INSURER:

ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY

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

Claim No.:

DM06628927-02A001/YY00152

Date of Loss:

November 8, 1996

Date Suit Filed:

September 30, 1998

MLSP Complaint No:
Findings:
Other Dispositions:

NSURED:
Address:

L98-10-1574

Date:

Date of Claim:
Date Closed:
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January 31, 2002

November 3, 1998
January 17, 2002

Reasonable probability of malpractice.

Case settled prior to trial.
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Frank P. Silver, M.D.
341 N Buffalo, Apt/ste B

Las Vegas, NV 89128

T /st oo 0

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:

Address:

Person Making Report:
Address:
Phone:

Summons & Complaint
Attached.

Same as Claimant

W 53 years

old

DOB/Age:

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

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

If Summons & Complaint not attached,

Case No.:

A414074
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INSURER: ST. PAUL FIRE & MARINE INSURANCE COMPANY
P.O. Box 39600
PHOENIX, AZ 85069-9600
(602) 678-3400

RECEIVED
NEVADA STATE BOARD OF
MEDICAL EXAMINERS DEC 22 199 /
P.O. Box 7238 NEVADA STATE BOARD OF
MEDICAL
Reno, NV 89510 EXAMINERS

Claim No.: _DM08900582-02A001 Date: DECEMBER 17, 1997

Date of Loss: 04/04/91 Date of Claim: 06/14/91
Date Suit Filed: Date Closed: 10/29/97

MLSP Complaint No.:
Findings: '
Other Dispositions: .80

INSURED: FRANK SILVER, MD
Address: 2031 McDaniel St.. Suite 210, North Las Vegas, NV 89030

Loss Description: __Suit alleges insured negligently injured bowe] of 44-year old woman during
hysterectomy procedure.
Loss Location: Las Vegas, NV

CLaMANT: __ S

Patient: _{Same as Claimant} DOB/Age: _ 44
Address: c/o Atty. Rick Petrone, 3900 Paradise Ln., #181, Las Vegas, NV 89109
Person Making Report: Connie Heinsohn - Claim Representative

Address: P.0. Box 39600, Phoenix, AZ 85069-9600
Phone: (602) 678-3400 '

O Summons & Complaint Attached. If Summons & Complaint not attached, Case No.: __N/A

CHAY
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Nevada State Board of Medical Examiners L CEIVES
'P.2O.Box 7238
Reno, NV 89510 DEC 13 1936

STATE BOARD OF
NEVADA S XAMINERS

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 A 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 Screenmg Panel ca _ha been dismi ssed
""" L0y L L Date Closed:11/05/96
Other Dlsposmons Lump sum payment pald in exchange for full release of any and all claims
ainst insured and dismissal of the Medica] Legal Screening Panel complaint. Settlement includes
Lelease agreement with a confidentiality and non-disclosure.

INSURED'S NAME:.Efank<P:S 3

Address: 2031 McDaniel Street, Smte 210, North Las Vegas, NV Zip Code: _89030
Place Of Occurrence: _Iake 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:

Eatlent had to undergo removal of one tubg, Patient now pregnant.

CLAIMANT'S NAME:

r ]
PATIENT'S NAME: _gyuuiitpaiinsspmitennmise _ Birth Date: _SNIR
Address: _c/o Anita A. Webster, Esq., 325 S. Maryland Parkway, Las Vegas, NV

PERSON MAKING THIS REPORT: _Connie Heinsohn
Address: _P.O.Box 10291, Phoenix, AZ Zip Code: _85064
Telephone: _(602) 553-3400

(] Summons and Complaint Attached

If Summons And Complaint not attached, Case No.: _N/A
Rev. 5/89
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Nevada State Board JUH {
of Medical Examiners 8 w93
P.O. Box 7238 NEVADA Sy g
Reno, Nevada 89510 CA“3M R OF
REPORT OF MEDICAL MALPRACTICE CLAIM
PURSUANT TO NEVADA REVISED

STATUTES - §690b.045

NOT FOR PUBLICATION
INSURER: St. Paul Fire and Marine Insurance Company
Address: P.O. Box 10291, Phoenix, AZ 3ip Code: 85064-0291
Telephone: (602) 553~3400 Claim ID No.: DM08900183-02A001
Date Of Alleged Injury: 12/9/86 ‘Date Of Claim: 3/11/88
Date Suit Filed: 1/31/89 v
Settlement: $ Award: $99,090,.93 Date: 5/17/93
Other Dispositions:
INSURED'8 NAME:
Address: : o ' Zip Code:
Place Of Occurrence. Women's Hospital
Address: 2025 E, Sahara Ave.,., lLas Vegas, NV Zip Code: 89106
OTHER DEFENDANTS8 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 BUIT:
Failure to diagnose and properly treat the plaintiff's
vesicovaqinal fistula resulting in urina incontinence. Plaintiff
oriqinally underwe sterecto i esulted in the fistula that

Insured tried to repair.,

CLAIMANT'S NAME:
PATIENT'S NAME: Birth Date: W

Address: c/o Atty. Gerald Gillock, 43053 3rd St., lLas 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.: 22646

Rev. 5/89 ik
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I. Background

1. Name of Insurer 2. Insurer Claim No.
ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY DM06628927-02A002 / HT00145
3. Injury Date (Date of Loss) 4. Report Date 5. Closure Date
10/20/1997 06/30/1999 04/30/2003

6. Policy Type (choose a, b, or ¢) a) [ Occurrence b) X] Claims made ¢) (] 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) X Initial Report b) [] Updated Report

Il. Defendant & Co-Defendants

1. Defendant’s Name | Last First M.L Credentials (e.g. MD, DO, DMD, DDS)
SILVER FRANK P M.D.
2. License Number 3. Spedialty 4. Co-Defendant(s)?
2641 Description _OB/IGYN 1SO Code O Yes X No [] Unknown
S. Number of Co-Defendant(s): or ___ __ Unknown

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

N/A

lll. Injured & Injury

1. Injured Party’s Name | Last First M.I. 2. Sex: [J Male X Female

Q-
3. Age 4. Date cii ilﬁ iMM‘DD/YY) 5. Malpractice code (per Appendix 1): 6. Injury Code (per appendix 2):
62 PO 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 9. Name of Institution (If Injury Occurred in Institution)
Las Vegas

IV. Medical/Dental Screening PaneUHereéfter, Panel)

1. Case Filed with Panel? DXJYes, [INo, [ lunknown (IF YES, ANSWER QUESTIONS 2 AND 3)

2. Panel Case Number
1.99-06-1706

3. Panel Decision: Is there Reasonable Probability of Malpractice?
a) Kyes b) [ONo ¢) (Junable to Decide d) [-JCase Dismissed e) [JOther [case settied/withdrawn before panel met]

4. Court Case Filed After Panel Decision [QYes [ JNo [JUnknown

V. Court Case

1. Court Case Filed? KYes, [INo, [JUnknown (IF YES, ANSWER QUESTIONS 2 - 7)

2. Court Case Number 3. Court Name 4, Court Department Number
A423093 Dist. Court, Clark County, Nevada 21
5. Date Court Case Was Filed | 6. Date Verdict Was Filed, if Applicable | 7. Date Settement Offer Accepted, if Applicable
08/16/2000 N/A 04/23/2003

VI. 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 Only) o

1. Claim Disposition a) [J Decided By Trial | a) ] Decided By Trial b) L] Decided by ©) [] Decided by

(check one) in Favor of Plaintiff in Favor of Defendant Arbitrator in Favor of | Arbitrator in Favor of
Plaintiff Defendant

d) X Settled w/o ) [ Claim Denied | f) (J Claim Inactive g) O Claim t) [ Other

Court or Prior to Trial Withdrawn

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

Form NDOI-1102 Page 1 of 3

FC00170 3/03
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Name of Insurer
ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY

Insurer Claim No.
DM06628927-02A002 / HT00145

Defendant’s Name (Last, First, M.1.)
SILVER, FRANK M.D.

Date This Closed Claim Report Submitted
06/20/2003

VIll. Verdict Information (Attributed to All Defendants in Case)

[ 1. Verdict Awarded § or )4 N/A

IX. Claim Information (Amounts Attributed to this Defendant Only, If Multiple Defendants)

1. Verdict or Settlement Awarded $550,000 or [_] N/A

2. Verdict or Setement 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 a) X Lump Sum

Payments?

b) L1 Periodic Payments IR

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

6. Sources of Award | a) Company $550,000

Payments

b) Defendant $ ) 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)

First M.L Credentials (e.g. M.D., D.O)

1. Co-Defendant’s Name | Last
2. License Number 3. Specialty
Description

4. Verdict Awarded

1SO Code a) [ Yes b) [] Noc) [J Unknown

5. Setiement Made
a) [ Yes b)Y [ No ¢) [ Unknown

6. Verdict or Settliement Awarded $ or ] N/A

First M.I Credentials (e.g. M.D., D.O)

1. Co-Defendant's Name | Last
2. License Number 3. Specialty
Description

4. Verdict Awarded

I1SO Code a) [ Yes b) ] Noc)[J Unknown

5. Setlement Made
a) [ Yes b) 1 No ¢) [J Unknown

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

First M.L Credentials (e.g. M.D., D.0)

1. Co-Defendant’s Name | Last
2. License Number 3. Specialty
Description

4. Verdict Awarded
1SO Code a) [J Yes by [[] Noc) [ uUnknown

5. Settlement Made
a) [ Yes b) [J No c) [ Unknown

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

First M.I Credentials (e.g. M.D., D.O)

1. Co-Defendant’s Name | Last
2. License Number 3. Spedialty
Description

4. Verdict Awarded
a) J Yes b)[d Noc)[J Unknown

1SO Code

5. Settlement Made

a) [ Yes b) [J No ¢) [ Unknown

6. Verdict or Setlement Awarded $ or (O 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
83900 N. 22nd Avenue, #300
Phoenix, AZ 85021-6018

Form NDOI-1102

FC00170 3/03

Name of Person Responsible for Report (Last, First)
Todd, Theodore l

Slgnature.ofje ngenslbl Zu'&pé? /

ST. PAUL DOES NOT UTILlZE ISO CODES

Page 2 of 3



Hudson Insurance Company | 851 Napa Valley Corporate Way
Hudson Specialty Insurance Company | Suite N

\ 8 E {UD SON Napa, CA 94558
&/ INSURANCE GROUP® 77072253300
F 707 225.3333

ﬂ E C E ! V E D www.hudsoninsgroup.com

An OdysseyRe | Fairfax Company

JUN 13 2018

NEVADA STATE BOARD OF
MEDICAL EXAMINERS

June 10, 2011

Douglas Cooper

Nevada State Board of Medical Examiners
P.O. Box 7238

Reno, NV 89510

RE: GauS@lS vs. Silver, Frank P., MD

Dear Mr. Cooper,
Pursuant to NRS 630.306, enclosed please find:

O A copy of the lawsuit which was served on

O A copy of the lawsuit associated with the subject matter whlch was submitted to arbitration or mediation
on

X 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.

Regards,

S B,

Sandra Gish

St. 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, Background

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, orc): a)__ Occurrence b) _X Claims made ¢) ___Tail/Reporting Endorsement

8. Date This Closed Claim Report Submitted:
06/10/11

7. Policy Limits (Per Claim/Aggregate): $1MM /$3MM

9. Type of Report (choose aor 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: 3. Specialty: Gynecology - 4, Co-Defendant(s)?
2641, NV Description: _major surgery __Yes
1SO Code: 80167 _XNo _ Hnknown
5. Number of Co-Defendant(s): _N/A_or __ Unknown
6. Name, License Number and Insurer of Each Co-Defendant, if known:
IIL, Injured & Injury
1. Injured Party’s Last: JEES First: ehimiay® M.L: 2.8ex: __Male or _X_Female
Name:
3.Age: 24 4. Date of Birth 5. Malpractice code (per 6. Injury Code (per Appendix 2): FnB
(MM/DD/YY): _03/14/86 | Appendix 1): MP

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

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

1V. Medical/Dental Screening Panel (Hereafter, Panel)

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

2. Panel Case Number:

3. Panel Decision: Is there Reasonable Probability of Malpractice?

a)__Yes b) __No €) __Unable to Decide d) __ Case Dismissed ) __ Other [case settled/withdrawn before panef met)

No

4. Court Case Filed After Panel Decision: __ Yes __Unknown

V. Court Case

1, Court Case Filed? _x Yes ___Unknown (IF YES, ANSWER QUESTIONS 2-7)

_No

2. Court Case Number:
AS556577

3. Court Name: _District Court Clark County,
Nevada

4. Court Department Number: 22

S. 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

¢) __ Decided by
Arbitrator in Favor of
Plaintiff

d) __ Decided by
Arbitrator in Favor of
Defendant

e) _x_ Settled w/o

Court or Prior to Trial

f) __Claim Denied

g) _ Claim Inactive

h) __Claim Withdrawn

iy _ Other

2. If Claim Disposition is ¢, 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.1.): 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 __N/A

2. Verdict or Settlement Paid: $240,000 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
d) __Court Costs Awarded

Policy Limit g) __Other (Explain):

b) __ Award Reduced to Present Value
e) __Non-economic damages limited by Judge to $350,000 f) __Award Capped by Judge at

c) __Interest Awarded

4. How Will/Did Plaintiff Receive
Payments?:

a) X_ 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 cf Award Payments: a) Ccmpany: $240,000

b) Defendant: $ ¢) Cther (describe): §

7. Allocated Loss Adjustment Total: $82,140.04

Expenses:

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.L: Credentials (e.g. MD, DO):
2. License Number: 3. Specialty: 4. Verdict Awarded:

Description: a)__ Yes

ISO Code: b) _No ¢) ___ Unknown

S. Settlement Made: a) __Yes b)__No ¢)__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: 4. Verdict Awarded:

Description: a)__Yes

150 Code: b)  No ¢) __ Unknown
S. Settlement Made: a) __Yes b)_ No ¢) __Unknown | 6. Verdict or Settlement Awarded: $§ or __ N/A
1.Co- Defendant’s Name: Last: First: M.L: Credentials (e.g. MD, DO):
2. License Number: 3. Specialty: 4. Verdict Awarded:

Description: a) __Yes

1SO Code: b) __ No ¢) __Unknown
5. Settlement Made: a)__Yes b)__No ¢) __Unknown | 6. Verdict or Settlement Awarded: $ or _ _N/A

(Attach Additional Sheet(s) if Necessary.)

XI. Closed Claim Report Information

1. Contact Person’s Name (Last, First): _Gish, Sandra

Name of Person Responsible for Report (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

Signature of Person Responsible fpr Report:
O <
R [4

Form NDOI-1102




SN

~N N Wb

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28

COPY

BEFORE THE BOARD OF MEDICAL EXAMINERS
OF THE STATE OF NEVADA

Kk kX%

In The Matter of Charges and

Complaint Against NO.__Case No.06:4041-1
Frank Silver, M.D., FILED_12 o 2wl

Respondent. /< 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
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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 I1

12. Al 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.
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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.

s
DATED this 7 day of July, 2006.

INVESTIGATIVE COMMITTEE OF
THE NEVADA STATE BOARD OF MEDICAL EXAMINERS

L@%f Z)z*?/\

Lyn}i/ Beggs
Attorney for the Investlganve 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 /2%7 dayof 3. “La , 2006.

