
INSURER: ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY 

Claim No.: 

Date of Loss: 
Date Suit Filed: 

PHOENIX MEDICAL OFFICE - 02A 
8900 N 22nd Avenue 
Apt/ste 300 
Phoenix, AZ 850216018 

NEVADA STATE BOARD OF 
MEDICAL EXAMINERS 
P.O. Box 7238 
Reno, NV 89510 

DM06628927-02A001/YY00152 

November 8, 1996 
September 30, 1998 

MLSP Complaint No: 
Findings: 
Other Dispositions: 

ENSURED: 
Address: 

L98-10-1574 

Date: 

C rz. , ; 
FE:i3 

NEVIIDA S

MEL! 

January 31, 2002 

Date of Claim: November 3, 1998 

Date Closed: January 17, 2002 

Reasonable probability of malpractice. 
Case settled prior to trial. 

Frank P. Silver, M.D. 
341 N Buffalo, Apt/ste B 
Las Vegas, NV 89128 

7M c cc 

Loss Description Complaint alleges insured was negligent during ablation surgery and burned two holes in 
patient's bladder resulting in urine leak and sepsis in then 47 year old woman. 

Loss Location: Lake Mead Hospital, Las Vegas, NV 

CLAIMANT: 
Patient: 

11111111111111111r 
Same as Claimant DOB/Age: MUM. 53 years 

old 
Address: c/o Daniel Marks, Esq., 302 E. Carson, Suite 702, Las Vegas, NV 89101 

Person Making Report: 
Address: 

Phone: 

Connie Heinsohn, Claim Specialist 
8900 N 22nd Ave, Ste 300, Phoenix, AZ 85021 
(602) 678-3424 

Summons & Complaint If Summons & Complaint not attached, Case No.: 
Attached. 

A414074 



INSURER: ST. PAUL FIRE & MARINE INSURANCE COMPANY 
P.O. Box 39600 
PHOENIX, AZ 85069-9600 
(602) 678-3400 

NEVADA STATE BOARD OF 
MEDICAL EXAMINERS 
P.O. Box 7238 
Reno, NV 89510 

Claim No.: DM08900582-02A001 

RECEIVED 

DEC 2 2 1997 
NEVADA STATE BOARD OF 

MEDICAL EXAMINERS 

Date of Loss: 04/04/91 
Date Suit Filed: 

MLSP Complaint No.:  
Findings: 
Other Dispositions:  ,CDO 

INSURED:  FRANK SILVER, MD 

Date: DECEMBER 17, 1997 

Date of Claim: 06/14/91 
Date Closed: 10/29/97 

Address: 2031 McDaniel St., Suite 210, North Las Vegas, NV 89030 

Loss Description: 

Loss Location: 

Suit alleges insured negligently injured bowel of 44-year old woman during 
hysterectomy procedure. 
Las Vegas, NV 

CLAIMANT: _____1111111111111111111111110.11

Patient: 
Address: 

{Same as Claimant}  DOB/Age: 44 
c/o Atty. Rick Petrone, 3900 Paradise Ln., #181, Las Vegas, NV 89109 

Person Making Report: 
Address: 

Phone: 

Connie Heinsohn - Claim Representative 
P.O. Box 39600, Phoenix, AZ 85069-9600 

(602) 678-3400 

❑ Summons & Complaint Attached. 

CH/tlj 

Rev. 09/12/97 

If Summons & Complaint not attached, Case No.:  N/A

hmedmalkbomex-nv.dot 



Nevada State Board of Medical Examiners 
P.,0. Bo -4 7238 
Reno, NV 89510 DEC 13 1996 

NEVADA STATE BOARD OF 
MEDICAL EXAMINERS 

INSURER: St. Paul Fire & Marine Insurance Company 
Address: p.O. Box 10291. Phoenix, AZ  Zip Code: 85064 
Telephone: (602) 553-3400  Claim ID No.:  DM06610233-02A003 
Date Of Alleged Injury:  08/29/94  Date Of Claim:  08/21/95 
MLSP Complaint Number:  Unknown 
Findings:  Claim settled prior to being reviewed by the Medical Legal Screening Panel. Medical 
Legal Screening Panel case has been clisn*sed. 
Date Suit Filed:  N/A - ) - Date Closed:  - 11/05/96 
Other Dispositions:  Lump sum payment paid in exchange for full release of any and all claims 
against insured and dismissal of the Medical Legal Screening Panel complaint. Settlement includes 
release agreement with a confidentiality and non-disclosure. 

INSURED'S NAME:  r
Address:  2031 McDaniel Street, Suite 210, North Las Vegas. NV  Zip Code:  89030
Place Of Occurrence:  Lake Mead Hospital Medical Center 
Address:  1409 E. Lake Mead Blvd., North Las Vegas. NV Zip Code:  89030

DESCRIPTION OF ACTION OR INJURY PRECIPITATING CLAIM OR SUIT: 
Insured physician failed to diagnose tubal pregnancy in 31 year old woman, with subsequent rupture. 

Patient had to undergo removal of one tube. Patient now pregnant. 

CLAIMANT'S NAME: 1111111011.11111111111MIMO 
PATIENT'S NAME: 411111/111X0111110101 .Birth Date: 
Address:  do Anita A. Webster Esq., 325 S. Maryland Parkway, Las Vegas. NV 89101 

PERSON MAKING THIS REPORT:  Connie Heinsohn 
Address:  P.O. Box 10291. Phoenix, AZ  Zip Code:  85064
Telephone:  (602) 553-3400 

n Summons and Complaint Attached 

If Summons And Complaint not attached, Case No.:  N/A
Rev. 5/89 

CH:mkl 



Nevada State Board 
of Medical Examiners 
P.O. Box 7238 
Reno, Nevada 89510 

REPORT OF MEDICAL MALPRACTICE CLAIM 
PURSUANT TO NEVADA REVISED 

STATUTES - §690b.045 
NOT FOR PUBLICATION 

INSURER: St. Paul Fire and Marine 
Address: P.O. Box 10291. Phoenix. 
Telephone: /602) 553-3400 
Date Of Alleged Injury: 12/9/86
Date Suit Filed: 1/31/89
Settlement: $
Other Dispositions: 

FEc EJvE0

.1611 U8 1993 
NEVADA SlA TE BOA 

MEDICAL exAml NERSOF 

Insurance Company 
AZ  Zip Code: 85064-0291 
Claim ID No.: DM08900183-02A001 

Date Of Claim: 3/11/88 

Award: $99.090i93  Date: 5/17/93

INSURED'S NAME: Drqi.i.XvimitereitYlertz 
Address:   Zip Code: 
Place Of Occurrence: Women's Hospital 
Address: 2025 E. Sahara Ave.. Las Vegas. NV  Zip Code: 89106

OTHER DEFENDANTS NAMED IN SAME CLAIM OR SUIT: 
1. Ranjit Jain, M.D. 
2. John Dudek, M.D. 
3. 
4. 

DESCRIPTION OF ACTION OR INJURY PRECIPITATING CLAIM OR SUIT: 
Failure to diagnose and properly treat the plaintiff's 
yesicoyactinal fistula resulting in urinary incontinence. Plaintiff 
originally underwent hysterectomy which resulted in the fistula that 
Insured tried to repair. 

CLAIMANT'S NAME: 
PATIENT'S NAME:   Birth Date: 411.111111 
Address: c/o Atty. Gerald Gillock, 43053 3rd St., Las Vegas, NV 
Zip Code: 89101 

PERSON MAKING THIS REPORT: Cindy R. Robertson 
Address: P.O. Box 10291. Phoenix. AZ  Zip Code: 85064-0291
Telephone: (602) 553-3400 

[ ] Summons and Complaint Attached 

If Summons And Complaint not attached, Case No.: 

Rev. 5/89 ik 

22646 



I. Back round 

JUN 23 2003 .i 
NeVada Medical Professional Liability Closed Claim Rpoit 

NI/ISIO 11F.
,ATF tb•--vADA 

1. Name of Insurer 
ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY 

2. Insurer Claim No. 
DM06628927-02A002 / HT00145 

3. Injury Date (Date of Loss) 
10/20/1997 

4. Report Date 
06/30/1999 

5. Closure Date 
04/30/2003 

6. Policy Type (choose a, b, or c) a) • Occurrence b) C.1 Claims made c) II Tail/Reporting Endorsement 

7. Policy Limits (Per Claim/Aggregate) $ 1 MIL. / $ 3 MIL. 8. Date This Closed Claim Report Submitted 
06/20/2003 

9. Type of Report (choose a or b) a) @ Initial Report b) II Updated Report 

IL Defendant & Co-Defendants 
1. Defendant's Name Last 

SILVER 
First 

FRANK 
M.I. 

P 
Credentials (e.g. MD, DO, DMD, DDS) 

M.D. 
2. License Number 

2641 
3. Specialty 
Description _OB/GYN ISO Code 

4. Co-Defendant(s)? 
• Yes 0.  No • Unknown 

5. Number of Co-Defendant(s): or Unknown 

6. Name, License Number and Insurer of Each Co-Defendant, if known: 

N/A 

IlL Injured & In u 
1. Injured Party's Name Last 

awe 
First 

mum 
M.I. 2. Sex: • Male CI Female 

3. Age 
62 

4. Date MM DD/YY) 5. Malpractice code (per Appendix 1): 
PO 

6. Injury Code (per appendix 2): 
ORG 

7. Description of Alleged Malpractice and Injuries (Attach Additional Sheet(s) if Necessary.) 
Claimant alleges she developed a rectovaginal fistula following a hysterectomy performed by insured. She also 
alleges lack of post-op care and other significant post-op complications as well. . 

8. City Where Injury Occurred 
Las Vegas 

9. Name of Institution (If Injury Occurred in Institution) 

IV. Medical/Dental Screening Panel (Hereafter, Panel) 
1. Case Filed with Panel? 0 Yes, • No, • Unknown (IF YES, ANSWER QUESTIONS 2 AND 3) 
2. Panel Case Number 

L99-06-1706 
3. Panel Decision: Is there Reasonable Probability of Malpractice? 

Other [case settled/withdrawn before panel met] a) @Yes b) III No c) M Unable to Decide d) III Case Dismissed e) Ill 

4. Court Case Filed After Panel Decision C.4 Yes • No II Unknown 

V. Court Case 
1. Court Case Filed? ®Yes, DNo, ['Unknown (IF YES, ANSWER QUESTIONS 2 - 7) 
2. Court Case Number 

A423093 
3. Court Name 

Dist. Court, Clark County, Nevada 
4. Court Department Number 

21 
5. Date Court Case Was Filed 

08/16/2000 
6. Date Verdict Was Filed, if Applicable 

N/A 
7. Date Settlement Offer Accepted, if Applicable 

04/23/2003 

VL Reserves (Amounts Attributed to this Defendant Only, If Multiple Defendants) 
1. Reserves Initial $150,000 Highest $350,000 Last $350,000 

VIL Claim Disposition (Attributed to this Defendant Onl 
1. Claim Disposition 
(check one) 

a) I Decided By Trial 
in Favor of Plaintiff 

a) • Decided By Trial 
in Favor of Defendant 

b) M Decided by 
Arbitrator in Favor of 
Plaintiff 

c) • Decided by 
Arbitrator in Favor of 
Defendant 

d) C4 Settled w/o 
Court or Prior to Trial 

e) I Claim Denied f) I Claim Inactive g) U Claim 
__ Withdrawn 

h) II Other 

2. If Claim Disposition is e, f, g or j, Please Explain 

Form NDOI-1102 Page 1 of 3 

FC00170 3/03 



,Name of *usurer Insurer Claim No. 
ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY DM06628927-02A002 / HT00145 

Defendant's Name (Last, First, M.I.) 
SILVER, FRANK M.D. 

Date This Closed Claim Report Submitted 
06/20/2003 

VIII. Verdict Information (Attributed to All Defendants in Case) 
1. Verdict Awarded $ or i2 N/A 

IX. Claim Information (Amounts Attributed to this Defendant Only, If Multiple Defendants) 
1. Verdict or Settlement Awarded $550,000 or R N/A 2. Verdict or Settlement Paid $550,000 or • N/A 

3. Reasons for Amount Awarded (1) Not Being Equal to Amount Paid (2), if Applicable (Check More than One, if Applicable) 
a) Post Verdict Settlement b) Award Reduced to Present Value c) Interest Awarded d) Court 
Costs Awarded 
e) Non-economic damages limited by Judge to $350,000 f) Award Capped by Judge at Policy Limit 
g) Other (Explain) 

4. How Will/Did Plaintiff Receive 
Payments? 

a) 0 Lump Sum b) • Periodic Payments c) 111 N/A 

5. If Periodic Payments, What is the Present Value (as of Date of Award) of the Payments? $ N/A 

6. Sources of Award 
Payments 

a) Company $550,000 b) Defendant $ c) Other (describe) $ 

7. Allocated Loss Adjustment Expenses Total $53,113.23 Attorney's Fees $40,655.00 Other $12,458.23 

X. Claim Information Amounts Attributed to Other Defendants) 
(I 1. Co-Defendant's Name Last First M . I. Credentials (e.g. M.D., D.0) 

2. Ucense Number 3. 
Description 

Specialty 4. Verdict 
ISO Code a) 0 Yes 

Awarded 
b) 0 No c) 0 Unknown 

5. Settlement Made 
a) ❑ Yes b) 0 No c) 0 Unknown 

6. Verdict or Settlement Awarded $ or 0 N/A 

1. Co-Defendant's Name Last First M.I. Credentials (e.g. M.D., D.0) 

2. License Number 3. Specialty 4. Verdict Awarded 
Description ISO Code a) El Yes b) El No c) El Unknown 

5. Settlement Made 
a) CI Yes b) 0 No c) 0 Unknown 

6. Verdict or Settlement Awarded $ or ❑ N/A 

1. Co-Defendant's Name Last First M.I. Credentials (e.g. M.D., D.0) 

2. License Number 3. Specialty 4. Verdict Awarded 
Description ISO Code a) 0 Yes b) 0 No c) EI Unknown 

5. Settlement Made 
a) 0 Yes b) 0 No c) 0 Unknown 

6. Verdict or Settlement Awarded $ or 0 N/A 

1. Co-Defendant's Name Last First M.I. Credentials (e.g. M.D., D.0) 

2. License Number 3. Specialty 4. Verdict Awarded 
Description ISO Code a) ❑ Yes b) ❑ No c) 0 Unknown 

5. Settlement Made 
a) 0 Yes b) 0 No c) 0 Unknown 

6. Verdict or Settlement Awarded $ or 0 N/A 

(Attach Additional Sheet(s) if Necessary.) 

Xl. Closed Claim Report Information 
1. Contact Person's Name (Last, First) 
Heinsohn, Connie 
2. Contact Person's Phone Number {(999) 999-9999} 
(602) 678-3424 
3. Contact Person's Address 
8900 N. 22nd Avenue, #300 
Phoenix, AZ 85021-6018 

Form NDOI-1102 

Name of Person Responsible for Report (Last, First) 
Todd, Theodore / 
Signaturest2ersoiS Respaf5bleifpr,Rep6-,

1_i_(--(‘ DC:71 -1/  6 b6.

ST. PAUL DOES NOT UTILIZE ISO CODES 

Page 2 of 3 

FC00170 3/03 



HUDSON 
INSURANCE GROUP® 

June 10, 2011 

RECEIVED 

JUN 1 3 2011 
NEVADA STATE BOARD OF 

MEDICAL EXAMINERS 

Douglas Cooper 
Nevada State Board of Medical Examiners 
P.O. Box 7238 
Reno, NV 89510 

RE: vs. Silver, Frank P., MD 

Dear Mr. Cooper, 

Pursuant to NRS 630.306, enclosed please find: 

Hudson Insurance Company 
Hudson Specialty Insurance Company 

An OdysseyRe 

851 Napa Valley Corporate Way 
Suite N 
Napa, CA 94558 

T 707 225.3300 
F 707 225.3333 
www.hudsoninsgroup.com 

Fairfax Company 

❑ A copy of the lawsuit which was served on 
❑ A copy of the lawsuit associated with the subject matter which was submitted to arbitration or mediation 

on  
[E] A copy of the Nevada Medical Professional Liability Close Claim Report for the subject matter which 

reached its final disposition. 

If you have any questions or concerns, please contact the undersigned. 

Sandra Gish 
Sr. Claims Support Speicalist 
Hudson Healthcare 
851 Napa Valley Corporate Way, Suite N 
Napa, CA 94558 
SGish@Hudsoninsgroup.com 
(707) 225-3339 



Nevada Medical Professional Liability Closed Claim Report 

I. Back round 
1. Name of Insurer: Hudson Insurance 2. Claim No.: 67551 

3. Injury Date (Date of Loss): 05/23/07 4. Report Date: 
02/13/08 

5. Closure Date: 06/02/11 

_ 
6. Policy Type (choose a, b, or c): a) _ Occurrence b) X Claims made c) _ Tail/Reporting Endorsement 

7. Policy Limits (Per Claim/Aggregate): $1MM /$3MM 8. Date This Closed Claim Report Submitted: 
06/10/11 

9. Type of Report (choose a or b): a) X Initial Report b) _ Updated Report 

II. Defendant & Co-Defendants 
1. Defendant's Name: Last: Silver First: Frank M.I.: P. Credentials (e.g. MD, DO, DMD, DDS): MD 

2. License Number: 
2641 NV 

3. Specialty: Gynecology - 
Description: _major surgery 
ISO Code: 80167 

4. Co-Defendant(s)? 
_ Yes 

X No _ Unknown 
5. Number of Co-Defendant(s): N/A or Unknown 

6. Name, Lidense Numtier and Insurer of Each Co-Defendant, if known: 

III. Injured & In u 
1. Injured Party's 
Name: 

Last: OMR First: M.I.: 2. Sex: _ Male or X Female 

3. Age: 24 4. Date of Birth 
(MM/DD/YY): 03/14/86 

5. Malpractice code (per 
Appendix 1): MP 

6. Injury Code (per Appendix 2): FnB

7. Description of Alleged Malpractice and Injuries (Attach Additional Sheet(s) if Necessary.): 
due to retained fragments of a laminaria placed in her cervix by the insured. 

The claimant incurred septic shock 

8. City Where Injury Occurred: Las Vegas 9. Name of Institution (If Injury Occurred in Institution): 

IV. Medical/Dental Screening Panel (Hereafter, Panel 

1. Case Filed with Panel? X No or (IF YES, ANSWER QUESTIONS 2 AND 3) _Yes _Unknown 

2. Panel Case Number: 

3. Panel Decision: Is there Reasonable Probability of Malpractice? 
a) _ Yes b) _No c) _ Unable to Decide d) Case Dismissed e) Other [case settled/withdrawn before panel met] 

4. Court Case Filed After Panel Decision:  Yes _ No _ Unknown 

V. Court Case 
1. Court Case Filed? x Yes _No _Unknown (IF YES, ANSWER QUESTIONS 2-7) 

2. Court Case Number: 
A556577 

3. Court Name: District Court Clark County, 4. Court Department Number: 22 
Nevada 

5. Date Court Case Was Filed: 
02/04/08 

6. Date Verdict Was Filed, if Applicable: N/A 7. Date Settlement Offer Accepted, if 
Applicable: 12/20/10 

V. Reserves (Amounts Attributed to this Defendant Only, If Multiple DefendantS 
1. Reserves: Initial: $10,000 Highest: $ 240,000 Last: $ 240,000 

VI, Claim Disposition (Attributed to this Defendant only) 
1. Claim Disposition 
(check one) 

a) _ Decided By Trial 
in Favor of Plaintiff 

b) _Decided By Trial 
in Favor of Defendant 

c) _ Decided by 
Arbitrator in Favor of 
Plaintiff 

d) Decided by 
Arbitrator in Favor of 
Defendant 

e) x Settled w/o f) _Claim Denied g) _Claim Inactive h) _Claim Withdrawn i) _Other 
Court or Prior to Trial 
2. If Claim Disposition 's e, f, g, h or I, Please Explain: The case settled at the MSC on 12/20/10. 

Form NDOI-1102 



Name of Insurer: Hudson Insurance Claim No.: 67551 

Defendant's Name (Last, First, M.I.): Silver, Frank P., MD Date This Closed Claim Report Submitted: 06/10/11 

VIII. Verdict Information (Attributed to All Defendants in Case) 
1. Verdict Awarded: or x N/A 

IX. Claim Information (Amounts Attributed to this Defendant Only, If  Multiple Defendants) 
1. Verdict or Settlement Awarded: $240,000 or 2. Verdict or Settlement Paid: $240,000 or _N/A _N/A 

3. Reasons for Amount Awarded (1) Not Being Equal to Amount Paid (2), if Applicable (Check more than one if Applicable): — 
a) _Post Verdict Settlement b) _Award Reduced to Present Value c) _Interest Awarded 
d) _Court Costs Awarded e) _Non-economic damages limited by Judge to $350,000 f) _Award Capped by Judge at 
Policy Limit g) _Other (Explain): 

4. How Will/Did Plaintiff Receive 
Payments?: 

a) Lump Sum b) _ Periodic Payments c) _ N/A 

5. If Periodic Payments, What is the Present Value (as of Date of Award) of the Payments?: $ 

6. Sources of Award Payments: a) Company: $240,000 b) Defendant: $ c) Other (describe): $ 

7. Allocated Loss Adjustment 
Expenses: 

Total: $82,140.04 Attorney's Fees: $63,214.50 Other: $18.925.54 

X. Claim Information (Amounts Attributed to Other Defendants 
1.Co- Defendant's Name: Last: First: M.I.: Credentials (e.g. MD, DO): 

2. License Number: 3. Specialty: 
Description: 
ISO Code: 

4. Verdict Awarded: 
a) _ Yes 
b) No c) _ Unknown 

5. Settlement Made: a) Yes b) _No c) _Unknown 
_ 

6. Verdict or Settlement Awarded: $ or _ N/A 

1.Co- Defendant's Name: Last: First: M.I.: Credentials (e.g. MD, DO): 

2. License Number: 3. Specialty: 
Description: 
ISO Code: 

4. Verdict Awarded: 
a) _ Yes 
b) No c) _ Unknown 

5. Settlement Made: a) _ Yes b) _No c) _Unknown 6. Verdict or Settlement Awarded: $ or _ N/A 

1.Co- Defendant's Name: Last: First: M.I.: Credentials (e.g. MD, DO): 

2. License Number: 3. Specialty: 
Description: 
ISO Code: 

4. Verdict Awarded: 
a) _ Yes 
b) _ No c) _ Unknown 

5. Settlement Made: a) Yes b) _No c) _Unknown] 6. Verdict or Settlement Awarded: $ or _ N/A 

(Attach Additional Sheet(s) if Necessary.) 

XL Closed Claim Report Information 

1. Contact Person's Name (Last, First):  Gish, Sandra 

2. Contact Person's Phone Number:  (707) 225-3339 
3. Contact Person's Address: 851 Napa Valley Corporate 
Way, Suite N, Napa, CA 94558 

Name of Person Responsible for Report (Last, First): 
Gish, Sandra 

Signature of Person Responsible f r Report: A 
i \ c * --L tze tees_ _ 

Form NDOI-1102 
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BEFORE THE BOARD OF MEDICAL EXAMINERS 

OF THE STATE OF NEVADA 

In The Matter of Charges and 

Complaint Against 

Frank Silver, M.D., 

Respondent. 

NO. _CaleNo. 06-4041-1 

FILED  13 1 -1A9--f-A 

i ‘, EXECUTIVE DIRECTOR 

COMPLAINT 

The Investigative Committee of the Board of Medical Examiners of the State of Nevada, 

composed of Sohail U. Anjum, M.D., Chairman, Mrs. Marlene J. Kirch, Member, and S. Daniel 

McBride, M.D., Member, by and through Lyn E. Beggs, Deputy General Counsel for the Nevada State 

Board of Medical Examiners, having a reasonable basis to believe that Frank Silver, M.D., hereinafter 

referred to as "Respondent," has violated the provisions of NRS Chapter 630, hereby issues its formal 

Complaint, stating the Investigative Committee's charges and allegations, as follows: 

1. Respondent is currently licensed in active status, and at all times alleged herein, was so 

licensed by the Nevada State Board of Medical Examiners, pursuant to the provisions of Chapter 630 of 

the Nevada Revised Statutes. 

2. Patient A was a thirty-year-old female at the time of the incident in question. Her true 

identity is not disclosed to protect her privacy, but her identity is disclosed in the Patient Designation 

served on Respondent along with a copy of this Complaint. 

3. Patient A initially presented to Respondent in September 2004 and Respondent 

performed a total abdominal hysterectomy on Patient A in October 2004. 

4. Subsequent to the surgery, Patient A developed discomfort on her right side which was 

suspected to be an ovarian cyst and/or adhesions. Diagnostic laparoscopy with possible aspiration of 

1 
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the ovarian cyst with lysis of adhesions was recommended after failing to resolve Patient A's symptoms 

with anti-inflammatory medications. 

5. Patient A underwent the recommended surgical procedure on June 17, 2005, during 

which lysis of the adhesions was completed as well as drainage of the right ovarian cyst. 

6. Patient A began experiencing abdominal pain and illness on June 18, 2005, and 

presented to the emergency room at North Vista Hospital on June 19, 2005, with these symptoms. 

Patient A's condition worsened and an exploratory laparotomy was to be performed, however, Patient A 

expired before undergoing surgery. 

7. An autopsy was performed which stated the cause of death to be fibrinous peritonitis due 

to perforation of the sigmoid colon during the laparoscopic procedure and made the specific finding that 

the sigmoid colon showed an open defect with darkened, curled, and what appear to be, burnt edges. 

Count I 

8. All of the allegations in the above paragraphs are incorporated herein as if set forth in 

full. 

9. Respondent was overly aggressive in his efforts to lyse Patient A's adhesions resulting in 

an injury to the sigmoid colon and thus his care of Patient A fell below the accepted standard of care. 

10. Respondent's failure to provide Patient A with the accepted standard of care constitutes 

malpractice and thus violates Section 630.301(4) of the Nevada Revised Statues. 

11. By reason of the foregoing, Respondent is subject to discipline by the Nevada State 

Board of Medical Examiners as provided in Section 630.352 of the Nevada Revised Statutes. 

Count II 

12. All of the allegations in the above paragraphs are incorporated herein as if set forth in 

full. 

13. Respondent failed to recognize the injury to Patient A's sigmoid colon during the 

laparascopic procedure and take immediate action to repair the injury and thus his care fell below the 

standard of care. 

14. Respondent's failure to provide Patient A with the accepted standard of care constitutes 

malpractice and thus violates Section 630.301(4) of the Nevada Revised Statues. 

2 
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15. By reason of the foregoing, Respondent is subject to discipline by the Nevada State 

Board of Medical Examiners as provided in Section 630.352 of the Nevada Revised Statutes. 

WHEREFORE, the Investigative Committee prays: 

1. That the Nevada State Board of Medical Examiners fix a time and place for a formal 

hearing; 

2. That the Nevada State Board of Medical Examiners give respondent notice of the 

charges herein against him, the time and place set for the hearing, and the possible sanctions against 

him; 

3. That the Nevada State Board of Medical Examiners determine what sanctions it 

determines to impose for the violation or violations committed by Respondent; 

4. That the Nevada State Board of Medical Examiners make, issue and serve on 

Respondent its findings of facts, conclusions of law and order, in writing, that includes the sanctions 

imposed; and 

5. That the Nevada State Board of Medical Examiners take such other and further action as 

may be just and proper in these premises. 

DATED this  7 94--day of July, 2006. 

INVESTIGATIVE COMMITTEE OF 
THE NEVADA STATE BOARD OF MEDICAL EXAMINERS 

Lyn . Beggs 
Attorney for the Investigative Committee of the Nevada 
State Board of Medical Examiners 
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STATE OF NEVADA 
: ss. 

COUNTY OF CLARK 

VERIFICATION 

SOHAIL U. ANJUM, M.D., having been duly sworn, hereby deposes and states under penalty of 

perjury that he is the Chairman of the Investigative Committee of the Nevada State Board of Medical 

Examiners that authorized the complaint against the Respondent herein; that he has read the foregoing 

Complaint; and that based upon information discovered in the course of the investigation into a 

complaint against Respondent, he believes that the allegations and charges in the foregoing Complaint 

against Respondent are true, accurate, and correct. 

DATED this  /2 ".?..  day of  J L  , 2006. 

SOUHAIL I  JUM, 
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BEFORE THE BOARD OF MEDICAL EXAMINERS 

OF THE STATE OF NEVADA 
* * * * * 

In The Matter of Charges and 

Complaint Against 

Frank Silver, M.D., 

Respondent. 

NO. 

FILVAce No. 06-4041-1 .fr Pe-c 

EXECUTIVE DIRECTOR 

AMENDED COMPLAINT 

The Investigative Committee of the Board of Medical Examiners of the State of Nevada, 

composed of Sohail U. Anjum, M.D., Chairman, Mrs. Marlene J. Kirch, Member, and S. Daniel 

McBride, M.D., Member, by and through Lyn E. Beggs, Deputy General Counsel for the Nevada State 

Board of Medical Examiners, having a reasonable basis to believe that Frank Silver, M.D., hereinafter 

referred to as "Respondent," has violated the provisions of NRS Chapter 630, hereby issues its formal 

Amended Complaint, stating the Investigative Committee's charges and allegations, as follows: 

1. Respondent is currently licensed in active status, and at all times alleged herein, was so 

licensed by the Nevada State Board of Medical Examiners, pursuant to the provisions of Chapter 630 of 

the Nevada Revised Statutes. 

2. Patient A was a thirty-year-old female at the time of the incident in question. Her true 

identity is not disclosed to protect her privacy, but her identity is disclosed in the Patient Designation 

served on Respondent along with a copy of this Complaint. 

