):

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023215401
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002

P.O. Box 10832

Chantilly, VA 20153-0832

www.npdb-hipdb.com

Page: 1 of 3

For authorized use by:
SELF-QUERIER

DISCLOSURE HISTORY

Report Number 5500000023215401

Date Released

Entity Name

12/04/2001

Date Released

PACIFICARE OF OREGON
5 CENTERPOINTE DRIVE, SUITE 600

LAKE OSWEGO, CR 97035-8650
{503) 603-7280

Entity Name

12/04/2001

Date Released

WASHINGTON STATE HEALTH CARE AUTHORITY
1511 3RD AVE., STE. 201

SEATTLE., WA 98101-
{206) 521-2010

Entity Name

12/20/2001

Date Released

UNITED HEALTHCARE OF CALIFORNIA

180 E. OCEAN BQULEVARD

SUITE 500

LONG BEACH, CA 90802~
{562) 951-6835

Entity Name

01/04/2002

Date Released

FIRST CHOICE HEALTH NETWORK, INC
601 UNION STREET, SUITE 1100

SEATTLE. WA 98101-
{206) 268-2358

Entity Name

01/16/2002

PREMERA BLUE CROSS
7001 220TH STREET, SW, M5463

MOUNTLAKE TERRACE, WA 98043-2124
(425) 670-4728

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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National Practitioner Data Bank DCN: 5500000023215401
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002
P.O. Box 10832 Page: 2 of 3

Chantilly, VA 201530832 For authorized use by:

SELF-QUERIER
www.npdb-hipdb.com

DISCLOSURE HISTORY

Report Number 5500000023215401

Date Released Entity Name

01/29/2002 SWEDISH HEALTH SERVICES

747 BROADWAY
MEDICAL STAFF SERVICES

SEATTLE, WA 98122-4307
(206) 3B6-2550
Date Released Entity Name
02/08/2002 AETNA WEST REGION

1000 MIDDLE STREET, MC38

MIDDLETOWN, CT 06457-
(860) 636-4217
Date Released Entity Name
04/15/2002 HEALTH VALUE MANAGEMENT INC DBA CHOICE C

CHOICE CARE CONTRACT ADMINISTRATION
1100 EMPLOYERS BOULEVARD

GREEN BAY, WI 54344-
(920) 430-0640
Date Released Entity Name
09/17/2002 PRIVATE HEALTH CARE SYSTEMS

1100 WINTER ST

WALTHAM, MA 02451-
{(800) 253-4417
Date Released Entity Name
10/04/2002 HEALTH VALUE MANAGEMENT INC DBA CHOICE C

CHQICE CARE CONTRACT ADMINISTRATION
1100 EMPLOYERS BOULEVARD
GREEN BAY, WI 54344-

(920) 430-0640

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank

DCN: 5500000023215401
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002
P.0O. Box 10832 Page: 3 of 3
Chantilly, VA 20153-0832

For authorized use by:

SELF-QUERIER
www.npdb-hipdb.com

DISCLOSURE HISTORY

Report Number 5500000023215491

Date Released Entity Name

11/08/2002 PRACTITIONER SELF-QUERY
PO BOX 10832

CHANTILY, VA 20153-
(180) 076-7673

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023215421
Healthcare Integrity and Protection Data Bank Process Date: 10/24/2001
P.C. Box 10832 Page: 1 of 3

Chantilly, VA 20153-0832 For authorized use by:

SELF-QUERIER
www.npdb-hipdb.com

MEDICAL MALPRACTICE PAYMENT REPORT

Report Number 5500000023215421
This report is maintained in: E The National Practitioner Data Bank

D The Healthcare Integrity and Protection Data Bank

The information contained in this report is maintained by the National Practitioner Data Bank for restricted use under the
provisions of Title IV of Public Law 99-660, as amended, and 45 CFR Part 60. All information is confidential and may be

used only for the purpose for which it was disclosed. For additional information or clarification, contact the reporting entity
identified in Section A.

e

Entity Name: PHYSICIANS INSURANCE, A MUTUAL COMPANY
Address: 1730 MINOR AVE SUITE 1800

City, State, ZIP: SEATTLE, WA 98101-1499

Name or Office: PATRICIA C. BERGER
Title or Department: ASSOCIATE VICE PRESIDENT - LITIGATICN MA
Telephone: (206)343-7300

Type of Report: CORRECTION CR ADDITICN

Subject Name: BOWERS, MARCI L.