Lo il

SOUHAIL {J. ANTOM, M.
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©ORIGNAL

BEFORE THE BOARD OF MEDICAL EXAMINERS

OF THE STATE OF NEVADA
* ok ok kK
In The Matter of Charges and NO.
Complaint Against FIL€Rse No, 06-4041-1 € Drco s
Frank Silver, M.D., Sdre e 1V bt~
EXECUTIVE DIRECTOR
Respondent,
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 ﬁrovisions 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.

S. 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.

DATED this l"" day of December, 2006.

INVESTIGATIVE COMMITTEE OF
THE NEVADA STATE BOARD OF MEDICAL EXAMINERS

20 & Bosco
Lyn E/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 5 " day of Dlee, é.z, , 2006.

Loy

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

OF THE STATE OF NEVADA
% % Kk ok K
. )
In The Matter of Charges and )
) NO. Case No. 06-4041-1
Complaint Against ; BILED 9’4@ =
FRANK SILVER, M.D., ) _
) ]
Respondent. )
)

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 proceedingé.

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, beiﬁg 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 reviev;/ed and read all the above,
proceeded to make a decision pursuant to the provisions of NRS 630.352.

"
"
i
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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

Whn/

Javaid Anwar, M.D., President
Nevada State Board of Medical Examiners

dismissed.

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




APPLICATION FOR CERTIFICATE TO PRACTICE MEDICINE IN NEVADA

o cemflcate wlll 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 tieu thereof.
Jlications must be on file with the Secretary of this Board at least ONE MONTH prior to the date of Board meeting,

.............. Frank.P..Silver,.M.D , depose and say that | am

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

recipracal agrements with the State of Pennsylvania

That | am a citizen of linited. States and a native of Pennsylvania

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

Aged .....37..... years, and a resident of 715.Martin_ Road,..Elkins. Park
County of .....Philadelphia , State of ... Pennsylvanda. . ...eeny wherg
| have been engaged in the practice of medicine for a period of ............. A years preceding the date of

this application. That | received my medical education in

. Thomas. Jeffersan. Medical College. .= 1237 - 1961

{Glve names of 8ll medical schools and dates of attendance)

That | was granted a diploma as a graduate in Medicine by ...Thomas..Jefferson.. Medical

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

located in ......Philadelphia State of ... Pennsylvania on the

o QEhL.. day of .. June 19.61..; That | was granted Certificate No. ..02839%................ .. by the
Pennsylvania State Board of __Medfical Examinora

dated .__July 16 ey 1962, upon Written Examination

{Written examination or diploma)

That | am the identical pgpfon to whog\ said Diploma and Cerstificate were originally granted.

Signed............... e . , Applicant

(Name must ba signeu w. full, use no Initials)

DECLARATION AS TO PREVIOUS REGISTRATION OR EXAMINATIONS

| IR Frank P, Silver..M.D. hereby declare that | 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 , 1972, my age then being ...37...... years. | further state

that | 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.

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

State Examining Board except as follows:

Signed e e b MO , Applicant

{Name must be signed in full, use no Initlals)
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AFFIDAVIT As TO MORAL AND PROFESSIONAL CHARACTER
. (To be flIIed in by two physIcIans in; appIIcant's county)

...... T esnex Rauex. bl ot e , M.D., belng duly sworn,. deposes and says
| reslde at.. m"m Oxfnn{ Aupmm' S i . in the.County of I’hi-lasiel'nhra
in the State:of ............ E enn,sylv;mia : 4 , and am personally acquaInted with
Dr: I'Iank B SiJ.vor ) : o - ,.and know h..im.....::,.. to: be the Identrcal pérson
named ln the accompanymg dlpIoma, and...; ..... he IS of good moral and professIonal character

3
.Subscnbed and sworn to before me thIs } fe% Name "’l 4 K,(,ub&,u\:kx ‘\) .

‘f.daV Of Uf\u £30 ki i AD 19;.77/ . Address s 5030 Oxfoxd Ave.nna et

Netay m\ eiwlo, e I?hi.las.i.glah.i..s; Pa..: 191,29' e
#y, Comitiszion fxn 1972 ERREE

(Suggestrom Endorsement by the Secretary of County Med:caI Socrety) ‘

Charles Q. Grifflth i M D belng duly swom, deposes and says:

r reside at ..... 1.789 Washinzton Lane - m the County of \mnronm‘e;u :

i the State of ‘ Pennsvlvnn{-a_ - and am personally acquamted wlth
| Dﬁ; - Erank. P ‘H‘lum' . ‘. . : . and know h.in.... to be the IdentIcaI person .
.' named in the accompanymg dlploma, and ........ he is of good moral and professronal character

' Subscnbed and sworn ‘to before me thls ,13 /% Name ‘{"“’&’ ")\ W / “j

Address 1789 Washington Lane
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i :"'SIgnature of. . -
_'applicant ok /

The- a’b’ov’e‘ photograph“and signatire must be
c'en‘.ified by your State Board of Endorsement.

‘ PHOTOGHAPH ’WP AVAILABLB FOR COMPARISON.
SIgnature of ;'[
the Secretary g’

7

FINGER PRINTS OF RIGHT HAND -

CERTIFICATE OF STATE ENDORSEMENT

Alva Jh CQckJ.ey - ,_‘ : . ;' , ’;of' He.rns‘aurg, Pﬂnnﬂvlv;mxn

. Secretary of the e Eemsylvania.'

._;-state Board of Jledlval ,Bducatmn (’a Lmansure.,; ....... .

'hereby certlfy that Dr.”: I‘rank 511"9" — : Ll .‘. - - rameenssiee of .

Phlladelp}na Pennsylvania L

wasgranted on‘the 20‘“‘ day of July . : 1962, ”
~..Cert|frcate y by the : e PGK;hSViVanla ' R
. State Board of. - Medlca.l Egi_gggnon &. Licensure : :'=
thefollowingsub]ects B R
hxatomy & Bac“beriolo&r, 77

| further certlfy that the ratingsv herem glven are true and correct and that the sard applicant ‘was
) awarded a general. average of 80,9 percent thereon | further certify that no certificate .issued. by
" this Board fo the said ........ Fra.nk. S;leer AP . - |- 8 -\ ¢ been revoked or ‘susperided,
and.that from the records- now on file in this offlce | believe him to" be -of good moral.character and worthy~f
of professronal recogmtlon, and recommend ‘him to the Nevada“ State Board ‘of Medlcal Exammers as a"' i
fit-and’ proper person to. receive reciprocal recognition by the Nevada State Board of. Medrcal Exammers '

In testrmony thereof ‘witness my hand and seal. (Z
. ) . Lovgri=S., 2 @(,4!& 3 m

Secretary of the ... Pennsylvania ' State

{55’“-] ' . Board. of ..I.Ied.;.gael Eduoetlon & Licenture

" Post office address ...'.‘....219 Boas. Street, ﬁarm.ahurg. Permeylwzma 17120

Dated at“ '. N— hgrr;ahurg...l?ennaylvanl.a

this 10th _ day'éf:’_, MY o e 1972

NOTE — The appncant should m ali cases, fill in the informatron requsred in thls applrcatlon, certlfy to the .same before the
Clerk of a court of record and- then Jorward the appllcatnon to the Secretary of the Board issuing” his orlglnal certificate -
cr verification and certification.
-4



R b ot - County SR |
Before me personally appeared - € ﬁﬂ/' R {7 Q0 U\ ‘ Q 1L L’E)’( , whose- signature,
',recent photograph and fingerprints. of- rlght hand 'on ‘page 4 of this from and made oath and says_that

" - all of the foregomg statements are true and correct. ] . ’

Sworn and subscrlbed to this Y f ..% day of amm L- ) : ,AD, 19. } iz

% /,Jl zm,m,

PSEALY

N o € Prracepsle, Philsdeintty 0o,
.The above deposltron must in all cases be duly acknowledged ‘before a Notary l’ﬂbﬁd"mﬁ&eﬁxrpmper ‘ofticerr’ Qrploma, stete
Certificate, ‘Intern Certlflcate, Nevada Basic Sciences Certificate; fee and applicatucn ‘should in’ all-cases be sent together, if -
posslble, to the Nevada State Board of Medlcal Exammers, 3660 Baker Lane, Reno, Nevada lPhotosutrc coples are- accep!able.)

What Dates?‘ . V

, Where? T oER e
\arazeth Hospltal (Intemship) o 1061—1962
. Bpiscopal Hospital® - - R 1962 - 1965
! _b-Gyn_Resid‘ency ) e
SR ,~Ptivate Practice PR - Lo 1965 ..'throixgh.present time - o
‘l’hilac.elphla, Pa. . ooy BN s S :
Have you ever been convrcted ofafelony? . : Moralscharge? ......... Q..... e ' . ) A,
Have you ever been addlcted to the use of narcotlcs? .....F.Q ....... _ Alcohol? ..,._._..;,'...,;.;... L T
Have you ever.been expelled_from a Medlcal Soclety Yes or No .

i
Al, . .
. . . . '

lf Yes, please glve details on separate sheet.

. Listall .Sta,te' a_nd County, _Medical Socletles of which you are, or have been; a member.

Amet.ican Medical Associat:ion

) Philadelplue County Medical Society
Philadelphia Obstetrics Society

' <Am,e‘1_:'ican' College‘of Obs,tetrics-GyheCOIogy

e

‘Give the name and address of ail Hospltals of whuch you are, or have been, a Staff member.
(Do not grve Resrdences.) :

Episcopal Hospital anc St. and Lehigh Ave., Phila., Pa. 19125
Nazareth Hospital 2601 Holme Avenue Philadelphia. Pa. 19152
Nottheastern Hospital 2301 E. Allegheny Ave., Philadelphie, Pa, 19134

Temple University Hoepit_al, Instructor, 3401 N. Br_oadSt-., Phila., Pa. 19140

List Special Societles and Boards of which you are a member.
' Ametican Board of ObSCetrics—Gynecolog)
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APPLICATION FOR REGISTRATION by State Banl ) :
NEVADA STATE BOARD OF S o File No. N
MEDICAL EXAMINERS L P - New O Renewal O

This stuadel sertion for HOARED USE ONLY

I hevehy apply for a I85-87 certificae ol hlennial gegisirtion ind enclose the approprate prorued fee as indicaied below.
SEACTIVE STATUS $5250).00
T INACTIVE STTATUS . 8100.00
CDRETIRED  (NO FERE REQUIRED FOR 1085871
Delinguient alter September 15, 1985,
104l
r e e Y A 1
frank P 51k VER PRACPICE: irerk tne Onlyy
#FDirect Patient Care 1 Resident
1401 E Lake Wead Blvd 3O Administration 3 Military
NN ; e NV (3 Medical Teaching 3 Retieed
N Las Veaas a0 .
L 89030 |
TYPE OR PRINT LEGIBLY
e - . Seciad 7
NAME Silver Frank P.
Last First Middle Business Phanel? O U2 -0 0NT
thel 2, Taoke Mo.  lam Veraa, lavadm 2007
BUSINESS OR MAILING ADDRESS . L. ! A : A YROEG, S0VALE i
Steel Mlebress op PO Tox Suite No iy . State ZIp Codee

NE;'W ADDRESS: If your address will chiange within the next two months, show new address below,
{If 1onger than two months, notify this otfice by letter just prior to changing location.)

ATORESS WILL CHANGE ONt .o e e 19

BUSINESS OR MAILING ADDRESS

Street Adibeess or 1008 T Suite Na, Cuy Sl Zip Cade

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

a
NAME e YOS e e N e -
Ohsbetrics & Cyvnecolosy
ADDRESS am.pd.of O REEetrics ynecology
. N 11247
PHONE # ( ) Date of Certification or Recertification T e e ——
Primary Specialty (List only one) .. GRS QYN — Sub-Specialties: .. o e e e e -

SINCE YOUR LAST REGISTRATION:

L. Have you been investiggted, charded or convicted ol vaprafessjoniad 3 Have vous surrendered sour leense wo prreuce medicme i another
conduct, professional incoinpetetive or gross or repeated salprae. jurisdic tion?
e by any medie cusing b - T oageney, hianpits e ! O e
e by m_\‘nn.('lh 4 Hieensing board or other ageney. hospital or Yes £ No 8 A ves” attach o detaded explimation
medical society™? -2 R

g £ S ETION : Ailed evnb et .
Yes S NoTTT ives™attach o detailed expluation 4 Have any malpractice setthements, awards or judgment been prde
2. Have von beenovestieaneil charsed or convieted Tor thie possession, against you iy 4"‘)’,!}{'[’{""7.""“’"~’ i
use ol. or illegal saie or dispensing ol conrolled substsees! Yoes 220 No Ll Irves™ attach a detailed explimation

Yes 7 NoXLD WrvesTatneh adetailed explanation

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

3
»ORNN

ern Mevada semoprial 2._Iallzv Hognital

-

4.
Make checks payable to: BOARD OF MEDICAL EXAMINERS 1 certify that .pKhl- abave erntemanic ~on mead
(Foreign checks must indicate “U.S. FUNDS")
Signature/_’l . - — M.D.
. No rubber stampy please .




APPLICATION FOR REGIBTRATION
NEVADA STATE BOARD OF
MEDICAL EXAMINERS

Post Office Box 7258 Reno, Moeviada ROGB1TG hnne [7002) 329-26559

Slinquient after Mareh 2, 14648 NMevada License No.

Date oi lacense ..

T —oO58T

Fite 1\0.

. NCW D

This shided section for BOARD USE ONLY

Rcucwcxl ﬁ o

1 hereby apply for o YORT cortifisste of aunual registeation AND ENCLOSE the foe Tor $100.00

- : 2641 1

SITLVER,
Ll ©

FRANK P M
LAKE e 3LY0

PRACTICE: (Cheek One Only)

O Dhvedet Padient C
i EAdiminisicalion

Lare

3 Resident
{1 Military

NO LAS ViEGAY Y 34930 i i Medical Teaching {1 Retired
i.. .
TYPE GR PRINT LEGIBLY.
): i 1 er N 1“']_nk: [" Saciil Sevus
NAMES . - -
‘ l \xsl [t 'a( Middle

1401

BUSINIEESS QR MALLING ADDRESS

i, Lakesead Blvad.

-
M. ILas

Sete et Adudirss ar 1000

swite Mo,

IRTSEL D LG

":‘(

Vogas, NV 300?0

Sty

NEW ADDRESS: I vour address will change within the nest two months, show tew address below,
{1f lorger than two roonths, BoHly this olice by letter just prior to changing location.}

ADDRIESY WILL CHANGE GM: . 19

pUSINESS OR MALLING ADIDRIES.

Steect Achderag e {40 x

ity

RIRHY

Saelte Mo, REUHVRUH
if you have retired or mioved your praciice, please indicate the location  BOARD CERTIFICATION:
of former patient's records below:
MAME | YES . Nov - . r—
ADDRESS - AN Bd. of

PHONE < { i

Dt of Certificittion or Resertitication

Ob-GYN

Primacy Specially (List anty onel

Sub-Specialties:

SINCE YOUR JAST REGISTRATION:

1o vansheen tnvestigated, chargoed ne conwicted of unprotessional
corchuast, profess umm( o petanics oF gross or repeated malprac-
lice by any medfcal Beensing hoard oc ather ngency, hospitial or
wedical soctety?