3. Patient A initially presented to Respondent in September 2004 and Respondent 

performed a total abdominal hysterectomy on Patient A in October 2004. 

4. Subsequent to the surgery, Patient A developed discomfort on her right side which was 

suspected to be an ovarian cyst and/or adhesions. Diagnostic laparoscopy with possible aspiration of 
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the ovarian cyst with lysis of adhesions was recommended after failing to resolve Patient A's symptoms 

with anti-inflammatory medications. 

5. Patient A underwent the recommended surgical procedure on June 17, 2005, during 

which lysis of the adhesions was completed as well as drainage of the right ovarian cyst. 

6. Patient A began experiencing abdominal pain and illness on June 18, 2005, and 

presented to the emergency room at North Vista Hospital on June 19, 2005, with these symptoms. 

Patient A's condition worsened and an exploratory laparotomy was to be performed, however, Patient A 

expired before undergoing surgery. 

7. An autopsy was performed which stated the cause of death to be fibrinous peritonitis due 

to perforation of the sigmoid colon during the laparoscopic procedure and made the specific finding that 

the sigmoid colon showed an open defect with darkened, curled, and what appear to be, burnt edges. 

Count I 

8. All of the allegations in the above paragraphs are incorporated herein as if set forth in 

full. 

9. Respondent was overly aggressive in his efforts to lyse Patient A's adhesions resulting in 

an injury to the sigmoid colon and thus his care of Patient A fell below the accepted standard of care. 

10. Respondent's failure to provide Patient A with the accepted standard of care constitutes 

malpractice and thus violates Section 630.301(4) of the Nevada Revised Statues. 

11. By reason of the foregoing, Respondent is subject to discipline by the Nevada State 

Board of Medical Examiners as provided in Section 630.352 of the Nevada Revised Statutes. 

WHEREFORE, the Investigative Committee prays: 

1. That the Nevada State Board of Medical Examiners fix a time and place for a formal 

hearing; 

2. That the Nevada State Board of Medical Examiners give respondent notice of the 

charges herein against him, the time and place set for the hearing, and the possible sanctions against 

him; 

3. That the Nevada State Board of Medical Examiners determine what sanctions it 

determines to impose for the violation or violations committed by Respondent; 
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4. That the Nevada State Board of Medical Examiners make, issue and serve on 

Respondent its findings of facts, conclusions of law and order, in writing, that includes the sanctions 

imposed; and 

5. That the Nevada State Board of Medical Examiners take such other and further action as 

may be just and proper in these premises. 
1+-1, 

DATED this day of December, 2006. 

INVESTIGATIVE COMMITTEE OF 
THE NEVADA STATE BOARD OF MEDICAL EXAMINERS 

Lyn El Beggs 
Attorney for the Investigative Committee of the Nevada 
State Board of Medical Examiners 
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VERIFICATION 

STATE OF NEVADA 
ss. 

COUNTY OF CLARK 

SOHAIL U. ANJUM, M.D., having been duly sworn, hereby deposes and states under penalty of 

perjury that he is the Chairman of the Investigative Committee of the Nevada State Board of Medical 

Examiners that authorized the complaint against the Respondent herein; that he has read the foregoing 

Complaint; and that based upon information discovered in the course of the investigation into a 

complaint against Respondent, he believes that the allegations and charges in the foregoing Complaint 

against Respondent are true, accurate, and correct. 

DATED this  gii-r  day of  ___ecr24,1,,,  , 2006. 

SOUHAIL U. ANJUM, M.D. 
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BEFORE THE BOARD OF MEDICAL EXAMINERS 

OF THE STATE OF NEVADA 

) 
In The Matter of Charges and ) 

) 
Complaint Against ) 

) 
FRANK SILVER, M.D., ) 

) 
Respondent. ) 

 ) 

NO.  
Case No. 06-4041-1 

PILED  (9-lieCOR--4--,2- a- csr)Cr 

ORDER OF DISMISSAL 

The above-entitled matter came on regularly for decision before the Nevada State Board of 

Medical Examiners, hereinafter "Board," on June 13, 2008, at the Board's Offices located at 1105 

Terminal Way, Reno, Nevada, on the complaint filed herein pursuant to Nevada's Open Meeting Laws, 

NRS and NAC chapters 630, and NRS .Chapter 233B. Neither Frank Silver, M.D.("Respondent") nor 

his attorney, John Cotton, Esq., were present for the proceedings. 

The members of the Board participating in the decision were Jean Stoess, M.A., Cindy 

Lamerson, M.D., Benjamin Rodriguez, M.D., Charles Held, M.D. and Javaid Anwar, M.D. 

Rene West was absent and thus did not participate in the adjudication of the matter. All other 

remaining members of the Board, being members of the Investigative Committee that issued the 

complaint in this matter, were excused from participating and took no part in the proceedings of the 

Board. 

The Board having received and read the Synopsis of the Hearing Officer of the hearing 

conducted in this matter, having received and read a copy of the hearing transcript, and having been 

provided with the complaint and exhibits in this matter, and having reviewed and read all the above, 

proceeded to make a decision pursuant to the provisions of NRS 630.352. 

/// 

/// 

/// 

1 



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

The Board, after due consideration of the record, evidence and law, and being fully advised in 

the premises, hereby finds Respondent not guilty of the count alleged against him in the above 

identified matter. 
IT IS HEREBY ORDERED that the complaint against Frank Silver, M.D., is hereby 

dismissed. 

Done in open session this 13th day of June, 2008. 

Javaid Anwar, M.D., President 
Nevada State Board of Medical Examiners 
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APPLICATION FOR CERTIFICATE TO PRACTICE MEDICINE IN NEVADA 
.4o certificate will be Issued except in strict accordance with reciprocal agreements. The fee of TWO HUNDRED 

, ($200) must accompany the application, together with State certificate, intern certificate, and college diploma. 
.atic copies are acceptable.) No certificate as to the possession of these credentials will be accepted in lieu thereof. 

,Ilications must be on file with the Secretary of this Board at least ONE MONTH prior to the date of Board meeting. 

 Prank   depose and say that I am 

an applicant for a certificate to practice medicine, surgery and obstetrics In the State of Nevada under 

reciprocal agrements with the State of Pennsylvania 

That I am a citizen of United...States and a native of Penn.sylvaaia 

If not a citizen of the United States, have you applied for U. S. citizenship?  

Aged 17 years, and a resident of 7.15 liartin. Road., Elkins Park 

County of Philadelphia , State of  Ee.nasylvanta  where 

I have been engaged in the practice of medicine for a period of  7  years preceding the date of 

this application. That I received my medical education in  

— 1957 — 1961 
(Give names of all medical schools end dates of attendance) 

That I was granted a diploma as a graduate in Medicine by ....Thomaa..J.efferson_lierlical. 

College,  11th and Walnut Streets 
(Give the name of your medical school of graduation) 

Pennsylvania located in  Philadelphia State of   on the 

  tti.  day of  June  19.6.1..; That I was granted Certificate No. .1:128.39.4.  by the 

 Eennaylv_exd-a .State Board of ._...:..liedica.1.—Examinarr—• 

dated   i9.6.2_, upon Written Examination 
(Written examination or diploma) 

That I am the identical Peon to whom said Diploma and Certificate were originally granted. 

Signed   , Applicant 
(Name must be signeu full, use no Initials) 

DECLARATION AS TO PREVIOUS REGISTRATION OR EXAMINATIONS 

Fraqk P, SilMer....M^R, t hereby declare that I am the applicant 

who signed the foregoing application; that the photograph of myself hereunto attached was taken on or 

about the  12th  day of April , 19_.12.,  my age then being .32 years. I further state 

that I am not registered as a physician in any other State except as follows:  

and that no certificate issued to me by any State Board has even been revoked or suspended. 

I further state that I have not, previous to this date, applied for examination, license or registration to any 

State Examining Board except as follows:  

Signed N. • , Applicant 
(Name must be signed In full, use no linnets) 



AFFIDAVIT AS TO MORAL, AND- PROFESSIONAL CHARACTER 
(To be filled in by tyro physicians in.aaplicent's:eountY) 

 I.4eater. 11A44X4. - , M.D., being duly sworn, deposes and says: 

I reside at :1030 14.ford..A.veztuct. 

in the State-of Pemilaykvat:tia. 

in the Cotint); of-  rhiloiii4iiz 

. ; and am ri.ersOnOy'acquairited with . . 

Dr  l'xa.ulsP.Sislimr  „and know h:1,13  tote the identical Orion 

named in the accompanying diploma, and he is of good moral and professional character. 

i -(>\ LI)- 4 " ----- -/ut 'P Subscribed and sworn to before me this •_ .).-1,4(3.- : Name  i••ii. 1 

• :.(Jay of   , A.D: 19.7.1-.. • Address . Oxford ;men=  

!Wary .01iin' Co. Philadelphia,  Pa. 19124 
wysomkisiqn EroTi • ' 1972

(Suggestion: Endoriernent by the Secretary of County Medical Society) 

• Charles Q. Griffith. 

I re.ide:at  17:82 LAne • 

• M,:b4teirig-doly sworn, deposes and says: 
• ••, 

, in the COunty of . • ...Nolif,gomary 

in the. State of  ..Pomns.ylvazda, , and am personally acquainted with 

  and. know Kira tobe.thet.iclenticOl' person 
• . • • 

named in the accoMpanyinddiPlorna,..and • •  he is of good moral and profesiional character: .

Subscribed and sworn'to before me this Name 
0, 1,9 ...... 

day of'.    *A, D. 19..1:3(._ . Address _ ...... -tishIngton.L43s, 
' • I - . . 

ticttry ;'utqc, 61'..raletph!fi C. 
!!;-.4.,futsQr 

ce 

P
la

ce
 o

f b
ir
th

 ..
.P

.h
ili

td
e

iR
ld

A
 

r-I 
of 

Meadowbrcidk, Pennsyliania. • 

CO , • 

02 •' • 
a,n t • • -0 "a3 • .  

42 
. a) 

C. (33 > . E 
C. d a3 

Z '0

0 • 
C

en
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crt

c. 
0, 



of 

..... 
. 

upon examination by the said Board in 
• , 

Chemistry; :Physiology. & Pharmacology, 63. 
.Pathology"` • -rating-• 43effeRt--. 

Obet etrion,.,•Cbrnecology '& Pediatrics, 85 , 
elegy .  fte!.6414* • 

SurBeiy; 84 s * .•: 
-Theefii4n4 

.T14efapeatise- . -ratir4 0;464. Or.ar,tir...e  
• Public' Health, Sanitation & Medical' JUrispruderibe 

  gating......_... 1afffef4 • 

. . ... 

Signature of . • 
applicant  

Tiie above photograph. and signature must be 
certified by your State Board of Endorsement. 

PHOTOGRAPH NOT AliAILA13LE FOR COMPARISON. 
• 

Signature of 
the Secretary  

FINGER PRINTS OF RIGHT HANG • 

CERTIFICATE OF STATE ENDORSEMENT 

I, Alva OctekdeY • of '  Herrielin.rg; Pennexlirania.  • 
• 

Secretary of the ' • State Board _ . „.• 

• hereby certify that Dr.' crank' Silver 

Certificate NO? 

State Board of-

iliiilel,onia. ...Prinneyivani a • . was granted on ihe.. .20th diy of  J 
: . • . ,. 

28394  . .., , '.• by the'  : : Peurisyliiani4 

Medical' Education & EiefinsUre '

the folloWing subjects: •
RaCteriology, 77.

. Pa
.
i of 

 
83 

.., q4*.44.4 ,trif • • • • . . * ...  "1;46E4:
SyraptoinatelOgSr..&...Therapeutiee, 75 • 

ritrefieent... 

.40batetr-1444-:  reii# pefsent-

I further certify' that the ratings herein giiren are true and cOrrect and that the said applicant Was 
awarded a general average of:  80,9 percent' thereon. I further certify that no certificate issued by 
this Board to the said Fre* • ' has ever been revoked or Suspended, 
and.that•from the, records now on file in thiS office I believe him tebe of good moral character and worthy:. 
of professional recognition, and recommend him to the Nevada State Board of Medical Exarniners as a 
fit and', proper person to receive reciproCal recognition by the Nevacth State Board .of Medical Examinera. 
In testimony thereof witness iny hand and seal. 

[SEAL) . 

Secretary of the 

/Mk 

State 

Board. of  Medical.FfclucatiOn & Licelefsure 

PenneyIVania 

Post office address 279 13eae. Street, liarl'igtburg, Permearloreatia. ).712Q 

Dated at harm tania 

this  10th  'day of,  May  , 19  72 

. . •• •. •. • 
NOTE — The applicant should,'in all cases, fill in the information required in this application, certify•tb the same before the 
Clerk of a court of record and. then ,forward the application to the Secretary of the Board issuing his original. certificate • 
for verification and certification. 



, P 
STATE OF tatiAtrA ....... . .... .1....: . ,. .. --4...---- ..  .......

. : , , . 
•--

...... -. ...... ------ County 
1., i

Before me personally appeared   Fe i1LJo <  diCON. I  1:1-1..1.47./(.. ., whose signature, 
, , ,c„.,, 

recent photograph; and fingerprints of• right, hand On page ,4 of 'this from and made oath and says that 
all of the foregoing statements are true and correct. , • , . 

Sworn and subscribed to this ...I.S/..44,... day of ..._......... 2.4,.L:

 . 4=...
. • 

;.' [SEAL), • 

. ' • 

 C,Qmt tats of : 
illgittAcrlAsAM8i, 

. . , . • aranyerme,peraceloda, Pkitidelpht(C8..". .
. 

. . . . , .. .      . -. 
The above&Position. must in all. cases be duly acknowledged 'before a Notary Rtbilrliitristitheixainaparoffipet:  Diploma, 'State 
Certificate, Intern Certificate, Nevada Basic Sciences Certificate; fee and application Should in all .cases be sent together, if
possiblei,to the Nevada State Board of Medical Examiners, 3660-Baker Lane, Reao., Nevada. (Photostatic copies are•acceptablej 

HikrOtti...OF YEARS OF FiRACTICE•tiiicE•ORAO4nON:daciuiling .Residencesi: .
. • - • 

Wtxtre? Mmt Dates? 
Nazareth Hospital (Internship) 196171962, 
Episcopal .ifospital ' • ' 1962 - 1965 
Ob-Gyn Residency.

Private Practice 
Philadelphia, Pa. 

, • . 
, HayeyoU ever been convicted_ of a felony? . ??o._  Morals charge? 7:.;...„.x.,...„.._.... _ , 

Have yob ever been addicted to the use of narcotics?  No " Alcohol? ...112....... .. ........... „ .• 

Have you :ever. been• exPelled from a Medical Society . or No lib 

If Yes, please giVe details on separate sheet . 

1965 .:throngh present time 

Yes 

•List all State and _CoUnty, Medical Societies of which you are, or have been; a member. 
.. . .. • • : • 

. • 
• imeriCan pfakal Association 

PhiladelphiaConntyMedical SOciety 

Philadelphia Obstetrics Society 

AMpriCanGollege of Obstetrics Gynecology 

. _ 

Give.thenerhe'and address of all Hospitals of which yOu are, or have been,sal Stiff nunber. 
(Do notgiVeltesidenCes.), • 

Episcopal Hospital; Front St. and' Lehigh Ave:, Phila., Pa. 19125 
• •• 

Nazareth Hospital, 2601 HOlme:Avenue, Philadelphia,,Pa., 19152 
. , • . 

Northeastern Hospital; 2301 E. Allegheny Ave., Philadelphia, Pa. 19134 

Temple University Hospital, Instretori:3401 N. BroadSt., Phila., Pa. 19140 

List Special Societies and Boards of which you are a member. 

• American' Board of Obstetrics—Gynecology 



APPLICATION FOR REGISTRATION 
NEVADA STATE BOARD OF 

MEDICAL EXAMINERS 
' Office Box 7238 Reno, Nevada 89510 Phone (7021329-2559 

Ilati• !tomtit 
by Suitelinml 

Th is I It, 

717? 

Nevada License No 

File No. 

New 0 

for I OMNI) IttiE 051.? 

Renewal 0 

I hen* aPPIY for -1 I985-87 rertificate ol hieintial • .,ist rat ion :mid enclose die appropriate prorated fee as indica' ed byt,,%%•. 

C'TIVE S'I•A'11:S 8250.00 

ri INA("rIVE S I 00.(10 

/ (NO FEE 1 1.:01.111•ZEI)1•I /It Iti85-871 

1)elitimictit alter Scott•inher 15. 1985. 

r 

L 

Frank P SILVFAI 

1.401 E Lake Vteati B1 vd 

N Las Vegas NV 

110 4 I. 

89030 

PRA(' CE: bo• 

Irect Patient Care ID 12t•sident 
0 Administration 

Mt•diral Teaching OKerirtd 
0 !Military 

TYPE OR PRINT LEGIBLY 

NAME 
P 

Soda)

Last 

BUSINESS OR NIAILING Alf1)RESS 

First 

it-01 " 
• ' 

mea (.1 -10. La 

B.inc„s n 2 f)42 4(1 

($`1:1 (-) 

oi It Ii. nox FUtle Nu Coy Slow Zip Coda. 

NEW ADDRESS: If your address will change within the next two mouths, show new address below. 
(If longer than two months. notify this office by letter just prior to changing toe:1110ml 

nORESS WILL CHANGE ON: 19 

BUSINESS OR MAILING ADDRESS 
Strret Ito\ N.. coy Stilt Zip Cc itli• 

If you have retired or moved your practice. please indicate the location BOARD CERTIFICATION: 
of former patient's records below: 

NAME 

Ohs tetri ,..:'s 
ADDRESS    AM Bd of 

•/-
r . 

Yes 

PHONE ° ( I Date of Certification or RecertificationRecertification 1

Primaty Specialty (List only one( 1(11)1 C.7( Sub-Specialties: 

SINCE YOUR IS*TRATION: 
1. I lace you been Incest igalci I. char:4(.11 or convicted unprolessional 

conduct. proli-ssional incompetenretir gross or repr•alr.41 malprac• 
Iii by any ItyrilNing bmrti or other aged.y. hospital or 

medit•al society! -. .,' 
1'es ETI Nofl 11—ves" attach a (It-tailed espial nit ion 

2. I lave von been I ilVt`s.1 charged or vonvictrii for the pos•-sessinit. 
use of. or illt•gal sale or dive:v.:tilt; Of (till II l'011tt(I 

Yes FT: No:CE 11— yes" attach a cletaile(1 explanation 

;1. !lace von surrendered your license to or:letter• meclivine in another 
jurisdit lion? 

Yes "..] No (11.21- 11"yes- attarli derttled explanation 

.4. Have any inalonni ice settlements. awards or judgment been made 
attains'. oil ill any jurisdiction? " 

yes Nil iii, if "es" attach it detailed explat lat ion 

STAFF PRIVILEGES: List all Nevada Hospitals in which you have any staff privileges: (Name and Location) 

3. 

Nevp.ria 2.,ric;;Dor5. al  2  ey insr~1 t1 

!!o si)j tn 1   4  

Make checks payable to: BOARD OF MEDICAL EXAMINERS 
(Foreign checks must indicate "U.S. FUNDS") 

I certify that • 

Signature." 
No rubber stamp. 

th • :arm -

P • 
p11;aSe 

M D. 



tmoOMP OMMILMMOMMISM. ofrommoroMaincomooMO n 

APPLICATION FOR REGISTRATION 
NEVADA STATE BOARD OF 

MEDICAL EXAMINERS 
PosUMiceMAT.!:0 I4mm:17WI :i2U-'25:59 

,:iinquent attar Niareli 2, 11 Nevada l,icense No. 

Date rll I .ieettsi, 

This aluirled section for BOARD tfSl ONLY 

IMIC,MiguoMMOIONMV• 

__ File No; 

0 Renewal, a:

roroose.lro. 

I hereby apply '(Cr a ItiR5 reit ifie,tie of mion,11 0..14i:41..01m) AND f:11\14.1:01:.1P the fen tor $100.00 

1984 

stOMMOO. 

1 LV P AJ 
1 4-0 1 E LAKE L A I.; 3LV3 
NO LipS Vi. .1 11V 

2 6 4-1 

8%A:it) 

MACMCE: (cheek ow 00,1 
; I iireef Patten! Care 0 Resident 
Ad:Moist:al Ion i7 Military 

i Teaching 0 Retired 

MOYMO mroMM 

raWeal.se NO•0010 ,000...0.01. 

ss3 er, Frank 
NAMV,

uroO.O.roMMUM  MemooLoosOMMOIMMooMOOMSOrosMokt 

TYPE OR PRINT LEGIBLY 
IMMOMOYMMOMMOM 

'last 411actle 

1401 ,3 Lakev.ead Blvd. M. 
!riliNI.•:,SS OR MAILiNG ADDRESS ._ 

Adds'f'sn I! U LLD: tit tift: No, 

oaroMMOO,O4yere...1..4.1O.  MuMMOM..rofroMMOOOOMMUMUN OMMeas•Mouroolur 

Las 

kwiA S.vm 

[

V ,...gas , 141/ 390 3('I 

NEW ADDRESS: 1.1. your address will change within the tie.w.t two months. show new adtire:;s below. 
Of longer than two moritte.;, notify this oaice by 1e:tin- just prior to changing location.) 

-a-DIME -SS rYl3st3. f:',ILAIIG•11'.;

tlittiliNIK.SF:1 OR MAII..iNO 
Nim 1.9.4 :4P. 0. Mx Sulle 

roOMMOMOMMOMMIMAMKOMMroommamMOMr.iMprorolaMMUMMul OOMMumomMoMmtMommOMMOU momommommoom 

if you have retired or moved your practice, please indicate the location BOAR)) CERTIFICATION: 
of former patient's records below: 

NAME 

PI IONE 1 1.. 
MEMMOMM.OroomMOT.roloolooMOMOMomo,ror.o:OMMOMMM*MO.M" omOomeomesOmMe 

Ob-Gs.C11 
1'1i/iv; I y Specialty (List rail  one) 

MMMDMOtonnoaoroaammoamM:M4MaomxoaV.MM.rooMMMO-roa.O-roroMMMMMOMWMMMOMIOMIOSMMMW 

Yes. 

.1: i.q.1 Wk .

:, !aft• Plitt 441:. 

Date of Certification or Recertification 

Sub-Specialties: 

YOUR LAST IZITX..)ISTRA110;V: 
I, vot I been trivi...,silgatexl, chargM or 0» wichd of tinproiessional 

(:ovictu‘..(. profesliamut or grass or repeated rnaiprae-
nee •.ti), medical Ili:cm:ill -4.; hoard or other agency, hospital or 
:net 1 :-..ekielv? 

Yes r.1 11" vc4:- attach a detailed e:cnlanation 

2. 1.1,..we 11.q11 it ONS: ii40C't 1. CI)orgrd or c•,:rtvioiecl for Lb:. possession, 
41:3,:' Of. or iIivt.tal snIc is i .1 c, o Alec{ :.:;obsi.;:olf.t.s? 

yt,s  ct No A 1.1—y.:•;•." PN):11i171:11i()E1 

Mrommomomasolkoommosoor 

No 

MOMOVOKOAMMOMMOOMMLIMANLOOMOMMMOliMMOMIMIOM.VMMIMIMOOMOMI 

3. Have you surrendered your license 10 prael ice medicine iii another 
jurisdiction? 

Yes 0 No Of If "yes-  taoh a detailed explanation 

Have any malpractice settlements. awards oriiidgroonl Leen made 
against you 111 anyjurisdictioti? 

Yes Li No Lt If "yes- all Glen a detailed exilloi lilt ion 

ruro-sommuromo*Wooromom,mommomuro..moromomMorotooMumMoommumn...*MMOMMOMMOMMOo* MOOMMOMMMIMAMommemaroromemomrororomarommoomrownom 

STAFF PRIVREGIF,S: 1.ist alt Nevada hospitals in which you have any staff privilege,* (Name. and Location) 

Southern ;:"evades fifemorial Hosp,Las Vegas,NV VAlley Hospital 

North Las Vegas ComilliTayAgp,p,, Nv
3. 2 

La s 

000noomommromrti.O.M.MW• 

Vegas.NV 

, 

1.

..uoro‘MMMMMr-MVMrrftMroytMrMrotamM..VMMOMamoO-,iurMroro•MVMM•oro.lmaruMMMMMroMOMMOMMMMMMMMrororooMtroMMMMMOMOMOMMM v.owletesantsr...........*"..moceserrotoe.w...ar•••••OWM, 

4alie Chi pilyable to; BOARD OF VIIEbICgL EMIMINERS : 
f FOirig.1) chet•ii iiitist indicate Ft1NpS1• • • * 

I certify dm) aVerVabovestat....-zelita are mai,:

Signature 
NO robber .Af.urti)s jr: -re 

oroMMOMMI•roomM..., - M=MOMMIMMISIKOMIMMUMMOOM , MtrommoOMOMMOMO MoroiroMOMOKOMMOMM.somuOMMINOMMrome naola."..anetorAelaatawr*.w.....”--nrworamrax. 



...a.tirAWWVAGWECIL. CLGat SiM.V,,ell/ Vetlf.a.SSIlles.staialleirSCATIMIXMILICICtisaVir.s,VC21.1%*•=0,12.A." .

111SICATION 1FOR ZEGISTIZATION 
:fflEVADA STATE BOARD OF 

MEIINCAL EXAMINERS 
Post Office Box 7233 Reno, Nevada 39510 Phone (702) 329-2559 

Delinquent iitter March Nevada License No. 

V  _a9 .1n 8 
3 

pate. of License_ 

Near 0 

This shaded section for BOARD USE ONLY: 
=As es....sesysmustsr'ims.....smaokaaastevrarmanwErensos-,smam 

hereby apply for a 1984 certificate of annual registration Ono ENCLOSE the fee !Or $75.00. 
114.elcAZIVIALSOMANAPOOVINFV.M.••••1. 

r-
SILVER, FRANK P ML 
1401 E LAKE iWEAL eLVD 
NU LAS VEGAS ft  89030 

L 
e.overossimmassstesassomasmassus 

NAME 

lest...n.ancvmssontalescsincrsio...sessamsvatasmicturs.korveyoutvosorlor-v-Aforzsavvcomasan....vm• 

1 

TYPE-.OR PRIM LEGIBLY • 
• 

Sj lver Frank p. 
last First Middle 

BUSINESS ADDRESS 
city 

MAILING ADDRESS ... 1.401 E.- Lake_Mead_7 
cuy 

Itattaill —ASASS;SCSIGLAL 

311,21:WWWWSOMS•magalot.v.pm,•••••ro••• 

ROMAZAMPISS•SAVA• 

WIe...w.S.WWM.AWAAWWWwWWWwWw111.16wWwwly..w.........MS 

• 

.”•1•119.1VIStsanielevistelt 

SodM Seuirity , 

of ti 1 

702-642-4091 
North_Las .Vegaa,...Nevada. 59930_ 

!'-;tale 

North_Las Vegas, Nevada '903(). 
Slate 

NOTE: Business Address will be used as directory address unless requested otherwise IN WRITING! 
1/PAWPWII 

japC, g1t.

...•Ftwe vs 

NEW ADDRESS: If your address will change within the next two months, show new address below. 
(IT longer than two months. noti(y this of Cleo by Leiter just prior to changing location.) 

ADDRESS WILL CI ANGE ON: 19 

BUSINESS ADDRESS 

MAILING ADDRESS 

City Stele 74) code 

City 
..,WASSM.SAWMOSWANIMAMINSDIC211.1fillf,0611.2.60.00, 

State Zip Code 

if you have retired or moved your practice, please indicate the location 
of former patient's records below: 

NAME 

ADDRESS 

PHONE # ( ) 
1.17013.214130101.1011.12%.1151•TSSIMMSOISMISIMILISLIW.IMIL.W .S.ASSSZ•02•014i ,

Primary Specialty (List only one) .0 batetr Las_ 

fla.s any disciplinary action been taken 
against you in anyjurisdiction 
since your last. registration? 

Has any malpractice action been taken 
against you in any jurisdiction 
since your last registration? 

..1:231,24:1OCICAMT.S111/000 

BOARD CERTIFICATION: 

Yes X  

M. Bd. of 

Date of Certification or Receltification 

No 

_Suh-Specialties: Ovnecology 

Yes No 

if "yes" attach a detailed explanation 

Yes 
0 

If "yes" attach a detailed explanation 

..ITTARIMOROOV,....1ftve.112.1.Ser-AM 04,1•612. 

PRACTICE: 1.ctecicorworay: 

Direct Patient Care ____---0 

Administration ______._____-_0 

Medical. Teaching 

Military. -0 

Retired . 
.141.1..AWAAWOmpwWWW7.....111e4.1MCIVE[61.04110W14.11,..0”11 .901VIVION=ViCUMOKSVIMID921,1,32RASIA.TSKSOW.6161-1.11.10111412VWX- WIT........4.4.140AMMisilW22.1234W4V.0.1[66.131SWVIX 

STAFF PRIVILEGES: List all. Nevada Hospitals in which you have any staff privileges: (Name and Location) 

L _ Southern Nevada memoria1 „).  VarLey Hospital 

3-1/.0r±,h_LaS_YegaS 4 

Main:check:4 payable to: BOARD OF liAlag.CAL 14Xiltita3IVERS 
(Foreign checks must. indicate FUNDS") 

I certify thatrairithe above .5tatente,nts are true 

Signature _ 
10 rubber stampArplease 

11.161:211,.1..01,4•14•0 

Id 

wassystrsisswar—..sse—



.AIPPL1f.',4411Ca FOR. TRZGISTRATION 
NEVADA STATE BOARD OF 

:MEDICAL EXAMINERS 
Post Office Box 7238 Reno, Nevada 89510 Phone (702) 329-2559 

I). It • i% ci V. 
titeteltettud 

JUN 05::1981 
NEVAIJA To!iTEE10 

kiFnr,ltlifitoV*IsAlfs5 

License Ni 

* 

• .• NeW Renewal 
41F3O'Aftb.

a y for a 1987-89 certificate of biennial registration and enclose the appropriate fee as Indicated below: 

ACME STATUS $300.00 

O INACTIVE STATUS $150.00 

O RETIRED STATUS $ 50.00 

S L. V E7?"-7: R'3 
SCIMICSAVOKS01111.21101FIZIal• 

NRS630 explanation of status. on reverse side. 