Other Name(s) Used:

Gender; FEMALE

Organization Name:
Address: 1145 BROADWAY

City, State, ZIP: SEATTLE, wa 98122
Country:

Home Address:

City, State, ZIP:
Country:

Sociaf Security Numbers (SSN):
Date of Birth:
Deceased: NO
Professional School(s) & Year(s) of Graduation: UNIV. OF MINNESOTA 1986

Occupation/Field of Licensure (Code):  PHYSICIAN (MD) (010)
State License Number, State of Licensure: 59527147 WA

Drug Enforcement Administration (DEA) Numbers:

Hospital Affiliation(s):

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023215421
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002
P.O. Box 10832 Page: 1 of 3

Chantifly, VA 20153-0832 For authorized use by:

SELF-QUERIER
www.npdb-hipdb.com

DISCLOSURE HISTORY

Report Number 5500000023215421

’ The report has been disclosed to the following entity{entities) for iimited/restricted use under the
statutory provisions specified in the report.

Date Released Entity Name

12/04/2001 PACIFICARE QF OREGON
5 CENTERPOINTE DRIVE, SUITE 600

LAKE OSWEGO. OR 97035-8650
(503} 603-7280
Date Released Entity Name
12/04/2001 WASHINGTON STATE HEALTH CARE AUTHORITY

1511 3RD AVE., STE. 201

SEATTLE, WA 98101~
(208} 521-2010

Date Released Entity Name

12/20/2001 UNITED HEALTHCARE OF CALIFQRNIA

180 E. OCEAN BOULEVARD

SUITE 500

LONG BEACH, CA 90802~
(562) 951-6835

Date Released Entity Name

01/04/2002 FIRST CHOICE HEALTH NETWORK, INC
601 UNION STREET. SUITE 1100

SEATTLE, WA 98101-
{206) 268-2359
Date Released Entity Name
01/16/2002 PREMERA BLUE CROSS

7001 220TH STREET, SW, MS463

MOUNTLAKE TERRACE, WA 98043-2124
{425) 670-4728

CONFIDENTIAL DOCUMENT ~ FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023215421
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002
P.O. Box 10832 Page: 2 of 3

Chantilly, VA 20153-0832 For authorized use by:

SELF-QUERIER
www.npdb-hipdb.com

DISCLOSURE HISTORY

Report Number 5500000023215421

Date Released Entity Name

01/29/2002 SWEDISH HEALTH SERVICES

747 BROADWAY

MEDICAL STAFF SERVICES

SEATTLE. WA 98122-4307
{206) 386-2550

Date Released Entity Name

02/08/2002 AETNA WEST REGION
1000 MIDDLE STREET, MC38

MIDDLETCWN, CT 06457-
(860) 636-4217
Date Released Entity Name
04/15/2002 HEALTH VALUE MANAGEMENT INC DBA CHOICE C

CHOICE CARE CONTRACT ADMINISTRATION
1100 EMPLOYERS BQULEVARD

GREEN BAY, WI 54344-
(920) 430-0640
Date Released Entity Name
09/17/2002 PRIVATE HEALTH CARE SYSTEMS

1100 WINTER ST

WALTHAM, MA 02451-
{800) 253-4417
Date Released Entity Name
10/04/2002 HEALTH VALUE MANAGEMENT INC DBA CHOICE C

CHOICE CARE CONTRACT ADMINISTRATION
1100 EMPLOYERS BOULEVARD
GREEN BAY, WI 54344~

{920} 430-0640
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National Practitioner Data Bank