Yew 1)

Mo i s albeh o delailed explanation

2 Have vou beeninvestiaaial. charged or convieted for Lhe possession,
use 08, ot e i mnwx'u«t vontiolfed sabsiances?
Vesil o e § e vieaT atbach o detniled explansition

A Have you surrendered your licenise (o practice medicine imanoiher

Jurisdiction? ]
Yes (3 Nolf

+ Have any malpractie

”“}".‘S“

.\,\zflmsl YOLE inany | mrwdi(tim)

es ) No (F

{fyes

sttach a detailed explanation

@ setficaents. awards o elgment Been made

"attach a detailed egplivnalion

STAFF PRIVILEGES: | At all Nevads Hoxpitals I which you have any staff privileges

gout“prn pvad% m9mor17] Hosp. Las

Hoso.

a% Cqmru 1nJJ!Pq Ny
2y ety

B e
th Las Ve
ftor ﬁ‘L ? 1. Las

b RU—

150 (Name and Location) .
unas,zv VAlley do plt?

Loasg “pgas,pv

iale checks pa y.shlc or xﬁ@ﬁu(@ GF MEDI'KZ&L Lx{:%lﬂ?l‘fx‘nﬁb

(Foieisn chiecks must mduato LS M’JI\I)S )

t certify that ;IMﬁ?abm'f: sttemients e heue

Signature _e.

WLED.

No risbber st: 1|m> Jf..-‘f.’av:

Pl 4




APPLICATION FOR REGISTRATION

NEVADA STATE BOARD OF Noy 9 9 1583
MEDICAL EXAMINERS T T N
Post Office Box 7238  Reno, MNevada 39510 Phogne (702) 329-2358 o,

XA

Delinquent aiter March 1; 1984 Nevada License No. ..

Fife No. ‘ )

- Date af L7cen‘-:-e S

‘ "I&.W ’j

‘lcne.weu P8

’l‘lns shaded section for BOARD USE OVLY

{ hereby apply for a 1984 certificate of anmial registration AND ENCLOSE the tee for $75.C0.
1
r 2641
SILVER, FRANK P ML
1401 & LAKE ™MEAL BLVE
NG LAS VEGAS Nv 850 3C
L A
TYPE OR PRINT LEGEBLY:
s Social Security ©
NAME Silver Frank D
fast First Mididle Phgsintess Phone |
702-6 42 4091
BUSINESS ADDRESS .. 1401 2. Lako iiead... North.Las. Vegas, .Nevada 39030 . e
Uity Slade £ q: [ xk
MAILING ADDRESS ... 1401 _E.. Lake wead . North Las Vegas, Nevada 39030 R .
City Rime Sip Curle
MNOTE: Business Address will be used as directory adkdress unless requested otherwise tIN WRITING?
NEW ADDRESS: If your address will change within the next two mwonths, show new address helow.
{1 Tonger thao two months, nolily this office by teiter just prior to chiangiog location.)
ADDRESS WALL CHANGE ON: ... {9
BUSINESS ADDRESS
City Blute “ip Codae
MAILING ADDRESS
city State Zip Codle -
if you have retired or maved your practice, please indicate the location  BOARD CERTIFICATION:
ut former patient’s records below:
NAME ves & No
ADDRESS AM. Bd. of - -
PHONE » ( ) Date of Certification or Receriification
Primary Specialty (Listonfyone) _Obstetrics —  __ sub-Specialtics: __(TYneco logy
PRACTICE: 1Check One: Ontyl
Has any disciplinary action heen {aken Yes No )
against you in any jurisdiction ‘ J Direct PatientCare —_________._{]
since your last registration? i “yes” attnch a detailed explanation
Administration ...
, Medical Teaching oo ]
Has any malpractice action been taken Vs o -
against you in any jurisdiction ] ] Mititary (]
smee your last. registration? I “yes” attach a detailed explanation ’
Retired I}
STATF PRIVILEGES: List all Nevada Hospitals in which you have any staff privileges: (Name and Location)
. _Southern NMNevada memorial s, _Yalley Hospital
s, _North lag Vegas : 4.
Make chocks pagable to: BDRATD DF EDECAL MX_'?I‘QBNERS I certify that aiTshe above gtatenieuts ure taue
fzforeu.n (.h( cies urist indieate “ULS, FUNDS™ !
Signature . <7 - J D,
o mbben stanipd Please v




i B

REGETY ‘ L
APPLICATION FOR REGISTRATION R B e Vi

WEVADA STATE BOARD OF
MMEDICAL BXAMMINERS
Post Office Box 7238 Reno, Nevada 89510 Phone {702) 329-2559

o JUNO5 1987 | e

 NEVABA ST L e
- Mpn'&gy\ &%@gm&&’pﬂb USEDNLY: |

et s

" New (1:

“Renewil 1)

'e!:)?)x(ly for a 1987-89 certificale of biennial registration and enclose the appropriate fee as indicated below:

[WACTIVE STATUS
[HINACTIVE STATUS

$300.00
$150.00

NRS630 explanation of status on reverse side

{1 RETIRED STATUS $ 50.00
e PLoSTLVER wr
i~ iz o vl e "']
b L.
oY AN
Lo .
B TYPE OR PRINTLEGIBLY. .7
o8 K. IR Sovial Seeurity #
NAME Silver, ¥rank
Last First Middle Busiucss Fhone (? 021 611‘2_4091

BUSINESS OR MAILING ADDRESS ...

1401 E.lake Mead Blvd. No. las Vegas,Nevada 89030

Hreel Adelress or B Q. Hox

Sulte No.

City Slale Zip Code

If you have retired or moved your practice, please indicate the location

of former patient’s records below:
Frank P, Silver, M.D,

BOARD OF CERTIFICATION

X _No I”7 - "SYD b

NAME Yes
: i N f K B/G
ppriss, 101 B. lake Mead Blvd. N. L¥,NV 89030 .. ., ..  OB/CYN

FHONE # ( 702 ] 6!'1’2"’14‘091

Date of Certification or Recertification

11/12/67

0B/GYN

Primary Specialty (List only one)

Sub-Speclaities:

{ certify that since July 1, 1985, [ have completed a minimnum of 40 bours of Continuing Medical £ducation, AMA-Category 1 and that I have in my
files docun]z‘ﬁtation of such.l understand that the CME requirement is mandated by NRS 630.253 and NAC 630.153.

Signed: _«

5/28/87

Date

J— e

INo rubber stamps please)

SINCE YOUR LAST REGISTRATION:

i. Have you been investigated, charged or convicted of unprofessional
vonduct, professional Incompetence or gross or repeated malpractice
by any medical licensing board or other agency, hospital or medical
society? Yes ) No#

2. Have you been arrested. fined (over $100), charged with or convicteg//

of a erime, indicted, imprisoned or placed on prohation? Yes(1 No

3Have you been investigated, arrested, charged or convicted for the
possession. use of, or illegal sale or dispensing ol controlled substances?
Yes[J No

-~

{If any question is answered “yes.” attach a detailed explanation.)

4. Have you heen denied a medical license or surrendered your license
Lo practice in another jurisdiction or had your medical Heense revoked,
suspended or limited in another jurisdiction. Yes[) Mo 5(

5. Have you had stalf privileges 11y a hospitat denied, suspended. Bmited,
revoked or noi renewed, or have you resigned fronva medical staffin e
of discipiinary or administrative action’? Yist) No#d

5. Have any malpractice settlemends, awards or judgments heenpfiade
against you in any jurisdiction? Yes M Noil

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

University Hedical Center, IV, NV

L. \
. Valley Hospital, LV,N 5
3 Community Hospital, 1V,WV ]

certify that all the above staterents are true and that Uhave actively practiced in Nevada within the past 12 mouths.

N\

P

Signature ( : -t

Date

\ D0 T swsaps please)



630.255 inactive licensses: Leaving state; ceasing or failing to oractice;
reinstatement.

1. Any licensee who changes the {ocation 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 upen 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 siate;

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

(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 NRS by 1985, 2222)

830.256 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 applicabie fee for
biennial registration.

(Added to NRS by 1985, 2222)

830.257 Re-examination of inactive or retired licensee. If a licensee
does not practice ailopathic 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)



APPLICATION FOR REGISTRATION | b "“”“’ - hwm No 264m1~-m S

NEVADA STATE BOARD GF APR 2 4 1939 FleNelo L ‘.

MEDICAL EXAMINERS S NPWD < Renewal Jf
« Office Box 7238  Reno, Nevada 89510 Phone (702) 325-2559 NEVADA STATE B@AMGF for BOARDUSE ONLY R

1 nereby apply for certiflicate of biennial registiation and enclose Lhe appropriate fee as indiwtcd helow:

WACTIVE STATUS 300,00
S Cyeo NOTE: NO GRACE PERIOD - LICENSES NOT RENEWED BY SULY 1
B} INACTIVE STATUS S150.400 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT.
U1 RETIRED STATUS $ 50.00 o _
NRS630 explanation of status on reverse side
r 4041 " -,
Trank 2. 3ILVER MD : Mah(* chm‘!{s p1yahlu TSI :
%OAB}D 'DF xﬂED}[CAL EA&[%HNERS

(horoxg ¢ hecks, must lmli(atc l- S FU"IDS )

1401 ® Lake Mead Blvd o
- N Las Vagss Ny 83030 N ‘
T e onemmrreniy =
NAME Silver Frank P. Savial Security «
! Last First Middle BusinessPhone ( 002  O42=04091

1401 E., Lake Mead Blvd, C-lA/;as Vegas Nevada 89030

BUSINESS OR MAILING ADDRESS —
. Street Address or R O. Box Sulite No. City State Zip Cade

il you have retired or rnoved your practice, pplease indicate the location BOARD OF CERTIFICATION
of former patient's 1ecords below:

WME Yes No
ADDRESS AM. Bd. of
PHONE # ( ) Date of Certification or Recertification
Primary Specizity (List only one) OB/ GYN Sub-Specialties:

1 certify that within the past 24 months, 1 have completed a minimum of 40 hours of Continuin § Medical Education, AMA-Category 1 and that | have
in my files dgcmnen!'ztion of such. 1 nnderstand that the CME requirement is mandated by NRS 630.253 and N7C £30.153.

JQ/KL

Signed:.___‘a y PRENSEY R Date
: {No rubber stainps)

SINCE YOUR LAST REGISTRATION: (If any question is answered “yes,” attach a detailed explanation.)

1. Have you been investigated, charged or convicted of unprofessional 4., Have you been denied a medical license or sirrevdered your license
conduct, professional incompetence or gross or repeated malpractice to practice in another jucisdiction or had vour medical Hoense n‘w)k(x.
by any medical Heensing board or other agency. hospital or medics suspended or Hited in another forisdiction. Yestl No?
sociely? Yes 1) Noid
5. Have you hiad stafl privileges ina hospital denied. suspended. Himited,
2. Have you been arrested, fined (over $100), charged with or convic ltg( revoked or not renewed, or have you resigned {rom a soe (L( ol stall'in tien
ol a crinte, indicted, imprisoned or placed on probation? Yes No of disc Flinary or administrative action, excluding faiture to comple
‘ LR

3. Have you been investigated, arvested, charged or convicted for the medical records? YesD Nol
possession, use of, orillegal sale or dispensing of controlled substances 6. Have any malpractice settlements, awards or judgments been ma(g

YesO No against you in any jurisdiction? YesO No

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

L 4.
5 Community 5.
5__Valley 5

_ertily that all the above statemen ts are true and that [ have actively practiced in Nevada within the past 12 months.

2 ~
.‘vSignature.._.tTj.u_ Date \[/ / {V/! 8 (/\

e {No rupner starnps)




830.255 Inactive licensees: Leaving state; ceasing or failing to nractice;
reinstatement.

1. Any licensee who changses the location of his practice of medicine
from this state to anocther 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. [f 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 NRS by 1985, 2222)

330.258 Retired licensees: Dulies; reinstatement. If a licensee retires
from the practice of medicine, he shall notify the board in writing of his
intention io 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 NRS by 1985, 2222)

$530.257 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 LAY REQUIRES NOTICE
TO THE BOARD PRICR TO CHANGING
YOUR PRACTICE LOCATION OR
CLOSURE OF OFFICE.
(NRS 630.254)




APPLICATION FOR REGISTRATION
MEVADA STATE BOARD OF
MEDICAL ERAMINERS
st Office Box 7238 Reno, Nevada 89510  Phone (702) 328-2559

I herehy apply for certificaie of biennial registration and enclose the appropriate fee as indicated below: |

M ACTIVE STATUS 5400.00 ¢
NOTE: NO GRACE PERIOD ~ LICENSES NOT RENEWED BY JULY 1

L INACTIVE STATUS 5150.00 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT.
(1 RE'TIRED STATUS $ 50.00 o o
NRS630 explanation of status on reverse side
r 7

Frank . SOLVER, HD

Tadl B oLakes Mead Blvd C1

M Las Vegas MY BYGEG--aHa0
L.

SRLRAERE

. Socia) Sacurlly #
NAME Silver., Frank P. . —
s First Mid) Busiess Minne {
Last vy e wsiness Plinne 702 642 4091
BUSINESS OR MAILING ADDRESS 1401 E.Lake Mead Blvd. N. Las Vegas ,NV 89030
Stretst Address or B O, Box Sntte No. Oy State Fip Conle:

1 you have retired or moved your practice, please Indicate the locationof  BOARD OF CERTIFICATION

former patient’s vecords for the last 5 years below:

WAME Yes * No
ADDRESS AM.Bd.of_The -American--Board -0f—0B--GYN e
PHONE # ( j Date of Certification or Receriiticatinn 1967 - —
Primary Specialty {List only one) CYN. Sub-Specialtics:

1 certify thajesithin the past 24 months, | have completed a minimum of 40 hours of Continumg( Medical Education, AMA-Category 1 and Lhat  have
inmy fllesfor¥ymaentatinn of cach. T understand that the CME vequirement is mandated by NRS 630.253 and NAC £30.153.

. 8o L
i 8 S PN

Sigrnatard_ LA
.V. -

{No rabber siamps)

Date, 4/4/91 —

SINCE YOUR LAST REGISTRATION: (Il any question is answaered "ves” attach a detatled explanation.)

1. Baveyou heen investigated by, orcharged or convicted ofunprofessional
conduet, professional Incompetence or gross or repeated malpractice
by any medical Heensing boarvd or other agency. hospial or medical
saciety? Yes [T No Ei('
2. Have you heen asrested, flned (over $100), charged with or convicted
of a crime, indicted, Imprisoned or placed on probation? Yes(d No#

3. Have you heen investigated, anvested, charged or convicted for the
possession, use of. or illegal sale or dispensing of conlrolled substances?
Yesid No®

4. Have you been denfed a medical ticense or surrendered your license
lo practice inanother jurisdiction or had your medical licenseor right to
practice medicine vevoked, suspended or lirnited o another jurisdiction.
YesO Mo
5. Have you had staff privileges in a hospilal denied, suspended, limited,
revoked or not renewed, or have you resigned from a medical staff In leu
of disciplinary or administvative action. excluding failure to complete,
mnedical records? Yes O No &

6. Have any malpractice seltlements. awards or judgments been made
against you in any jurisdiction? Yes[3 Notf”

~

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

1._Community Hospital N.Las Vegas,NV 89030

9. Valley Hospital Las Vegas,NV 89102

3

University Medical Center Las Vegas,_(ls\JV 89102

A

T certify that all my statements in this application are true.  have Mzave not {1 actively practiced in Nevada within the past 12 months, (Check one)
s~

Signature:

iJale ALASOLe

{No rubber suunps)
HIOTE: Have you signied both “signature” s,



530.255 inaciive iicensees: Laaving state; ceasing or failing o practice;
reinstatement.