--] 

__J 

Iv* 
5c01313f.o .:riMPIc414.P4Al3xr 

TYPE OR PRINT LEGIBLY. 

NAM le 
Prank 

oat 

BUSINESS OR MAILING ADDRECS 

Mrs( Middle 

Soria) Security

Business Phone (702i 
6 11.2- 4091 

1401 L'.Lake Mead Blvd. No. Las Vegas,Nevada 89030 
Street Address or P.O. Box Suite No. City Stale /1p('ocl.• 

If you have retired or moved your practice. please indicate the location BOARD OF CERTIFICATION 
of former patient's records below: 

NAME 
Frank P. Silver, M.D. 

.,DDREss_ 1401 E. Lake Mead Blvd. N. LV,NV 89030 AM. Bd of 

PrioNE a (.702__)  642-4091 

X 
Yes  No_ 

OB/CYN 

Date of Certification or Recertification 

10Z --c6

11 / 12/67 

•••••••91••••••••16911• 

Primary Specialty (List only 
 ii•OLIFIEL131.11125. 

I certify that since July 1, 1935, I have completed a 111i11111111111 of 40 hours of Continuing Medical Education. AMA-Category I and that I have in my 
files doctiniefitation of such..1 understand that the CME requirement is mandated by NRS 630.253 and NAC 630.153.,

Signed:_a  Date 1 5/ 28/ 8 7 J______ 
!No rubber stamps please) 

SINCE YOUR LAST REGISTRATION: (If any question is answered -yes" attach a detailed explanation.) 
i. Have you been investigated, charged or convicted of unprofessional 
conduct. professional incompetence or gross or repeated malpractice 
by any medical licensing board or other agency, hospital or medical 
society? Yes Cl No tSS 
2. Have you been arrested, fined (over $100), charged with or convicted 
of a crime, indicted, imprisoned or placed on probation? Yes 0 No 
Wlave you been investigated, arrested, charged or convicted for the r i 
possession. use of, or illegal sale or dispensing of controlled substanceV 

Yes 0 No 

4.1-lave you been denied a medical license or surrendered your license 
to practice in another jurisdiction or had your medical license revokeci. 
suspended or limited in another jurisdiction. Yes 0 No or 
5. Have you had staff privileges In as hospital denied, suspended. limit ed. 
revoked or not renewed. or have ,,ot 1 resigned front a medical st all in lieu,/ 
of disciplinary or admi ist ra ive action? Yes Li No V 

6. Have any malpractice wilicinenis. awards or judgments heel lade 
at  you in any jurisdiei ion? Yes I.. No 0 

STAFF PRIVILEGES: List all Nevada Hospitals In which you have any staff privileges: (Name arid I oral ion) 

University Medical Center, LV,NV 

2 
Valley Hospital, LV,NV 

Community Hospital, IN ,NV c.;
. 101111111•11111C.11.111.176 

5. 

6. 

certItY that all the above statements are true and that I have actively practiced in Nevada within the past 12 months. 

6Th 

n.11/UVt please) 
pat, 5/28/87 



• 

630.255 inactive lidensees: Leaving state; ceasing or failing to practice; 
reinstatement. 

1. Any licensee who changes the location of his practice of medicine 
from this state to another state or country, has never engaged in the 
practice of medicine in this state after licensure or has ceased to engage 
in the practice of medicine in this state for a period of 12 consecutive 
months must be placed on inactive status upon notification of the board. 

2. Before resuming the practice of medicine in this state, the inactive 
registrant shall: 

(a) Notify the board of his intent to resume the practice of medicine in 
this state; 

(b) File an affidavit with the board describing his activities during the 
period of his inactive status; 

(c) Complete the form for registratitn for active status; and 
(d) Pay the applicable fee for biennial registration. 

3. If the board determines that the conduct of the registrant during the 
period of inactive status would have warranted denial of an application for 
a license to practice medicine in this state, the board may refuse to place 
the registrant 'on active status. 

(Added to N RS by 1985, 2222) 

630.256 Retired licensees: Duties; reinstatement. If a licensee retires 
from the practice of medicine, he shall notify the board in writing of his 
intention to retire, and the board shall record the fact of retirement. A 
licensee who is retired may not engage in the practice of medicine. If a 
licensee who is retired desires to return to the practice of medicine, he 
shall apply to the board for registration and pay the applicable fee for 
biennial registration. 

(Added to N RS by 1985, 2222) 

630.257 Re-examination of inactive or retired licensee. If a licensee 
does not practice allopathic or homeopathic medicine for a period of more 
than 12 consecutive months, the board may require him to take the same 
examination to test medical competency as that given to applicants for a 
license. 

(Added to N RS by 1985, 2222) 



APPLICATION Fri WI REGISTRATION 
RIEVADA STATE BOARD OF 

MEDICAL EXAMINERS 
Office Box 7238 Reno, Nevada 89510 Phone (702) 329-2559 

I 
' by e B Jar,. 

APR. 2 4. 1989:: 
NEVADA STATE 

2641 License NO:..• • 

Renewal 

OP fur BOARD iJSEONLy: 

i nereby apply for certificate of biennial registration and enclose the appropriate fee as indicated below: 

)(CACTI V F. :STATUS $'.!.0t1.00 

0 INA(.71VE sTATUS $ 1 50.00 

0 RETIRED STATUS $ 50.00 

NUM: NO GRACE PERIOD LICENSES NOT RENEWED BY JULY I 
ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT 

NRS630 explanation of status on reverse side 

1 
Fvank P. SILVER MD 

1401 E Lake Mead Blvd 

M Las Vegas NV 

4041 

89030 

TYPE OR PRINT LEGIBLY'.

NAME 
Silver Frank P. 

Make checks payable to;, 
;BOARD OF rfiEDICAL Emt.....mmiERS•s• 
(Foreigri'eheeicSmnskindicate '..11.8.*FUNiSs") 

_J 

Lst First 

Social Security 

Business Phone ( 702 642-4091---

1401 E. Lake Mead Blvd, C-1A/Las Vegas Nevada 39030 
BUSINESS OR MAILING ADDRESS 

Zip Code 

Middle 

Street Address or P O. Box Suite No. City State 

If you have retired or moved your practice, please indicate the location 
of former patient's records below: 

-0.4E 

ADDRESS 

PHONE # ( 

BOARD OF CERTIFICATION 

Yes No 

AM. Bd of 

Date of Certification or Recertification 

Primary Specialty (List only one)  OTVGYN Sub-Specialties. 

I certify that within the past 24 months, I have completed a minimum of 40 hours of Continuing Medical Education. AMA-Category 1 and that I have 
in my files dtacrimentat ion of such. hincierstand that the CME requirement is mandated by NRS 630.253 and N C 630.153. 

(No rubber stamps) 

SINCE YOUR !AST REGISTRATION: (If any question is answered "yes," attach a detailed explanation.) 
I. Have you been investigated, charged or convicted of unprofessional 
conduct, professional incompetence or gross or repeated malpractice 
by any medical licensing hoard or other agency, hospital or medicaj,. 
society'? Yes U No IA 

2. /lave you been arrested, fined (over 6100), charged with or conviciecX 
of a crime, indicted, imprisoned or placed on probation? Yes 0 No L 

3. Have you been investigated, arrested, charged or convicted for the 
.possession, use or illegal sale or dispensing of controlled substancesX 

Yes 0 No 0 

Date  ei )9r-4-04_ 
4. Have you been denied a medical license or srirrtatciensI your liccnse 
to practice in another jurisdiction or had yotir medical license revok4 
suspended or limited in another it irisdict Yes I I No PI 

5. Ilave you had staff privi leg,es in a hospital denied. suspendcallmitcd, 
revoked or not renewed, or have yoit resigned from a medical staff in lieu 
of disciplinary or administrative action, excluding failure to compleV 
medical records? Yes 0 Not.

6. Have any malpractice settlements, awards or judgments been maqc 
against you in any jurisdiction? Yes 0 No ti 

251111, PS% 

STAFF PRIVILEGES: List all Nevada Hospitals in which you have any staff privileges: (Name and Location) 

UMC 
1  

Community 

:3. Valley 

9.1711=201.12,M4111.• 

4 

5. 

6 
JR• 1 .0 er rit I WI 

that all the above statements are tnie and that I have actively practiced in Nevada within the past 12 months. 

INo ruorier stamps) 
Date 



630.255 Inactive licensees: Leaving state; ceasing or tailing to practice; 
reinstatement. 

1. Any licensee who changes the location of his practice of medicine 
from this state to another .state or country, has never engaged in the 
practice of medicine in this state after licensure or has ceased to engage 
in the practice of medicine in this state for a period of 12 consecutive 
months must be placed on inactive status upon notification of the board. 

2. Before resuming the practice of medicine in this state, the inactive 
registrant shall: 

(a) Notify the board of his intent to resume the practice of medicine in 
this state; 

(b) File an affidavit with the board describing his activities during the 
period of his inactive status; 

(c) Complete the form for registration for active status; and 
(d) Pay the applicable fee for biennial registration. 

3. If the board determines that the conduct of the registrant during the 
period of inactive status would have warranted denial of an application for 
a license to practice medicine in this state, the board may refuse to place 
the registrant on active status. 

(Added to N RS by 1985, 2222) 

330.256 Retired licensees: Duties; reinstatement. If a licensee retires 
from the practice of medicine, he shall notify the board in writing of his 
intention to retire, and the board shall record the fact of retirement. A 
licensee who is retired may not engage in the practice of medicine. If a 
licensee who is retired desires to return to the practice of medicine, he 
shall apply to the board for registration and pay the applicable fee for 
biennial registration. 

(Added to NIRS by 1985, 2222) 

630.257 Re-examination of inactive or retired licensee. If a licensee 
does not practice allopathic or homeopathic medicine for a period of more 
than 12 consecutive months, the board may require him to take the same 
examination to test medical competency as that given to applicants for a 
license. 

(Added to NRS by 1985, 2222) 

REMINDER: NEVADA LAW REQUIRES NOTICE 
TO THE BOARD PRIOR TO CHANGING 
YOUR PRACTICE LOCATION OR 
CLOSURE OF OFFICE. 
(N RS 630.254) 



1,13PLICATION ?OR REGISTDATION 
NEVADA STATEBoArtp OF 

TAEMCAL EXANIIMIS 
st Office Box 7238 Reno, Nevada 89510 Phone (702) 329-2559 

 VALINV1416.19011101• 

I hereby apply for certificate of biennial registration and enclose the appropriate fee as Indicated below: 

ACt IVE STATUS $400.00 i 

is INACTIVE STATUS $150.00 

Cl RETIRED STATUS $ 50.00 

NOTE: NO GRACE PERIOD — LICENSES NOT RENEWED BYJUIX 1 
ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT. 

NRS630 explanation of status on reverse side 

.A0SaTIMattKOMUIIMINIMM, 

—1 

0004041 

1-

Frank P. MO 
110:1 f3i.vd Cl 

Lai V cj MV 9 0 30-0 th 0 

NAME 
Fast Middle mm.n.m(701.. 

642 4091 

BUSINESS OR MAILING ADDRESS 1401 E.Lake Mead Blvd. N. Las Vegas,NV 89030 
Street Address or 0. Mr. Sotto No. City Suite Zip Cerie 

lf you have retired or moved your practice, please indicate the location of 
former patient's records for the last 5 years below: 

AME 

ADDRESS 

PHONE r( 

BOARD OF CERTIFICATION 

Yes 

Am-Bd•of-The--Amer4•ca-r3• -Boa-rd--o-f-OB-•-G•Y•N--

Date of Certification or Recertification 

Primary Specialty (List only one) GYN-
.111.42,0.11.03.111.6. 

Sub-Specialties: 

'431111CONIMIMIROMI 

I certify thrihin the past 24 months, I have completed a minimum of 40 hours of Continuing Medical Education. AMA-Category 1 arid hat I have 
in my 111c: ore nrQiii•211. I understand that the CME requirement is mandated by NRS 630.253 and NAG 630.183. 

Signaturtfs
(No roblo..1 stamps( 

Date._ ---- - 

SINCE YOUR LAST REGISTRATION: I It any quest ion is answimxl "yes:' attach a ili:tailed explanation.) 
I. I lave you been investigated by, or cha rged or corivIcto,1 of unprofessional 
conduct, professional Incompetence or gross or repeated malpractice 
by any medical licensing board or other agency. hospital or medical" 
society? Yes 0 No Eif 

2. Have you been arrested, fined (over $100). charged with or convicted, 
of a crime, indicted. Imprisoned or placed on probation? Yes 0 No 

3. Have you been investigated, arrested. chargttd or convicted for the 
possession. use of. or illegal sale or dispensing of eon trolled substances? 

Yes 0 No 

1. Have you been denied a medical license or surrendered your license 
to practice in another jurisdiction or had your m edical license or right to 
practice medicine revoked, suspended or limited in another jurisdiction, 

Yesrt No 'a
5. Have you had staff privileges In a hospital denied. suspended, limited, 
revoked or not renewed, or have you resigned from a medical staffin lieu 
of disciplinary or administrative action. excluding failure to complete, 
medical records? Yes 0 No El 
G. Have any malpractice settlements. awards or _judgments been made 
against you in any jurisdiction? Yes 0 No tif 

-.11.M....•••••1•1001:133.• 

STAFF PRIVILEGES: List all Nevada Hospitals in which you have any staff privileges: (Naine and Location) 

Community Hospital N.Las Vegas,NV 89.030 

7 Valley Hospital_Las Vegas,NV 89102

a. 
University Medical Center Las Vegas,NV 89102 

......,21.2.0,63421MRSICARRIMAP Maltrasnate, 

certify that all my statements in this application are true. I have • ave not 0 actively practiced In Nevada witl tin the past 12 months. (Check one) 
• 

Signature: 
(Nonibbersiarripsd 

' 10-11:: Have you signed both "signature" (tors. 

.Date..... A/4191 • • 



630.255 Inactive licensees: Leaving state; ceasing or failing to practice; 
zeinstaternent. 

.1 . Any licensee who changes the location of his practice of medicine 
from this state to another state or country, has never engaged in the 
practice of medicine in this state after licensure or has ceased to engage 
in the practice of medicine in this state for a period of 12 consecutive 
months must be placed on inactive status upon notification of the board. 

2. Before resuming the practice of medicine in this state, the inactive 
registrant shall: 

(a) Notify the board of his intent to resume the practice of medicine in 
'this state; 

(b) File an affidavit with 'the board describing his activities during the 
period of his inactive status; 

(c) Complete the form for registration for active status; and 
(d) Pay the applicable fee for biennial registration. 

3. if the board determines that the conduct of the registrant during the 
period of inactive status would have warranted denial of an application for 
a license to practice medicine in this state, the board may refuse to place 
the registrant on active status. 

(Added to N RS by -1985, 2222) 

330.256 RetircsA licensees: Duties; reinstatement. If a licensee retires 
from the practice of medicine, he shall notify the board in writing of his 
intention to retire, and the board shall record the fact of retirement. A 
licensee who is retired may not engage in the practice of medicine. If a 
licensee who is retired desires to return to the practice of medicine, he 
shall apply to the board for registration and pay the applicable fee for 
biennial registration. 

(Added to N RS by 1985, 2222) 

X0.257 He-examination of inactive or retired licensee. If a licensee 
does not practice allopathic or homeopathic medicine for a period of more 
than 12 consecutive months, the board may require him tolake the same 
examination to test medical competency as that given to applicants for a 
license. 

(Added to NRS by 1985, 2222) 

:1-EPiIINIDER: NEVADA LAW REQUIRES NOTICE 
TO THE BOARD PRIOR TO CHANGING 
YOUR PRACTICE LOCATION OR 
CLOSURE OF OFFICE.. 
(N RS 830.254) 



APPLICATION FOR REGISTRATION 
NEVADA STATE BOARD OF 

MEDICAL EXAMINERS 
Post Office Box 7238 Reno, Nevada 89510 Phone 1702) 083-255 

.Dote Ri;teive.r. 
by ::ir.rte 

eaiStis oi. 1-3DARD:t..15E OICL 

hereby apply for certificate of biennial registration and enclose the appropriate fee as Indicated below: 

ACTIVE STATUS $3'20.00 

O INACTIVE STATUS $150.00 

❑ RETIRED STATUS $ 50.00 

Frank P. Silver, 00 

2031 McDaniel St 0210 

H las Vegas t1V 31030-0000 

L 

NOTE: NO GRACE PERIOD - LICENSED NOT RENEWED BY JULY 1 

ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT. 

0004841 

43ARri. ..,*(gt. ,.. .m4 
PS'7 

INSTRUCTIONS — TYPE OR PRINT LEGIBLY 

1. YOUR CURRENT LICENSE EXPIRES ON JUNE 30, 1993. This is the notice to renew your M.D. license. You 

may apply for your license renewal upon receipt of this notice. 

2. IN ORDER TO PROVIDE SUFFICIENT TIME FOR PROCESSING, PLEASE RETURN THIS RENEWAL 

APPLICATION WITH THE CORRECT RENEWAL FEE PRIOR TO JULY 1, 1993. 

3. Use the enclosed self-addressed envelope to return this renewal notice and registration fee. ACTIVE 

registration requires submission of proof of 40 hours AMA Category I CME. If you register your license 

INACTIVE or RETIRED, you may not practice medicine in Nevada, including the writing of prescriptions. 

4. All fees are non-refundable. Do not send cash through the mail. 

5. If your name and/or address has changed from that printed on this notice, clearly indicate that change in 

the space provided. A NOTARIZED or CERTIFIED copy of the document authorizing your name change 

(marriage license, divorce decree, etc.) must be included. 

Name 

Street 

City   County  State Zip Code  

A LICENSE WILL NOT BE RENEWED WITHOUT THE CORRECT FEE AND 

SUBMISSION OF THIS PROPERLY COMPLETED FORM. 

ACTIVE REGISTRANTS MUST SUBMIT PROOF OF 40 HOURS 

AMA CATEGORY I CONTINUING MEDICAL EDUCATION (CME). 

PLEASE ALLOW '430 DAYS FOR THE PROCESSING OF YOUR LICENSE RENEWAL. 

ALL PAGES MUST BE COMPLETED AND RETURNED. 



ANSWER THE FOLLOWING QUESTIONS AND RETURN IN 
THE ENCLOSED SELF-ADDRESSED ENVELOPE. 

1. Are you currently active in medicine? 

a. ( ) fS. in training. 

b. ( YES, working fu ll- lime. 

C. ) YES, working part-lime. 

d. ( ) NO. retired. 

e. ( ) NO, other (specify 

2. Please indicate your primary. secondary and tertiary specialties and percent of time spent in each, using the following 
codes: 

SPECIALTY CODE: 
I ADOLESCENT MEDICINE 25 INFER-TIE= 49 PAIN MANAGEMENT 72 PULMONARY DISEASES 

2 AEROSPACE MEDICINE 96 INTERNAL MEDICINE 50 PATHOLOGY 73 RADIOLOGY 
3 ALLERGY/IMMUNOLOGY 27 i.ARYNGOLOCY 51 PATHOLOGY. ANATOMIC 74 RADIOLOGY. DIAGNOSTIC 
4 ANESTHESIOLOGY 28 LEGAL hieniciriE 52 PATHOLOGY, CLINICAL 75 RADIOLOGY. NUCLEAR 
5 ELOODBAIIKING 29 MATERNAL/FETAL MED 53 PATHOLOGY, FORENSIC 76 RADIOLOGY. THERAPEUT 
6 BRONCO•ESOPHAGOLOGY 30 148.0/PFRINATAL MED r.,4 PER. ALLERGY 77 RHEUMATOLOGY 
7 CARDIOVASC DISEASES NEoPLASTIF OISEAItES 55 PED, CARDIOLOGY 76 RHINOLOGY 

chrscAN/ULTRASOUNI! 12 N t:P1113-8,OGY 50 SILD, ENDOCRINOLOGY 79 SLEEP DISORDERS 

9 CHILD NEUROLOGY 33 NEUROLOGY 57 RED, HEMAT/ONCOLOGY 30 SURGERY. ABDOMINAL 
10 CHILD PSYCHIATRY 11 NP:1.11:0PATI1OLOGY 5:3 PED, INFECTIOUS DIS SI SURGERY. CARDIOVASC 

11 CLINICAL PFLARMACOL 35 NEUltOftADIOLOGY 59 RED, INTENSIVIST 32 SURGERY. COLON/RECTAL 

12 CRITICAL CARE 30 NUCLEAR MEDICINE 60 PED. NEPHROLOGY 63 SURGERY. GENERAL 

i DERMATOLOGY :17 1411TRITION 61 PED. PHYSIATRY 84 SURGERY. HAND 

14 EMERGENCY MEDICINE ODSTETRIC/GYNECOLOGY 62 FED. RADIOLOGY 05 SURGERY, I-IEAD/NECI1 

IS ENDOCRINOLOGY 110 OUSfETRICS 63 FED. SURGERY 56 SURGERY. MAXILLOFAC 
HI FAMILY PRACTICE 40 OCCUPATIONAL MED 04 RED. UROLOGY 07 SURGERY. NEUROLOGICAL, 

17 GASTROENTEROLOGY' 4: ONCOLOGY 65 PEDIATRICS 33 SURGERY. ORTHOPEDIC 

/3 GENERAL PRACTICE 42 ONCOLOGY. GYNECOLOGIC 66 PHYSICAL MED/REHAB 139 SURGERY. PLASTIC 

19 GERIATRICS 43 ONCOLOGY, HENLVTOLOGY 87 PREVENTATIVE MED 90 SURGERY. THORACIC 

20 GYNECOLOGY 44 ONCOLOGY. RADIATION 66 PSYCHIATRY 91 SURGERY. TP.AUMAT1C 

91 HEMATOLOGY 45 ONCOLOGY. SURGICAL 89 PSYCHOANALYSIS 92 SURGERY, UROLOGIC 

HYPNOSIS 46 OPHTHALMOLOGY 70 PSYCHOMATIC MEDICINE 93 SURGERY. VASCULAR 

23 IMMUNOLOGY 47 OTOLARYNGOLOGY 71 PUBLIC HEALTH 94 UROLOGY 

24 INFECTIOUS DISEASES 43 OTOLOGY 

Pri mazy 

Secondary 

Tertiary 

Code Percent of Time 

°IP Ottiflei 

Board Certified (Indicate Yes/No) 

PLEASE INDICATE MERICA1 OARD F MEDICAL SPECIALTIES BOARD CERTIFICATION: 

Board   )-- 4--w'- id\\t‘  • 

Subboard 

3. How many hours per week do you spend in each of the following activities? 

hours Patient care or services 

 hours Administration (schools, agencies, association, etc.) 

hours Teaching medical courses 

 hours Research 

hours Other (specify 

4. Form of employment is ttt il . (Use the following codes.) 

SELF -L•' IVIPLOVED 

1001 Solo Practice 1005 Federal Gc/err.ment (civilian Pi+ S.. etc.) 

1602 Partnership or Group F'raeLltioneri 101;9 State Government 

SALARIED. EMPLOYED SY 1010 County Government 

1003 Individual Practitioner 1011 Local Government 

1004 Partnership or Group of Practitioners 1012 Other lspecifv 

1005 Group Health Plan Facility (such as 1-1.M.0.) 
1006 Other Non-Government Employer (hospital. school. elc.)
1007 Federal Goveniment (armed services personnel only) 



All of the following questions refer to the time period of July 1, 1991, through the Present date only. FOR ALL YES 
RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND RETURN WITH THE RENEWAL APPLICATION. 

5. Have you been rejected for membership by any medical society? Yes CI No ' 
Have you been denied a license to practice medicine? Yes ta No . • 
Have yogibeen denied staff membership with any licensed hospital, nursing home or other 
hospital care facility with an organized medical staff? Yes 0 No

8. Have you been censured, reprimanded, disciplined, had privileges limited, had privileges 

g. Have you 1.ost American Board certification because of disciplinary action? 

trained, have been a staff member, have been a partner. or have held hospital privileges? 

Yes Ll 

No7 

suspended, been put on probation, or been requested to withdraw from any licensed hospital, 
nursing home, clinic, or other hospital care facility with an organized medical staff, In which you 

Yes 0 No 

Yes 0 No / 
11.Have you voluntarily surrendered a license issued to you by any state and/or Canadian 

provincial licensing agency while an investigation or other disciplinary action was pending? Yes 0 No 
12.Have you been notified of any current/pending charges or complaints filed against you with 

any state and/or Canadian provincial licensing or disciplinary agency? Yes U No 
13. Have you been diagnosed or treated for any physical illness that would serve to hinder your 

ability to practice medicine? Yes U No

14.Have you been diagnosed or treated for mental Illness? Yes 0 Nor/ 
15.Have you been chemically dependent? Yes U No

16.Have you interrupted your training because of Illness or impairment? Yes Li No .. 

17. Have you been unable to practice medicine because of illness or impairment'? Yes U No • 

1.8. Have you been denied a controlled substances registration certificate by the Drug Enforcement 
Administration (DEA) or State Board of Pharmacy or other lawful authority concerned with 
controlled substances or been censured, reprimanded, restricted, voluntarily surrendered, 
placed on probation or had such authority revoked? Yes U No 

19.Have you been indicted, arrested, charged with, convicted, pled guilty or nolo contendere 
in any criminal prosecution under the laws of any state or of the United States, for any offense 
reasonably related to the qualifications, functions or duties of a physician, for any offense an 
essential element of which is fraud, dishonesty or an act of violence, or for any offense involving 
moral turpitude? Yes 0 No

20. Have you been a defendant in a legal action involving professional liability (malpractice) or had 
a professional liability claim paid in your behalf or paid such a claim yourself? Yes U No ; 

21.Have you been denied provider participation in any State Medicaid or Federal Medicare Program? Yes rj No '1, -

22.Have you been terminated from, sanctioned or penalized by, or had to repay monies to any State 
Medicaid or Federal Medicare Program as a result of administrative or criminal action? Yesr.3 No 

10. Have any U.S, state and/or Canadian provincial licensing or disciplinary agencies limited, 
restricted, suspended or revoked a license you have held or taken any other disciplinary action 
against you? • 

PLEArg CURRENT HOSpITAL AFFILIATION(S); 

‘Nri   I .UR V 
Na vie Addre, " kA Tcs T'ZX r`r 
Namei

Name Address 

Name Address 

CONTINUING MEDICAL EDUCATION 

630.153 Continuing education: General requirements; exemption; failure to comply. 
1. Except as otherwise provided in subsection 2 and NAC 630.157, each holder of a license to practice medicine shall, 

at the time of the biennial registration, submit to the board by the final date set by the board for submitting applications 
for biennial registration evidence, in such form as the board requires. that he has completed 40 full hours of continuing 
medical education during the preceding 2 years in one or more educational programs. Each educational program must: 

(a) Offer, upon successful completion of the program, a certificate of Category I credit as recognized by the American 
`edleal Association to the holder of the license; 
(b) Be approved by the board; and 
(c) Be sponsored In whole or in part by an organization accredited or deemed to be an equivalent organization to offer such 

programs by the American Medical Association or the Liaison Committee on Continuing Medical Education. 



2. Any holder of a license who has completed a full year of residency or fellowship any time during the period for biennial 
registration immediately preceding the submission of the application for biennial registration is exempt from the 
requirements set forth in subsection 1. 

3. If the holder of a license fails to submit evidence of his completion of continuing medical education within the time 
and in the manner prescribed by subsection 1. his license will not he renewed. Such a person may not resume. the practiee 
of medicine unless, within 2 years after 1.11e end of the biennial period of registration, he: 

(a) Pays a lee to the board which is twice the fee for biennial registration otherwise prescribed by subsection 1 of NRS 
630.290; 

1b) Submits to the board. in such form as it requires, evidence that he has completed 40 full hours of continuing medical 
education in addition to that otherwise required by subsection 1 or NAC 630.157: and 

(c) Is found by the board to be ofotherwise qualified for active status pursuant to the provisions of this chapter and chapter 
630 of NRS. 

(Added to NAC by Bd. of Medical Exanirs. 7-31-85, eff. 8-1-85; A 6-23-86; 11-21-88: 9-12-91) 

PLEA,. CHECK ONE OF THE FOLLOWING: 

1. I have earned a minimum of 40 hours approved AMA Category I continuing medical education (CME) for the period 
July 1. 1991, through June 30, 1993. 

 2. I am exempt because I have completed a full year of residency or fellowship training during the period for biennial 
registration immediately preceding the submission of this application. 

  3. I am exempt as I am applying for INACTIVE or RETIRED status. 

c. 
Signature 

(SIGNATI,RT AMP UNACCEPTABLE) 

IMPORTANT: ATTACH CONES OF CERTIFICATES OF DECLARED CME CREDITS 
PROOF OF CME CREDITS WILL NOT BE RETURNED. 

Date of Birth: 3,10
n ion th/day/year 

Social Security NunAber: 

DEA Number: 

3 (L- tiA SO/'1 rm. Medical School: *116 irrrN 

internship: 

City State 

Residency: cA-1/4A v•;-44. P:Ach 
State 
(kr. 

tale 

City State 

Fellowship: 

City State 

City State 

I hereby certify that I am the person named in this application for renewal of license to practice medicine in the state of 
Nevada; that all ements I have made herein are true; that I am the original and lawful possessor of and person named 
in the various documents and credentials furnished to the Board in connection with this renewal application. 