DCN: 5500000023215421
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002
P.O. Box 10832 Page: 3 of 3
Chantilly, VA 20153-0832

For authorized use by:
SELF-QUERIER
www.npdb-hipdb.com

DISCLOSURE HISTORY

Report Number 5500000023215421

Date Released Entity Name

11/08/2002 PRACTITIONER SELF-QUERY
PO BOX 10832

CHANTILY, VA 20153-
(180) 076-7673
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National Practitioner Data Bank

Healthcare Integrity and Protection Data Bank
P.O. Box 10832
Chantilly, VA 20153-0832

www.npdb-hipdb.com

DCN: 5500000023215471
Process Date: 11/08/2002
Page: 1 of 3

For authorized use by:
SELF-QUERIER

Date Released

DISCLOSURE HISTORY

Report Number 5500000023215471

statutory provisions specified in the report.

Entity Name

: The report has been disclosed to the following entity(entities) for limited/restricted use under the

12/04/2001

Date Released

PACIFICARE OF OREGON
5 CENTERPOINTE DRIVE, SUITE 6&00

LAKE OSWEGO, OR 57035-865D
(503} 603-7280

Entity Name

12/04/2001

Date Released

WASHINGTON STATE HEALTH CARE AUTHORITY

1511 3RD AVE., STE. 201

SEATTLE, WA 98101~
(206} 521-2010

Entity Name

12/20/2001

Date Released

UNITED HEALTHCARE OF CALIFORNIA
180 E. OCEAN BOULEVARD

SUITE 500

LONG BEACH, Ca 90802-
(562) 951-6835

Entity Name

01/04/2002

Date Released

FIRST CHOICE HEALTH NETWORKX, INC
601 UNION STREET. SULITE 1100

SEATTLE, WA 58101-
(206) 268-2359

Entity Name

01/16/2002

PREMERA BLUE CROSS
7001 220TH STREET, SW, MS$S463

MOUNTLAXE TERRACE, WA 98043-2124

(425) 670~4728
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DISCLOSURE HISTORY

Report Number 5500000023215471

Date Released Entity Name

01/28/2002 SWEDISH HEALTH SERVICES

747 BROADWAY

MEDICAL STAFF SERVICES

SEATTLE, WA 98122-4307
{206} 386-2550

Date Released Entity Name

02/08/2002 AETNA WEST REGION
10060 MIDDLE STREET, MC38

MIDDLETOWN, CT 06457-
(860) 636-4217
Date Released Entity Name
04/15/2002 HEALTH VALUE MANAGEMENT INC DBA CHQICE C

CHOICE CARE CONTRACT ADMINISTRATION
1100 EMPLOYERS BOULEVARD
GREEN BAY, WI 54344-

(920) 430-0640

Date Released Entity Name

09/17/2002 PRIVATE HEALTH CARE SYSTEMS
1100 WINTER ST

WALTHAM, MA (2451-
(800) 253-4417
Date Released Entity Name
10/04/2002 HEALTH VALUE MANAGEMENT INC DBA CHOICE C

CHOICE CARE CONTRACT ADMINISTRATION
1100 EMPLOYERS BOULEVARD
GREEN BAY, WI 54344-

(920} 430-0s40
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DCN: 5500000023215471
Healthcare Integrity and Protection Data Bank Process Date: 11/08/2002
Chantilly, VA 20153-0832

For authorized use by:

SELF-QUERIER
www.npdb-hipdh.com

DISCLOSURE HISTORY

Report Number 5500000023215471

Date Released Entity Name

11/08/2002 PRACTITIONER SELF-QUERY
PO BOX 10832

CHANTILY, VA 20153-
{180) 076-7673
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National Practitioner Data Bank DCN: 5500000027515082
Healthcare Integrity and Protection Data Bank Process Date: 10/20/2002
P.0. Box 10832 Page: 2 of 2

Chantilly, VA 201530832

www.npdb-hipdb.com

Unique Physician Identification Numbers (UPIN):  g72307

Based on the subject identification information provided by you in Section C above,
a search of the HIPDB has located the following 0 report{s).