1. Any licensee who changes the iocation of his practice of medicine
irom this state to another state or country, has never engaged in the
practice of maedicine 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 he 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 aifidavit 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 NRS by 1985, 2222)

$30.258 Astlired loensees: 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
licansee wno is ratired may not engage in the practice of medicine. If a
ticensea who is retired desires to return to the practice of medicine, he
shali apply 1o the board for registration and pay the applicable fee for
biennial registration.

{Added to NRS by 1985, 2222)

230.287 Re-examination of inaclive or vetired licensee. f a licensee
dloes not practice atlopathic or homeopathic medicine for a period of more
than 12 consecutive months, the hoard may require him totake the same
examination to test medical competency as that given io applicants for a
licanse.

{Added tc NRS by 1985, 2222)

HAEMINDER: NRYADA LAW REQUIRES MOTICE
T0 T+E BOABD PRIOR TO CHANGING
YOUR PRACTICE LOCATION OR
CLOSURE OF GFFICE.
(NRS 830.254)



APPLICATION FOR REGISTRATION
NEVADA STATE BOARD OF
MEDICAL EXAMINERS

Post Office Box 7238 Reno, Nevada 89510 Phone {702} 38Y- 2559 RO,

hereby apply for certificate of blennial registralion and enclose the appropriate fee as fndicated below:

3 ACTIVE STATUS $320.00 - NOTE: NO GRACE PERIOD — LICENSED NOT RENEWED BY JULY 1
Q INACTIVE STATUS $150.00 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT.
Q RETIRED STATUS % 50.00
| Frank P. Silver, #0 gg0484l ]
9831 #cDaniel St §219
H Las Vegas HY 39¢39-0000

w

INSTRUCTIONS - TYPE OR PRINT LEGIBLY

. YOUR CURRENT LICENSE EXPIRES ON JUNE 30, 1893. This is the notice to renew your M.D. license. You

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

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

APPLICATION WITH THE CORRECT RENEWAL FEE PRIOR TO JULY 1, 1393.

. 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.

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

. 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
(marrtiage 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 PROOCF OF 40 HOURS
AMA CATEGORY I CONTINUING MEDICAL EDUCATION {CME).

PLEASE ALLOW 30 DAYS FOR THE PROCESSING OF YOUR LICENSE RENEWAL.
ALL PAGES MUST BE COMPLETED AND RETURNED.



ANEWER THE FOLLOWING QUESTIONS AND RETURN IN

THE ENCLCSED SELF-ADDRESSED ENVELOPE.

1. Are vou currently active in medicine?

4.

a.
b.

{
{

(
(
(

) YIS, in training.

YES, working full-time.

} YES, working part-time.

} NO, retired.

} NO, other (specily

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

—_—D DR NTO WA —

oV

Frimary
Secondary
Tertiary

ADOLESCENT MEDICINE
AEROSPACE MEDICINE
ALLERGY/IMMUNOLOGY
ANESTHFESIOLOGY
ELOODBANKING
BRONCQ-ESOPHAGOLOGY
CARDIOVASE: DISEASES
CATSCAN/ULTRASOUNIY
CHILD NEUROLOGY
CHILD PSYCHIATRY
CLINICAL 'ilARMACOL
CRITICAL CARE
CERMATOLOGY
EMERGENCY MEDICINE
ENDOUCRINOLOGY
FAMILY PRACTICE
GASTROENTEROLOGY -
GENERAL PRACTICE
GERIATRICS
GINECOLOGY
HEMATOLOGY
WPNDSIS
IMMUNOLOGY
INFECTIOUS DISEARLS

Code

A
8
27
26
29
10
e
NP
KN
S
as
36
a7
3B
3]
30

Il
i

32
43
+4
45
16
17
43

~i

SPECIALTY CODE:
THFERTILIT? 19 PAIN MANAGEMENT
INTERNAL MELICINE 50 PATHOLOGY
LARYNGOLOGY 51 PATHOLOGY. ANATOMIC

LECAL MEDICINE
MATERMAL/FETAL MED
WEO/PERINATAL M
NEOPLASRTIC DISEARES
NEPHROLAGY

NEUROLODGY
NELROPATHOLOGY
NEURORADIOLOGY
HULLEAR MEDITINE
HUTRITION
OUSTETRIC/GYNECOLOGY
QUSTETRICS
OCCUPATIONAL MED
QNCOLOGT

ONCOLOIGY, SYNECOLOGIC
ONCOLOGY, HEMATOLOGY
ONCOLOGY. RADIATION
DNCOLOGY. SURGICAL
OPHTHALMOLOGY
{JTOLARYNGOLOGY
OTOLOGY

Percent of Time

SO

52
53
)
53

Board Certified {Indicate Yes/No)

PATHOLOGY, CUINICCAL
PATHOLOGY, FORENSIC
PIID. ALLERGY

PED, CARDIOLOGY

PELD, ENDOCRINOLOGY
PED, HEMAT/ONCOLOGY
PED, INFECTIOUS DIS
PED, INTENSIVIST

PED. NEPHROLOGY

PED, PHYSIATRY

PED. RADIOLOGY

FED. SURGERY

PED, URDLOGY
PEDIATRICS

PRYSICAL MED/REMHAB
FREVENTATIVE MED
ESYCHIATRY
PSYCHOANALYSIS
PSYCHOMATIC MEDICINE
PUBLIC HEALTH

83
34
35
46
37
43
29
30
a1
%2
a3
24

PLEASE INDICATE AMERICANASSOARD QF MEDICAL SPECIALTIES BOARD CERTIFICATION:

Board

Subboard

>

PULMONARY DISEASES
RADIOLOGY

RALIOLOGY, DIAGNOSTIC
RADIOLOGY, NUCLEAR
RADIOLOGY. THERAPEUT
RHEUMATOLCGY
RIINOLOCY

SLEEP DISORBERS
SHURGERY. ABDOMINAL
SURGERY, CARDIOVASC
GURGERY, COLON/RECTAL
SURGERY, GEMERAL
SURGERY. HAND
SURGLERY, HEAD/NECK
SURGERY. MAXILLOFAC
SURGERY, NEUROQLOGICALL
SURGERY. ORTHOPEDIC
SURGERY, PLASTIC
SURCERY, THORACIC
SURGERY, TRAUMATIC
SURCERY, UROLOGIC
SURGERY. VASCULAR
UROLOGY

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

el b_ hours
hours

— _hours

_ hours Research
hours

Form of employment is \Q&L . (Ifse the following codes.)

1001
1602

1003
1004
1905
t006
1007

SELF-EMPLOYEL
Salo Practice

Other (specify

Patient care or services

Teaching medical courses

Administration (schools, agencies, association, etc.)

fartnership or Group Fraclitionars

SALARIED. EMPLOYED 8Y
Individual Practitioner

Partnership or Group of Practitioners
Group Health Plan Faclilly {such as H.M.0.)

Other Non-Government Employer (hospital, school, 2lc.)
Federal Goverument (armed services personnet onlyl

HAlIN]
1309
1610
101)
i012

Federal Covernmeat (civilian 2.H.S., elc.}

State Governnient
County Governiment
Local Government
Other Ispecily




All of the following questions refer to the time period of July 1, 1891, 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?

= Have you Deen denied a license to practice medicine?

. Have you been denied staff membership with any licensed hospital, nursing home or other
hospltal care facility with an organized medical staff?

8. Have you been censured, reprimanded. disciplined, had privileges limited, had privileges
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
trained, have been a staff member, have been a partner. or have held hospital privileges?

9. Have you lost American Board certification because of disciplinary action?

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

11.Have you voluntarily surrendered a license issued Lo vou by any state and/or Canadlan
provincial licensing agency while an investigation or olher disciplinary action was pending?

12.Have you been notified of any cuxrent/pending charges or cornplaints filed against you with .} “\J/
any siate and/or Canadian provincial licensing or disciplinary agency? Ol

13.Have you been diagnosed or treated for any physical illness that would serve to hinder your
ability to practice medicine?

14. Have you been diagnosed or treafed for mental iliness?

15.Have you been chemically dependent?

i6.Have you interrupted your training because of illness or impairment?

17.Have you been unable to practice medicine because of illness or impairment?

18.Have you been denied a controlied substances regisiration certificate by the Drug Enforcement
Administration {(DEA) or State Board of Pharmacy or other lawful authority congerned with
controlled substances or been censured, reprimanded, restricted, voluntarily surrendered,
placed on probhation or had such authority revoked?

19.Have you been indicted, arrested, charged with, convicted, pled gullty 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?

20.Have you been a defendant in a Jegal action involving professional liability {malpractice) or had
a professional lability claim paid in your behalf or paid such a claim yourself?

21.Have you been denied provider participation in any State Medicaid or Federal Medicare Program?

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?

Yes Q)
Yes

Yes Q

Yes Q
Yes O
Yes 0
Yes [}
Yes
Yes (3

Yes i
Yes 1d

Yes 13

Yes O

Yes (4
Yes 13

Yes

No

Z

Z
)

AN NEEN

2 =
o ©

No

2 Z

No

No

No i
No '@

AN

z

\

NO

PLEASE LIST CURRENT HOSPITAL AFFILIATION(S): .
TalE NS D 188y LaRs WERD  AND  WLes Ungo

Nam

=

Name

F‘dﬂo

Name Address

CONTINUING MEDICAL EDUCATION

$30.153 Continuing education: General requirements; exemption; failure to comply.

1. Except as otherwise provided in subsection 2 and NAC 530.157, each holder of a license to praciice medicine shall,
at the time of the biennial registration, submit to the board by the [inal date set by the board for submitting applications
for biennial registration evidence, in such form as the hoard requires. that he has completed 40 fuil hours of continuing
medical education during the preceding 2 vears in one or more educational programs. Each educational program must:

fa) Offer, upon suceesstul completion of the program, a certificate of Category 1 credlt as recognized by the American

‘edical Association to the holder of the license:
b} Be approved by the board; and

{c} Be sponsored Inwhole ot 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 Comrittee on Continuing Medical Education.



2. Any holder of a license who has compleied a {ull year of residency or fellowship any time during the period for biennial
registration innnediately preceding the subrission of the apphmtxon for biennial registraiion is exempt from the
requirements setf forth in subsection 1.

3. If the holder of a license [ails to submit evidence of his cempletion of continuing medical education within the tme
and in the manner preseribed by subsection 1. his license will not he renewed. Such a person may not resume the practics
of medicine unless, within 2 years afier the end of the biennial period of registration, he:

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

{b) Subrmits to the board. in such form as it requires, evidence that he has completed 40 hall hours of continuing medical
education in addition to that otherwise requiired by subsection 1 or NAC 630.157; and

{c) Is found by the board to be othenvise qualified for active status pursuant to the provisions of this chapter and chapter
830 of NRS.

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

PLEASEZ'CHECK ONE OF THE FOLLOWING:

. Thaveearned a minimum of 40 hours approved AMA Category I continuing medical education (C ME) for the perlod
July 1. 1991, through June 30, 1993.

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

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

(

Signature <_ o
v (SIGNATORBSTAMP UNACCEPTABLE)

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

— r——e e

Date of Birth: ‘8 L3 3¢ Social Security Nurﬂ)er

month/day/year DEA Number; _

Medical School: WWM \\ [N = u_n\- @LAK QO\,

City State
imiernship \Qm% O %%SmM (S’_L&\ o
m\M @L’\a\ ?\,-

Residency:
City State
City State
City State
Fellowship: A .!Q-b : -
4 City State

! hereby certify that I am the person named in this applicalion for renewal of license to practice medicine in the state of
Nevada; that all gkttements [ have inade herein are true; thal I am the original and lawful possessor of and person named
in the variousdocuments and credentials furnished Lo the Board in connection with this renewal application.

{ HAVE HAVE NOT O ACTIVELY PRACTICED IN NE‘/}QQ WITHIN THE PAST 12 MONTHS. (CHECK ORK)

........ ¢Yr~Yodu

Pusiness Telephone #

b9z

v‘ugu.uure (SIGNATURE STAMP UNACC ‘*“I’TABL:L)

-

ALL PAGES MUST BE RETURNED OR YOUR LICENSE WILL NOT BE RENEWED.




APPLICATION FOR REGISTRATION RENEWAL |~ -
HNEVADA STATE BOARD GOF R
MEDICAL EXAMINERS
Post Office Box 7238 Reno, Nevada 39510 Phone (702) 688-2559

:reby apply for renewal of hiennial registration and enclose the appropriate fees as indicated below:

ACTIVE STATUS 5490 PLEASE NOTE: NEVADA HAS NO GRACE PERIOD.

........ - ” . LICENSES NOT RENEWED BY JULY
'E STA 3150 (se ached NRS 258 .25 .
INACTIVE STATUS $150 {sce attached NRS 630.255 & 630.257) I 1. 1995 ARE AUTOMATICALLY SUS-

________ RETIRED STATUS § 50 {see attached NRS 630.256 & $30.257) macni ot pIRNDED FOR NON-PAYMENT.
P.A. SUPERVISING PHYSICIAN $200

INSTRUCTIONS - TYPE OR PRINT LEGIBLY

1. YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 18985. THIS IS THE NOTICE TO RENEW YOUR M.D.
LICENSE.

2. To be cligible to act as a supervising physician for a physician assistant, complete the enclosed Applica-

tion for Approval as Supervising Physician form.

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 retuin 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).

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.

w

o

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 ) b
City County State __________ Zip Code

TOUR LICENSE REGISTRATION WILL NOT BE RENEWED WITHOUT SUBMISSION OF
THE CORRECT FEE(S), PROPERLY COMPLETED FORM(S) AND PROCF OF 40 HQURS OF CME.

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

PLEASE ALLOW 80 DAYS FOR THE PROCESSING OF YOUR REGISTRATION RENEWAL
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34

Are you currently active in medicine?
a. YES, in &raining.

. { v ) YES, working full-time.

) YES, working part-dme.

ER |
d. { ) NO, retired.
e {

) NO, other (specify

PLEABE PROVIDE ALL INFORMATICN AS REQUESTED.

Please indicate your primary, secondary and tertiary specialdes and percent of time spent in each, using the following

codes.