I RAVE HAVE NOT ID ACTIVELY PRACTICED IN NEIll WITHIN THE PAST 12 MONTHS. (CHECK ONE) 

Business Telephone at ate Nct Signature (SIGNrkl. RE i7 TAMP UNACCEPTABLE) 

LL PAGES MUST 13E RETURNED OR YOUR LICENSE WILL noT BE RENEWED. 



APPLICATION FOR REGISTRATION RENEWAL 
NEVADA STATE BOARD OF 

MEDICAL EXAMINERS 
Post Office BOX 7238 Reno, isicvada 89510 Phone (702) 088-2559 

.ffeby apply for renewal of biennial registration and enclose the appropriate fees as indicated below: 

__ ACTIVE STATUS $420 PLEASE NOTE: NEVADA HAS NO GRACE PERIOD. 

INACTIVE STATUS $150 (see attached NRS 630.255 & 630.257) LICENSES NOT RENEWED BY JULY

RETIRED STATUS $ 50 (see attached NRS 630.256 & 630.257)=.. I. 1995 ARE AUTOMATICALLY SUS-
Pii:NDED FOR NON-PAYMENT. 

P.A. SUPERVISING PHYSICIAN $200 

P 
AD 

1 TOR-00 

INSTRUCTIONS - TYPE OR PRINT LEGIBLY 

1. YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1995. THIS IS THE NOTICE TO RENEW YOUR M.D. 
LICENSE. 

2. To be eligible to act as a supervising physician for a physician assistant, complete the enclosed Applica-
tion for Approval as Supervising Physician form. 

3. ACTIVE STATUS REGISTRATION RENEWAL REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS AMA 
CATEGORY I, CONTINUING MEDICAL EDUCATION completed during July 1, 1993 through June 30, 1995. 
Submit your proof of CME with your completed Application for Registration Renewal form. 
In order to provide sufficient time for processing, please complete and return your Application for Regis-
tration Renewal form and Application for Approval as Supervising Physician form (if applicable) with your 
proof of 40 hours AMA Category I CME and the correct fee(s) PRIOR TO JULY 1, 1995. Use the enclosed 
self-addressed envelope to return your completed form(s) and fee(s). 

5. If your name and/or address has changed from that printed on this form, clearly indicate that change in the 
space provided. A notarized or certified copy of the document authorizing your name change (marriage 
license, divorce decree, etc.) must be included. 

Name 

Street 

City.-----------_—_-_-  County   State   Zip Code  

6. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, PLEASE INDICATE THE LOCATION OF FORMER 
PATIENT RECORDS BELOW: 

Name 

Street 

City County   State Zip Code 

YOUR. LICENSE REGISTRATION WILL NOT BE RENEWED WITHOUT SUBMISSION OF 
THE CORRECT FEE(S), PROPERLY COMPLETED FORMS) AND PROOF OF 40 HOURS OF CME. 

ALL PAGES OF THE FORMS) MUST BE COMPLETED AND RETURNED. 

ALL FEES ARE NON-REFUNDABLE. DO NOT SEND CASH THROUGH THE MAIL. 

PLEASE ALLOW 60 DAYS FOR THE PROCESSING OF YOUR REGISTRATION RENEWAL. 



Board _ 

Subboard 

PLEASE PROVIDE ALL ,ZIPORNIATION AS REgiJESTED. 

1. Are you currently active in medicine? 
a. ( ) YES, in braining. 
b. ( ) YES, working full-time. 
c. ( ) YES, working part-time. 
d. ( ) NO, retired. 
e. ( ) NO, other (specify 

2. Please indicate your primary, secondary and tertiary specialties and percent of time spent in each, using the following 
codes. 

SPECIALTY CODE: 

1 ADOLESCENT MEDICINE 35 NEURORADIOLOGY 64 FED. UROLOGY 
2 AEROSPACE MEDICINE 36 NUCLEAR MEDICINE 65 PEDIATRICS 
3 ALLERGY / IMMUNOLOGY 37 NUTRITION 66 PHYSICAL MED / REHAB 
4 ANESTHE'S.I. OLOGY .38 OBSTETRIC / GYNECOLOGY 96 PHYSICIAN ASSISTANT 
5 BLOODBANKING 39 OBSTETRICS 67 PREVENTIVE MED 

BRONCO-ESOPHAGOLOGY 40 OCCUPATIONAL MED CS PSYCHIATRY 
7 CARDIOVASC DISEASES 41 ONCOLOGY 09 PSYCHOANALYSIS 

CATSCAN / ULTRASOUND 45 ONCOLOGY, GYNECOLOGIC 70 PSYCHOMAZIC MEDICINE 
9 CHILD NEUROLOGY 42 ONCOLOGY. HEMATOLOGY 71 PUBLIC HEALTH 

10 CHILD PSYCHIATRY 43 ONCOLOGY. RADIATION 72 PULMONARY DISEASES 
1. I CLINICAL PIIARMACOL 44 ONCOLOGY. SURGICAL 73 RADIOLOGY 
12 CRITICAL CARE 48 OPHTHALMOLOGY 74 RADIOLOGY. DIAGNOSTIC 
13 DERMATOLOGY 47 OTOLARYNGOLOGY 75 RADIOLOGY. NUCLEAR 
24 EMERGENCY MEDICINE 48 OTOLOGY 76 RADIOLOGY, THERAPEUT 
13 ENDOCRINOLOGY 49 PAIN MANAGEMENT 77 RHEUMATOLOGY 
I 3 :FAMILY PRACTICE FE) PATHOLOGY 78 RADIOLOGY 
17 GASTROENTEROLOGY 51 PATHOLOGY. ANATOMIC 79 SLEEP DISORDERS 
18 GENERAL PRACTICE 52 PATHOLOGY. CLINICAL 100 SPORTS MEDICINE 
£9 GERIATRICS 53 PATHOLOGY, FORENSIC 80 SURGERY. ABDOMINAL 
20 GYNECOLOGY 54 PEEP, ALLERGY 31 SURGERY, CARDIOVASC 
-O. HEMATOLOGY 55 FED. CARDIOLOGY 91 SURGERY, COLON/RECTAL 
22 HYPNOSIS 99 FED, CRMCAL CARE 82 SURGERY. GENERAL 
23 INLMUNOLOGY 97 FED. EMERGENCY MED 33 SURGERY, HAND 
24 INFECTIOUS DISEASES 58 FED, ENDOCRINOLOGY 34 SURGERY, HEAD/NECK 
25 ThIFERTILTEY 57 PED, HE MAT / ONCOLOGY 92 SURGERY, :VIA XILLOFAC 
26 INTERNAL MEDICINE 38 PED. INFECTIOUS DIS 93 SURGERY, NEUROLOGICAL 
27 LARYNGOLOGY 69 FED. INTENSIVIST 85 SURGERY, ORTHOPEDIC 
28 LEGAL MEDICINE 60 PEI). NEPHROLOGY 36 SURGERY, PLASTIC 
29 MATERNAL / FETAL P/MD 98 PED. NEUROLOGY 37 SURGERY. THORACIC 
30 NE0 1 PERINATAL MED 101 PED, OPHTHALMOLOGY 88 SURGERY, TRAUMATIC 
31 NEOPLA.STK: DISEASES 61 FED, PHYSIATRY 39 SURGERY, UROLOGIC 
32 NEPISIOLOGY 95 PED, PULMONARY 90 SURGERY, VASCULAR 
33 NEUROLOGY 52 FED, RADIOLOGY 94 UROLOGY 
34 NEUROPATHOLOGY 63 FED, SURGERY 

Primary 

Secondary 

Tertiary 

Code 
d 0 

Percent of Time 
10J 

Board Certified (Indicate Yes/No) 

PLEASE I1'TDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION: 
Da. of Initled Certification Data of Last Recertification 

ii/(, 7  
(Mo/Yr.) 

yet 
flIoJYr.) 

3. How many hours per week do you spend in each of the following activities? 

1/10  hours Patient care or services 

 hours Administration (schools, agencies. associations, etc.) 

  hours Teaching medical courses 

hours Research 

Ire-/..S  hours Other (specify  ,S44 . 

4. Form of employment is /46' i . (Use the following codes.) 
SELF-EMPLOYED 

1001 Solo Practice 1006 
1002 :Partnership or Group Practitioners 1007 

1008 
SALARIED. EMPLOYED BY 1009 

1003 Individual Practitioner 1010 
1004 Partnership or Group of Practitioners 1011 
1005 Group Health Plan Facility (such as H.M.0.) 1012 

(MolYr.) (MolYr.) 

Other Non-Government Employer (hospital, school, etc 
Federal Government (armed services personnel only) 
Federal Government (civilian, P.11.5., etc.) 
State Government 
County Government 
Local Government 
Other (specify 



Alt of the following questions refer to the time period of July 1, 1993 through the present date only. 
FOR ALL TES RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND 

RETURN WITH THIS REGISTRATION APPLICATION. 
For the purpose of the following questions, these phrases or words have these meanings: 

"Ability to practice medicine" is to be construed to include all of the following: 
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep abreast of medical 

developments; and 

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

3. The phyaldan capability to perform medical tasks such as physician 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 disordec such as, but not limited to, orthopedic. visual. apeech, and 
hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or 
mental illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism. 

"Chemical substances" is to he construed to include alcohol, drugs or medications, including those taken pursuant to a valid prescription eat legitimate 
medical purposes and in accordance with the prescriber's direction, as well as those used illegally. 

"Currently" does not mean on the day of, or even in the weeks or months preceding the completion of this application. Rather, it means recently enough so 
that the use of drugs may have an ongoing impact on one's functioning as a licensee, or within the past two years. 

"Allea;a1 tree of controlled dangerous substances" means the use of controlled dangerous substances obtained illegally (e.g. heroin or cocaine) as well as the 
nse of controlled dangerous substances which are not obtained pursuant to a valid prescription or not taken in accordance with the directions of a licensed 
health care practitioner. 

1. Have you failed to repay. In accordance with the terms of the loan, any direct loan or loan which is Insured or guaranteed by the Federal 
Government or a state or local government which you received to finance all or any part of your medical education? ra Yes .1.10 

2. Do you have a medical condition which in any way Impairs or limits your ability to practice medicine with reasonable skill and safety? Yea =moo 
3. Does your use of chemical substance(s) in any way impair or limit your ability to practice medicine with reasonable radii and safety? ia Yea fnesio 
4. Are the limitations or impairments caused by your medical condition reduced or ameliorated because of the field of practice, the 

setting, or the manner in which you have chosen to practice? fe Yes Iiio 
5. Have you been diagnosed as having, or have you been treated for pedophilla. exhibitionism. or voyeurism? Ca Yes near° 
(1. Are you currently engaged in the Illegal use of controlled dangerous substances? LI Yes -&eiTo 
7. Have you been a defendant In a legal action involving professional liability (malpractice) or had a professional liability claim paid in 

your behalf or paid such a claim yourself? ` Yes r3 No 
8. Have you been investigated for, charged with or convicted of. or pled nolo contendere to a violation of any federal, state or local 

law relating to the manufacture, distribution, prescribing, or dispensing of controlled substances? U Yes 
9. Have you been arrested. Investigated for. charged with or convicted of, or pled nolo contendere to any offense, misdemeanor or 

felony In any state, the United States, or a foreign country? to Yes =Ai=ls 
Have you previously applied for medical ficensure in Nevada (including a residency program)? files 0 No 

t i. Have you failed to Initiate the performance of public service within one year after the date the public service is required to begin to 
?satisfy a requirement of your receiving a loan or scholarship from the federal government or a state or local government for your 

medical education? t.) Yes -. 4c) 
12. Have you been denied a license, permission to practice medicine or any other healing arts, or permission to take an 

examination to practice medicine or any other healing arts in any state, country or U.S. territory? C.) Yes WiCio 
13. Have you had a medical license revoked, suspended, limited, or restricted in any state, country or U.S. territory? t'.1Yes 1=.4'No 
14. Have you voluntarily surrendered a license to practice in the healing arts in any state, country or U.S. territory? la Yes Ctfico 
15. Have you been denied membership or expelled from a medical society or other professional medical organization? 0 Yes -earlao 
16. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. List any and 

all resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include suspensions or 
restrictions for failure to complete hospital medical records, attend hospital department or staff meetings. or maintain required malpractice Insurance.) 

Hospital 

llaIling Type of 
Address Action 

Dates of Action 

7ront (lateMer.) To (aeoeYe) 

17. Have you been investigated for, charged with, or convicted of any violation of a statute, rule or regulation governing the practice of 
medicine by any medical licensing board, hospital, medical society, governmental entity or other agency? 

18. Have you surrendered your state or federal controlled substance registration or had It revoked or restricted in any way? 
Ca Yes rli4. 
CI Yes la'Fro 

CONTINUING MEDICAL EDUCATION 
930.163 Continuing education: General requirements; exemption; failure to comply. 

1. Except as otherwise provided in subsection 2 and NAC 630.157, each holder of a license to practice medicine shall. at the time of the biennial regastra-
non, submit to the board by the ilnal date set by the board for submitting applications for biennial registration evidence, in such form as the board requires, 
' • 't he has completed .10 full hours of continuing medical education during the preceding 2 years In one or more educational programs. Each educational 

yam mush 

la) Offer, upon successful completion of the program, a certificate of Category I credit as recognized by the American Medical haseciation to the holder of 
the license; 

(b) Be approved by the board: and 

(c) Ile sponsored in whole or in part by an organization accredited or deemed to he an equivalent organization to oiler each programs by the American 
Medical Association or the Liaison Committee on Continuing Medical Education. 

2. Any holder of a license who has completed a fell year of residency or fellowship auy ileac during the period for biennial registration immediately 



preceding the submission of the application tor biennial registration is exempt from the requirements set forth in subsection 1. - • 

3. If the holder of a license fails to submit evidence of his completion of continuing medical education within the time and in the manner prescribed by 

subsection 1, his license will not be renewed. Such a person may not resume the practice of medicine unless, within '2 years after the end of the biennial 

period of registration, he: 

(a) Pays a fee to the board which is twice the fee for biennial registration otherwise prescribed by subsection t of NRS 630.290: 

(b) Submits to the board. in such form as it requires, evidence that he has completed 40 full hours of continuing medical education in addition to that 

otherwise required by subsection 1 or NAC 630.157; and 

(c) Is found by the board to he otherwise qualified for active status pursuant to the provisions of this chapter and chapter 630 of NILS. 

(Added to NAC by Bd. of Medical Exam•rs, 7-31-85, eff. 8-1-85; A 6-23-86; 11-21-88; 9-12.91) 

I/LEASE CHECK ONE OF THE FOLLOWING: 

t,V's 1. 1 have earned a minimum of 10 hours approved AMA Category L continuing medical education (CME) for the biennial period July 1, 1993 through 

June 30, 1995. 

2. I was initially licensed in Nevada during the second six months of the biennial period July 1, 1993, through June 30, 1995 and have earned a 

minimum of 30 hours approved AMA Category I continuing medical education (CME). 

3. I was initially licensed in Nevada during the third six months of the biennial period July 1, 1993, through .June 30, 1995 and have earned a minimum 
of 20 hours approved AMA Category I continuing medical education (CME). 

4. I was initially licensed in Nevada during the fourth six months of the biennial period July 1, 1093. through June 30, 1995 and have earned a 

minimum of 10 hours approved AMA Category I continuing medical education (CME). 

5. I am exempt from submitting proof of continuing medical education (CME) because I have completed a full year of residency or fellowship training 

dining the biennial period July 1. 1993 through June 30, 1995. 

E.),lignalitti: - -y am. 
(SIGNATURE STAMP UNACCEPTABLE) 

IMPORTANT: ATTACH COPIES OF PROOF OF DECLARED CME CREDITS. 

PROOF OF CME CREDITS WILL NOT BE RETURNED. 

I hereby certify that I am the person named in this Application for Registration Renewal of license to practice medicine in the State of Nevada: that all 
statements I have made herein are true; that I am the original and lawful possessor of and person named in the various documents and credentials furnished 

to the Board in connection with this renewal application. 

I HAVE /HAVE NOT f...3 ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTHS. (CHECK ONE) 

If you have not practiced medicine in the State of Nevada during the period July 1, 1994, through June 30. 1995, please contact the Board office for further 

instruction. 

Business Telephone I/ 
ft/2-   X 

Date v •-•."--.' Sigriature (SIGNATURE STAMP UNACCEPTABLE) 

630.208 Biennial registration: Fee; failure to pay fee; revocation and restoration of license; notice to licensee. 
1. Each holder of a license to practice medicine must pay to the secretary-treasurer of the board on or before July 1 of each alternate year the applicable 

fee for biennial registration. This fee must be collected for the period for which a physician is licensed. 
2. When a holder of a license fails to pay the fee for biennial registration after it becomes due, his license to practice medicine in this state Is automatically 

suspended. The holder may, within 2 years after the date his license is suspended, upon payment of twice the amount of the current fee for biennial 
registration to the secretary-treasurer, and after he is found to he in good standing and qualified under the provisions of this chapter, he reinstated to 
practice. 

The board shall notify a licensee: 
fa) At least once that his fee for biennial registration is due; and 
(b) That his license is suspended for nonpayment of the fee. A copy of this notice must be sent to the Drug Enforcement Administration o: United 

States Department of Justice or its successor agency. 
(Added to NRS by 1985, 2223; A 1987, 196) 
030.255 Inactive licensees: Leaving state; ceasing or failing to practice; reinstatement. 
I. Any licensee who changes the location of his practice of medicine from this state to another state or country, has never engaged in the practice of 

medicine in this state after licensure or has ceased to engage in the practice of medicine in this state for 12 consecutive months must be placed on inactive 
status. 

2. Before resuming the practice of medicine in this state, the inactive registrant shall: 
(a) Notify the board of his Intent to resume the practice of medicine in this state; 
(b) File an affidavit with the board describing his activities during the period of his inactive status; 
(c) Complete the form for registration for active status; 
(d) Pay the applicable fee for biennial registration; and 
(e) Satisfy the hoard of his competence to practice medicine. 
3. if the board determines that the conduct or competence of the registrant during the period of inactive status would have warranted denial of an 

application for a license to practice medicine in this state. the. board may refuse to place the registrant on active status. 
(Added to NRS by 1985, 2222; A 1987, 195; 1993, 2299) 
530.256 Retired licensees: Duties; requirements for reinstatement. 
1. If a licensee retires from the practice of medicine, he shall notify the board in writing of his intention to retire, and the board shall record the fact of 

retirement. A licensee who is retired may not engage in the practice of medicine. Any licensee who is retired and desires to return to the practice of medicine, 
must, before resuming the practice of medicine in this state: 

(al Notify the hoard of his intent to resume the practice of medicine in this state; 
(h) File an affidavit with the board describing his activities during the period of his retired status; 
(c) Complete the form for registration for active status; 
(d) Pay the applicable fee for biennial registration; and 
(e) Satisfy the board of his competence to practice medicine. 
2. II the board determines that the conduct or competence of the registrant during the period of retirement would have warranted denial of an application 

for a license to practice medicine in this state, the board may refuse to place the registrant on active status. 
(Added to NHS by 1985, 2222; A 1987, 195) 
630.257 Re-examination of Inactive or retired licensee. If a licensee does not practice allopathic medicine for a period of more than 12 consecutive 

months, the board may require him to take the same examination to test medical competency as that given to applicants for a license. 



ACTIVE STATUS $600.00 
INACTIVE STATUS $150.00 
RETIRED STATUS $ 50.00 
P.A. SUPERVISING PHYSICIAN $200.00 

Frank P. Silver, MD 

2031 McDaniel St #210 

N Las Vegas, NV 89030 

APPLICATION FOR RENEWAL REGISTRATIONU , • 
NEVADA STATE BOARD OF ''' 7 • 

MEDICAL EXAMINERS . 47  *141 6 199?' .

Post Office Box 7238 Reno, Nevada 89510 Phone (702) 688-2559 (Board Use Only) 

• Date received by Board 

License No. 

File No. 

hereb apply for renewal of biennial registration and enclose the appropriate fees as indicated below: 
PLEASE NOTE: NEVADA HAS NO GRACE PERIOD. 

LICENSES NOT RENEWED BY 
JULY 1, 1997 ARE AUTOMATICALLY 
SUSPENDED FOR NON-PAYMENT 

Make checks payable to: 
DA STATE BOARD OF MEDICAL EXAMINERS 

(Foreign checks must Indicate "U.S. FUNDS") 

INSTRUCTIONS - TYPE OR PRINT LEGIBLY 

1. YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1997. THIS IS THE NOTICE TO RENEW YOUR M.D. 
LICENSE. 
2. To be eligible to act as a supervising physician for a physician assistant, complete the enclosed Application for Approval • 
as Supervising Physician form. 
3. ACTIVE STATUS REGISTRATION RENEWAL REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS OF AMA 
CATEGORY I, CONTINUING MEDICAL EDUCATION completed during the period July 1, 1995 through June 30, 1997. 
Submit your proof of CME with your completed Application for Registration Renewal form. 
4. In order to provide sufficient time for processing, please complete and return your Application for Registration Renewal form 
id Application for Approval as Supervising Physician form (if applicable) with your proof of 40 hours AMA Category I CME 

and the correct fee(s) PRIOR TO JULY 1, 1997. Use the enclosed self-addressed envelope to return your completed form(s) 
and fee(s). 
5. If your name and/or address has changed from that printed on this form, clearly indicate the change in the space provided. 
A notarized or certified copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be 
included. 

Name 

Street 

/, 
11 

.;z-v-4; 
City /V I:— County /Ci  State Al V Zip P-,3" 3 C.) 

6. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, PLEASE INDICATE THE LOCATION OF FORMER PATIENT 
RECORDS BELOW: 

Name  

Street 

City County State Zip 

YOUR LICENSE REGISTRATION WILL NOT BE RENEWED WITHOUT SUBMISSION OF THE CORRECT FEE(S), 

PROPERLY COMPLETED FORM(S) AND PROOF OF 40 HOURS OF AMA CATEGORY I, CME'S 

ALL PAGES OF THE FORM(S) MUST BE COMPLETED AND RETURNED 

ALL FEES ARE NON-REFUNDABLE 

DO NOT SEND CASH THROUGH THE MAIL 

PLEASE ALLOW SIXTY (60) DAYS FOR THE PROCESSING OF YOUR REGISTRATION RENEWAL 



1. Are you currently active in medicine? 
a. [ J YES, in training. 
c. [ J YES, working part-time 
e. [ J NO, other (specify 

b. [ YES, working full-time 
d. [ J NO, retired. 

2. Please indicate your primary, secondary and tertiary specialties and percent of time spent in each, using the following codes. 

SPECIALTY CODE: 

1 ADOLESCENT MEDICINE 3.5 NEURORADIOLOGY 04 POD. UROLOGY 
7. AEROSPACE MEDICINE 38 NUCLEAR MEDICINE 65 PEDIATRICS 
3 ALLERGY/IMMUNOLOGY 37 NUTRITION 68 PHYSICAL MED/REHAB 
4 ANESTHESIOLOGY 30 OBSTETRIC/GYNECOLOGY 98 PHYSICIAN ASSISTANT 

111130071.INKING 39 OBSTETRICS 07 PREVENTIVE MED 
BRONCO-fiSOPHAGOLOGY 40 OCCUPATIONAL MED 68 PSYCHIATRY 
c.nralovAsc DISEASES 41 ONCOLOGY 69 PSYCHOANALYSIS 

0 rA11CANIULTRASOUND 45 ONCOLOGY, GYNECOLOGIC 70 PSYCHOMA TIC MEDICINE 
9 CHILD NEUROLOGY 42 ONCOLOGY, HEMATOLOGY 71 PUBLIC HEALTH 

III CHILD PSYCHIATRY • 43 ONCOLOGY, RADIATION 72 PULMONARY DISEASES 
:1 CLINICAL PlIARMACOL 44 ONCOLOGY, SURGICAL 73 RADIOLOGY 
12 CRITICAL CARE 48 OPHTHALMOLOGY 74 RADIOLOGY, DIAGNOSTIC 
I:1 DERMATOLOGY 47 OTOLARYNGOLOGY 75 RADIOLOGY, NUCLEAR 
IS EMERGENCY MEDICINE 40 OTOLOGY 70 RADIOLOGY, 1 HERAVELIT 
;S ENDOCRINOLOGY 49 PAIN MANAGEMENT 77 REIEUMATOLOGY 
IS FAMILY PRACTICE 50 PATHOLOGY 78 RHINOLOGY 
17 GASTROENTEROLOGY 51 PATHOLOGY, ANATOMIC 79 SLEEP DISORDERS 
14I CENERAI. PRACTICE 52 PATHOLOGY, CLINICAL 100 SPORTS MEDICINE 
It) GERIATRICS 53 PATHOLOGY, FORENSIC 80 SURGERY. ABDOMINAL 

GYNECOLOGY 54 FED. ALLERGY a1 SURGERY, CARDIOVASG 
:•1 HEMATOLOGY 55 PED. CARDIOLOGY 91 SURGERY, COLONIRECTAL 

HYPNOSIS 09 PED. CRITICAL CARE 62 SURGERY, GENERAL 
!M1.11INCP.OGY 97 PED. EMERGENCY MED 83 SURGERY, HAM 

!rt !NEEL; t IOUS DiSEASES 59 FED. ENDOCRINOLOGY 84 SURGERY. I tEAD/TIECK 
IN! P. 11111 Y 57 PED. HEMAT/ONCOLOGY 92 SURGERY, MAXILLOFAC 
X if Eitt IAL MEDICINE 50 FED. INFECTIOUS DIS 93 SURGERY, NEUROLOGICAL 
aNvir:OLt:GY 59 PED. INTENSIVIST 05 SURGERY, ORTHOPEDIC 

.•,‘ C tit tA4 m116CINE P.O FED. NEPHROLOGY 06 SURGERY. PLASTIC 
MA I ERNAI 6,E TAL MED 58 PED. NEUROLOGY 07 SURGERY, THORACIC 

-so Ntif.A*LRINATAL MED 101 PED. OPHTHALMOLOGY 88 SURGERY. TRAUMATIC 
NEOPIASTIC DISEASES 61 PED. PHYSIATRY 69 SURGERY, UROLOGIC 

.12 lit PEIROLOGY 95 PED. PULMONARY 90 SURGERY, VASCULAR 
NEUROLOGY 52 POD. RADIOLOGY 94 UROLOGY 

34 NEUROPATHOLOGY 03 PED. SURGERY 

Primary 
Secondary 
Tertiary 

C e Percep ime 

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION: 

Board 

Subboard 

3. Form of employment Is  tv.1 

Board CertifiedWA4ate Yes/No) 

Datej o)InajlI Crtiftat_ir 

Yr.) 

Date of Last Certification 

(Mo./Yr.) 

SELF-EMPLOYED 
1001 Solo Practice 
1002 Partnership or Group Practitioners 

SALARIED. EMPLOYED BY 
1(103 Individual Practitioner 
1004 Partnership or Group of Practitioners 
1005 Group Health Plan Facility (such as H.M.O.) 1011 

1012 Other (specify) 

(Mo./Yr.) (Mo./Yr.) 
(Use the following codes) 

SALARIED, EMPLOYED BY  (contintreg) 
1006 Other Non-Government Employer (hospital, school, etc.) 
1007 Federal Government (armed services personnel only) 
1008 Federal Government (civilian, P.H.S., etc.) 
1009 State Government 
1010 County Government 

Local Government 

All of the following questions refer to the time period July 1, 1995, through the present date only. 
FOR ALL YES RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND 

RETURN WITH THIS REGISTRATION APPLICATION 

For the purposes of the following questions, these phrases or words have these meanings: 
"Ability to practice medicine" is to be construed to include all of the following: 

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

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

3. The physician capability to perform medical tasks such as physician 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, vision, 
speech, and hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or mental 
Illness, HIV disease, tuberculosis, drug addiction, and alcoholism. 

"Chemical substances" is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid prescription 
ler legitimate medical purposes and in accordance with the prescriber's direction. 

"Currently" does not mean on the day of, or even in the weeks or months preceding the completing of this application. Rather, it means 
rt:contly Num igh ;.;g that the use of drugs may have an ongoing impact on one's functioning as a licensee. 



ALL QUESTIONS ANSWERED 'YES' MUST BE EXPLAINED GM A SEPARATE ATTACHED SHEET OF PAPER 

1. Do you have a medical condition which in any way impairs or limiLs your ability to practice medicine with reasonable skill and safety? _Yes _ / f.No 

2. If you have a medical condition which in any way impairs or limits your ability to practice medicine is that impairment or limitation reduced or ametiorVed 
because of the field of practice, the setting, or the manner in which you have chosen to practice? Yes No  ai  N/A 

.,. If you use chemical substances, does your use of chemical substance(s) in any way impair or limit your ability to practice medicine with reasonab1.9.skill 
and safety?  Yes No  t/-  N/A 

4. Have you failed to initiate the performance of public service within one year after the date the public service is required to begin to satisfy a requir7ent 
of your receiving a loan or scholarship from the federal government or a state or local government for your medical education?  Yes  No 

5. Have you been a defendant in a legal action Involving professional liability (malpractice) or had a professional liability claim paid in your behalf or paid 
such a claim yourself? • -  V Yes _ No 

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to, any offense or violation of any federal, state or 
local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or felony, excluding any minor traffic offense (Driving or in control 
of a motor vehicle while under the influence of any substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, 
prescribing, or dispensing of controlled substances?  Yes  fr/.   No 

7. Have you ever been denied a license, permission to practice medicine or any other healing arts, or permission to take an examination to practice mesticine 
or any other healing arts in any state, country or U.S. territory?  Yes  te  No 

8. Have you ever had a medical license revoked, suspended, limited, or restricted in any state, country or U.S. territory?  Yes  v  No 

9. Have you ever voluntarily surrendered a license to practice a healing art in any state, country or U.S. territory? Yes No 

10, Have you ever been denied membership or expelled from a medical society or other professional medical organization?  Yes I/ No 

11. Have you ever been investigated for, charged with, or convicted of any violation of a statute, rule or regulation governing the practice of rnedicLoe by 
any medical licensing board, hospital, medical society, governmental entity or other agency?  Yes  No 

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any way? Yes / No 

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. List any and all resignations 
from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include suspensions or restrictions for failure to complete hospital 
medical records, attend hospital department or staff meetings, or maintain required malpractice insurance). 