Recipients should verify that the subject identified in Section C is, in fact, the
subject of interest.

Copies of these reports are enclosed for restricted/limited use as prescribed by Section 1128E of the Social Security Act. Recipients should
verify that the subject identified in Section B of the report(s) is, in fact, the subject of interest. Information from the HIPDB is confidential and
must be used solely for the purpose for which it was disclosed. Subjects of reports who obtain information about themselves from the
H!PDB are permitted to share that information with anyone they choose.
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BEFORE THE COLORADO MEDICAL BOARD
STATE OF COLORADO

CASE NUMBER: 2016-6539

CEASE AND DESIST ORDER

IN THE MATTER OF THE UNAUTHORIZED AND UNLAWFUL PRACTICE OF MEDICINE BY
Marci Bowers, M.D.

Respondent.

To: Marci Bowers, M.D
134 West Main Street, Suite 11
Trinidad, CO 81082

and

Marci Bowers, M.D
345 Lorton Ave, #101
Burlingame CA, 94010

The Licensing Panel ("Panel") of the Colorado Medical Board ("Board")
considered information relating to a complaint alleging that Respondent engaged in the
unauthorized and unlicensed practice of medicine in the state of Colorado.

The Panel HEREBY FINDS:

1. The Panel has jurisdiction over Respondent and the subject matter herein,
and there exists credible evidence that Respondent has acted without the required
license to practice medicine, in violation of Sections 12-36-106 (1)(a), (b), and 12-36-
106 (2), Colorado Revised Statutes (“C.R.S.”).

2. Respondent was licensed to practice medicine in Colorado on December 19,

2002, and was issued license number DR41164, which Respondent held continuously
through August 4, 2011 when the license expired.

3. Respondent has not been licensed to practice medicine in Colorado as
required pursuant to section 12-36-101, C.R.S,, et seq., since August 4, 2011.

4, Respondent is not exempt from the licensing requirements of Article



36, Title 12, C.R.S.

5. From approximately September 4, 2014 through at least May 28, 2015,
Respondent engaged in the unauthorized or unlicensed practice of medicine when
Respondent maintained an office in Colorado for the purpose of treating patient LC.
Specifically, Respondent prescribed antibiotics for patient LC who contacted
Respondent’s office in Trinidad, Colorado, and instructed her office staff located in
Trinidad, Colorado to telephone the prescriptions to a pharmacy.

6. In maintaining an office for the purpose of examining or treating persons
afflicted with disease, injury or defect of body or mind, Respondent is practicing medicine
as defined in Section 12-36-106(1), C.R.S., without the required license.

7. Respondent's conduct constitutes the unlicensed practice of medicine,
in violation of Sections 12-36-106(2) and/or 12-36-129(1), C.R.S.

WHEREFORE, The Colorado Medical Board, having reviewed all available
information in this matter, ORDERS Marci Bowers TO IMMEDIATELY CEASE AND
DESIST THE UNLICENSED PRACTICE OF MEDICINE in the state of Colorado.

SPECIFICALLY, the Board HEREBY ORDERS that Respondent immediately
CEASE AND DESIST the maintenance of an office or other place for purpose of
examining or treating persons afflicted with disease, injury or defect of body or mind
in the state of Colorado in violation of Sections 12-36-106 (I)(c), 12-36-106(2),
and/or 12-36-129(1), C.R.S.

The Licensing Panel authorized the undersigned representative to sign this
CEASE AND DESIST ORDER on its behalf.

DATED this 16th day of January, 2017.

THE COLORADO MEDICAL BOARD
77 ';f’”' // /‘
BY: 4 /
Karen M. McGovern

Interim Program Director
Colorado Medical Board

NOTICE OF RIGHT TO REQUEST HEARING: Within ten days after service of this
Cease and Desist Order, Respondent may request a hearing on whether such acts or
practices in violation of Article 36 of Title 12, C.R.S. have occurred. Such hearing shall
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