ADOLESCENT MEDICINE
AEROSPACE MEDICINE
ALLERGY / IMMUNOLGGY
ANBSTHAESIOLOGY
BLCGODBANKING
BRONCO-ESOPHAGOLOGY
CANDIOVASC DISTASES
CATSCAN / ULTRASOUND
CHILD NEUROLOGY
CHIOLD PSYCHIATRY
CLINICAL PHARMACOL
CRITICAL CARE
DERMATOLQGY
EMERGENCY MEDICINE
ENDOCRINOLOGY
FAMILY PRACTICE
GASTRGENTEROLOGY
GENERAL PRACTICE
UERIATRICS
GYNECOLOGY
HEMATOLOGY
HYPNCSIS
WOMUNOLOGY
INFECTIOUS DISEASES
INFRRTILITY

SNTERNAL MEDICINE
LARYNGOLOGY

LEGAL MEDICINE
MATERNAL / ¥ETAL MED
HEQ /i PERINATAL MED
NROPLASTIC DISEASES
HEPHROLOGY
NEUROLOGY
NEUROPATHOLOGY

Primary
Secondary

Ter

tHary

SPECIALTY CODE:
33 NEURORADIOLOGY 84 FED, UROLOGY
36 NUCLEAR MEDICINE 45 PEDIATRICS
37 NUTRITION 88 PHYSICAL MED / REHAB
38 OBSTETRIC /GYNECOLOGY 96 PHYSICIAN ASSISTANT
39 OBSTETRICS 87 PREVENTIVE MED
40 OCCUPATIONAL MED 28 PSYCHIATRY
41 ONCOLOGY 59 PSYCHOANALYSIS
45  ONCOLOGY, GYNRECOLOGIC 70 PSYCHOMATIC MEDICINE
42 ONCOLOGY, HEMATOLOGY 71 PUBLIC HRALTH
43 ONCOLOGY, RADIATION 72 PULMONARY DISEASES
44 ONCOLOGY, SURGICAL 73 RADIOLCGY
6  OPHTHALMOLOGY 74 RADIOLOGY, DIAGNOSTIC
47 CTOLARYNGOLOGY 75 RADIOLOGY, NUCLEAR
48 OTOLOGY 76 RADIOLOGY, THERAFEUT
49 PAIY MANAGEMENT 77 RHEUMATOLOGY
20 PATHOLOGY 78 RHINOLCGY
51 PATHOLOGY. ANATOMIC 79 SLEEP DISORDERS
32 PATHOLOGY, CLINICAL . i) BPORTS MEDICINE
53 PATHOLOGY, FORENSIC 30 SURGERY, ABDOMINAL
34 PED, ALLERGY 51 SURGERY, CARDIOVASC
55 FED, CARDICLOGY 91 SURGERY, COLON/RECTAL
99 DED, CRITICAL CARE 82 SURGERY, GENERAL
97 PED, EMERGENCY MED 83 SURGERY, HAND
58 PYD, TNDOCRINOLOGY 84 SURGERY, HEADMNECK
57 PED, HEMAT/ ONCOLOGY 92 SURGERY, MAXILLOFAC
38 PED, INFECTIOUS DiS 93 SURGERY, NEUROQLOGICAL
59 PED, INTENSIVIST 86 SURGERY, CRTHOPEDIC
60 PID, NEPHROLOGY 36 SURGERY, PLASTIC
98 PED, NEUROLOGY 87 SURGERY, THORACIC
161 PED, OPHTHALMOLOGY 88 SURGERY, TRAUMATIC
51 PED, PHYSIATRY 89 SBURGERY, UROLOGIC
85 PED, PULMONARY 60 SURGERY, VASCULAR
52 PED, RADIOLOGY 94 TUROLOGY
53 PED, SURGERY
Code Bercent of Time Board Certified (Indicate Yes/No)
20 oo L MEe i

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION:

Date of Initla) Certification  Date of Last Recertification

/67

Board 0 5{/ )é/‘f’/’/

Subdboard

Mosvr,) (MoJYr)

{Mos¥r.) {MoJ¥Yr.})

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

D nours Patlent care or services
hours
___hours Teaching medical courses

Jo~/5  hours

____houra Research

Administration {schools, agencies, associations, efc.)

Other (specify Surd .?Z,c,/;/

4, Porm of employment is f20f . {Jse the {ollowing codes.)
SELF-EMPLOYED
1001 Sclo Practice 1606  Other Non-GCovernment Employer (hospital, achool, etc:
1602 Partaership or Group Praciitioners 1007 Pzderal Government {armed services personnel only)
1008 Federal Goverament {civillan, BH.8,, ¢tc.)
SALARIED, EMPLOYED BY 1008 State Government
1003  Individusl Practitioner 1010 <County Goverament
1004 Perinership or Group of Pracitioners 1011 Local Covernment
1005 Lther {spectly }

Group Health Plan Facllity (such as H.YM.0) 1012




All of the following gquestions refer 1o the tlme period of July 1, 1593 through the present date oniy.
FOR ALL YES RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND
RETURN WITH THIS REGISTRATICN APPLICATION.

Por the purpose of the following quesiions, these phrases or words have these meanings:

“Ability to practice medicine” s to be construed to include al) of the following:
1. The cognitive capacity to make appropriate clinical dlagnoses and exercise reasoned medical judgments and io learn and keep abreast of medtcal
developments; and
2. The ability to communicate those judgments and medical laformation to patients and other health care providers, with or withcut the uae of alds or
devices, such as voice ampliflers; and
3. The physician capadility to pesform medical tasks such as physician examination and surgical procedures, with or without the use of aidg or dewices,
such as corrective ienses or hearing alds.

“Medical condition” iacludes physlc;icgical. mental or psychological conditions or disorder. such as, but not Hmited to, orthopedic, 7isaal, speech. and
hearing impalrments, cerebral palsy, «pilepsy, muscular dystrophy, muiltlple sclerosis, cancer, heart disease, dlabeles, mental reiardation, emotionral or
mental flineas, specific learning disabililes, HIV disease, tuzerculosis, drug addiction, and alcoholism.

“Chemieal sabustances” 1s to he construed to include alcotial, drugs or medications, including those taken pursuant o a vaitd prescripton for legitimate
medical purposes and ia accordance with the prescriber's direction, ag well as those used itlegatly.

“Currently™ does not mean on the day of, or cven in the weeka or months preceding the completlon of this appllcation. Rather, it means recenily cavugh so
tirat the use of drugs may have an ongoing impact cn one’s functioning as a licensee, or within the past two years.

“Ilegal vse of controlled dangerous substances” means the use of controlled dangerous substances oblained Hisgally (e.g. hecoln or cocalae) as well as the
use of controiled dangerous substances which are not obtalued pursuant to a valid prescription or aot taken in accordance with the directions of 2 Besased
Gicalth care practitioner.

1. Have you failed to repay, in accordance with the terms of the loan, any disect Joan or loan which is insured or guaranteed by the Federal

Government or a state or local government which you recelved to finance all or any part of your medical education? J¥es Mo
2. Do you have a medical condition which In any way Jmpales or limits your ability to practice medicine with reasonable skill and safety? 2 Yes ko
3. Does your use of chemicsl subyiance(s) in any way impair or limit your ability to practce medicine with reasonable sikill and safety? 1Yeas /N0
4. Ace the limitations or impairments caused by your medical condition reduced or ameliorated because of the ileld of practice, the

setting, or the manaer in which you have chosen to practice? i}Yes fio
5. Have you been dlagnosed as having, or have you been treated for pedophilia, exiiiblitonism, or voyeurism? O Yes Wl
8. Are you currently engaged in the fllegal use of controlled dangerous substances? U Yes 4rfo
7. Have you been a defendant In a legal action involving professional Habillty (malpractice) or had a professionat Habillty clafma patd in

your behalf or pald such a claim yourself? YYes CivNo
8. Have you been investigated for, charged with or convicted of, or pled nolo contendere to a violation of any federal, state or tocal .

1aw relating to the manufacture, distribution, prescribing, or dispensing of coutroited subgtances? 3 Yes W No
9. iave you been arrested, Investigated for. charged with or coavicted of, or pled nolo conicndere to any offense, misdemeanor or

felony In any state, the United States, or a foreign country? ’ UYes o

Have you previcusly appiled for medical licensure in Nevada (inciuding a residency program)? UYss O No

‘11, Have you failed to Initiate the gerformance of public service within one year afier the date the public service is required to begin to
satisfy a requirement of your recelving a 1oan or schotasship from the federal government or a state or docal government for your

medical education? D Yes FFo
12. Have you been denied a license, permissfon to practice medicine or any other bealing arty, or permission to take an

¢xamination to practice medicine of any other heallng arts in auny state, country or U.S. territory? Oves Qo
13. Have you had a medical licenge revoked, suspended, limited, or restiicted In any state, countsy or U.S. territory? ‘IYes EINo
14. Have you voluntarily surrendered a lcense to practice in the healfing arts In any state, country or U.S, tesritory? UYes ANo
15. Have you been denied membership or expelled irom a medical soclely or other proiessional medical organizaion? OYes &@No

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 Heu of disciplinary or administrative action. (Please Note: Do not include suspensions or
restrictions for fallure to complete hospital medical records, attend hicspital department or staff meetings. or maintaln requlred malpractice insurance.)

Mailing Type of Dates of Actfon
Hospital Address Action Trom (Mn.Vr) To (Mo/Ye)

17. Have you been investigated for, charged with, or convicted of any violation of a slatute, rule or regulation gaverning the practice of
medicine by any medical Hcensing board, hospital, medicat soclety, goveramental entity or other agency? 0 fes _M{
18. iave you surrendcered your state or federal controllied substance registration or had It revoked or resiricted n any way? {3 Yes Mo

CONTINUING MEDICAL ZDUCATION

530,153 Coatinning eduecation: General requirements; exemyption; fatlure to comply.

1. Except as otherwise provided in subsection 2 and NAC 530.157, cach holder of a license to practice medicine shall, at the Hme of the blennial reglstra-
tlon, subinit to the board by the final date set by the board for oubmitting applicatioas for biennial registration ¢videace, ia guch form as the hoard raquises,

" ~the has completed 40 full hours of continuing medical education during the preceding 2 years in one or more educational grograms. Bach educational
{ram must

{a} Offer, apon successful completion of the pregram, z certificate of Category 1 credit ag recegnized by the American Medical Agscciation to the hoidere of
the license: ‘

{b} Be agproved by the toard: and

{c} Be sponsored in whole or In part by an organization aceredited or deemed to he an 2quivalent organtzaiion o offer aach programs by the Arsesican
dedicat Aagoctation or the Lislson Commitice on Conidnuing Medical 2ducation, .

2. Any holder of a license who has completed ) fall year of residency or iclicwahlp any dme dusing the period for Giennial regisiration mmedtately



preceding the submission of the application for bienndal registrotion is exempt from the requiranents set forth in subsection 1. -

3. If the holder of a Heense fails to submniit evidence of his completion of continuing medleal education within the time and in the manaer presciibed by
subsection 1, his license will not be renewed. Such a person may not resume the practice of mediclue uuless, within 2 years after the end of the bieanfal
ireriod of registration, he:

{a) Pays a fee to the hoard which is twice the fee for biennial registration otheirwise pxcsrnhnd by subseciion 1 of NRS §30,290:

(h) Submnits to the board, in such form as it requires, evidence that he has completed 40 full hours of continuing medical education in addilion to that
otherwise required by subsection L or NAC 630.157; and '

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

(Added to NAC by Bd. of Medlcal Exam’ss, 7-31-85, eff. 8-1-835; A 8-23-86; 11-21-88; 9-12-91)

\\
BLEASE CHECK ONE OF THE FOLLOWING:

T

N '{\‘/“ 1. I have carmed a minimum of 40 hours approved AMA Category [ continuing medical education {CME) for the hiennial period July 1, 1993 through

K June 30, 1995.

. I was initially licensed in Nevada during the second six months of the hiennial period July 1, 1993, thuough June 30, 1995 and have carned a
miniiaum of 30 hours approved AMA Category I continuing medical education {CME).

. Twas initially licensed in Nevada daring the thivd six months of the biennial period July 1, 1993, through June 30, 1995 and have earned a minimum
of 20 hours approved AMA Category | continuing medical education (CME).

. 1 was initially ticensed in Mevada durlng the fourth six moaths of the biennial period July 1, 1993, through June 30, 1995 and have carned a
minimuin of {0 hours approved AMA Category I continuing raedical education (CME).

. T am exempt from subnitting proof of continuing medical education (CME)} because { have completed a full vear of residency or fellowship training
during the bienuiul period July 1. 1993 through June 30, 1995.

™~

«

-

&

nigmabuee £ ’- LN SFT
(SIGNATURE STAMP UNACCEPTAELE])

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 {o practice medicine in the State of Nevada: that all
statemenis I have made herein are true; that Tam the original and lawful possessor of and person named in the various docunients and credentials furnished
to the Bourd in connection with this renewal application.

§ HAVE \/HAVE NOT ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTUIS. (CHECK ONE)
1f you have not practiced miedicine in the State of Nevada during the period July 1., 1994, through June 30, 1995, please contact the Board office for further
instiuction.

LY -4oq/ o575 X e

Susiness Telephone # Date ~ Signature (SIGNATIRE STAMP UNACCEPTABLE)

6$30.288 Blennial registration: Fee; failure to pay fee; revocation and restoration of license; netice to licensee.

1. Each holder of a license to practice medicine must pay to the secretary-treasurer of the board on ur before July 1 of ¢ach alternate year the applicable
tee 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 (o practice medicine in this state is autowatically
suspended. The holder may, within 2 years after the date his license is suspended, upon payment of twice the amnount of the current fee for biennial
registration to the secretary-treasurer, and after he is found to be in good standing and qualified under the provisions of this chapter, be reinstated to
jractice,

3. The board shall notify a licensee:

{a) At least once that his fee for bienaial registration is due; and

(1) That his Jicense 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 ngency.

{Added to NRS by 1985, 2223; A 1987, 196)

630.255 Inactive licensces: 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
nicdicine in this state after licensure or has ceased to engdage 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 activa status;

(d) Pay the applicable fee for biennial registration; and

{¢) Satisfy the board of his competence to practice inedicine.

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 refusc to place Lhe registrant on active status,

{Added to NRS by 1985, 2222: A 1987, 195; 1993, 2299)

G30.256 Retired licensees: Duties; requirements for reinstatement. )

1. §f a licensee retires from the practice of medicine, he shall rotify the board in writing of his intentinn to vetice, and the board shall record the fact of
retirement. Alicensee who is retired may not engage in the practice of medicine. Aay licensee who is retired and desires to return to the practice of medicine,
amst, before resuming the practice of medicine in ihis state:

{a) Notify the board of his intent to resume the praciice of niedicine In this state;

{h) File an affidavit with the board describing hig 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) Satlsfy the hoard of his competence to practice medicine,

2. I the board detenmines that the conduct or competence of the registrant during the period of retiresent would have warraated denial of an application
for a license to practice medicine in this stote, the board may refuse to placs the registrant on active status,

{Added to NRS by 1985, 2222; A 1987, 195}

£30.267 Re-examination of Inactive or retired lieensee, if a licensee does uot practice allopathic medicine for a period of more than 12 cousecutive
months, the board may reqgaice im to take the same examinaiion to test medical competency as that given to applicaats for a license,

A3 B e AL Vel 10 BN A YOO 9000



. * Date received by Board

APPLICATION FOR RENEWAL REGISTRATION {/g/ a License Mo,
NEVADA STATE BOARD OF T e Ui e e dn0n i
MEDICAL EXAMINERS Poy N § 5 19 File No.__ o
Post Office Box 7238 Reno, Nevada 89510 Phone (702) 638-2559 (Board Use Only)
+ hereby apply for renewal of biennial registration and enclose the appropriate fees as indicated below:

\/___ACTIVE STATUS $600.000 PLEASE NOTE: NEVADA HAS NO GRACE PERIOD.
INACTIVE STATUS $150.00 LICENSES NOT RENEWED BY
RETIRED STATUS $ 50.00 JULY 1, 1997 ARE AUTOMATICALLY
P.A. SUPERVISING PHYSICIAN $200.00 SUSPENDED FOR NON-PAYMENT

Frank P. Silver, MD

10 Make checks payable to:
2031 McDaniel St #2 DA STATE BOARD OF MEDICAL EXAMINERS
N Las Vegas, NV 89030 (Foreign checks must indicate “U.S. FUNDS")

iNSTRUCTIONS - TYPE OR PRINT LEGIBLY

1. YCUR 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
nd Application for Approval as Supervising Physician form (if applicable) with your proof of 40 hours AMA Category | CME

and the correct fee(s) PRIOR TO JULY 1, 1897. 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 certtified copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be

included.