Mailing Type of Dates of Action 
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.) 

If more space is needed, attach separate sheet. 

PLEASE CHECK ONE OF THE FOLLOWING: 

/  1. I have eamed a minimum of 40 hours approved AMA Category I continuing medical education (CME) for the biennial period July 1, *1995, through 
June 30, 1997. 

 2. I was initially licensed in Nevada during the second six months of the biennial period July 1, 1995, through June 30, 1997 and have earned a 
minimum of 30 hours approved AMA Category I continuing medical education (CME). 

  3. I was initially licensed in Nevada during the third six months of the biennial period July 1, 1995, through June 30, 1997 and have earned a 
minimum of 20 hours approved AMA Category I continuing medical education (CME). 

 4. I was initially licensed in Nevada during the fourth six months of the biennial period July 1, 1995, through June 3, 1997 and have earned a 
minimum of 10 hours approved AMA Category I continuing medical education (CME). 

 5. I am exempt from submitting proof of continuing medical education (CME) because I have completed a full year of residency or fellowship training 
citijokthe biennial period July 1 1995, through June 30, 1997. 

Signature •• 
oiyeature stamp unacceptable 

IMPORTANT: ATTACH COPIES OF PROOF OF DECLARED CME CREDITS. PROOF OF CME CREDITS WILL NOT BE RETURNED. 

I HAVE  NOT HAVE ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTHS. (CHECK ONE) 

I HEREBY CERTIFY THAT I AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL OF 
LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS I HAVE MADE HEREIN 

RE TRUE. 

20-Z 1-/ -W9/ 3 01 CO 
Business Telephone # f D4te 

- • 
Signature (SIGNATURE STAMP UNACCEPTABLE) 



PHYSICIAN 
APPLICATION FOR RENEWAL REGISTRATION 

NEVADA STATE BOARD OF 
MEDICAL EXAMINERS 

Post Office Box 7238 Reno, Nevada 89510 Phone (775) 688-2559 

herebicapply for renewal of biennial registration and enclose 
1#•* ACTIVE STATUS -. 

 INACTIVE STATUS 
 RETIRED STATUS 

SUPERVISING/COLLABORATING PHYSICIAN 

Date Received by Board 
License No. .2-142)111 

MAY 1 /999 MAY 2 0 199 de No. 
(Board Use Only) 

the appropriate fee(s) as indicated below: 
$600.00 
$200.00 
$ 50.00 
$200.00 

Frank P. Silver, MD 
2031 McDaniel 31 #210 
N Las Vegas NV ;Y3030 

0004041 

Make checks payable to: 
NEVADA STATE BOARD OF MEDICAL EXAMINERS 

(Foreign checks must indicate "U.S. FUNDS") 

PLEASE NOTE 
NEVADA HAS NO GRACE PERIOD  LICENSES NOT RENEWED BY JULY 1, 1999 

ARE AUTOMATICALLY SUSPENDED FOR NON-PAYMENT. 
EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON. 

YOUR LICENSE WILL NOT BE RENEWED WITHOUT ANSWERING ALL QUESTIONS. 
ALL YES ANSWERS MUST BE EXPLAINED. 

YOU MUST INCLUDE PROOF OF 40 HOURS OF AMA CATEGORY 1 CME WHICH INCLUDES 
2 HOURS IN MEDICAL ETHICS AND 20 HOURS IN YOUR SCOPE OF PRACTICE OR SPECIALTY. 

ALL FEES MUST BE PAID AND ARE NON-REFUNDABLE. 
DO NOT SEND CASH THROUGH THE MAIL. 

PLEASE ALLOW SIXTY (60) DAYS FOR PROCESSING OF YOUR APPLICATION. 

PLEASE TYPE OR PRINT LEGIBLY 
1. YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1999. THIS IS THE NOTICE TO RENEW YOUR M.D. 
LICENSE. 

2. To be eligible to act as a supervising physician for a physician's assistant, or as a collaborating physician for an advanced 
practitioner of nursing, complete the enclosed Application for Approval as Supervising/Collaborating Physician. 

3. ACTIVE STATUS REGISTRATION RENEWAL REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS OF AMA 
CATEGORY I CONTINUING MEDICAL EDUCATION which includes 2 hours of medical ethics and 20 hours in your scope 
of practice or specialty completed during the period July 1, '1997 through June 30, 1999. Submit your proof of CiviE with your 
completed Application for Registration Renewal form. 

4. In order to provide sufficient time for processing, please complete and return your Application for Registration Renewal form 
and Application for Approval as Supervising/Collaborating Physician form (if applicable) with your proof of 40 hours AMA 
Category I CME and the correct fee(s) BY JUNE 30, 1999. Use the enclosed self-addressed envelope to return your 
completed form(s) and fee(s). 

5. If your name and/or address has changed from that printed on this form, clearly indicate the change in the space provided. 
A notarized or certified copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be 
included. 

Name FR R . A.) 5 1)2 /0 

Street /1/ F- /-1-1 67) re, ' s 
City 4, /?. 5 1/4—:76 /9:5-  County fe. jr  State A/7E- 1-/W  Zip 9 // 5-.

3. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, INDICATE THE LOCATION OF PATIENT RECORDS BELOW: 

Name F/ /./L 1,/,..&—/-J, 0, 0, 
Street 3 / r W /;-7 c5. z3 

City 4/4•5  1-1Z.-7674. 5-County (f.),LA it'  State ../CVLr / Zip ef 



7. Are you currently active in medicine? 
a. [ ] YES, in training. 
c. [ ] YES, working part-time 
e. [ ] NO, other (specify 

b. [ YES, working full-time 
d. [ ] NO, retired. 

8. Please indicate your primary, secondary and tertiary specialties and percent of practice time spent in each, using the 
following codes: SCOPE OF PRACTICE 

SPECIALTY CODES 

102 ADDICTION MEDICINE 31 NEOPLASTIC DISEASES 62 PEDIATRIC, RADIOLOGY 
I ADOLESCENT MEDICINE 32 NEPHROLOGY 63 PEDIATRIC, SURGERY 
2 AEROSPACE MEDICINE 33 NEUROLOGY 64 PEDIATRIC, UROLOGY 
3 ALLERGY/IMMUNOLOGY 34 NEUROPATHOLOGY 65 PEDIATRICS 

104 ALTERNATIVE MEDICINE 35 NEURORADIOLOGY 66 PHYSICAL MEDICINE/REHABILITATION 
4 ANESTHESIOLOGY 36 NUCLEAR MEDICINE 67 PREVENTIVE MEDICINE 

BLOODBANKING 37 NUTRITION 68 PSYCHIATRY 
6 BRONCO-ESOPHAGOLOGY 38 OBSTETRICS/GYNECOLOGY 69 PSYCHOANALYSIS 
7 CARDIOVASCULAR DISEASES 39 OBSTETRICS 70 PSYCHOMATIC MEDICINE 
8 CATSCAN/ULTRASOUND 40 OCCUPATIONAL MEDICINE 71 PUBLIC HEALTH 
9 CHILD NEUROLOGY 41 ONCOLOGY 72 PULMONARY DISEASES 

10 CHILD PSYCHIATRY 45 ONCOLOGY, GYNECOLOGICAL 73 RADIOLOGY 
I I CLINICAL PHARMACOLOGY 42 ONCOLOGY, HEMATOLOGY 74 RADIOLOGY, DIAGNOSTIC 
12 CRITICAL. CARE 43 ONCOLOGY, RADIATION 75 RADIOLOGY, NUCLEAR 
13 DERMATOLOGY 44 ONCOLOGY, SURGICAL 76 RADIOLOGY, THERAPEUTIC 
14 (EMERGENCY MEDICINE 46 OPHTHALMOLOGY 77 RHEUMATOLOGY 
15 ENDOCRINOLOGY 47 OTOLARYNGOLOGY 78 RIIINOLOGY 
16 FAMILY PRACTICE 48 OTOLOGY 79 SLEEP DISORDERS 
17 GASTROENTEROLOGY 49 PAIN MANAGEMENT 100 SPORTS MEDICINE 
18 GENERAL PRACTICE 50 PATHOLOGY 80 SURGERY, ABDOMINAL 
19 GERIATRICS 51 PATHOLOGY, ANATOMIC 103 SURGERY, CARDIOTHORACIC 
20 GYNECOLOGY 52 PATHOLOGY, CLINICAL 81 SURGERY, CARDIOVASCULAR 
21 HEMATOLOGY 53 PATHOLOGY, FORENSIC 91 SURGERY, COLON/RECTAL 
105 HOMEOPATHY 54 PEDIATRIC, ALLERGY 82 SURGERY, GENERAL 
22 HYPNOSIS 55 PEDIATRIC, CARDIOLOGY 83 SURGERY, HAND 
23 IMMUNOLOGY 99 PEDIATRIC, CRITICAL CARE 84 SURGERY, HEAD/NECK 
24 INFECTIOUS DISEASES 97 PEDIATRIC, EMERGENCY MEDICINE 92 SURGERY, MAXILLOFACIAL 
25 INFERTILITY 56 PEDIATRIC, ENDOCRINOLOGY 93 SURGERY, NEUROLOGICAL 
26 INTERNAL MEDICINE 57 PEDIATRIC, HEMATOLOGY/ONCOLOGY 85 SURGERY, ORTHOPEDIC 
27 LARYNGOLOGY 58 PEDIATRIC, INFECTIOUS DISEASES 86 SURGERY, PLASTIC 
28 LEGAL MEDICINE 59 PEDIATRIC, INTENSIVIST 37 SURGERY, THORACIC 
29 MATERNAUFETAL MEDICINE 60 PEDIATRIC, NEPHROLOGY 88 SURGERY, TRAUMATIC 

108 MEDICAL ACUPUNCTURE 98 PEDIATRIC, NEUROLOGY 139 SURGERY, UROLOGIC 
107 MEDICAL ETHICS 101 PEDIATRIC, OPHTHALMOLOGY 90 SURGERY, VASCULAR 

30 NEO/PERINATAL MEDICINE 61 PEDIATRIC, PHYSIATRY 94 UROLOGY 
95 PEDIATRIC, PULMONARY 

Primary 
Secondary 
Tertiary 

Code 
O 

Percent of Time 
O 

4'0 

Board Certified (Indicate Yes/No) 

PLEASE INDICATE ALL AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD OR SUBBOARD CERTIFICATIONS: 
Date of Date of 

Initial Crification Last Certification 

(i\ o./Yr.) (Mo./Yr.) 
Board -WtrN'G%\qhi AiKts (S -- ecem • 

Subboard 
(Mo./Yr) MD/Yr.) 

Goal d ArttaVCIANI .RAPIR) WNEDi c Prl. Exhrtl • 6/9-7 
(Mo./Yr.) (Mo./Yr.) 

Subboard 

9. Form of employment is 
SELF-EMPLOYED: 

Solo Practice 
1002 Partnership or Group Practitioners 

SALARIED, EMPLOYED BY: 
1003 Individual Practitioner 
1004 Partnership or Group of Practitioners 
1005 Group Health Plan Facility (such as H.M.O 

• 

(Mo./Yr.) (Mo./Yr.) 

(Use one of the following codes.) 
SALARIED, EMPLOYED BY: (continued) 

'1006 Other Non-Government Employer (hospital, school, etc.) 
1007 Federal Government (armed services personnel only) 
1008 Federal Government (civilian, P.N.S., etc.) 
'1009 State Government 
1010 County Government 
1011 Local Government 

1012 Other (specify) 



All of the following questions refer to the time period 
July 1, 1997, through the present date only. 

For the purposes of the following questions, these phrases or words have these meanings: 

"Ability to practice medicine" is to be construed to include all of the following: 
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep 

abreast of medical developments; 
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 physician 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, vision, 
speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or mental 
illness, HIV disease, tuberculosis, drug addiction, and alcoholism. 

"Chemical substances" is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid prescription 
for legitimate medical purposes and in accordance with the prescriber's direction. 

"Currently" does not mean on the day of, or even in the weeks or months preceding the completing of this application. Rather, it means 
recently enough so that the use of drugs may have an ongoing impact on one's functioning as a licensee. 

FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST 
SUBMIT YOUR EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO YOUR 

COMPLETED REGISTRATION APPLICATION FORM 

1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable skill 
and safety?  Yes  v  No 

2. If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or 
limitation reduced or ameliorated because of the field of practice, the setting, or the manner in which you have chosen to 
practice?  Yes No  V  N/A 

3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine with reasonable 
skill and safety?  Yes No /7' N/A 

4. Have you failed to initiate the performance of public service within one year after the date the public service is required to 
begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a-state or local 
government for your medical education?  Yes  1.V  No N/A 

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a profl?sional liability claim 
paid in your behalf or paid such a claim yourself?  Yes No 

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or 
violation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or 
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical 
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing,--or 
dispensing of controlled substances?  Yes  1--"  No 

7. Have you ever been denied a license, permission to practice medicine or any other healing art(s), or permission to take ,art 
examination to practice medicine or any other heating art(s) in any state, country or U.S. territory? Yes  /....--"'  No 

8. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, or restricted 
in any state, country or U.S. territory?  Yes  1--- "  No 

/ 
1. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, countiy o S 
erritory?  Yes No 

10. Have you ever been denied membership or expelled from a medical society or other professional medical organizaltou? 
 Yes 1,---  No 



11. Have you ever been investigated for, charged with, or convicted of any violation of a statute, rule or regulation gove trig 
the practice of medicine by any medical licensing board, hospital, medical society, governmental entity or other age sy? 

Yes No 

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any 
way?  Yes No 

13, List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. 
List any and all resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include 
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or 
maintain required malpractice insurance). 

Mailing Type of 
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.) 

Dates of Action 

(If more space is needed, attacKfa separate sheet.) 

PLE6,SE CHECK‘ONE OF THE FOLLOWING: 
V  I am not subject to a court order for the support of a child. 

  I am subject to a court order for the support of one or more children and am in compliance with the order or am in 
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the 
amount owed pursuant to the order; or 
 I am subject to a court order for the support of one or more children and am NOT in compliance with the order or a 
plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed 
pursuant to the order. " 

:Signature - 
(SIGNATURE STAMP UNACCEPTABLE) 

PLEASJ-CHECK ONE OF THE FOLLOWING: 
  1. I have earned a minimum of 40 hours approved AMA Category 1 continuing medical education (CME), 2 hours 
of which were in medical ethics, and 20 hours of which were in my scope of practice or specialty during the biennial period 
July 1, 1997, through June 30, 1999. 

  2. I was initially licensed in Nevada during the second six months of the biennial period July 1, 1997, through June 
30, 1999, and have earned a minimum of 30 hours approved AMA Category I continuing medical education (CME). 
 3. I was initially licensed in Nevada during the third six months of the biennial period July 1, 1997, through June 30, 
1999, and have earned a minimum of 20 hours approved AMA Category I continuing medical education (CME). 
 4. I was initially licensed in Nevada during the fourth six months of the biennial period July 1, 1997, through June 30, 

1999, and have earned a minimum of 10 hours approved AMA Category I continuing medical education (CME). 
 5. I am exempt from submitting proof of continuing medical education (CME) because i have completed a full year 

of residency or fellowship training during the biennial period July 1, 1997, through June 30, 1999. 

IMPORTANT 
ATTACH COPIES OF PROOF OF DECLARED CME CREDITS - PROOF OF CME CREDITS WILL NOT BE RETURNED. 

- Signature_ 
(SIGNATURE STAMP UNACCEPTABLE) 

I HAVE  HAVE NOT  ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTHS. (CHECK ONE) 

I HEREBY CERTIFY THAT i AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION 
RENEWAL OF LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL 
STATEMENTS i HAVE MADE HEREIN ARE_TZUE. 

).•1 
Business Telephone # Date .5lnatuf+447(SIair—INI:617-E STAMP UNACCEPTABLE) 



01011t....•=1•InitIKPAINS 

PHYSICIAN 
APPLICATION FOR REGISTRATION RENEWAL 

FOR TOE BIENNIAL REGISTRATION PERIOD 2001- 2003 
• NEVADA STATE BOARD OF MEDICAL EXAMINERS 

Post Office Box 7238 Reno, Nevada 89510 Phone (775) 689-2559 

IVERRICS031.11,M1•072,1 7CT.1131.[SIM•••[.16MM.7. 0,,M 11...1•WritM.Y11•41 

Date Received by Board 

MAY 2 2 7.01 

(For Board Use Only) 

License No.  aN 

File No. 

I hereby apply for renewal of biennial registration and enclose the appropriate tee(s) as indicated below: 
$600.0Cre 
$200.00 (RETIRED STATUS REQUIRES THAT THE 
$ 50.00 APPLICANT NOT PRACTICE MEDICINE 
$200.00:

V  ACTIVE STATUS 
INACTIVE STATUS 
RETIRED STATUS 
SUPERVISINIG/COLLABORATING PHYSICIAN 

A-19 
Frank P SILVER 
341 N Buffalo #B 
Las Vegas, NV 89145 

010:40WW*Miin
M.D. Make checks payable to: 

NEVADA STATE BOARD OF MEDICAL EXAMINERS 
(Foreign checks must Indicate "U.S. FUNDS") 

PLEASE NOTE: 
• YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2001. COMPLETED APPLICATION FOR REGISTRATION 

RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2001 AT 5:00 P.M. ARE AUTOMATICALLY 
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA 
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR 
REGISTRATION RENEWAL FORM.) 

• YOUR LICENSE WILL NOT BE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR 
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS 
ANSWERED "YES." 

▪ ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS PUBLIC 
INFORMATION. 

PLEASE TYPE OR PRINT  LEGIBLY 

1. To be eligible to act as a SUPERVISING PHYSICIAN FOR A PHYSICIAN ASSISTANT, and/or as a COLLABORATING 
PHYSICIAN FOR AN ADVANCED PRACTITIONER OF NURSING for the biennial period &July 1, 2001 through June 30, 2003. 
you must complete the enclosed Application for Approval as Supervising/Collaborating Physician and return it with your 
payment in the amount of $200.00 in the enclosed envelope. 

2. Active status registration renewal requires the submission of proof of completion of 40 hours of AMA Category 1 continuing 
medical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or 
specialty completed during the period July 1, 1099 through June 30, 2001. Submit your proof of completion of CME with 
your completed Application for Registration Renewa/ form. (See last page of this form for CME statement.) 

3. If your name and/or address has changed from that printed on the label on this form, clearly indicate the change in the space 
provided below. Also, please indicate your current telephone and fax numbers. [Please note: a notarized or certified copy of the 
document authorizing your name change (matria,ge license, divorce decree, etc.) must be included.; 

FRA -i\1 f- :5 ; 1 \/ E.  , 111 • 

3 41 suit-67 13 
/.,AJ 1/9 ,-1..§1  County  ( 7,;,3A k  State Al r.•  Zip_ 

Name 

Street 

City 

Phone Number ( .7 ) .:.?Jci"--yoo i  Fax Number, 6 a) :;?,:,?g- ,5—‘,573 

4. tF 'YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the location of patient records below: 

Name 

Street 

City 

Phone Number 

County State Zip 

5. indicate below the EXACT NAME AND LOCATION of the Medical School from which you graduated arid your EXACT DATE 
of graduation: 

E-• -r+-1.1P,S cr:‘  .)e  6,-
• •• • 

 /a( 



6. indicate below your primary, secondary and tertiary practice specialties using the following codes: 

SCOPE OF PRACTICE 
SPECIALTY CODES 

1 ADDICTION MEDICINE 40 NEUROLOGY 79 PEDIATRIC, UROLOGY 
2 ADOLESCENT MEDICINE 41 NEURO-OPHTHALMOLOGY 80 PEDIATRICS 
3 AEROSPACE MEDICINE 42 NEUROPATHOLOGY 81 PHYSICAL MEDICINE/REHABILITATION 
4 ALLERGY 43 NEURORADIOLOGY 82 PREVENTIVE MEDICINE 
5 ALLERGY/IMMUNOLOGY 44 NON-CONVENTIONAL MEDICINE 83 PSYCHIATRY 
6 ANESTHESIOLOGY 45 NUCLEAR MEDICINE 84 PSYCHOANALYSIS 
7 BLOODBANKING 46 NUTRITION 85 PSYCHOMATIC MEDICINE 
8 BRONCO-ESOPHAGOLOGY 47 OBSTETRICS 86 PUBLIC HEALTH 
9 CARDIOVASCULAR DISEASES 48 OBSTETRICS/GYNECOLOGY 87 PULMONARY DISEASES 

10 CATSCAN/ULTRASOUND 49 OCCUPATIONAL MEDICINE 88 RADIOLOGY 
11 CHILD NEUROLOGY 50 ONCOLOGY 89 RADIOLOGY, DIAGNOSTIC 
12 CHILD PSYCHIATRY 51 ONCOLOGY, GYNECOLOGICAL 90 RADIOLOGY, INTERVENTIONAL 
13 CLINICAL PHARMACOLOGY 52 ONCOLOGY, HEMATOLOGY 91 RADIOLOGY, NUCLEAR 
14 CRITICAL CARE 53 ONCOLOGY, RADIATION 92 RADIOLOGY, THERAPEUTIC 
15 DERMATOLOGY 54 ONCOLOGY, SURGICAL 93 RADIOLOGY, VASCULAR 
16 DERMATOPATHOLOGY 55 OPHTHALMOLOGY 94 RHEUMATOLOGY 
17 EMERGENCY MEDICINE 56 OTOLARYNGOLOGY 95 RHINOLOGY 
18 ENDOCRINOLOGY 57 OTOLOGY 96 SLEEP DISORDERS 
19 FAMILY PRACTICE 58 PAIN MANAGEMENT 97 SPORTS MEDICINE 
20 GASTROENTEROLOGY 59 PATHOLOGY 98 SURGERY, ABDOMINAL 
21 GENERAL PRACTICE 60 PATHOLOGY, ANATOMIC 99 SURGERY, CARDIOTHORACIC 
22 GERIATRICS 61 PATHOLOGY, CLINICAL 100 SURGERY, CARDIOVASCULAR 
23 GYNECOLOGY 62 PATHOLOGY, FORENSIC 101 SURGERY, COLON/RECTAL 
24 HEMATOLOGY 63 PEDIATRIC, ALLERGY 102 SURGERY, GENERAL 
25 HOMEOPATHY 64 PEDIATRIC, CARDIOLOGY 103 SURGERY, HAND 
26 HYPNOSIS 65 PEDIATRIC, CRITICAL CARE 104 SURGERY, HEAD/NECK 
27 IMMUNOLOGY 66 PEDIATRIC, EMERGENCY MEDICINE 105 SURGERY, MAXILLOFACIAL 
28 INFECTIOUS DISEASES 67 PEDIATRIC, ENDOCRINOLOGY 106 SURGERY, NEUROLOGICAL 
29 INFERTILITY 68 PEDIATRIC, GASTROENTEROLOGY 107 SURGERY, ORTHOPEDIC 
30 INTERNAL MEDICINE 69 PEDIATRIC, HEMATOLOGY/ONCOLOGY 108 SURGERY, PLASTIC 
31 LARYNGOLOGY 70 PEDIATRIC, INFECTIOUS DISEASES 109 SURGERY, THORACIC 
32 LEGAL MEDICINE 71 PEDIATRIC, INTENSIVIST 110 SURGERY, TRANSPLANT 
33 MATERNAUFETAL MEDICINE 72 PEDIATRIC, NEPHROLOGY 111 SURGERY, TRAUMATIC 
34 MEDICAL ACUPUNCTURE 73 PEDIATRIC, NEUROLOGY 112 SURGERY, UROLOGIC 
35 MEDICAL ETHICS 74 PEDIATRIC, OPHTHALMOLOGY 113 SURGERY, VASCULAR 
36 MEDICAL GENETICS 75 PEDIATRIC, PHYSIATRY 114 URGENT CARE 
37 NEO/PERINATAL MEDICINE 76 PEDIATRIC, PULMONARY 115 UROLOGY 
38 NEOPLASTIC DISEASES 77 PEDIATRIC, RADIOLOGY 
39 NEPHROLOGY 78 PEDIATRIC, SURGERY 

Code 

Primary Specialty  :.;? 3 

Code 

Secondary Specialty  9 
Code 

Tertiary Specialty  

111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111 

All of the following questions refer to the time period 
July 1, 19999 through the present date only. 

For the purposes of the following questions, these phrases or words have these 
meanings: 

"Ability to practice medicine" is to be construed to include all of the following: 
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep 

abreast of medical developments; 
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 physician 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, vision, 
speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or mental illness, 
HIV disease, tuberculosis, drug addiction, and alcoholism. 

"Chemical substances" is to be construed to include alcohol, drugs or medications, including those taken pursuantto a valid prescription 
for legitimate medical purposes and in accordance with the prescriber's direction. 



FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST 
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED 

• TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM. 

1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable skill and 
safety?  Yes  Is  No 

2. If you have a medical condition which in any way`impairs or limits your ability to practice medicine, is that impairment or 
limitation reduced or ameliorated because of the field of practice, the setting, or the manner in which you have chosen to 
practice?  Yes No N/A 

3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine with reasonable skill 
and safety?  Yes No  "---""  NIA 

4. Have you failed to initiate the performance of public service within one year after the date the public service is required to 
begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a state or local government 
for your medical education?  Yes No 1/N/A

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professional liability claim 
paid in your behalf or paid such a claim yourself?  Yes 

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or vio aton 
of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or felony, 
excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical substance is 
not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing, or dispenfiing of 
controlled substances?  Yes  V  No 

7. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to take an 
examination to practice medicine or any other healing art in any state, country or U.S. territory?  Yes  t7  No 

8. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, or restricted in 
any state, country or U.S. territory?  Yes  v".  No 

9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, country or U.S. 
territory?  Yes 17'  No 

10. Have you ever been denied membership or expelled from a medical society or other professional medical organiption? 
 Yes No 

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; c) charged with; or d) convicted of 
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital, 
medical society, governmental entity or other agency other than the Nevada State Board of Medical Examiners? 

  Yes V No • 

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in anyway? 
 Yes 1„,'  No 

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. List 
any and all resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include 
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or 
maintain required malpractice insurance). 

Mailing Type of Dates of Action 
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.) 

(If more space is needed, attach a separate sheet.) 



CHILD SUPPORT STATEMENT 

Please place a check mark next to one of the following statements: 

  (a) I am not subject to a court order for the support of a child; 

  (b) I am subject to a court order for the support of one or more children and am in compliance with the order or am in 
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the 
amount owed pursuant to the order; OR 

  (c) I am subject to a court order for the support of one or more children and am NOT in compliance with the order or a 
plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed pursuant 
to the order. 

CONTINUING MEDICAL EDUCATION (CME) STATEMENT 

Please place a check mark next to one of the following statements: 

ki  (a) I completed a minimum of 40 hours of AMA Category 1 continuing medical education (CME), 2 hours of which were 
in medical ethics and 20 hours of which were in my scope of practice or specialty, during the past biennial period of July 1, 1999 
through June 30, 2001; 

  (b) I was initially licensed in Nevada during the time period January 1, 2000 through June 30, 2000, the second six 
months of the past biennial period, and completed a minimum of 30 hours of AMA Category I continuing medical education 
(CME), 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty; 

  (c) I was initially licensed in Nevada during the time period July 1, 2000 through December 31, 2000, the third six months 
of the past biennial period, and completed a minimum of 20 hours of AMA Category 1 continuing medical education (CME), 2 
hours of which were in medical ethics and 18 hours of which were in my scope of practice or specialty; 

(d) I was initially licensed in Nevada during the time period January 1, 2001 through June 30,2001, the fourth six months 
of the past biennial period, and completed a minimum of 10 hours of AMA Category 1 continuing medical education (CME), 2 
hours of which were in medical ethics and 8 hours of which were in my scope of practice or specialty; OR 

•  (e) I am exempt from submitting proof of completion of continuing medical education (CME) because I have completed 
a full year of residency or fellowship training during the biennial period July 1, 1999 through June 30, 2001. 

J*. 

ATTACH COPIES OF PROOF OF YOUR comPLETIoN OF CONTINUING MEDICAL EDUCATION (CME) HOURS. 
IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD 
JULY 1,199 THROUGH JUNE 30, 2001, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING. 
YOUR COPIES OF PROOF OF CME TRAINING COMPLETION WILL NOT BE RETURNED TO YOU. 

I HAVE HAVE NOT  (CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12 
MONTHS. 

3Y SIGNING ON THE SIGNATURE LINE BELOW: 

1) 6 HEREBY REPRESENT THAT I AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL OF 
LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS I HAVE MADE HEREIN 
ARE TRUE; 

?.) i UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF I HAVE NOT 
PLACED A CHECK MARK NEXT TO (a), (h), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND 

I) I UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RE.NEINAL WILL BE :%,k..NIED IF I HAVE NOT 
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF 
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSHIP TRAINING COMPLETION; 
(b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL. FEE; AND (c) WRITTEN EXPLANATION(S) TO ANY 
"YES" ANSWER(S). 