. D <L :
Name FI"CZ/1/4\ [. -.)1/!/6’1/"/ N

Steet A2 C 3y MC DG e sk Age

ciyA/ A~ s i/cfsrcz.s County C. [z K state_ AL V. Zip__ BT 3¢

8. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, PLLEASE 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 PROGF OF 40 HOURS OF AMA CATEGORY |, CME’'S
ALL PAGES OF THE FORM(S) MUST BE COMPLETED AND RETURNED
ALL FEES ARE MON-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?

al 1 YES,in training. b.[ %7 YES, working full-time
c.[ § YES, working part-time d.{ ] NO,retired.
e.{ 1 NO, other (specify )

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

SPECIALTY CODE:

1 ADOLESCENT METHCIME 3 HEURORADIOLOGY ed  PED. UROLOGY

2 AEROSPACE MEDICINE 8 HUCLEAR MEDICINE G5 PEDIATRICS

3 . AULERGYAMMUNOLOGY 37 NUTRITION 68 PHYSICAL MED/REHAS

4 ANESTHESIOLOGY 38 OBSTETRIC/GYNECOLOGY 68  PHYSICIAN ASSISTANT

5 BLOCOBANKING 3¢ OBSTETRICS a7 FREVENTIVE MED

£ BRONCO-ESOPHAGOLOGY 40 OCCUPATIONAL MEO 68 PSYCHIATRY

1 CARCIOVASC DISCASES 41 ONCOLOGY 83 PSYCHOAHALYSIS

8 CATECANULTRASOUND 45 OMCOLOGY, GYNECOLOGIC 70 P3YCHOMATIC MEDICINE
9 CHIL{? NEUROLCGY 42 ONCOLOGY, HEMATOLOGY 71 PUBLIC HEALTH

10 CHILD PSYCHIATRY - 43 ONCOLOGY, RADIATION 72 PULMOMARY OiSEASES

i1 CUNITAL PHARMACOL 34 ONCOLOGY, SURGICAL 73 RADIOCLOGY

12 CRITICAL CARE <8 CPHTHALMOLOGY 74 PACIOLOGY, DIAGHIOSTIC
15 DERMATOLOGY 47 OTOLARYNGOLOGY 75 RADIOLOGY, NUCLEAR

14 EMEAGENC' MEDICINE 40 OTOLOGY 70 RADIOLOGY, THERAPEUT
3% ENDOCRINOLOGY 49 PAIN MANAGEMENT 77 RHEUMATOLCGY

iG FAMILY PRACTICE 50 PATHOLCGY 78 RHINOLOGY

17 GASTROENTEROLOGY 51 PATHOLOGY, ANATOMIC 79 SLEEP DISCRCERS

ta  CENERAL PRACTICE 52 PATHOLOGY, CUNICAL 100 SPORTS MEDICINE

19 GERIATRICS 33 FATHOLOGY, FORENSIC 80 SURGERY, ABDOMIMAL
24 GYNECOLOGY 54 PED. ALLERGY 81 SURGERY, CARDIOVASC
01 HEMATOLOGY 55 PED. CARDIOLOGY 31 SURGERY, COLON/RECGTAL
S22 HYPNOSIS 69  PED. CRITICAL CARE 02 SURGERY, GENERAL

23 MUNOLOGY 97 PED. EMERGENCY MED 83 SURGERY, HAND

e NH CTNNIS DISEASE 53 PED. ENDOCRINOLOGY 84 SURGERY, HEADMECK

oL tenLny 57 PED. HEMAT/ONCOLOGY 92 SURGERY, MAXILLOFAC

U SHERNAL MERICING 58 PED. INFECTIOUS DIS 493 SURGERY, NEURGLOGICAL
S LARYRGOLUEGY 59 PED. INTENSVIST 85  SURGERY, ORTHOPEDIC
S THDAL MEBICINE €0 PED. NEPHROLOGY 98 SURGERY, PLASYIC

7t MALERNALIFE TAL MED 98 PED, NEUROLOGY 87 SURGERY, THORALIC

W NEOMERINATAL NEO 191 PED. OPHIHALMOLOGY 48 BURGERY, TRAUMATIC

21 HEOPLASTIC DISEASES 61 PED., PHYSIATRY 89 SURGERY, UROLQOGIC

22 HEFHROLOGY 95 PED. PULMONARY . 90 SURGERY, VASCULAR

¥4 NEUROLOGY 62 PED, RADICLOGY 94 UROLOGY

34 NEUROPATHOLOGY PED. SURGERY

Percent Board Ceified {Indicate Yes/No)

Prirary . i,
Secondary R

Tertiary

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTI S BOARD CERTIFICATION:

. % [ Date of I}ltial Cortification Date of Last Certification
Board_] ‘Lvuq‘ P e Y} Y/ .

<)

7 (Mofyr.) {Mo./Yr.)
Subhoard
{Mo./Yr.) {Mo./Yr.)
3. Form of employment is \.00 \ {Use the following codes)
SELF-EMPLOYED SALARIED, EMPLOYED BY (continued)
1001 Solo Practice 1006 Other Non-Government Employer (hospital, school, etc.)
1002  Partnership ar Group Practitioners 1007 Federal Government (armed services personnel only)
SALARIED, EMPLOYED BY; 1008 Federal Government (civilian, P.H.S,, etc.)
1003 Individual Practitioner 1009 State Govemment
1004 Partnership or Group of Practitioners 1010 County Govemment
1005  Group Health Plan Fagility (such as H.M.O.) 1011 Local Government

1012 Other (specify)

All of the foilowing questions refer to the time period July 1, 1995, through the presant date only.
FOR ALL YES RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND
RETURN WITH THIS REGISTRATION APPLICATION

F-or the purposes of the following questions, these phrases or words have these meanings:
“Ability to practice medicine” is to be construed to include ali of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to leam 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 physioclogical, mental or psychological conditions or disorders, such as, but not limited to, orthopedic, vision,
wpeech, and hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or mental
lness, HIV disease, tuberculosis, drug addiction, and alcoholism.

“Chemical substances™ is to be construed to include aicohol, drugs or medications, including those taken pursuant o a valid prescriptior
for fogitimate 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 enoudgh so that the use of drugs may have an ongoing impact on one's functioning as a licensee.



ALL QUESTIONS ANSWERED ‘YES' MUST BE EXPLAINED ©M A SEPARATE ATTACHED SHEET OF PAPER

1. Do you have a medical condition which in any way impairs or fimits your ability to practice medicine wilh reasonable skill and safety? ___ Yes _ /No

2. ifyou have a medical condition which in any way impairs or lanits your ability to practice medicine is that impairment or limitation reduced or ametiorated
~ hecause of the fleld of practice, the setting, or the manner in which you have chosen 1o practice? ‘fes No 7 N/A

_. Ifyou use chemical substances, does your use of chemical substance(s) in any way impair or limit your ability to prastice medicine with reasonablesskill
and safety? Yes No __ & N/IA

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 requirepnent
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 habﬂnly clalm pald in your behalf or paid
such a claim yourself? S S Yes No

8. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to, any bffense or violétion of any federal, state or
local law, including any foreign country, which is a misdemeanor, gross imisdemeanor, or fetony, 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 v~ No
7. Have you ever .been depied a licenss, permission to practice medicine or any other healing arts, or permission to take an examination to practice nym
or any other healing arts in any state, country or U.S. territory? . Yes Mo
8. Have you ever had a medical license 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 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 ar other professional medical organization? Yes l/ No
11. Have you ever been investigated for, charged with, or convicted of any violation of a stalute, rule or regulation governing the practice of mew
any medical licensing board, hospital, medical society, governmental entity or other agency? Yes Mo
12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any way? Yes l/ No

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renswed by the hospital. Listany and al} resignations

from any medical staff in fieu 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. | have eamed a minimurm of 40 hours approved AMA Category | continuing rnedical education (CME) for the biennial period July 1, 1995, through

June 30, 1997.

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

3. | was initially licensed in Nevada during the third six months of the biennial period July 1, 1995, through June 30, 1937 and have eamned a
minimum of 20 hours approved AMA Category | continuing medical education (CME).

4. | was initially licensed in Nevada during the fourth six months of the hiennial period July 1, 1985, through June 3, 1997 and have eamed a
minimum of 10 hours approved AMA Category | confinuing medical education (CME).

5. | am exempt from submitting proof of continuing medical education (CME) because | have completed a full year of residency or feltowship training
du/rin%the biennial period Julv 1. 1995, through June 30, 1997.

Signature” ~ _ -
———y

e siynaiure stamp unacceptable
IMPORTANT: ATTACH COPIES OF PROOF OF DECLARED CME CREDITS. PROOF OF CME CREDITS WILL NOT BE RETURNED.
1HAVE o/ HAVE NOT ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTHS. (CHECK ONE)

| HEREBY CERTIFY THAT | AM THE PERSON NAMED iN THIS APPLICATION FOR REGISTRATION RENEWAL OF
LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS | HAVE MADE HEREIN
RE TRUE. oD

. |
77 4 ;. Fon
MALda s L3P G (e
Business Telephone # i Date Signature (SIGNATURE STAMP UNACCEPTABLE)




PHYSICIAN Date Received by Board %
QPPLICA TION FOR RENEWAL REGISTRATION License No kf{

NEVADA STATE BOARD OF MAY-1 & ..
MEDICAL EXAMINERS 14199 MAY 2 0 199%erNo_ -
Post Office Box 7238 Reno, Nevada 89510 Phone (775) 688-2559 (Board tise Only)
her‘b/yapply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below:
__V ACTIVE STATUS -, $600.00
— INACTIVE STATUS $200.00
RETIRED STATUS $ 50.00
SUPERVISING/COLLABORATING PHYSICIAN $200.00
Frank 2. Silver, MD
Z@31 MoDaniel St #31m NEVADA STA E“”;“gz;"nks Pay;b‘e o
q 1. ) ; ) T OF MEDICAL EXAMINERS
M Las Vegss NV a303a (Foreign checks must indicate “U.S. FUNDS")
TED4R4 1 '
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 PROCF 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 APPLICATIGN.

PLEASE TYPE OR PRINT LEGIBLY

1. YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1999. THIS IS THE MOTICE 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. ACTIV/E STATUS REGISTRATION REMNEWAL REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS OF AWA
CATEGORY 1 CONTINUING MEDICAL EDUCATION which includes 2 hours of medical ethics and 20 howrs in your scope
of practice or specialty completed during the period July 1, 1997 through June 30, 1999. Submit your proof of CME with your
completed Application for Registration Renewal form..

4. In order to provide suificient ime for processing, please complete and return your Application for Regisiration Renewal form
and Application for Approval as Supervising/Collaborating Physician form (if applicable) with your proof of 40 hours AMA
Category | CME and the coirect fee(s) BY JUNE 30, 1989. Use the enclosed seif-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, stc.) must be
mcluded

Name FQ/?/U // /O: Q iV AR - //17,0
steet_ o3 %/ V /?Lw—/:/%i(! . RTE ?3 o ' '
oy LIPS Vieh B 5 comy CABRIC  see  NEVALS 70 K9/ 75

3. fF YOU HAVE RETIRED OR ’\ROVFD YOUR PRACTICE, INDICATE THE LOCATION OF PATIENT RECORDS BELOW:

Name F/{.jf?//} /”( f'/ '7/1-’3 l’/"’/’ﬂ //Z 27
Street j // A // A~ fPAC 57 /f«t ;5 /
City AAS //ﬁé,; /4 < County /C £ /) /1 state .«"Zyé«/ Zip [\f/(/// """"




7. Are you currently aclive in medicine?

1 YES,in training.
1 YES, working part-time

a. |
c. |
-a.] ] NO, other (specify

o.[
d.[ 1 NO, retired.

YES, working full-time

)

8. Please indicate your primary, secondary and tertiary specialties and percent of praciice fime '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 83 PEDIATRIC, SURGERY
2 AEROSPACE MEDICINE 33 NEUROLOGY 64 PEDIATRIC, UROLOGY
3 ALLERGYAMMUNOLOGY 34 NEUROPATHOLOGY 65 PEDIATRICS
104 ALTERNATIVE MEDICINE 35 NEURORADIOLOGY 66 PHYSICAL MEDICINE/REHABILITATION
4 ANESTHESIOLOGY 36 NUGLEAR MEDICINE 67 PREVENTIVE MEDICINE
5 BLOCDBANKING 37 NUTRITION 68 PSYCHIATRY
8§ BRONCO-ESOPHAGOLOGY 38 OBSTETRICS/GYNECOLOGY 89 PSYCHOANALYSIS
7  CARDIOVASCULAR DISEASES 33 OBSTETRICS 70 PSYCHOMATIC MEDICINE
4  CATSCAMMULTRASOUND 40 OCCUPATIOMAL MEDICINE 71 PUBLIC HEALTH
3 CHILD NEUROLOGY 41 GNCOLOGY 72 PULMONARY DISEASES
10 CHILD PSYCGHIATRY 45 ONCOLOGY, GYNECOLOGICAL 73 RADIOLOGY
i1 GLINICAL PHARMACOLOGY 42 ONCOLOGY, HEMATOLOGY 74 RADIOLOGY, DIAGNOSTIC
12 CRITICAL CARE 43 GNCOLOGY, RADIATION 75 RADIOLOGY, NUCLEAR
13 DERMATOLOGY 44 ONCOLOGY, SURGICAL 76 RADIOLOGY, THERAPEUTIC
14 EMERGENCY MEDICINE 46 OPHTHALMOLOGY 77 RHEUMATOLOGY
15 ENDOCRINOLOGY 47 OTOLARYNGOLOGY 78 RHINOLOGY
16 FAMILY PRACTICE 48 OTOLOGY 79 SLEEP DISORDERS
17 GASTROENTEROLOGY 49  PAIN MAMAGEMENT 100 SPORTS MEDICINE
18 GENERAL PRACTICE 50 PATHOLOGY 30 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 32 SURGERY, GENERAL
22 HYPHNOSIS 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
%5 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 LEGALMEDICINE 59 PEDIATRIC, INTENSIVIST 37 SURGERY, THORACIC
29 MATERNALFETAL MEDICINE 60 PEDIATRIC, NEPHROLOGY 88 SURGERY, TRAUMATIC
106 MEDICAL ACUPUNCTURE 98 PEDIATRIC, NEUROLOGY 89 SURGERY, UROLOGIC
107 MEDICAL ETHICS 101 PEDIATRIC, OPHTHALMOLOGY 30 SURGERY, VASCULAR
30 NEO/PERINATAL MEDICINE 61 PEDIATRIC, PHYSIATRY 94 UROLOGY
95 PEDIATRIC, PULMONARY
Code Percent of Time Board Certified (Indicate Yes/No)
Primary 12 L8]
Secondary Zal) o ME
Tertiary
PLEASE INDICATE ALL AMERICAN SBOARD OF MEDICAL SPECIALTIES BOARD OR SUBBOARD CERTIFICATIONS:
Date of Date of
Initial C Z'rficaiion Last Certification
Board A ER\AN %h&b Q’% 'Q‘QN . It; 1
(Mo.iYr.) (Mo./Yr.)
Subboard
- Mo /Y1) ji\/‘no/Yr.)
Board AmE(A\ChN BIRRD 'C\th' EANDENT InNEDre Al Eth» {,' !
¥ (Mo.fYr) Mo./Yr)
Subboard
{Mo./YT) {Mo./Yr)

9. Form of employment is

\OQ L

. SELF-EMPLOYED:

Solo Practice

1005

1003
1004  Partnership or Group of Practitioners
Group Health Plan Facility (such as H.M.O.)