6 ( i 1 A 7.4___



PHYSICIAN Date Received by Board 
APPLICATION FOR REGISTRATION RENEWAL License No.____v4±11___ . , • 

FOR THE BIENNIAL REGISTRATION PERIOD 2003- 2005 FEB 2 4 203 
NEVADA STATE BOARD OF MEDICAL EXAMINERS File No.

Post Office Box 7238 Reno, Nevada 89510 Phone (775) 088-2559 (For Board Use Only) 
Physical Address: 1105 Terminal ‘Wiv, Suite 301 Reno, Nevada 89502 

I hereb apply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below: 
_ACTIVE STATUS $400.00, 

INACTIVE STATUS $200.00  (INACTIVE STATUS DOES NOT PERMIT 
 I REQUEST NON-RENEWAL OF MY LICENSE* THE PRACTICE OF MEDICINE INCLUDING 

OF YOU ARE REQUESTING NON-RENEWAL, SEE BELOW)  THE WRITING OF PRESOLRIPTIONS IN NEVADA) 
Ft,le not- Lreiiis'iii6;2'41 • 
Frank P SILVER 
341 N Buffalo #B 
Las Vegas, NV 89145 

M.D. Make chocks payable to: 
NEVADA STATEBOARD OF MEDICAL EXAMINERS 

(Foreign checks must indicate 'U.S. FUNDS") 

Request for NON-RENEWAL of License to Practice  Medicine In Nevada 

I hereby represent that I am the person named in this APPLICATION FOR REGISTRATION RENEWAL of license to 
practice medicine in the state of Nevada. 

By signing on the signature line below, I am requesting that my license to practice medicine in Nevada NOT be 
renewed by the Nevada State Board of Medical Examiners. I will return this signed form to the board office. 

Date Signature Signature (SIGNATURE STAMP UNACCEPTABLE) 

PLEASE NOTE: 
YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30.2005, COMPLETED APPLICATION FOR REGISTRATION 
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE-BY JULY 1, 2003 AT 5:00 P . ARE AUTOMATICALLY 
:3USPENDED FOR NON-PAYMENT. EXTENSIONS OF 'MAE ARE NOT ALLOWED FOR JAM REASON, AS NEVADA 
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL 'YOUR COMPLETED APPLICA nory FOR 
REGISTRATION RENEWAL FORM.) 

YOUR LICENSE WILL NOT SE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR 
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS 
ANSWERED "YES." 
ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS PUBLIC 
INFORMATION. 

PLEASE TYPE OR PRINT LEGIBLY
'1. Active status registration renewal requires the submission of proof of completion of 40 hours of AMA Category 1 continuing 
medical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or 
specialty completed during the period July 1, 2001 through June 30, 2003. Submit your proof of completion of CME with 
7our completed Application for Registration Renewal form. (See last page of this form for CME statement.) 

2. If your name and/or address has changed from that printed on the label on this form, clearly indicate the change in the 
space provided below. Also, please indicate your current telephone and fax numbers. [Please note: a notarized or certified 
copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be included.] 

Name 

-Street 

City County._ State.

Phone Nurnber_..(. ao_2„..)...2,u:71.Q..C.,\. VI_ Fax Number ( ST? 

1 IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the i0C31.i011 of patient records below: 

Name 

Street__ 

_County 

Phone Number 

State Zip 



4. Indicate below your primary and secondary scopes of practice using the following code.s: 

SCOPES OF PRACTICE CODES 

1 ADDICTION MEDICINE 41 NEOPLASTIC DISEASES :31 PEDIATRIC, RHEUMATOLOGY 
2 ADOLESCENT MEDICINE 42 NEPHROLOGY 82 PEDIATRIC, SURGERY 
3 AEROSPACE MEDICINE 43 NEUROLOGY 83 PEDIATRIC, UROLOGY 
4 ALLERGY 44 NEURO-OPHTHALMOLOGY 84 PEDIATRICS 
5 ALLERGY/IMMUNOLOGY 45 NEUROPATHOLOGY 85 PHYSICAL MEDICINE/REHABILITATION 
6 AMBULATORY MEDICINE 46 NEURORADIOLOGY 86 PREVENTIVE MEDICINE 
7 ANESTHESIOLOGY 47 NON-CONVENTIONAL MEDICINE 37 PSYCHIATRY 
8 BLOODBANKING 48 NUCLEAR MEDICINE 88 PSYCHOANALYSIS 
9 BRONCO-ESOPHAGOLOGY 49 NUTRITION 89 PUBLIC HEALTH 

10 CARDIOVASCULAR DISEASES 50 OBSTETRICS 90 PSYCHOMATIC MEDICINE 
11 CATSCAN/ULTRASOUND 51 OBSTETRICS/GYNECOLOGY 91 PULMONARY DISEASES 
12 CHILD NEUROLOGY 52 OCCUPATIONAL MEDICINE 92 RADIOLOGY 
13 CHILD PSYCHIATRY 53 ONCOLOGY 93 RADIOLOGY, DIAGNOSTIC 
14 CLINICAL PHARMACOLOGY 54 ONCOLOGY, GYNECOLOGICAL 94 RADIOLOGY, INTERVENTIONAL 
16 CRITICAL CARE 55 ONCOLOGY, HEMATOLOGY 95 RADIOLOGY, NUCLEAR 
16 DERMATOLOGY 56 ONCOLOGY, RADIATION 96 RADIOLOGY, THERAPEUTIC 
17 DERMATOPATHOLOGY 57 ONCOLOGY, SURGICAL 97 RADIOLOGY, VASCULAR 
18 EMERGENCY MEDICINE 58 OPHTHALMOLOGY • 03 FIHEUIv1ATOLOGY 
10 ENDOCRINOLOGY 59 OTOLARYNGOLOGY 99 FIHINOLOGY 
:'u Y PRACTICE 130 OTOLOGY 100 SLEEP DISORDERS 

GASTROENTEROLOGY (31 PAIN MANAGEMENT 101 SPORTS MEDICINE 
GENERAL PRACTICE 62 PATHOLOGY 102 SURGERY, ABDOMINAL 
GERIATRIC PSYCHIATRY 63 PATHOLOGY, ANATOMIC 103 SURGERY, CARDIOTHORACIC 
GERIATRICS 64 PATHOLOGY, CLINICAL 104 SURGERY, CARDIOVASCULAR 
GYNECOLOGY 65 PATHOLOGY, FORENSIC 105 SURGERY, COLON/RECTAL 

26 HAIR TRANSPLANTATION 56 PEDIATRIC, ALLERGY *106 SURGERY, GENERAL 
2.7 HEMATOLOGY 67 PEDIATRIC, CARDIOLOGY 107 SURGERY, HAND 
23 HOMEOPATHY 68 PEDIATRIC, CRITICAL CARE 108 SURGERY, HEAD/NECK 
29 HYPNOSIS 69 PEDIATRIC, EMERGENCY MEDICINE 109 SURGERY, MAXILLOFACIAL 
30 IMMUNOLOGY 70 PEDIATRIC, ENDOCRINOLOGY 110 SURGERY, NEUROLOGICAL 
31 INFECTIOUS DISEASES 71 PEDIATRIC, GASTROENTEROLOGY 111 SURGERY, ORTHOPEDIC 
32 INFERTILITY 72 PEDIATRIC, HEMATOLOGY/ONCOLOGY 112 SURGERY, PLASTIC 
33 INTERNAL MEDICINE 73 PEDIATRIC, INFECTIOUS DISEASES 113 SURGERY, THORACIC 
34 LARYNGOLOGY 74 PEDIATRIC, INTENSIVIST 114 SURGERY, TRANSPLANT 
35 LEGAL MEDICINE • 75 PEDIATRIC, NEPHROLOGY 115 SURGERY, TRAUMATIC 
36 MATERNAL/FETAL MEDICINE 76 PEDIATRIC, NEUROLOGY 116 SURGERY, UROLOGIC 
37 MEDICAL ACUPUNCTURE 77 PEDIATRIC, OPHTHALMOLOGY 117 SURGERY, VASCULAR 
38 MEDICAL ETHICS 78 PEDIATRIC, PHYSIATRY 118 TOXICOLOGY 
39 MEDICAL GENETICS 79 PEDIATRIC, PULMONARY 119 URGENT CARE 
40 NEO/PERINATAL MEDICINE 30 PEDIATRIC, RADIOLOGY 120 UROLOGY 

Code 

Primary Scope of Practice A.;? S  Secondary Scope of Practice 

Code 

ll111111111/1111111111111111111/11111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111101111111111111111111111111/1111111111111111111111111111111111111111111111 

All 'of the following questions refer the time period 
duly '1 7 20015 through the present date only. 

For the purposes of the long-3'40N questions, these ,t)hrte:3es or words have these 
-meanings: 

"Ability to practice medicine" is to be construed to include all of the following: 
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep 

abreast of medical developments; 
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 physician 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, 
:;!leech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or 

mental illness, HIV disease, tuberculosis, drug addiction, and alcoholism. 

"Chemical substances" is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid 
prescription for legitimate medical purposes and in accordance with the prescribers direction. 



ALL "YES" RESPONSES TO PriE FOLLOWING QUESTIONS, 'YOU MUST 
SUBMIT YOUR WRITTEN EXPLANAIION(S).ON A SEPARATE SHEET ATTACHED 
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM. 

1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable skill and 
safety?  Yes  i/"  No 

2. If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or 
limitation reduced or ameliorated because of the field of practice, the setting, or the manner in which you have chosen to 
practice?  Yes  No N/A 

3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine with reasonable 
skill and safety?   Yes   No i. N/A

4. Have you failed to initiate the performance of public service within one year after the date the public service is required to 
begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a state or local 
government for your medical education?  Yes No t.,-"  N/A 

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professional liability claim 
paid in your behalf or paid such a claim yourself? Yes  No 

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or 
violation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or 
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical 
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing, or 
dispensing of controlled substances?   Yes  No 

7. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to take an 
examination to practice medicine or any other healing art in any state, country or U.S. territory?  Yes No 

3. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, or restricted in 
any state, country or U.S. territory?  Yes No 

9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, country or U.S. 
territory?  Yes  No 

10. Have you ever been denied membership or expelled from a medical society or other professional medical organization? 
 Yes  Le'  No 

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; c) charged with; or ci) convicted of 
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital, 
medical society, governmental entity or other agency ether than the Nevada State Board of Medical Examiners? 

  Yes ' No 

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any 
way?  Yes  1.7-   No 

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. 
List any and all resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include 
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or 
maintain required malpractice insurance). 

Mailing Type of Dates of Action 
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.) 

(If more space is needed, attach a separate sheet.) 



CHILD SUPPORT STATEMENT 

Please place a check mark next to one of the following statements: 

(a) I am not subject to a court order for the support of a child; 

(h) I am subject to a court order for the support of one or more children and am in compliance with the order or am in 
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the 
amount owed pursuant to the order; OR 

(c) I am subject to a court order for the support of one or more children and am NOT in compliance with the order or 
a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed 
pursuant to the order. 

CONTINUING MEDICAL EDUCATION (CME) STATEMENT 

Please place a check mark next to one of the following statements: 

(a) I completed a minimum of 40 hours of AMA Category 1 continuing medical education (CME), 2 hours of which 
1,euro in inedical ethics and 20 hours of which were in my scope of practice or specialty, during the past biennial period of July 
1, 2001 through June 30, 2003; 

(b) i was initially licensed in Nevada during the time period January 1, 2002 through June 30, 2002, the second six 
months of the past biennial period, arid completed a minimum of 30 hours of AMA Category I continuing medical education 
(CME), 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty; 

  (c) I was initially licensed in Nevada during the. time period July 1, 2002 through December 31, 2002, the third six 
months of the past biennial period, and completed a minimum of 20 hours of AMA Category I continuing medical education 
(CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice or specialty; 

(d) I was initially licensed in Nevada during the time period January 1, 2003 through June 30, 2003, the fourth six 
months of the past biennial period, and completed a minimum of 10 hours of AMA Category I continuing medical education 
(CME), 2 hours of which were in medical ethics and 8 hours of which were in my scope of practice or specialty; OR 

 _ (e) I am exempt from submitting proof of completion of continuing medical education (CME) because I have completed 
a full year of residency or fellowship training during the biennial period July 1, 2001 through June 30, 2003. 

ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS. 
IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD 
JULY 1, 2001 THROUGH JUNE 30, 2003, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING. 
YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU. 

I HAVE.e(l_ie HAVE NOT (CHECK ON.) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12 
MONTHS. 

a)/ SIGNING ON THE SIGNATURE LINE BELOW: 

1) I HEREBY REPRESENT THAT I AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL 
OF LICENSE TO PRACTICE MEDICINE iN THE STATE OF NEVADA AND THAT ALL STATEMENTS I HAVE MADE 
HEREIN ARE TRUE; 

.2) I UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL SE DENIED IF t HAVE NOT 
PLACED A CHECK MARK NEXT TO (a), (b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND 

3) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF I HAVE NOT 
ANSWERED ALL. QUESTIONS THEREON AND/OR ArTACHED THERETO: (a) THE APPROPRIATE. COPiES OF 
PROOF OF CONTINUING MEDICAL EDUCATION (CAKE), OR RESIDENCY OR FELLOWSHIP TRAINING 
COMPLETION; (b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN 
EXPLANATION(S) TO ANY "YES" AN 2.413(S). 

\)<e. 
ill( \rcso 

. _ 

Sln..N.SATIfirtP STAMP I MAC:CT:PT/1R( F 



PHYSICIAN 
APPLICATION FOR REGISTRATION RENEWAL 

FOR THE BIENNIAL REGISTRATION PERIOD 2005 - 2007 
NEVADA STATE BOARD OF MEDICAL EXAMINERS 

Post Office Box 7238 Reno, Nevada 89510 Phone (775) 688-2559 
Physical Address: 1105 Terminal Way, Suite 301 Reno, Nevada 89502 

Date Received by Board 
MAR 1 tt 7005 License No.   4/7

(For Board Use Only) 
File No. 

I hereby apply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below: 
V"  ACTIVE STATUS $600.00:""' 

 INACTIVE STATUS $300.00 (INACTIVE STATUS DOES NOT PERMIT 
 I REQUEST NON-RENEWAL OF MY LICENSE* THE PRACTICE OF MEDICINE INCLUDING 

(*IF YOU ARE REQUESTING NON-RENEWAL SEE BELOW) THE WRITING OF PRESCRIPTIONS IN NEVADA) 

Fir* PO* -.0;4 
Frank Paul SILVER 
341 N Buffalo #B 
Las Vegas NV 89145-

S • 

M.D. 
Make checks payable to: 

NEVADA STATE BOARD OF MEDICAL EXAMINERS 
(Foreign checks must indicate "U.S. FUNDS") 

Request for NON-RENEWAL of License to Practice Medicine in Nevada 

I hereby represent that I am the person named in this APPLICATION FOR REGISTRATION RENEWAL of license to 
practice medicine in the state of Nevada. 

By signing on the signature line below, I am requesting that my license to practice medicine in Nevada NOT he 
renewed by the Nevada State Bo rd of Medical Examiners. I will return this signed form to the Board office. 

Date Jignature (SIGNATURE STAMP UNACCEPTABLE) 

PLEASE NOTE: 
• YOUR CURRENT M.D. LICENSE EXPIRES. ON JUNE 30, 2005. COMPLETED APPLICATION FOR REGISTRATION 

RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2005 AT 5:00 P.M. ARE AUTOMATICALLY 
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA 
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR 
REGISTRATION RENEWAL FORM.) 

• YOUR LICENSE WILL NOT BE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR 
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS 
ANSWERED "YES." 

• ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS PUBLIC 
INFORMATION. 

PLEASE TYPE OR PRINT LEGIBLY 
1. Active status registration renewal requires the submission of proof of completion of 44 hours of AMA Category 1 continuing 
medical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or 
specialty completed during the period July 1, 2003 through June 30, 2005. Additionally, pursuant to Nevada Revised 
Statutes (NRS) 630.253(2)(b), an applicant must complete a course of instruction relating to the medical consequences of an 
act of terrorism that involves the use of a weapon of mass destruction. "The course must provide at least 4 hours of instruction 
that includes instruction in the following subjects: (1) An overview of acts of terrorism and weapons of mass destruction; (2) 
Personal protective equipment required for acts of terrorism; (3) Common symptoms and methods of treatment associated with 
exposure to, or injuries caused by, chemical, biological, radioactive and nuclear agents; (4) Syndromic surveillance and 
reporting procedures for acts of terrorism that involve biological agents; and (5) An overview of the information available on, 
and the use of, the Health Alert Network." Submit your proof of completion of CME with your completed Application for 
Registration Renewal form. (See last page of this form for CME statement.) 

2. If your name and/or address has changed from that printed on the label on this form, clearly indicate the change in the 
space provided below. Also, please indicate your current telephone and fax numbers. [Please note: a notarized or certified 
copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be included.] 

(-1 
Name  F70A 4/ 1/  I Mt/ )  PI -1) 
Street .3 Y/ 7 -f -')V*0 rs 1:11:7* 

City /4 7- ii/S.  County ek/Z-A.,  State /UV-  Zip 

.-)Phone Number e)02 47‘41  Fax Number (e, 



3. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate* the location of patient records below: 

Name 

Street  

City 

Phone Number 

County State Zip  

4. indicate below your primary and secondary scopes of practice using the following codes: 

SCOPES OF PRACTICE CODES 

1 ADDICTION MEDICINE 43 NEPHROLOGY 85 PEDIATRIC, SURGERY 
2 ADOLESCENT MEDICINE 44 NEUROLOGY 86 PEDIATRIC, UROLOGY 
3 AEROSPACE MEDICINE 45 NEURO-OPHTHALMOLOGY 87 PEDIATRICS 
4 ALLERGY 46 NEUROPATHOLOGY 88 PHYSICAL MEDICINE/REHABILITATION 
5 ALLERGY/IMMUNOLOGY 47 NEURORADIOLOGY 89 PREVENTIVE MEDICINE 
6 AMBULATORY MEDICINE 48 NEUROTOLOGY 90 PSYCHIATRY 
7 ANESTHESIOLOGY 49 NON-CONVENTIONAL MEDICINE 91 PSYCHOANALYSIS 
8 BLOODBANKING 50 NUCLEAR MEDICINE 92 PSYCHOMATIC MEDICINE 
9 BRONCO-ESOPHAGOLOGY 51 NUTRITION 93 PUBLIC HEALTH 
10 CARDIOVASCULAR DISEASES 52 OBSTETRICS 94 PULMONARY DISEASES 
11 CATSCAN/ULTRASOUND 53 OBSTETRICS/GYNECOLOGY 95 OCCUPATIONAL MEDICINE 
12 CHILD NEUROLOGY 54 OCCUPATIONAL MEDICINE 96 RADIOLOGY 
13 CHILD PSYCHIATRY 55 ONCOLOGY 97 RADIOLOGY, DIAGNOSTIC 
14 CLINICAL PHARMACOLOGY 56 ONCOLOGY, GYNECOLOGICAL 98 RADIOLOGY, INTERVENTIONAL 
15 CRITICAL. CARE 57 ONCOLOGY, HEMATOLOGY 99 RADIOLOGY, NUCLEAR 
16 DERMATOLOGY 58 ONCOLOGY, RADIATION 100 RADIOLOGY, THERAPEUTIC 
17 DERMATOPATHOLOGY 59 ONCOLOGY, SURGICAL 101 RADIOLOGY, VASCULAR 
18 EMERGENCY MEDICINE 60 OPHTHALMOLOGY 102 RHEUMATOLOGY 
19 ENDOCRINOLOGY 61 OTOLARYNGOLOGY 103 RHINOLOGY 
20 FAMILY PRACTICE 62 OTOLOGY 104 SLEEP DISORDERS 
21 FORENSIC MEDICINE 63 PAIN MANAGEMENT 105 SPORTS MEDICINE 
22 GASTROENTEROLOGY 64 PATHOLOGY 106 SURGERY, ABDOMINAL 
23 GENERAL PRACTICE 65 PATHOLOGY, ANATOMIC 107 SURGERY, CARDIOTHORACIC 
24 GERIATRIC PSYCHIATRY 66 PATHOLOGY, CLINICAL 108 SURGERY, CARDIOVASCULAR 
25 GERIATRICS 67 PATHOLOGY, FORENSIC 109 SURGERY, COLON/RECTAL 
26 GYNECOLOGY 68 PEDIATRIC, ALLERGY 110 SURGERY, CRANIOFACIAL 
27 HAIR TRANSPLANTATION 69 PEDIATRIC, ANESTHESIOLOGY 111 SURGERY, GENERAL 
28 HEMATOLOGY 70 PEDIATRIC, CARDIOLOGY 112 SURGERY, HAND 
29 HOMEOPATHY 71 PEDIATRIC, CRITICAL CARE 113 SURGERY, HEAD/NECK 
30 HYPNOSIS 72 PEDIATRIC, EMERGENCY MEDICINE 114 SURGERY, MAXILLOFACIAL 
31 IMMUNOLOGY 73 PEDIATRIC, ENDOCRINOLOGY 115 SURGERY, NEUROLOGICAL 
32 INFECTIOUS DISEASES 74 PEDIATRIC, GASTROENTEROLOGY 116 SURGERY, ORTHOPEDIC 
33 INFERTILITY 75 PEDIATRIC, HEMATOLOGY/ONCOLOGY 117 SURGERY, PLASTIC 
34 INTERNAL MEDICINE 76 PEDIATRIC, INFECTIOUS DISEASES 118 SURGERY, THORACIC 
35 LARYNGOLOGY 77 PEDIATRIC, INTENSIVIST 119 SURGERT, TRANSPLANT 
36 LEGAL MEDICINE 78 PEDIATRIC, NEPHROLOGY 120 SURGERY, TRAUMATIC 
37 MATERNAL/FETAL MEDICINE 79 PEDIATRIC, NEUROLOGY 121 SURGERY, UROLOGIC 
38 MEDICAL ACUPUNCTURE 80 PEDIATRIC, OPHTHALMOLOGY 122 SURGERY, VASCULAR 
39 MEDICAL ETHICS 81 PEDIATRIC, PHYSIATRY 123 TOXICOLOGY 
40 MEDICAL GENETICS 82 PEDIATRIC, PULMONARY 124 TRANSPLANTATION 
41 NEO/PERINATAL MEDICINE 83 PEDIATRIC, RADIOLOGY 125 URGENT CARE 
42 NEOPLASTIC DISEASES 84 PEDIATRIC, RHEUMATOLOGY 126 UROLOGY 

Code 

Primary Scope of Practice  

Code 

Secondary Scope of Practice  3 

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION & RECERTIFICATION 

Board 4mEriefriA" ./liwRei ea c y 

Subboard 

Date of Initial Certification Date of Last Recertification 
/96? /l)e 6 .P<pilet?"7/ 6;1̀1 
(Mo./Yr.) (Mo./Yr.) 

(Mo./Yr.) (Mo./Yr.) 

AU of the following questions refer to the time period 
July 1, 2003, through the present date only. 

For the purposes of the following questions, these phrases or words have these meanings: 

"Ability to practice medicine" is to be construed to include all of the following: 
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep 

abreast of medical developments; 
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 physician 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, 
vision, speech, hearing, cerebral palsy, epilepsy; muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or 
mental illness, HIV disease, tuberculosis, drug addiction, and alcoholism. 
"Chemical substances" is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid 
prescription for legitimate medical purposes and in accordance with the prescriber's direction. 

FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT YOUR 
WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO YOUR COMPLETED 

APPLICATION FOR REGISTRATION RENEWAL FORM. 
1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable skill and 
safety?  Yes No 

2. If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or 
limitation reduced or ameliorated because of the field of practice, the setting, or the manner in which you have chos9-) to 
practice?  Yes No N/A

3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine with reasonable 
skill and safety?  Yes No 

4. Have you failed to initiate the performance of public service within one year after the date the public service is required to 
begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a state or local 
government for your medical education?  Yes No  J  N/A 

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professional Habil yelaim 
paid in your behalf or paid such a claim yourself? Yes  No 

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or 
violation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or 
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical 
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribin , or 
dispensing of controlled substances? No 

7. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to take an 
examination to practice medicine or any other healing art in any state, country or U.S. territory?  Yes  No 

8. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, or restricted in 
any state, country or U.S. territory?  Yes No 

9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, country or U.S. 
territory?  Yes No 

10. Have you ever been denied membership or expelled from a medical society or other professional medical organizajon? 
 Yes No 

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; c) charged with; or d) convicted of 
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital, 
medical society, governmental entity or other agency other than the Nevada State Board of Medical Examiners? fr/ 

Yes No 

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any 
way? 

 Yes  i No

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. 
List any and all resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include 
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or 
maintain required malpractice insurance.) (If more space is needed, attach a separate sheet) 

Mailing Type of Dates of Action 
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.) 



CHILD SUPPORT STATEMENT 

Please place a check mark next to one of the following statements: 

i, (a) I am not subject to a court order for the support of a child; 

  (b) I am subject to a court order for the support of one or more children and am in compliance with the order or am in 
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the 
amount owed pursuant to the order; OR 

  (c) I am subject to a court order for the support of one or more children and am NOT in compliance with the order or 
a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed 
pursuant to the order. 

CONTINUING MEDICAL EDUCATION (CME) STATEMENT 

Pleas place a check mark next to one of the following statements: 
  (a) I completed a minimum of 44 hours of AMA Category 1 continuing medical education (CME), 2 hours of which 

were in medical ethics and 20 hours of which were in my scope of practice or specialty, and an additional 4 hours of AMA 
Category 1 continuing medical education in acts of terrorism, during the past biennial period of July 1, 2003 through June 30, 
2005; 
  (b) I was initially licensed in Nevada during the time period January 1, 2004 through June 30, 2004, the second six 
months of the past biennial period, and completed a minimum of 34 hours of AMA Category 1 continuing medical education 
(CME), 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty, and an 
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism; 

  (c) I was initially licensed in Nevada during the time period July 1, 2004 through December 31, 2004, the third six 
months of the past biennial period, and completed a minimum of 24 hours of AMA Category 1 continuing medical education 
(CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice or specialty, and an 
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism; 

  (d) I was initially licensed in Nevada during the time period January 1, 2005 through JOne 30, 2005, the fourth six 
months of the past biennial period, and completed a minimum of 14 hours of AMA Category 1 continuing medical education 
(CME), 2 hours of which were in medical ethics and 8 hours of which were in my scope of practice or specialty, and an 
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism; OR 

 (e) I am exempt from submitting proof of completion of continuing medical education (CME) because I have completed 
a full year of residency or fellowship training during the biennial period July 1, 2003 through June 30, 2005. 

;a ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS. 
• IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD 

JULY 1, 2003 THROUGH JUNE 30, 2005, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING. 
• YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU. 

I HAVE V /.  HAVE NOT  (CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 
12 MONTHS. 

BY SIGNING ON THE SIGNATURE LINE BELOW: 
I) I HEREBY REPRESENT THAT I AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL 

OF LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS I HAVE MADE 
HEREIN ARE TRUE; 

2) I UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF I HAVE NOT 
PLACED A CHECK MARK NEXT TO (a), (b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND 

3) I UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF I HAVE NOT 
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF 
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSHIP TRAINING 
COMPLETION; (b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN 
EXPLANATION(S) TO ANY "YES" ANSWER(S). 

( • 

Date(  Signature (SIGNATURE STAMP UNACCEPTABLE) 



Nevada State Board of Medical Examiners 

Renewal Responses Report 
Thursday, October 01, 2015 

License Number Licensee 
2641 Frank Paul SILVER - 

License Type 
Medical Doctor 

Question Answer 

Do you have a medical condition which in any way impairs or limits your ability to practice medicine with 
-easonable skill and safety? 
f you answer "Yes" during the time period July 1, 2005 - June 30, 2007 email to 
?licensensbme@medboard.nv.gov 

Page 1 of 48 

Date 

05/04/2007 



NSBME Renewal Responses Report 10/1/2015 

If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that N 
impairment or limitation reduced or ameliorated because of the field of practice, the setting, or the 
manner in which you have chosen to practice? 
If you answer "Yes" during the time period July 1, 2005 - June 30, 2007 email to 
elicensensbme@medboard.nv.gov 

If you use chemical substances, does your use in any way impair or limit your ability to practice medicine N 
with reasonable skill and safety? 
If you answer "Yes" during the time period July 1, 2005 - June 30, 2007 email to 
elicensensbme@medboard.nv.gov 

Page 2 of 48 

05/04/2007 

05/04/2007 



NSBME Renewal Responses Report 10/1/2015 

Have you failed to initiate the performance of public service within one year after the date the public 
service is required to begin to satisfy a requirement of your receiving a loan or scholarship from the 
federal government or a state or local government for your medical education? 

Have you been named as a defendant, or been requested to respond as a defendant, to a legal action 
involving professional liability (malpractice), or had a professional liability claim paid on your behalf, or 
paid such a claim yourself? 

N 

Page 3 of 48 

05/04/2007 

05/04/2007 



NSBME Renewal Responses Report 10/1/2015 

Have you been investigated for, arrested for, charged with, convicted of, or plead guilty or nob 
contendere to any offense or violation of any federal (including the U.S. Military), state or local law, 
including any foreign country, which is in a foreign jurisdiction equivalent to, a misdemeanor, gross 
misdemeanor, court martial, or felony, excluding any minor traffic offense (driving or being in control of a 
motor vehicle while under the influence of any chemical substance and/or including alcohol, is not 
considered a minor traffic offense), or for any offense which is related to the manufacture, distribution, 
prescribing, or dispensing of controlled substances? Please note that you MUST disclose ANY 
investigation or arrest, even if the ultimate disposition was dismissal or expungement. 
If you answer "Yes" during the time period July 1, 2005 - June 30, 2007 email to 
elicensensbme@medboard.nv.gov 

N 

Have you been denied a license, permission to practice medicine or any other healing art, or permission N 
to take an examination to practice medicine or any other healing art in any state, country or U.S. territory? 
If "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
Blicensensbme@medboard.nv.gov. 