1002 Partnership or Group Practitioners

SALARIED, EMPLOYED BY:
Individual Praclitioner

1012 Other (specify)

. {Use one of the following codes.)

SALARIED, EMPLGYED 8Y: (continued)

1006
1007
1608
1009
1010
1011

Other Non-Government Employer (hospital, school, efc.)
Federal Government (armed seivices personnel cniy)
Federal Government (civilian, P.H.S,, efc.)

State Government

County Government

focal Government




All of the following questions refer to the time period
July 1, 1897, through the present date only.
For the purposes of the following questions, these phrases or words have these meanings:

“Ability to practice rriedicine" 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 heaith care providers, with or without
the use of aids or devices, such as voice amplifiers; and

3. The physical capability to petform 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 fimited to, orthopedic, vision,
speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclefosis, cancer, heart disease, diabetes, amotional or mental
illness, HIV disease, tuberculosis, drug addiction, and alcoholism. .

“Chemical substances” is to be construed to include alcohol, drugs or medications, including these taken pursuant to a valid piescription
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 7O 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 ¢~ No

2. If you have a medical condition which in any way impairs or limits your ability to practice tedicine, is that irmpairment 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 reasopatile
skill and safety? Yes No 1~ 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-siate or local
_govemnment for your medical education? Yes __ {” No N/A

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

8., Have you ever been invesiigated 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,6r
dispensing of controlled substances? Yes 7 No

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

8. Have you ever had a medical license ot license to practice any other healing art revoked, suspended, limited, or resgﬂcted'
in any state, country or U.S. territory? Yes -7 No

7
. Have yeu ever voluntarily surrendered a license to practice medicine or any other healing art in any stats, coun]tty (}Hﬁ.S.
srritory? Yes___ 47 No

10. Have you ever been denied membership or expelled from a medical society or other professional medical org?anizaﬁgn?
: Yes __|-=""No




the practice of medicine by any medical licensing board, hospital, medical society, governmental entity or other agepty?

11. Have you ever been investigated for, charged with, or convicted of any violation of a statute, rule or regulation f;);/éz;mng
Yes

No

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restncted in any
way? Yes__ L-"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 lisu of disciplinary or administrative action. {Pleass 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)
; .
A /[ 7
[~ 7 [ Lo
¢ v a r[
4 7 4 /

Z
(if more space is needed, attach a separate sheet.)

PL&}SE CHEGK ONE OF THE FOLLOWING:

_ V" tam notsubject to a court order for the support of a child.

{ 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

| am subject to a coust order for the support of one or more children and am NOT in compliance with the order ora
nlan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order. A

Signature___ - A ;. »y :
hl {(SIGNATURE STAMP UNACCEPTABLE)

. PLEASE CHECK GME OF THE FOLLOWING:

1. | 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, 1989,

2. | was initially licensed in Nevada during the second six months of the blennial period July 1, 1997, through June
30, 1999, and have earned a minimum of 30 hours approved AMA Category | continuing medical educcxnon (CME).

3. | 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 | continuing medical education (CME).

4. | 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 inimum of 10 hours approved AMA Category | continuing medical educatnon {(CME).

5. | am exempt from submitting proof of continuing medical education (CME) because | have completed a full year
of residency or fellowship training during the biennial period July 1, 1897, through June 30, 1999.

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

Signature_ o
~ ¢ (SIGNATURE STAMP UNACCEPTABLE)

s

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

{HEREBY CERTIFY THAT 1 AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION
RENEWAL OF LICENSE TO PRACTICE MEBDICINE IN THE STATE OF NEVADA AND THAT ALL
STATEMENTS | HAVE MADE HEREIN A?E,LBUE

Jog-229-00Y 42797

Busmess Telephone # Date %Znature (S!GNATURE STA“JIP UNACCEPTABLE)

~ A\




PHYSICIAN Date Received by Board

APPLICATION FOR REGISTRATION RENEWAL S License o, A £ [
FOR THE BIENMIAL REGISTRATION PERIOD 2001- 2003 AT 322001 A~
- NEVADA STATE BOARD OF MEDICAL EXANMINERS S File No.
Post Office Box 7238 Reno, Nevada 89510 Phone (775) 588-2559 (For Board Use Only)
| hereby apply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below:
_ACTIVE STATUS $600.00:
—_iNACTIVE STATUS $200.00 {RETIRED STATUS REQUIRES THAT THE
;. RETIRED STATUS $ 50.00 APPLICANT NOT PRACTICE MEDICINE
"~ SUPERVISING/COLLABORATING PHYSICIAN $200.00: ANYWHERE)
Frank P SILVER e M.D. Make checks payable to:
NMEVADA STATE BOARD OF MEDICAL EXAMINERS
341 N Buffalo #8 {Foreign checks must indicate “U.S. FUNDS")
Las Vegas, NV 89145
PLEASE NOTE:

> YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2001. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD GFFICE 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 T0O MAIL YOUR COMPLETED APPLICATION FCR
REGISTRATION RENEWAL FORM.)

» YOUR LICENSE WILL NOT BE RENEWED IUNLESS YOU ANSWER ALL QUESTICNS ON THIS APPLICATION FOR
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS
ANSWERED “YES.”

= ALLINFORMATICN YOU PROVIDE ON THIS APPLICATIGN 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 PRACTITICNER OF NURSING for the biennial period of Juiy 1, 2001 through June 30, 2003,
you must complete the enclosed Application for Approval as Supervising/Collabarating Fhysician and return it with your
payment in the amount of $200.00 in the enclosed envelope.

2. Active status ragistration renewal requires the submission of proof of completion of 40 hours of AMA Categary 1 contituing
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, 1899 through June 39, 2001. Submit your proof of completion of CME with
vour completed Application for Registration Renewal form. {Seze last page ofthns form for CME statement.)

3. {f your name and/or address has changed {rom that printed on the label on this form, dlearly indicate the change in the space
provided below. Also, please indicate your current telephone and fax numbers. [Please note: a nolarized or certified copy of the
document authorizing your nama changs (matriage licanse, divorce decres, etc) must be included ]

Name F’:RP&N K, DY \\[C:‘Iz\; In.Db-
steet 34 [ al. ButféAals Sulte B
city___ AAS (/é‘ 9AL county__ (/AR K State_ NV 7ip  §FHYST

Phone Number ['70 gﬁ 228 ~400 ?’ Fax Number ('70 ;l> RS- S €55
4. IF YOU HAVE RETIRED OR MOVED YDUR PRACTICE, indicate the location of patient recerds helow:

Name
Street

City County Gtate Zip

Phone Number

5. indicate balow the EXACT NAME AND LOCATION of the Medical School from which you graduated and your EXACT DATE
of graduation‘

e )

WA C"r"“rt’.f’xSf ,\J lﬂs’wcfy’/ <<//\;e' /%_ /




8. Indicate below your primary, secondary and tertiary practice speciaities using the following codes:

8COPE 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 83 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 81 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  MATERNALFETAL 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 Cade Code
Primary Specialty A3 Secondary Specialty A 2 Tertiary Speciaity [f

e s e e e e e e e i

All of the following guestions
Juty 1, 1999, through the

For the purposes of the following guestions,

meanings:

refer to the time period
present date only.

hese pnrases or words have these

“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 heatth care providers, with or without the
use of aids ar 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 iliness,
HIV disease, tuberculosis, drug addiction, and alcoholism,

“Chemical substances” isto be construed to include alcohol, drugs or medications, including those taken pursuantto avalid 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 pracﬁce medicine with reasonable skill and
safety? : Yes__ L~ No

2. |f you have a medical condition which in any way'impairs or limits your ability to practice medicine, is that impairment or
fimitation 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. Ifyou 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__ 1/ N/A

5. Have you been a defendantin a fegal 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 orvicﬁa%n
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 dispenging 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

8. Have you ever had a medical license or license to practice any ather healing art revoked, suspended, limited, or restricted in
any state, country or U.S. territory? Yes i~ 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__ o~ 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: a) notified that you were under investigation for; b) investigated for; ¢) 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 No

12. Have you ever surrendered your state or faederal controlled substance registration or had it revoked or restricted in any way?
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 rastrictions 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.fYr) To (Mo./Yr)

[’ \

\
a\)’}/p,
]

(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) [am notsubject to a court order for the support of a chil;

(b) lam subjecttoa 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 io the order; OR

(¢} lam subjecttoa 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
fo the order,

CONTINUING MEDICAL EDUCATION {CME) STATEMENT

Please place a check mark next to one of the following statements:

I SR
__+/__(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) 1 was initially licensed in Nevada during the time period .January 1, 2000 through June 30, 2000, the second six
months of the past hiennial period, and completed a minimum of 30 hours of AMA Category | continuing medical education
(CME), 2 hours of which were in medical ethics and 20 hours of which were in iny scope of practice or speciaity;

. {c) 1was 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 | continuing medical education (CME), 2
hours of which were in medical ethics and 18 hours of which were in my scope of practice or speciaity;

__{d) twas initially licensed in Nevada during the time period January 1, 2001 through June 30, 2001, the fourih six months
of the past biennial period, and completed a minimum of 10 hours of AMA Category | continuing medical education (CME), 2
hours of which were in medical ethics and 8 hours of which were in my scope of practice or spedialty; OR

- {8) 1am exemptitom submitling proof of completion of continuing medical education (CME) because | have completed
a full year of residency or fellowship training during the biennial period July 1, 1999 through June 30, 2001.

»  ATTACH COPIES OF PROQF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS,

o FYOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAIMING DURING THE RIENMAL PERICD
SULY 1, 1999 THROUGH JUNE 30, 2801, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAIMING.

»  VOUR COPIES OF PROOCE QF OME OR TRAINING CCMPLETION WILL NOT BE RETURNED TO YOu,

! HAVE__\/ HAVE NOT {CHECK ONE} ACTIVELY PRACTICED MEDICENE IN NEVADA WITHIN THE RPAST 12

MONTHS.

BY SIGNING ON THE SIGNATURE LINE BELOW:

1} HEREBY REPRESENT THAT 1 AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION SENEWALOF
LCENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AMD THAT ALL STATEMENTS 1 HAVE MADE HEREIN
ARE TRUE;

%) FUNDERSTAND THAT THIS APPLICATION FCR REGISTRATICH RENEWAL YWILL BE DEMED IF | HBAVE NOT
PLACED A CHECK MARK NEXT TO (a), {b), UR {¢}) UNDER THE CHILS JUFPUORT STATEMENT SECTION; AND

3} PUNDERSTAMD THAT THIS APPLICATION FOR REGISTRATION REMEWAL WRL 2E DENMED IF | HAVE NOT
ANSWERED ALL QUIESTIONG THERECN AND/OR ATTACHED THERETGS: {2) THE APPROPRIATE COPIES OF
PROGF OF CONTINUING MEDICAL ZOUCATION {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).

T~ .

Widst o




NTTOL e NN D TR

PHYSICIAN Date Received by Board ‘
. APPLICATION FOR REGISTRATION RENEWAL Licensa o8 7/

FOR THE BIENNIAL REGISTRATION PERIOD 2003- 2005 FEB 24 2003 T
NEVADA STATE BOARD OF MEDICAL EXAMINERS : File No.__ i
Post Office Box 7238 Renc, Nevada 89510 Phone (775) G88-2559 {Fur Board Use Only)

Physical Address: 1105 Terminal Way, Suite 301 Reno, Nevada 88502
Fher yy apply for renewal of biennial registration and enclose the appropnate fee(s) as indicated helow:

_________ ACTIVE STATUS $400.00 .,
__________________ INACTIVE STATUS $200.00..... (INACTIVE STATUS DOES NOT PERMIT
l r?EQUEST NON-RENEWAL OF MY LICENSE* THE PRACTICE OF MEDICGINE INCLUDING
THE WRITING OF PRESCRIPTIONS IN NEVADA)
Frank P SILVER M.D. Make chiecks payable to:
341 N Buffalo #B HNEVADA STATE BOARD OF MEDICAL EXAMINERS
Las Vegas, NV 89145 {Foreign checks must indicate *U.5. FUNDS")

Request for MON-RENEWAL of License o Practice Medicine in Mevaria
{ hereby represent that | am the person named in this APPLICATION FOR REGISTRATION RENEWAL of ticense o
practice medicine in ihe state of Nevada.

By signing on the signature line below, | am requesting that my licenso to practice medicine in Mevada ,NOT he
ranewed by the Nevada State Board of tledical Examiners. | will relurm this signed form o the beard offica.

Date Signature (SIGNATURE STAMP UNACCEPTABLE)

PILEASE NOTE:
. ‘IQUR CURRENT M.D. LICEMSE 2XPIRES OM JUNE 30, 2003, COMPL F"z FD APPLICATION FOR REGISTRATION
IENEWAL FORMS NOT ?i"'l.;!'l‘li:D AT THE BOARD OFFICERY JULY 1, 2603 AT 5:00 P}, ARE AUTCMATICALLY
»US”FNT‘ED FORNONMN-PAYMENT. EXTENSIONS OF TIME ARZ NOT <\f i CWEDFOR AMY REABON, AZNEVADA
HAS NQ GBRACE PERIOD. {I3E THE ENCLOSED ENVELOPE TO MaAiL YOUR COMPLETED 4PPLICATION FCR
REGISTRATION RENEWAL FORM.)

- YOURLICENSE WILL NOT BE RENEWED UNLESS YO ANSWER ALL QUESTIONS ONTHIS APPLICATION FOR
REGISTRATION RENEWAL FORM. YOU MUST PPOV&UE WEITTEN EXPLANATIONS FOR ALL QUESTICNS
ANSWERED “YES.”

w» ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS ”'JWL 3MAC
INFORMATION.

PLEASE TYPE OR PRIMT LEGIBLY

1. Active status registration renewal requires the submission of proof of completion of 40 hours of AMA Category 1 continuing
madical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or
specialty compigted during the period July 1, 2001 through June 30, 2003. Subrmit your proof of completion of CME with
vour completed Application for Registration Renewal form. (See last page of this form for CME statement.)