05/04/2007 

05/04/2007 

Page 4 of 48 



NSBME Renewal Responses Report 10/1/2015 

Have you had a medical license or license to practice any other healing art revoked, suspended, limited, N 
Dr restricted in any state, country or U.S. territory? 
If "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
alicensensbme@medboard.nv.gov. 

Have you voluntarily surrendered a license to practice medicine or any other healing art in any state, 
country or U.S. territory by the direct request of a medical board? 
If "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
alicensensbme@medboard.nv.gov. 

N 

05/04/2007 

05/04/2007 

Page 5 of 48 



NISBME Renewal Responses Report 10/1/2015 

-lave you been denied membership or expelled from a medical society or other professional medical 
)rganization? 
f "Yee during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
Dlicensensbme@medboard.nv.gov. 

-lave you been: 
3) notified that you were under investigation for; 
)) investigated for; 
;) charged with; or 
J) convicted of 
any violation of a statute, rule or regulation governing your practice as a physician by any medical 
icensing board, hospital, medical society, governmental entity or agency other than the Nevada State 
3oard of Medical Examiners? 
f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
3licensensbme@medboard.nv.gov. 

N 

Page 6 of 48 

05/04/2007 

05/04/2007 



VSBME Renewal Responses Report 10/1/2015 

-lave you surrendered your state or federal controlled substance registration or had it revoked or 
estricted in any way? 
f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
,licensensbme@medboard.nv.gov. 

-lave you had hospital staff privileges denied, suspended, limited, revoked or not renewed by the 
iospital? 
f you have answered "Yes" you will be required to submit a list of any and all resignations from any 
nedical staff in lieu of disciplinary or administrative action via email to elicensensbme@medboard.nv.gov 
Please Note: Do not include suspensions or restrictions for failure to complete hospital medical records, 
Wend hospital department or staff meetings, or maintain required malpractice insurance.) 
I "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
tlicensensbme@medboard.nv.gov. 

N 

N 

Page 7 of 48 

05/04/2007 

05/04/2007 



tslSBME Renewal Responses Report 10/1/2015 

s your license currently contingent upon compliance with the Diversion program also known as the 
\levada Health Professionals Assistance Foundation? 
f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
Blicensensbme@medboard.nv.gov. 

Nas your license issued contingent upon maintaining certification by the American Board of Medical 
Specialties in the specialty of Family Practice, Emergency Medicine or Preventative medicine? 
f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
alicensensbme@medboard.nv.gov. 

N 

N 

05/04/2007 

05/04/2007 

Page 8 of 48 



VSBME Renewal Responses Report 10/1/2015 

Nre you a foreign medical doctor, who holds a Conditional Resident Alien Card, Employment 
authorization Card, or Visa with the Department of Homeland Security, Immigration and Naturalization 
Services? 
f "yes" please fax a copy of proof to (775) 688-2551 ATTN:Online License Renewal. 

kre you out of compliance with court ordered child support? If this does not apply to you please 
rnswer "no". 
f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to 
.ilicensensbme@medboard.nv.gov. 

N 

N 

05/04/2007 

05/04/2007 

Page 9 of 48 



VSBME Renewal Responses Report 10/1/2015 

)o you want to change your scope of practice or specialty? 
f you answer "Yes" during the time period July 1, 2005 - June 30, 2007 email to 
licensensbme@med board. nv.gov 

N 

Nre you currently supervising a Physician Assistant or an Advanced Practitioner of Nursing? If you answer Y 
Yes" please email a list of names of those you are supervising to elicensensbme@medboard.nv.gov 

05/04/2007 

05/04/2007 

Page 10 of 48 



NSBME Renewal Responses Report 10/1/2015 

I have completed the required amount of AMA Category 1 CME within the current biennial. 
(Review CME information online at www.medboard.nv.gov) 
I understand that I may be included in a random audit following July 1st 2007 renewal. I agree to retain 
CME's taken between July 1, 2005 and June 30, 2007. 

I have actively practiced medicine in Nevada within the past 24 months. 

Y 

Page 11 of 48 

05/04/2007 

05/04/2007 



VSBME Renewal Responses Report 10/1/2015 

hereby request my license to be placed on Inactive status. I will not physically practice in the state of 
Jevada. 

HEREBY SWEAR OR AFFIRM UNDER THE PENALTIES OF PERJURY THAT I AM IN FULL 
30MPLIANCE WITH ANY AND ALL OBLIGATIONS, TERMS OR CONDITIONS OF MY NEVADA 
OEDICAL LICENSE SPECIFIED BY THE BOARD. 

Y 

Page 12 of 48 

05/04/2007 

05/04/2007 



VSBME Renewal Responses Report 10/1/2015 

Jo you have a medical condition which in any way impairs or limits your ability to practice medicine with 
•easonable skill and safety? 
f you do not have a medical condition, select No. 

Explanation 1: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 13 of 48 

05/05/2009 



kISBME Renewal Responses Report 10/1/2015 

f you have a medical condition which in any way impairs or limits your ability to practice medicine, is that N 
mpairment or limitation reduced or ameliorated because of the field of practice, the setting, or the 
nanner in which you have chosen to practice? 
f you do not have a medical condition, select No. 

Explanation 2: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 14 of 48 

05/05/2009 



10/1/2015 

-yes your use in any way impair or limit your ability to practice medicine 
iu safety? 

giot use chemical substances, select No. 

Explanation 3: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

05/05/2t 

Page 15 ^1. 



VSBME Renewal Responses Report 10/1/2015 

-lave you been named as a defendant, or been requested to respond as a defendant or potential 
iefendant, to a legal action involving professional liability (malpractice)? 
'lease include: who, what, where (provide state), and when in the textbox directly below this question. 

Explanation 4: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

N 
05/05/2009 

Page 16 of 48 



VSBME Renewal Responses Report 10/1/2015 

-lave you had a professional liability (malpractice) claim paid on your behalf or paid such a claim yourself N 
including any military tort claims if applicable)? 
'lease include: who, what, where (provide state), when and case number in the textbox directly below 
his question. 
'lease fax a copy of the complaint, civil or otherwise to 775-688-2551. 

Explanation 5: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 
'lease fax a copy of the complaint, civil or otherwise to 775-688-2551. 

05/05/2009 

Page 17 of 48 



‘ISBME Renewal Responses Report 10/1/2015 

-lave you been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to N 
my criminal offense related to the manufacture, distribution, prescribing, or dispensing of controlled 
;ubstances?Please note that you MUST disclose ANY investigation or arrest, including those 
where the final disposition was dismissal, sealing of a record, or expungement. 

Explanation 6: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 18 of 48 

05/05/2009 



JSBME Renewal Responses Report 10/1/2015 

-lave you been arrested, investigated for, charged with, convicted of, or pled guilty or nob contendere to N 
my criminal offense other than a criminal offense listed in Question #6? Please note that you MUST 
iisclose ANY investigation or arrest, including those where the final disposition was dismissal, 
sealing of a record, or expungement. 

Explanation 7: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

05/05/2009 

Page 19 of 48 



ISBME Renewal Responses Report 10/1/2015 

lave you been denied a license, permission to practice medicine or any other healing art, or permission N 
take an examination to practice medicine or any other healing art in any state, country or U.S. territory? 

Explanation 8: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 20 of 48 

05/05/2009 



VSBME Renewal Responses Report 10/1/2015 

-lave you had a medical license or license to practice any other healing art revoked, suspended, limited, N 
r restricted in any state, country or U.S. territory? 

Explanation 9: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

05/05/2009 

Page 21 of 48 



ISBME Renewal Responses Report 10/1/2015 

lave you voluntarily surrendered a license to practice medicine or any other healing art in any state, 
ountry or U.S. territory in lieu of any disciplinary action? 

ixplanation 10: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

05/05/2009 

Page 22 of 48 



JSBME Renewal Responses Report 10/1/2015 

-lave you been denied membership, been asked to resign or expelled from a medical society or other 
)rofessional medical organization (including the ABMS)? 

Explanation 11: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 23 of 48 

05/05/2009 



4SBME Renewal Responses Report 10/1/2015 

Zegarding any medical licensing board, hospital medical society, or other governmental entity or agency N 
other than the Nevada State Board of Medical Examiners), have you been: 
a) Asked to respond to an investigation; 
b) Notified that you were under investigation for; 
c) Investigated for; 
d) Charged with; or 
e) Convicted of 
any violation of a statute, rule or regulation governing your practice as a physician? 

!xplanation 12: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 24 of 48 

05/05/2009 



ISBME Renewal Responses Report 

lave you surrendered your state or federal controlled substance registration or had it revoked or 
astricted in any way? 

ixplanation 13: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
une 30, 2009, or since your last renewal, please type your explanation in this text box. 

N 

10/1/2015 

05/05/2009 

Page 25 of 48 



iSBME Renewal Responses Report 10/1/2015 

lave you had hospital staff privileges denied, suspended, limited, revoked or not renewed by the hospital, N 
icluding any and all resignations from any medical staff in lieu of disciplinary or administrative action? 
the answer is " Yes," type the name of the hospital, the hospital's mailing address, the type of action 

aken, and the date or dates of the actions taken in the textbox directly below this question. 
Please Note:) Do not include suspensions or restrictions for failure to complete hospital medical 
ecords, attend hospital department or staff meetings, or maintain required malpractice 
nsurance.) 

Explanation 14: For the above question if your answer is "Yes" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

Page 26 of 48 

05/05/2009 



4SBME Renewal Responses Report 10/1/2015 

kre you out of compliance with court ordered child support? If this does not apply to you, please 
tnswer "no". 

f "Yes" during the time period July 1, 2007- June 30, 2009 type an explanation in the textbox directly 
)elow this question. 

Explanation 15: For the above question if your answer is "YES" for the time period July 1, 2007 - 
lune 30, 2009, or since your last renewal, please type your explanation in this text box. 

05/05/2009 

Page 27 of 48 



iSBME Renewal Responses Report 10/1/2015 

hereby request my license to be placed on Inactive status, which means I will not physically practice in 
ie state of Nevada. 
you choose to place your license on Inactive status, make certain to select "Yes" to this question AND 

hoose the Inactive status in the dropdown box located at the end of the questions. 

ixplanation 16: For the above question, if your answer is "Yes" and you want to change to 
nactive status for the next biennial July 1, 2009 — June 30, 2011, please provide a brief 
xplanation in this text box. 

05/05/2009 

Page 28 of 48 



ISBME Renewal Responses Report 10/1/2015 

Po you want to change your scope of practice or specialty? 
you answer "Yes" type your current scope of practice or specialty in the textbox directly below this 

uestion. 

xplanation 17: For the above question if your answer is "YES" , please type your new scope of 
ractice or specialty in this text box. 

Page 29 of 48 

05/05/2009 



ISBME Renewal Responses Report 10/1/2015 

have completed the required amount of AMA Category 1 CME within the current biennial. 
Review CME information online at www.medboard.nv.gov) 
understand that I may be included in a random audit following the July 1st, 2009 renewal. I agree to 
stain CME's taken between July 1, 2007 and June 30, 2009. 
renewing to an Inactive status, CME is not required and "No" can be selected. 

Y 

SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY ANSWERED ALL Y 
)F THE QUESTIONS IN THIS APPLICATION AND THAT THE ANSWERS I HAVE PROVIDED ARE 
RUE AND CORRECT. 

Page 30 of 48 
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05/05/2009 



Nevada State Board of Medical Examiners 

Renewal Responses Report 
Thursday, October 01, 2015 

License Number Licensee 
2641 Frank Paul SILVER 

License Type 
Medical Doctor 

Question Answer 

Do you have a medical condition which in any way impairs or limits your ability to practice medicine with 
reasonable skill and safety? 

N 
• Date 



NSON1E Renewal Responses Report 

Do you'have a medical Condition:Which in any way impairs.or limits-your ability to:practice mediCine with 
reasonable Skill:and safety? 
If you do not haVe a thedical conditiOn,select No. 

Explanation 1: For the above question if youranswer is "Yes" for the tirne period July 1,.2009 -
June 30, 2011, orsince your last renewal, please.type your explanation in this text box. 

10/1/2015 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that N 
impairment or limitation reduced or ameliorated because of the field of practice, the setting, or the 
manner in which you have chosen to practice? 
If you do not have a medical condition, select No. 

Explanation 2: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

If you use chemical substances, does your use in any way impair or limit your ability to practice medicine N 
with reasonable skill and safety? 
If you do not use chemical substances, select No. 

Explanation 3: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you been named as a defendant, or been requested to respond as a defendant, to a legal action 
involving professional liability, malpractice, including any military tort claims if applicable? 
Please include: who, what, where (provide state), and when in the textbox directly below this question. 

Explanation 4: For-the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you had a professional liability, malpractice, claim paid on your behalf or paid such a claim yourself N 
including any military tort claims if applicable? 
If "Yes" during the time period July 1, 2009 - June 30, 2011 type an explanation in the textbox directly 
below this question. 

Explanation 5: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 
Please fax a copy of the complaint, civil or otherwise to 775-688-2551. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you been arrested, investigated for, charged with, convicted of, or pled guilty or nob contendere to N 
any offense or violation of any federal (including the Uniform Code of Military Justice), state or local law, 
or the laws of any foreign country, which is a misdemeanor, gross misdemeanor, felony, violation of the 
Uniform Code of Military Justice, or synonymous thereto in a foreign jurisdiction, excluding any minor 
traffic offense (driving or being in control of a motor vehicle while under the influence of a chemical 
substance, including alcohol, is not considered a minor traffic offense), or for any offense which is related 
to the manufacture, distribution, prescribing, or dispensing of controlled substances? Please note that 
you MUST disclose ANY investigation or arrest, including those where the final disposition was 
dismissal, or expungement. 

Explanation 6: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you been denied a license, permission to practice medicine or any other healing art, or permission N 
to take an examination to practice medicine or any other healing art in any state, country or U.S. territory? 

Explanation 7: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you had a medical license or license to practice any other healing art revoked, suspended, limited, N 
or restricted in any state, country or U.S. territory? 

Explanation 8: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you voluntarily surrendered a license to practice medicine or any other healing art in any state, N 
country or U.S. territory in lieu of any disciplinary action? 

Explanation 9: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you been denied membership, been asked to resign or expelled from a medical society or other 
professional medical organization (including the ABMS)? 

Explanation 10: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you been: a) asked to respond to an investigation; b) notified that you were under investigation for; N 
c) investigated for; d) charged with; or e) convicted of any violation of a statute, rule or regulation 
governing your practice as a physician by any medical licensing board, hospital, medical society, 
governmental entity or agency other than the Nevada State Board of Medical Examiners? 

Explanation 11: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you surrendered your state or federal controlled substance registration or had it revoked or 
restricted in any way? 

Explanation 12: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Have you had hospital staff privileges denied, suspended, limited, revoked or not renewed by the hospital, N 
including any and all resignations from any medical staff in lieu of disciplinary or administrative action? 
If the answer is " Yes," type the name of the hospital, the hospital's mailing address, the type of action 
taken, and the date or dates of the actions taken in the textbox directly below this question. 
(Please Note:) Do not include suspensions or restrictions for failure to complete hospital medical 
records, attend hospital department or staff meetings, or maintain required malpractice 
insurance.) 

Explanation 13: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

06/07/2011 



NSBME Renewal itesponses_keport 

Are you out of compliance with court ordered child support? If, this does not apply to you, please 
answer "nO". 

. If "Yes" during the time period July 1, 2009 - June 30, 2011 type an explanation in the teictboX directly 
beloW this question. 

Explanation 14: For the above Auestion if your answer is "YES" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type:your explanation in this text box. 

N 

10/1/2015 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

I hereby request my license to be placed on Inactive status, which means I will not physically practice in 
the state of Nevada. 
If you choose to place your license on Inactive status, make certain to select "Yes" to this question AND 
choose the Inactive status in the dropdown box located at the end of the questions. 

Explanation 15: For the above question, if your answer is "Yes" and you want to change to 
Inactive status for the next biennial July 1, 2011 — June 30, 2013, please provide a brief 
explanation in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Is your license contingent upon maintaining certification with the American Board of Medical Specialties 
(ABMS) in the specialty of Family Practice, Emergency Medicine, or Preventative Medicine? 

Explanation 16: For the above question if your answer is "YES" , please type your new scope of 
practice or specialty in this text box. 

06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

Do you want to change your scope of practice or specialty? 
If you answer "Yes" type your current scope of practice or specialty in the textbox directly below this 
question. 

Explanation 17: For the above question if your answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please type your explanation in this text box. 

N 
06/07/2011 



NSBME Renewal Responses Report 10/1/2015 

I have completed the required amount of AMA Category 1 CME within the current biennial. 
(Review CME information online at www.medboard.nv.gov) 
I understand that I may be included in a random audit following the July 1st, 2011 renewal; I agree to 
retain CME's taken between July 1, 2009 and June 30, 2011. 
If renewing to an Inactive status, CME is not required and "No" can be selected. 

Y 

I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLYANSWERED ALL Y 
OF THE QUESTIONS IN THIS APPLICATION AND THAT THE ANSWERS I HAVE PROVIDED ARE 
TRUE AND CORRECT. 

06/07/2011 

06/07/2011 



• • .  
• PHYSICIAN • • Date Rece yive b p 

APPLICATION FOR REGIST'RATION•RENEVi(AL AIN License No.  • 01 
FOR THE BIENNIAL REGISTRATION PERIOD 2013 5 NO 

Office Box 7238 Reno,•Neyada 89510 ' Phone. (7.N .0 384 55.9 po 
NEVADA STATE. BOARD. OF MEDICAL EXAMINERS RS NEVMADArASTLA 

Post  
Physical Address: 1105 Terminal Way,- Suite 301 Reho; Nevada 89502

F 
File No. 

• 
I hereby apply fOrreneWat of biennial registration and encloSe the aPpropriate fee(i) as indicated below: • 

.E7.AcTIVE STATUS $80.0(1:' 

INACTIVE STATUS'.. $460.00:;. 
SAVE $35 by renewing, online at wWw.medboa;d.rtV:gov:• 

• 

_ Make. hecks payeble 
NEVADA STATE BOARD OF MEDICAL EXAMINERS., 

(Foreign checks must indicate "U.S. Fonds'!) 
Credittard authbrization may also be utilized. 

PLEASE NOTE THE FOLLOWING IMPORTANT INSTRUCTIONS REGARDING YOUR APPLICATION: 

• YoOr. current phyeician's license expires on 'JUNE 30,= 2013: If this form- is not received by the Nevada 
State Board. of Medical Examiners' (Board), offce by July 1, 2013 at ..00 p.m., your license will be 
automptiCally. expired and You:, will not be able to practice medicine' Until, you reinstate license. 
NEVADA'HAS No'GRACEPERloa: • - 

.4 your license will riot be: rehewed.Unlea's you ensWer.ALL questions on this application and provide. Written 
explanation(s) for any/all question(s) :answered"yes"; 

YoUr liceriSe will not be renewed-:Uhlets. it is accompanied with a check for the proper fee 6r:credit card •
authorization: 

You 'Tay -have been selected:  in a random 'continuing medical education;(CME). audit of all libensees. If •
yOu were , randomly selected,,you be contacted by the Board for proof of your CME.' Your license will 
not te renewedif you•do'Pot have prc01 of,thee-required CME. Refer to page '4 -,fOr a review of your CME 
requirement Please retain proof of your CME:as the'BOard does not retain cdpies:' • 

• All inforrhation proViCted on thiS:appliCatiOniS PUBLIC iniorrnation: •-f 

select 711\iACT)V. STATUS,' you are• 'prphibitedfrOM practicing Medicine 
.prescriptions in the State•of Nevada.' Inactive liCensees are, not: required to 

•• ' PLEASE TYPE OR PRINT LEGIBLY..': 
• 7/1 

• ... 
Please ̀ print yOur name and address clearly in the space provided tieiO*r: Be advised that the kdreeS you indiCate 
below. is viewable: on the BOard :,webSite:end is liSted: as the pUblio..addreSS.• Als6,.. please indicate your current 
public-telephone and fek numbers. :[Note: it: .yoUrt name has, changed, a: copy o the dOcument eUthcrizingloOr leel ... . •  

.ed. 
. ., 

' name than e_.(rnarriage license; cliVOrceOpOree,:etc.).Mpet included.]:,.. : • •• • . .. . • • • " 
Name  arti4 . - IV: : Ir)Y.ID 
Street; .1.q.01) .. € cip .4-.
City: ..: 1.-..:,:\/ -%; :  .County 

.Zip. • ' 1.;' ,1 
• 

t?at 

Phone Number:  71'6 r),.—.71-  ell Phone'Number ,, .....,,- 
Fax Niurilber-. TY.-401::) -a -S Lo 1 . E-mail address 

in the event that-You were selected in the random audit; providing an email address will greatly asSist the.Board to expedite communication for your -renewal. 

PAGE - 1 . 



Board: 

Subboard: 
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''' 10.44 rom frileft  DOp 

Please indicate any American Board of Medical Specialties Board Certification or Recertification: Rs 

Date f Initial Certification (Mo./Yr.) Date of Last Recertification (Mo./Yr.) a\

5 

If any of the ABMS Certifications or Recertifications were received after your last application with the Board, please attach 
copies of documents evidencing your Certifications or Recertifications. 

• QUESTIONS 

For the purposes of the following questions, these phrases or words have these meanings: 

"Medical condition" includes physiological, mental or psychological condition or disorder. 

"Chemical substances" Is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid prescription for 
legitimate medical purposes and in accordance with the prescriber's direction. 

Please answer all of the following questions for the time period 
July 1, 2011 — June 302013, or since your last renewal. 

For all YES responses to the following questions, you must submit your written explanation(s) on a 
separate sheet attached to this form. 

1. Do you currently have a medical condition which in any way impairs or limits your ability to practice medicine 
with reasonable skill and safety?  Yes V No 

2. If you currently have a medical condition which in any way impairs or limits your ability to practice medicine, is 
that impairment or limitation reduced or ameliorated because of the field of practice, the setting, or the manner 
in which you have chosen to practice? Yes No X N/A 

3. If you currently use chemical substances, does your use in any way impair or limit your ability to practice 
medicine with reasonable skill and safety? Yes  No 0( N/A 

4. Have you been named as a defendant, or been requested to respond as a defendant, to a legal action r eplying 
professional liability, or malpractice, including any military tort claims if applicable?  Yes  No 

5. Have you had a professional liability, malpractice, claim paid on your behalf, or paid such a claim yourself 
including any military tort claims if applicable?  Yes  No'

6. Have you been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to any 
offense or violation of any federal (including the Uniform Code of Military Justice), state or local law, or the laws 
of any foreign country, which is a misdemeanor, gross misdemeanor, felony, violation of the Uniform Code of 
Military Justice, or synonymous thereto in a foreign jurisdiction, excluding any minor traffic offense (driving or 
being in control of a motor vehicle while under the influence of a chemical substance, including alcohol, is not 
considered a minor traffic offense), or for any offense which is related to the manufacture, distribution, 
prescribing, or dispensing of controlled substances? *Please note that you MUST disclose ANY investigation 
or arrest, including those where the final disposition was dismissal, or expungement. 

 Yes  No 
7. Have you been denied a license, permission to practice medicine or any other healing art, or permission to take 

an examination to practice medicine or any other healing art in any state, country or U.S. territory? 
 Yes  No 

8. Have you had a medical license or license to practice any other healing art revoked, suspended, limited, or 
restricted in any state, country or U.S. territory? 

 Yes  X  No 
PAGE -2 - 



9. Have you voluntarily surrendered a license to practice medicine 
U.S. territory in lieu of any disciplinary action? 

RECEIV ED

JUN -52013

oi'EVAgrai i ir'Orany state, country or 

Yes No 

10. Have you failed to initiate the performance of public service within one year after the date the public service is 
required to begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or 
a state or local government for your medical education?  Yes  No 

11. Have you been: a) asked to respond to an investigation; b) notified that you were under investigation for; c) 
investigated for; d) charged with; or e) convicted of any violation of a statute, rule or regulation governing your 
practice as a physician by any medical licensing board, hospital, medical society, governmental entity or 
agency other than the Nevada State Board of Medical Examiners?  Yes  No 

12. Have you surrendered your state or federal controlled substance registration or had it revoked or restricted in 
any way?  Yes '2 -,   No 

13. Have you had staff privileges denied, suspended, limited, revoked or not renewed by the hospital, including any 
and all resignations from any medical staff in lieu of disciplinary or administrative action? If the answer is 
"YES," on a separate sheet list the name of the hospital, the hospital's mailing address, the type of 
action taken, and the date or dates of the actions taken. (Please Note: Do not include suspensions or 
restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or 
maintain required malpractice insurance.) Yes y No

14. Have you actively practiced medicine in Nevada within the past 12 months? X Yes  No 

If your answer is "yes", please indicate the approximate percentage of time allotted to the following medical activities. 

Clinical V practice • c3t)  % Administrative Teaching  % Other  

ATTESTATIONS 

SAFE INJECTION PRACTICE ATTESTATION 

ATTESTATION TO KNOWLEDGE OF AND COMPLIANCE WITH THE GUIDELINES OF 
THE CENTERS FOR DISEASE CONTROL AND PREVENTION 

I hereby attest to knowledge of and compliance with the guidelines of the Centers for Disease Control and Prevention 
concerning the prevention of transmission of infectious agents through safe and appropriate injection practices. I also attest that 
any person who is currently, or will be under my control as their supervising physician in the future, and who is not licensed 
pursuant to chapter 630 of the Nevada Revised Statutes and whose duties involve injection practices, has knowledge of and is 
in compliance with the guidelines of the Centers for Disease Control and Prevention concerning the prevention of transmission 
of infectious agents through safe and appropriate injection practices. 

http://www.edc.gov/hicpac/2007LP/2007isolationPrecautions.htm I 

I hereby attest that I have knowledge of my duties and responsibilities under the guidelines of the Centers for Disease Control 
and Prevention and of safe and appropriate injection practices. 

Yes No 

CONSCIOUS SEDATION DEEP SEDATION OR 
GENERAL ANESTHESIA ATTESTATION 

Nevada Revised Statutes (NRS) require the Nevada State Board of Medical Examiners to obtain from each applicant who seeks 
renewal of his or her license to practice medicine, a report stating the number and type of surgeries requiring conscious 
sedation, deep sedation or general anesthesia performed by the holder of the license at his or her office or any other facility, 
excluding any surgical care performed at a medical facility as defined in NRS 449.0151, or outside the state of Nevada. 

I hereby attest that I am in compliance with the reporting requirements of NRS 630.30665, and am aware that failure to submit a 
report or filing false information in a report is grounds for disciplinary action under Nevada's Medical Practice Act. 

 Yes  No 
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CHILD SUPPORT 

PLEASE PLACE AN "X" NEXT TO THE STATEMENT THAT APPLIES TO YOU: 

  I am not subject to a court order for the support of a child; 

I am subject to a court order for the support of one or more children and am in compliance with the 
order or am in compliance with a plan approved by the district attorney or other public agency 
enforcing the order for the repayment of the amount owed pursuant to the order; OR 

  I am subject to a court order for the support of one or more children and am NOT in compliance 
with the order or a plan approved by the district attorney or other public agency enforcing the 
order for the repayment of the amount owed pursuant to the order. 

CONTINUING EDUCATION . 

ALL CONTINUING MEDICAL EDUCATION MUST HAVE BEEN COMPLETED DURING THE PERIOD 
OF JULY 1, 2011 THROUGH JUNE 30, 2013. Please place a check mark next to the statement that 
applies to you. 

A_ I was initially licensed in Nevada prior to July 1, 2011 or during the first 6 months of the biennial period of 
registration (July 1, 2011 through December 31, 2011) and have completed a minimum of forty (40) hours of AMA 
Category 1 continuing medical education (CME), two (2) hours of which were in medical ethics and twenty (20) hours of 
which were in my scope of practice or specialty. 

  I was initially licensed in Nevada during the second 6 months of the biennial period of registration (January 1, 
2012 through June 30, 2012) and have completed a minimum of thirty (30) hours of AMA Category 1 CME, two (2) hours 
of which were in medical ethics and twenty (20) hours of which were in my scope of practice or specialty. 

I was initially licensed in Nevada during the third 6 months of the biennial period of registration (July 1, 2012 
through December 31, 2012) and have completed a minimum of twenty (20) hours of AMA Category 1 CME, two (2) 
hours of which were in medical ethics and eighteen (18) hours of which were in my scope of practice or specialty. 

I was initially licensed in Nevada during the fourth 6 months of the biennial period of registration (January 1, 
2013 through June 30, 2013) and completed a minimum of ten (10) hours of AMA Category 1 CME, two (2) hours of 
which were in medical ethics and eight (8) hours of which were in my scope of practice or specialty. 

  I am exempt from submitting proof of completion of CME because I have completed a full year of residency or 
fellowship training during the biennial period of July 1, 2011 through June 30, 2013. If you checked this statement, 
please attach a copy of proof of completion of your training. 

. AFFIRMATION 

BY SIGNING BELOW, I SWEAR OR AFFIRM UNDER PENALTY OF PERJURY THAT I 
PERSONALLY ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE 
ANSWERS I HAVE PROVIDED ARE TRUE AND CORRECT. 

f7N 
Signa np Unacceptable) 

PAGE - 4 - 

Date 
3 



Page 1 of 3 

" clArwis6r nIN
f. 

FS 
 

t,10,icy ,HP, 57-N 

Reports Home Page 

Renewal Questions for License Number 2641 • • POWERED 
SY • AP 

• 

Licensee Question 
Maleensea 

Answer Date 

SILVER, 
Frank 
Paul 

Do you have a medical condition which in any way impairs or limits your 
ability to practice medicine with reasonable skill and safety? 
If you do not have a medical condition, select No. N 6/3/2015 

SILVER, 
Frank 
Paul 

If you have a medical condition which in any way impairs or limits your 
ability to practice medicine, is that impairment or limitation reduced or 
ameliorated because of the field of practice, the setting, the manner in 
which you have chosen to practice, or by any other reasonable 
accommodation? 
If you do not have a medical condition, select No. 

N 6/3/2015 

SILVER, 
Frank 
Paul 

If you use chemical substances, does your use in any way impair or limit 
your ability to practice medicine with reasonable skill and safety? 
If you do not use chemical substances, select No. N 6/3/2015 

SILVER, 
Frank 
Paul 

Have you been named as a defendant, or been requested to respond as a 
defendant, to a legal action involving professional liability, malpractice, 
including any military tort claims if applicable? 

Please include: who, what, where (provide state), and when in the textbox 
directly below this question. 

N 6/3/2015 

SILVER, 
Frank 
Paul 

Have you had a professional liability, malpractice, claim paid on your behalf 
or paid such a claim yourself including any military tort claims if applicable? 

If "Yes" during the time period July 1, 2013 - June 30, 2015 type an 
explanation in the textbox directly below this question. 

N 6/3/2015 

SILVER, 
Frank 
Paul 

Have you been arrested, investigated for, charged with, convicted of, or 
pled guilty or nolo contendere to any offense or violation of any federal 
(including the Uniform Code of Military Justice), state or local law, or the 
laws of any foreign country, which is a misdemeanor, gross misdemeanor, 
felony, violation of the Uniform Code of Military Justice, or synonymous 
thereto in a foreign jurisdiction, excluding any minor traffic offense (driving 
or being in control of a motor vehicle while under the influence of a chemical 
substance, including alcohol, is not considered a minor traffic offense), or 
for any offense which is related to the manufacture, distribution, 
prescribing, or dispensing of controlled substances? Please note that you 
MUST disclose ANY investigation or arrest, including those where 
the final disposition was dismissal, or expungement. 

N 6/3/2015 

SILVER, 
Frank 
Paul 

Have you been denied a license, permission to practice medicine or any 
other healing art, or permission to take an examination to practice medicine 
or any other healing art in any state, country or U.S. territory? N 6/3/2015 

SILVER, 
Frank 
Paul 

Have you had a medical license or license to practice any other healing art 
revoked, suspended, limited, or restricted in any state, country or U.S. 
territory? 

N 6/3/2015 

SILVER, 
Frank 
Paul 

Have you voluntarily surrendered a license to practice medicine or any other 
healing art in any state, country or U.S. territory in lieu of any disciplinary • 
action? 

N 6/3/2015 

N 6/3/2015 

1 Rrup.nr=701 iRrrtrnf:=9 1(1/1 /2015 
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SILVER, 
Frank 
Paul - 

• 

Have ydu failed to initiate the•performance of public service within one year 
after.th-e'date•th.e public Service IS,required to begin fo'satiSfY a eqUirement 
of•YOUt.::receiVing,e,lidan or scnblarship from.the federal government or a 
state or local government for.'yOUr medical. edueation? '. , 

SILVER, 
Frank N 
PaUl 

. . 
HaVe yoil:been:: a) asked to-respond to an investigation; b) notified,Oat you 
were under investigation for.;•c)'InVestigated for; d) Charged With; or e).* 

• • , - • • •  convicted. of• any. vidlation.ofla,statuta, rule or regulation governing your 
practice as a' physician; by anysmedicai licensing- board,- hospital, medical 

, • Society; governmental entity or agency other than the NeVada State Board, 

. 

' 
6/3/2015 

of.:Medical EiiarnirierS7'.  *, ;.: -:-.:.:. • . s. : ' • .. . . 
SILVER,'.` 
Frank ' 
Paul 

. . , . 
Have YOLpSUri-endeted your state. or federal controlledSubStance registration 
or tiad it revoked or .restrictedin any' way?' ,..    N• - 

, 
6/3/2015 

• 

. 
• SILVER, , 

Frank 

Have you had hospital Staff.priVilegesidnied, suspended, limited, revoked ' .. 
or not-:renewed by the.hospital; inciuding any and all resignations frOm any 
medical staff in lieu of disciplinary or administrative action? 

. • - . , . . . . . . , . . .  • 
If the answer IS "Yes," tyPe•the.iiame of the noSpitali the hospital's mailing-• - , . , • • ., - • • • • address,-the type of action:taken, and the date or dates of the actions taken . • : in:the iex' tbok. directly below.this question. ' • 

- . • .. , . . . . . 
(Pleese -Note: Deshet include suspensions or restrictiehs.for failure, . 

N • 

• 

. 

,. 
• 6/3/2015 

te-:Complete heisp(t01 Medical,recordOi attend hespital'dq;iartnient•or• 
stiff 'meetings or maintain reqUirOd malpractice insUrarice,.). , . . ,  

SILVER,- 
Frank 
Paul. • 

- . .  . . . 
HaVe you actively practiced. medicine in NeVada:Withih•the paSt!12 months?. 

* — : ' * ' * . ' ••, 

• 
Y 6/3/2015 

SILVER, .. 
Frank ,. • 
Paul * 

oplioNsTO CHANGE LICENSE STATUS FROM ACTIVE TO INACTIVE: • 

NOTE If you choose to droptO:InattiVe status during thiS .eneWal; Your .. 
status .will be changed to '.InactiVe!! as of the date Of syciur:rerieWal. If you 
do NOT WiShio•••ch-ande•your status to.)!Inattive as: of: tetlay, OQ: NOT:. -. . • 
COMPLETE YOUR.RENWAI.::•UNTIL SUCH TIME AS YOU.  PREPARED. O ..   
HAVE YOUR STATUS CHANGED (prior•to JULY••1ST):-...For your information, . 
your answers.tb the Oti.estionsthat you've already completed will remain, 
OUt:yOUsh.ouidnof complete.the'reheWal and pay until iSuCh.tinie as, yOu are • . ,  •,  , .•  . . . . . 
Prepared .to change'yOul. status. to "Inactive.'!

•: ,: • • • • , . . . . • . . . . . • : . . . _ . . . 
I hereby•request my liCenseto• be Plated on .Inactive status, nactive whiCh means I 

t 
 , 

will. no physically,•practicein the state of NeVada. • I's 
, . : . • ..,. 

If you chooseto place your litense on Inactive status,•mke certain to select 
"Yes" to: this. question AND.choose.the Inactive, status in the 'clropdown box 

. . 

 - 
• ‘ 

. 

• 
. . 

. 

.. 
. 

. 
• 

.
6/3/2015 

located at the end.*of th&cfuesti.ons. ' -• 

- - SILVER,
Frank* 6/3/2015 
Paul • 

.. . 
If you believe that you-are in. cempliance.Vvitlithe Centeit for 
Disease Confrol safe injoction proCticOs, your ansvifor.6hOuld be 
1̀.1fE".. 

, . . . , . . . , . 
I hereby -attest to •knowledge-Of *and co-Mpliance With the gUidelines.of the 
Centers for DiseaSe contrbl'end Prevention concerning the preVentiOn of 
transmission ofinfectiouS adents through safe and appropriate injection • • practiCeS. I also attest- that any persOn who is currently, or .will be under my. 
control as their supervjsing physician In the future,and Who is not licensed .   
pursuant to chapter 630 of the Nevada:ReVised. Stattitesi and whose, duties 
involve injection practiCes, hes.knoViledge of and is in' cqmPliance with the 
guidelineS of the centerS for Disease Control and. Prevention COncerningtne 
prevention Of transmission of infectioUS- agenfs through safe and appropriate 
injection, practices. • ' ' . . .  • . . •• . 

• . . . . . . 
httii://iiiiMir.cdc.clov/injectithisitetV/IP07 standardPrecaution.litml 

, 

• 
Y 

• 

• 

* 

. 

SILVER, 
Frank 
Paul 

I,herebY attest that I am in. COMpliance with. thereporting"requireinents.of. • 
NRS 60.39665,•and am aware. that failUte to submit a report 'or filing false 
information in a report is•groUnds for diSciplinaryaCtion under Nevada'S 

• 

Y 
- 

. 

6/3/2015 

I 1,,c1-srn v1 CP c;,nm/R ennits/ren auestions.aspx?nerson.---2641&year=20158cpro 2 10[1/2015 
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Medical Practice Act. 

I HAVE SUBMITTED A "FORM A" OR "FORM B" REPORT TO THE BOARD. 

Instructions and Forms A and B for in-office surgery/procedure reporting 
can be located on the Board's website by clicking the red "In-Office Surgery 
Reporting" link on the home page of the Board's website: 
www.medboard.nv.gov. 

If you have submitted your in-office surgery/procedure reporting 
forms (A/B Forms) to the Board and are in compliance with NRS 
630.30665, your answer should be "YES." 

SILVER, 
Frank 
Paul 

Are you out of compliance with court ordered child support? If this does 
not apply to you, please answer "no". 

If "Yes" during the time period July 1, 2013 - June 30, 2015 type an 
explanation in the textbox directly below this question. 

N 6/3/2015 

SILVER, 
Frank 
Paul 

Once you have read the statute regarding the reporting of the abuse or 
neglect of a child, your answer to this question will be "YES". 

I attest and affirm that I am aware of and understand the reporting 
requirements found in Nevada Revised Statute 432B.220 regarding 
the abuse or neglect of a child. 

www.leci.state.nv.us/NRS/NRS-432B.html#NRS432BSec220 

Y 6/3/2015 

SILVER, 
Frank 
Paul 

Have you ever served in the United States Military (to include National 
Guard or Reserves)? 

Y 6/3/2015 

SILVER, 
Frank 
Paul 

Explanation 17: If your answer is "No", you do not have to provide 
information in the text box for the remaining questions regarding 
the Military Service Attestation, 

1. If yes, in which branch of service did you serve? 
2. What was your Military occupation specialty or specialties? 
3. Provide your dates of service in the Military. 

6/3/2015 

SILVER, 
Frank 
Paul 

Do you hold a Nevada state business license Issued in your individual name? N 6/3/2015 

SILVER, 
Frank 
Paul 

Explanation 18: If yes, provide the business license number: 6/3/2015 

SILVER, 
Frank 
Paul 

I have completed the required amount of AMA Category 1 CME within the 
current biennial. I understand that I may be included in a random audit. I 
agree to retain CME's taken between July 1, 2013 and June 30, 2015. 
(Review CME information online at www.medboard.ny.qov) Y 6/3/2015 

If renewing to an Inactive status, CME is not required and "No" can be 
selected. 

SILVER' Frank 
Paul 

I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY 
ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE 
ANSWERS I HAVE PROVIDED ARE TRUE AND CORRECT. 

Y 6/3/2015 

---,„ ..ctirme a cnv9nerenn.--,641,4r.vear=2015,4Enrcy 10/1/2015 
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SILVER, 
Frank 
Paul 

Do you have a medical condition which in any way impairs or limits your 
ability to practice medicine with reasonable skill and safety? 
If you do not have a medical condition, select No. N 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 1: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017, or since your last renewal, 
please type your brief explanation in this text box (Fields are space 
limited to 256 characters). Lengthy explanations or additional 
information may be faxed to 775-688-2551 or scanned and emailed 
to elicensensbme@medboard.nv.gov. 

SILVER, 
Frank 
Paul 

If you have a medical condition which in any way impairs or limits your 
ability to practice medicine, is that impairment or limitation reduced or 
ameliorated because of the field of practice, the setting, the manner in 
which you have chosen to practice, or by any other reasonable 
accommodation? 
If you do not have a medical condition, select No. 

N 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 2: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017, or since your last renewal, 
please type your brief explanation in this text box (Fields are space 
limited to 256 characters). Lengthy explanations or additional 
information may be faxed to 775-688-2551 or scanned and emailed 
to elicensensbme@medboard.nv.ggy. 

SILVER, 
Frank 
Paul 

If you use chemical substances, does your use in any way impair or limit
your ability to practice medicine with reasonable skill and safety? 
If you do not use chemical substances, select No. 

N 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 3: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017, or since your last renewal, 
please type your brief explanation in this text box (Fields are space 
limited to 256 characters). Lengthy explanations or additional 
information may be faxed to 775-688-2551 or scanned and emailed 
to elicensensbme@medboard.nv.gov. 

SILVER, 
Frank 
Paul 

Have you been named as a defendant, or been requested to respond as a 
defendant, to a legal action involving professional liability, malpractice, 
including any military tort claims if applicable? 

Please include: who, what, where (provide state) and when in the text box 
directly below this question. 

Y 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 4: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017, or since your last renewal, 
please type your explanation in this text box. 
Please fax a copy of the Complaint, Settlement and/or Dismissal, 
civil or otherwise to 775-688-2551 or scan and email to 

• 4/28/2017 

elicensensbme@medboard.nv.gov. 
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• - .. 

• 

• 

SILVER, 
Frank 
Paul 

Have you had a professional liability, malpractice, claim paid on your behalf 
or paid such a claim yourself including any military tort claims if applicable? 

If "Yes" during the time period July 1, 2015 - June 30, 2017 type an 
explanation in the text box directly below this question. 

N 

• 

4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 5: For the above question if your answer is "Yes" for the 
time period July 1, 2015. - June 30, 2017, or since your last renewal, 
please type your explanation in this text box. 
Please fax a copy of the Complaint, Settlement and/or Dismisal, civil or 
otherwise to 775-688-2551 or scan and email to 
elicensensbme@medboard.nv.ggy. 

SILVER, 
Frank 
Paul 

Have you been arrested, investigated for, charged with, convicted of, or 
pled guilty or nolo contendere to any offense or violation Of any federal 
(including the Uniform Code of Military Justice), state or local law, or the 
laws of any foreign country, which is a misdemeanor, gross misdemeanor, 
felony, violation of the Uniform Code of Military Justice, or synonymous 
thereto in a foreign jurisdiction, excluding any minor traffic offense (driving 
or being in control of a motor vehicle while under the influence of a chemical 
substance, including alcohol, is not considered a minor traffic offense), or 
for any offense which is related to the manufacture, distribution, 
prescribing, or dispensing of controlled substances? Please note that you 
MUST discloe ANY investigation or arrest; including those where 
the final disposition was dismissal, or expungdment during this time 
period. 

.
. 

N 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 6: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017, or since your last renewal, 
please type your brief explanation in this text box. (Fields are space 

- --• - - - •••limited to 256 characters). Lengthy explanations or additional - 
information may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov. 

SILVER, 

Paul 

Have you been denied a license, permission to practice medicine or any 
other healing art, or permission to take an examination to practice medicineFrank
or any other healing art in any state, country or U.S. territory? N 4/28/2017 

SILVER, 
Frank 
Paul 

. . . . 
Explanation 7: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017,*or since your last renewal, 
please type your brief explanation in this text box (Fields are space 
limited to 256 characters). Lengthy explanations or additional 
information may be faxed to 775-688-2551 or scanned and emailed 
to elicensensbme@medboard.nv.gov. 

SILVER, 
Frank 
Paul 

Have you had a medical license or license to practice any other healing art 
revoked, suspended, limited, or restricted in any state, country or U.S. 
territory? N 4/28/2017 

SILVER, 
Frank 

Explanation 8: For the above question if your answer is "Yes" for the 
time period July 1, 2015 - June 30, 2017, or since your last renewal, 
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Paul, * 
liinited 
information 

please type•your brief explanation in. this text. box (FieldS:are space 

• 

to 256 characters): Lengthy explanations or additional.
may be faxed to 775688-2551•or scanned and. emailed 

• . to elicensensbMedinedbOard.nV. . . 
, .. . . i • ; „ -. .. , ,.., 

• 
- - . .• ' ' • SILVER, 

Paul 

• • 
Hive yoU.VOluntarib,-/ surrendered: a license,tO praCtice mediCine or: any other:. • • • 
healing art in any state, CountrY'Pr p.s. territory, in lieu.of any disciplinaryFrank 4/28/2017 
action? • •• ••, , • . • • 

.. 
' 

. 

• 

SILVER, 
Frank 
PaUl 

Explanation' 91. For the:above question if yobr answer is i.iyes7,, for the 
iiMesperiod;July,i,29.15 - Jundl(V10).7:idrsince'yOUr listreneWal, 
please type..your brief explanatidn.in•thiS tekt box (Fields• are space 

. 

' 

. 
. • • 

limited to, 256 •tharacters)7 Lengthy explanations or additional- •• :. ..: 
information may pe faxed tO:775, 683',2551 'Or scanned and eMeiled 
to ellcensensbnie@medbOard.riv:goVi:  ' '• .' ' ' 

. .•-• : - • • • '. .: • • . ,. • 
- • 

SILVER,. • Frank 
Paul 

• . 
Have you failed to••initiate performancetile' .of.pUOliC service within one.  year 

 • • • , • — • • • ' '• after the date the public service Was..required:to begin to satisfy;a . :„. 
. N 

requirement of. your, receiving a loan •or scholarship from•the federal': j • 
gcivernment, or a state,or local government fOr yourrnediCal• educatiOn?

• * 
, 

. ' 
. 

4/28/2017 

: 
:SILVER; 
Frank 
Paul • 

EXplanation 10:. For the ebenie; question if your answer is ryee. for '  
thetirite peridd July/ 1,:2015, , Ante 30; 2017, or since•YOUr last • 
renewal, please tYpe, your brieteXplehatiOn• in this: text box (Fields ': 

• 
' • 

- 

.. . 

• 

. 

•
• 

• 
• 

• ,
are spacelimited to 256 characters) ,Lengthy  dr::, • ' . 
additiOnel.infOrMetion:,May. be fa*edii0.-776,588,1551,:or •scenned` 
and entailed id eliCenSensbine9medboard..nv.goli:!, • - •• ' .-- •'-' '' 

• • • • • ' 

SILVER, 

• 
Frank 
Paur 

• . 
Have you been: a): asked tO• respond to an investigation;.. 01 notifiedlthat•yo4 . 
were underInVettigation.for- c)• investigated foi'.. .d)charged'with; or-e) 

• •   ' , • ' • ' convicted of any•violatlOn: of 'a.Statiite,: rule or regulation governing your, 
practice as:•apihygiciar) by any ipediCal:liCensingtoard;-tiospital,.medlial.

• Society, governmental entity or, agency: other than the, Nevada State,8Oard • 

 

N ' • ' 

 . .. • • 

4/28/201n 

of Medical EicarninersT: ' ' 

SILVER, 
Frank • 
Paul 

Explanation' s II:.-For,the above qUestiOn.if•yot ansWer is. .Yes!'.'"for . .. . .., ,...  .   
the timePeriodJUlY 1, 2015,', -,June 30,:•2017,.or sinceYoUrlast  ' .: • . 
renewal; please•type your brief explanation in this text box0 (fields • 

..-. • 

. 
• 

. 

are space liMited:td.256..•characters).; Lengthy'explanatlOns or .:. 
additional infOrmation:may.4e.faxed:to.776,608,2551,Or scanned 
and emailedtO eliCenserfsbmeOinedboard:ri.govi.: . •

. ' 
SILVER, 
Frank 
Paul 

Have yOu surrendered your. state or federal' controlled, substance. reglSiration. 
or had itrevoked or restricted in any:way?,, : , , • ••,. . ,,• • • , - 
' ''• • 

N, , , 
• • 

4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 12: For the above' question- if your answer is Yes" fOr 
the,tinte periOd•JOlY1!;:2915•'+'3Une 30, 20-17; or since your.. last-' . .
renewal, Pleaietype your brief explanation inSthiSleXt'bo**(Fields 

'‘. 

• 

are space !United tO:256.Characters),, Lengthy explanations or 
additional infOrmatien may be faxed to' 775-688,2551 or scanned , . 
and emailed to elicensensbme©niedboard.nir.gok. . 

SILVER, 
Frank 
Paul 

Haye you had hosPital staff priyileges,clenied,,suspended;limitedi:revoked .• 
or not renewed bYe.hospital:, inCluding.:any and 'all resignations frorn any 
medical staff in lieu Of disciplinary or administrative action?

• • • 
If the answer. is "Yes;'•' ,type the name of the hoSpitale• the hospital's mailing 
address, the type of action taken, and the date(s) of theactions'taken in the 
text box directly belOW this questiOn.. 

'‘. 
(Please Note: Do-not include:stispensions or restrictions for failure 

N • ' 4/28/2017 

. 

to complete hospital medical records, attend hospital department or 



10/30/2018 https://nsbme.mylicense.com/Reports/ren_questions.aspx?person=2641&year=20 7&prof=2 

staff meetings, or maintain required malpractice insurance.) 

SILVER, 
Frank 
Paul 

Explanation 13: For the above question if your answer is "Yes" for 
the time period July 1, 2015 - June 30, 2017, or since your last 
renewal, please type your brief explanation in this text box (Fields 
are space limited to 256 characters). Lengthy explanations or 
additional information may be faxed to 775-688-2551 or scanned 
and emailed to elicensensbme@medboard.nv.gov. 

SILVER, 
Frank 
Paul 

Have you been denied membership, been asked to resign or expelled from a 
medical society or other professional medical organization? N 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 14: For the above question if your answer is "Yes" for 
the time period. July 1, 2015 - June 30, 2017, or since your last 
renewal, please typeyour •brief explanation-in this text box (Fields 
are space limited to 256 characters). Lengthy explanations or 
additional information may be faxed to 775-688-2551 or scanned 
and emailed to elicensensbme@medboard.nv.gov. 

SILVER, 
Frank 
Paul 

Have you actively practiced medicine in Nevada within the past 24 months? V 4/28/2017 

SILVER, 
Frank 
Paul 

Explanation 15: For the above question if your answer is "No" for 
the time period July 1, 2015 - June 30, 2017, or since your last 
renewal, please type your brief explanation in this text box (Fields 
are space limited to 256 characters). Lengthy explanations or 
additional information may be faxed to 775-688-2551 or scanned 
and emaiLed to elicensensbme@medboard.nv.gov. 

SILVER, 
Frank 
Paul 

OPTION TO CHANGE LICENSE STATUS FROM ACTIVE TO INACTIVE: 

NOTE: If you choose to drop to Inactive status during this renewal, your 
status will be changed to "Inactive" as of the date of submission of your 
renewal (today). If you do NOT wish to change your status to "Inactive" 
as of today, DO NOT COMPLETE YOUR RENEWAL UNTIL SUCH TIME AS YOU 
ARE PREPARED TO HAVE YOUR STATUS CHANGED (prior to JULY 1ST). For 
your information, your answers to the questions that you've already 
completed will remain, but you should not complete the renewal and pay 
until such time as you are prepared to change.yo.ur status to "Inactive.." 

I hereby request my license to be placed on Inactive status, which means I 
will not physically practice in the state of Nevada. 

N 4/28/2017 
. 

If you choose to place your license on Inactive status, make certain to select 
"Yes" to this question AND choose the Inactive status in the dropdown box 
located at the end of the questions. 

SILVER, 
Frank 
Paul 

If you believe that you are in compliance with the Centers for 
Disease Control safe injection practices, your answer should be 
"YES". 

I hereby attest to knowledge of and compliance with the guidelines of the 
Centers for Disease Control and Prevention concerning the prevention of 
transmission of infectious agents through safe and appropriate injection 
practices. I also attest that any person who is currently, or will be under my 
control as his/her supervising physician in the future, and who is not 
licensed pursuant to chapter 630 of the Nevada Revised Statutes and whose 
duties involve injection practices, has knowledge of and is in compliance 
with the guidelines of the Centers for Disease Control and Prevention 
concerning the prevention of transmission of infectious agents through safe 
and appropriate injection practices. 

Y 4/28/2017 
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. • ' 

littp://wWw.cdc.gov/injectionsafety//P07 • sta_ndardPrecaution.html • 

I 

information 

SILVER, 
Frank 
Paul 

. 

hereby attest that I. am in cortipliance,with the reporting requirements of 
NRS 630.30665; and am aware that failure to submit a report or filing false 

in a report is grOunds for disciplinary action under Nevada's 
Medical Practice Act. • . ' , . 

. , 
I HAVE SUBMITTED A "FORM A" OR "FORM B" REPORT TO THE BOARD. 

. . . 
Instructions and Forms A and B for in-office surgery/procedure reporting can 
be located on•the Board's website by clicking the red "In-Office Surgery 
Reporting" link on the.horne•page of the Board's website:  ' . 
medboard.Mi.goviforrris/in;Office sUrgetk: ' , • '

Y 

• 

0
4/28/2017 

• 

: . , • 
If you have submitted your in-office surgery/procedure reporting 
form ("A" Olt"B" FpRM) to the Board and' are in compliance-with 
NRS 630.30665, your answer .should be "YES." • , • 

• 
a I 

SILVER not 

Frank • N 
PaUl 

Are yotisoui of:cornpliance,'with court ordered child support? Ifthis does.. 
apply to you, please answer "no."

If."Ye" during,  tirne periqd Jsuly. 1, 2015 - June 30,. 2017 type,an 
explanationin the text box directly below this question. • 

. :., . 

4/28/2017 

SILVER, 
Frank 
Paul , 

Explanation 16 For thebove question, if" your answer is yes . . , .  for 
the biennial July 1, 4015 , .3une:30i 20/72, pleasetype:,yoUr brief"-, ; 

. 

. 

explanation in this text boic (Fieldi are spaceijinitedta 256 • 
characters), Lengthy explanations or additiOnainfOrmation may be 
faxed to 775-6882551 or scanned and emailedta: • ' . 
elicensensbme@inedboard.nV.gov. • , : 

„ . ' ' ' ' • ' .. . .• , , .' 1 , 
' 

' 

SILVER, 
Frank 
Paul.

I atteSt and affirm thet:I am:aware of and'understand the reporting :,-
requirements foundin Nevada Revised Statute:43211220, regarding the 
aquse.or neglect' of a:Child.

, , . :. ., 
http://wwW.leg.itate.nv.u/NRS/NRS-4432B.html#NRS432BSec220 Y 4/28/2017.. . „ . 

Once you have. read the statute regarding the reporting of the abuse 
or neglect of a child, your answer to this questiOn'will be "YES." 

— , ., , .. • 

SILVER,' 
Frank 
Paul 

Explanation .17: For the above question if ypur answer is "No" for - 
the time period July 1, 2015 - June,30, 2017, or sincelour last s 

 • renewal, please type your'explanation in' this, text box. ' . ' • 
: 

• 

SILVER, 
Frank. 
Paul 

. . 
I have completed the required. amount. Of AMA Category 1 CME within the
current biennial. I understand that I may be included in a random audit. I 
agree,to retain CME's taken between July 1, 2015 and June 30, 2017. 

(Review CME information online.at  , 

http://medboard.nv.goV/licenseesice/) • Y 
• 

• 
• • 

4/28/2017, 

. . 
If renewing to an Inactive status, CME is not required and "No" Can 

be selected: 
• '

SILVER, 
Frank 
Paul 

I am a medical doctor whose specialty is psychiatry and.I am in 

N 4/28/2017 

compliance with NRS 630.253, as I have completed a minimum of 2 hours 
of continuing medical edUCation in the area of:sulade prevention and 
awareness.. Note: If you are not a psychiatrist or you hold Inactive-
status.:licensure (or chooSe to change to Inactive status during your
renewal), your answer should be "No." , ' • 

SILVER, 
Frank 

I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY 
ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE 

Y 4/28/2017 



10/30/2018 

.. .Paul 

https://nsbme.mylicense.com/Reports/ren_questions.aspx?person=2641&year=2017&prof=2 

ANSWERS I HAVE .PROVIDED ARE TRUE AND CORRECT. 
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BEFORE THE BOARD OF MEDICAL EXAMINERS 

OF THE STATE OF NEVADA 
* * * * * 

) 
In The Matter of Charges and ) 

) 
Complaint Against ) 

) FILED  e9-412Cou-f,--e- a- toiCr 

FRANK SILVER, M.D., ) 

) 
Respondent. ) 

 ) 

NO.  
Case No. 06-4041-1 

ORDER OF DISMISSAL 

The above-entitled matter came on regularly for decision before the Nevada State Board of 

Medical Examiners, hereinafter "Board," on June 13, 2008, at the Board's Offices located at 1105 

Terminal Way, Reno, Nevada, on the complaint filed herein pursuant to Nevada's Open Meeting Laws, 

NRS and NAC chapters 630, and NRS Chapter 233B. Neither Frank Silver, M.D.("Respondent") nor 

his attorney, John Cotton, Esq., were present for the proceedings. 

The members of the Board participating in the decision were Jean Stoess, M.A., Cindy 

Lamerson, M.D., Benjamin Rodriguez, M.D., Charles Held, M.D. and Javaid Anwar, M.D. 

Rene West was absent and thus did not participate in the adjudication of the matter. All other 

remaining members of the Board, being members of the Investigative Committee that issued the 

complaint in this matter, were excused from participating and took no part in the proceedings of the 

Board. 

The Board having received and read the Synopsis of the Hearing Officer of the hearing 

conducted in this matter, having received and read a copy of the hearing transcript, and having been 

provided with the complaint and exhibits in this matter, and having reviewed and read all the above, 

proceeded to make a decision pursuant to the provisions of NRS 630.352. 

/// 

/// 

/// 
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The Board, after due consideration of the record, evidence and law, and being fully advised in 

the premises, hereby finds Respondent not guilty of the count alleged against him in the above 

identified matter. 
IT IS HEREBY ORDERED that the complaint against Frank Silver, M.D., is hereby 

dismissed. 

Done in open session this 13th day of June, 2008. 

Javaid Anwar, M.D., President 
Nevada State Board of Medical Examiners 
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