. {fyour name andfor addres’ has chanqu from that printed on mo labe! on this r’orm clearly indicate lhe L,hange in ;he

O !
<
O
&
o
3
L

State Zip

Fhone Number., (__'7 5] 2: ) RAE 70 04 Fax Number (. Do) R2FESTS

3.8 5V GU HAYE RETIRED OR MOVED YOUR PRACTICE, idicate the location of patienl vacords balow:

Name o
)
Street (A TN
iy
City. County \\ ‘)(‘ State Zip

Phone NMumber

oY

.
S



4. Indicate below your primary and secondary scopes of practice using the fotlowing cordes:

SCOPES OF PRACTICE CODES *

1 ADDICTION MEDICINE 41 MEOPLASTIC DISEASES 21 PEDIATRIC, RHEUMATOLOGY
2 ADOLESCENT MEDICINE 42 NEPHROLOGY 22 PEDIATRIC, SURGERY

3 AEROSPACE MEDICINE 43 NEUROLOGY 83 PEDIATRIC, UROLOGY

4 ALLERGY 44 NEURQ-OPHTHALMOLOGY 84 PEDIATRICS

5 ALLERGY/AMMUNOLOGY 45 NEUROPATHOLOGY 85 PHYSICAL MEDICINE/REHABILITATION
8 AMBULATORY MEDICINE 46 NEURORADIOLOGY 86 PREVENTIVE MEDICINE

7 ANESTHESIOLOGY 47  MNON-CONVENTIONAL MEDICINE 37 PSYCHIATRY -

3 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 QOCCUPATIONAL MEDIGINE 92 RADIOLOGY
13 GHILD PSYCHIATRY 53 ONCOLOGY 33 RADIOLOGY, DIAGNOSTIC
14 CLINICAL PHARMACOLOGY 54 ONCOLOGY, GYNECOLOGICAL 94 RADIOLOGY, INTERYENTIONAL
{5 CRITICAL CARE 55 ONCOLOGY, HEMATOLOGY 95 RADIOLOGY, NUCLEAR
18 DERMATOLOGY 56 ONCOLOGY, RADIATION 96 RADIOLOGY, THERAPEUTIC
17 DERMATOPATHOLOGY 57 ONCOLOGY, SURGICAI. 97 RADIOLOGY, VASCULAR
18 EMERGENGY MEDICINE 58 OPHTHALMOLOGY - 98 RHEUMATOLOGY
19 ENDOCRINGLOGY 59 OTOLARYNGOLOGY 99  RHINOLOGY
200 TAMILY PRACTICE 60 OTOLOGY 100 SLESP DISORDERS
U DASTROENTEROLOGY B1 PAIN MANAGEMENT 101  SPORTS MEDICINE
20 GEMERAL PRACTICE 62 PATHOLOGY 102 SURGERY, ABDOMINAL
23 GERIATRIC PSYCHIATRY 63 PPATHOLOGY, ANATOMIC 103 SURGERY, CARDIOTHORACIC
= GERIATRICS 64 PATHOLOGY, CLINICAL 104 SURGERY, CARDIOVASCULAR
2 GYMECOLOGY 65 PATHOLOGY, FORENSIC 105 SURGERY, COLON/RECTAL
26 HAIR TRAMNSPLANTATION 56 PEDIATRIC, ALLERGY 106 SURGERY, GENERAL
27 HEMATOLOGY 67 PEDIATRIC, CARDIOLOGY 107 SURGERY, HAND
28 HOMEOPATHY 58 PEDIATRIC, CRITICAL CARE 108 SURGERY, HEAD/NECK
29 HYPNOSIS 69 PEDIATRIC, EMERGENCY MEDICINE 109 SURGERY, MAXILLOFAGIAL
30 IMMUNOLOGY 70 PEDIATRIC, ENDOCRINOLOGY 110 SURGERY, NEUROLOGICAL
31 UNFECTIOUS DISEASES 71 PEDIATRIC, GASTROENTEROLUGY 111 SURGERY, ORTHOPEDIC
22 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  MATERMALFETAL 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 80 PEDIATRIC, RADIOLOGY 120 UROLOGY

Code Code
Primary Scope of Practice ___ = 5 , Secondary Scoge of Practice ﬂj&

L R e e e

All of the following guestions refar to the time period

July 1, 2001, through the g‘r@@@m date only.

ﬂ-&

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

“Abiiity to practice medicine” is to he construed to include all of the following:

1. The cognitive capacity io 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 strgical 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, stich as, but not limited to, orthopedic,
vision, speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, rmultiple sclerosis, cancer, heart disease, diabetes, emotional or
menlal finess, HIV disease, Wherculosis, drug addiction, and alcoholism.

*Chemical substances” is to be construed {o include alcohol, drugs or medications, including those taken pursuant to a valid
prescription for legitimate madical 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 abilily to practice medicine with reasonabte skill and
safety? Yes ¥~ Mo

2. If you have a medical condition which in any way impairs or lirnits 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 lo practice medicine with reasonable
skill and safety? Yos No__ ¢ 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 ioan or scholarship from the federal government or a state or locai
government for your medical education? Yes No_ ¢~ N/A

;- 5. Have you been a defendant in a legal action invoiving professional liability {(malpractice) or had a professional liability claim
"+~ paid in your behaif or paid such a claim yourself? L7 Yes Mo

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 oiffense) 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, or permission 1o take an
examination to practice medicine or any other healing art in any state, country or U.S. tertitory? fes ~~ No

3. Have you ever had a medical license or license to practice any other healing art revoked, suspended, fimited, or restricted in
any state, country or U.S. territory? Yes __ir” No

9. Have you ever voluntarily surrendered a license 1o 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 sxpelled from a medical society or other professional medical organization?
Yes v+~ No

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; ¢) charged with; or d) convicted of

any violation of a statute, rule or regutation governing your practice as a pnysician by any medical licensing hoard, hospital,

medical society, governmental entity or other agency other than the Nevada State Board of Medical Examiners? /
Yes Mo

12. Have you aver surrendered your state or federal controlled substance registration or had it revoked or restricted in any
way? Yos___ 1~ No

13. List all hospitals where you have had siaff 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 departiment or staff meetings, or
maintain required malpractice insurance).
Mailing Type of Dates of Action
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.)

‘f\
L
&

(\f more space is needed, attach a separate sheet.)




CHILD SUPPORT STATEMENT | ' ' -
Please place a check mark next to one of the foliowing; statements:

___:;4 (a) 1am not subject to a court order for the support of a child;

_{b) 1am subjectto 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) tam subjectto acourtorder for the support of une 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 1o one of the following statements:

v (@) 1 completed a minimum of 40 hours of AMA Category 1 continuing medical education (CME), 2 hours of which
wor i medical 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;

e e (1) 1 was initially licensed in Nevada during the time period January 1, 2002 through June 30, 2002, the second six
maonths of the past biennial period, and completed a minimum of 30 hours of AMA Category | 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) 1 was initially icensed 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 | 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;

I () 1was initiaily icensad in Nevada during the time pariod January 1, 2003 through June 30, 2003, the fourth six
raonihs of the past bienmai pariod, and cornpieted a minimum of 10 hours of AMA Category | continuing redical education
(CME), 2 hours of which waere in medical ethics and 5 hours of which were in my scope ot practice or specialty; GR

R - (&) 1am exempt from submilting proof of completion of continuing medical education (CME) because | have completed
2 full year of residency or fellowship training during the biennial period July 1, 2001 through June 39, 2003.

= ATTACH COPIES OF PROCF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS.,
s  FYOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAIMING DURING THE BIENMIAL PERICD

SULY 1, 2007 THROUGH JUNE 30, 2003, ATTACH A COPY OF PROOCF OF COMPLETION OF YOUR TRAINING.
» YGUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU.

! HAVEM\,{f_ FAVE NOT ____ (CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12
MONTHS.

Y SIGNING ON THE SIGNATURE LINE BELOW:

1) 1HEREBY REPRESENT THAT | AN THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION REMNEWAL
OF LICENSE TO PRACTICE MEDICINE iN THE STATE OF NEVADA AND THAT ALL STATEMENTS | HAVE MADE
HEREIN ARE TRUE;

2y TUNDERSTAND THAT THIS APPLICATION FOR REQISTRATION RENEWAL WILL. BE DENIED i | HAVE NOT
PLACED A CHECIKK MARK NEXT TO (a}, (b), OR {¢} UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3) L UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION SENEWAL WILL BE DEMED if | HAVE NOT
AMSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF
PROOGF OF CONTINUING MEDICAL EDUCATION {CME), {8 RESIDENLCY OR FELLOWSHI® TRAINING
COMPLETION; (b) PAVMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN
EXPLANATION(S) TO ANY “YES” ANSWER(S).

< o s

Nt 7 it SIGMATI RS STARID (INANCERTARI 7Y




PHYSICIAN Date Received by Board

. . -/
APPLICATION FOR REGISTRATION RENEWAL MAR 1 42008 License No,_ =< € 71
FOR THE RBIENNIAL REGISTRATION PERIOD 2005 - 2007 S

NEVADA STATE BOARD OF MEDICAL EXAMINERS File No.___ U
Post Office Box 7238 Reno, Nevada 89510 Phone (775) 688-2559 (For Board Use Only) o S

Physical Address: 1105 Terminal Way, Suite 301 Reno, Nevada 89502
1 hereby apply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below:

L~ ACTIVE STATUS $600.00: "

INACTIVE STATUS $300.00.....(INACTIVE STATUS DOES NOT PERMIT

| 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)
FileNG} 73 | LicenseNoy 264 E

T N Make checks payable to:

Frank Paul SILVER M.D. NEVADA STATE BOARD OF MEDICAL EXAMINERS
341 N Buffalo #B (Foreign checks must indicate “U.S. FUNDS")

Las Vegas NV  89145-

Request for NON-RENEWAL of License 1o Practice Medicine in Nevada

I hereby represent that | 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, | am requesting that my license to practice medicine in Nevada NOT he
renewed by the Nevada State Bo;_rd of Medical Examiners. | will return this signed form to the Board office.

Date fﬁgnature (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.”

= ALLINFORMATION 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 compietion 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 20, 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.]

Name Fran /s /2.214/  Siher, mD

Street_ 3Y/ A Bul¥w/o side B

City__LAs _LE3AS County__ CraRK, State_ AV~ zip KO/ 4S
Phone Number (?6%2) ARE-F20F  Fax Number (”?{)}Z} RARS—-SESS




3. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the location of patient records below:

Name i
Street ,Av /1
City County I/ ft/ State Zip

Phone Number

4. Indicate below your primary and secondary scopes of practice using the following codes:

ADDICTION MEDICINE
ADOLESCENT MEDICINE
AEROSPACE MEDICINE
ALLERGY
ALLERGY/IMMUNOLOGY
AMBULATORY MEDICINE
ANESTHESIOLOGY
BLOODBANKING
BRONCO-ESOPHAGOLOGY
10 CARDIOVASCULAR DISEASES
11 CATSCAN/ULTRASOUND
12 CHILD NEUROLOGY

13 CHILD PSYCHIATRY

14 CLINICAL PHARMACOLOGY
15 CRITICAL CARE

16 DERMATOLOGY

17 DERMATOPATHOLOGY

18 EMERGENCY MEDICINE

19 ENDOCRINOLOGY

20 FAMILY PRACTICE

21  FORENSIC MEDICINE

22 GASTROENTEROLOGY

23 GENERAL PRACTICE

24 GERIATRIC PSYCHIATRY
25 GERIATRICS

26  GYNECOLOGY

27 HAIR TRANSPLANTATION
28 HEMATOLOGY

29 HOMEOPATHY

30 HYPNOSIS

31 IMMUNOLOGY

32 INFECTIOUS DISEASES

33 INFERTILITY

34 INTERNAL MEDICINE

35 LARYNGOLOGY

36 LEGAL MEDICINE

37 MATERNAL/FETAL MEDICINE
38 MEDICAL ACUPUNCTURE
39 MEDICAL ETHICS

40 MEDICAL GENETICS

41 NEO/PERINATAL MEDICINE
42  NEOPLASTIC DISEASES

O RN OE W

Primary Scope of Practice

Code

SCOPES OF PRACTICE CODES

6

NEPHROLOGY

NEUROLOGY
NEURO-OPHTHALMOLOGY
NEUROPATHOLOGY
NEURORADIOLOGY
NEUROTOLOGY
NON-CONVENTIONAL MEDICINE
NUCLEAR MEDICINE

NUTRITION

OBSTETRICS
OBSTETRICS/GYNECOLOGY
OCCUPATIONAL MEDICINE
ONCOLOGY

ONCOLOGY, GYNECOLOGICAL
ONCOLOGY, HEMATOLOGY
ONCOLOGY, RADIATION
ONCOLOGY, SURGICAL
OPHTHALMOLOGY
OTOLARYNGOLOGY

OTOLOGY

PAIN MANAGEMENT
PATHOLOGY

PATHOLOGY, ANATOMIC
PATHOLOGY, CLINICAL
PATHOLOGY, FORENSIC
PEDIATRIC, ALLERGY
PEDIATRIC, ANESTHESIOLOGY
PEDIATRIC, CARDIOLOGY
PEDIATRIC, CRITICAL CARE
PEDIATRIC, EMERGENCY MEDICINE
PEDIATRIC, ENDOCRINOLOGY
PEDIATRIC, GASTROENTEROLOGY
PEDIATRIC, HEMATOLOGY/ONCOLOGY
PEDIATRIC, INFECTIOUS DISEASES
PEDIATRIC, INTENSIVIST
PEDIATRIC, NEPHROLOGY
PEDIATRIC, NEUROLOGY
PEDIATRIC, OPHTHALMOLOGY
PEDIATRIC, PHYSIATRY
PEDIATRIC, PULMONARY
PEDIATRIC, RADIOLOGY
PEDIATRIC, RHEUMATOLOGY

PEDIATRIC, SURGERY

86 PEDIATRIC, UROLOGY

87 PEDIATRICS

83 PHYSICAL MEDICINE/REHABILITATION
89 PREVENTIVE MEDICINE

90 PSYCHIATRY

91 PSYCHOANALYSIS

92 PSYCHOMATIC MEDICINE
93 PUBLIC HEALTH

94 PULMONARY DISEASES

95 OCCUPATIONAL MEDICINE
96 RADIOLOGY

97 RADIOLOGY, DIAGNOSTIC
98 RADIOLOGY, INTERVENTIONAL
99 RADIOLOGY, NUCLEAR

100 RADIOLOGY, THERAPEUTIC
101 RADIOLOGY, VASCULAR
102 RHEUMATOLOGY

103 RHINOLOGY

104 SLEEP DISORDERS

105 SPORTS MEDICINE

106 SURGERY, ABDOMINAL

107 SURGERY, CARDIOTHORACIC
108 SURGERY, CARDIOVASCULAR
108 SURGERY, COLON/RECTAL
110 SURGERY, CRANIOFACIAL
111 SURGERY, GENERAL

112 SURGERY, HAND

113 SURGERY, HEAD/NECK

114 SURGERY, MAXILLOFACIAL
115 SURGERY, NEUROLOGICAL
116 SURGERY, ORTHOPEDIC
117 SURGERY, PLASTIC -

118 SURGERY, THORACIC

119 SURGERT, TRANSPLANT
120 SURGERY, TRAUMATIC

121 SURGERY, UROLOGIC

122 SURGERY, VASCULAR

123 TOXICOLOGY

124 TRANSPLANTATION

125 URGENT CARE

126 UROLOGY

Code

Secondary Scope of Practice 33

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION & RECERTIFICATION

Date of Initial Certification

Date of Last Recertification

Board /%7/77€ka AN /j}//’é’(f’ ﬂ/g GY A/

Subboard

{(Mo.fYr.)

YAy é??fpfli’/ﬁ"/"w/

{(Mo./Yr.)

(Mo./Yr)

{Mo./Yr.)

Al of the following questions refer to the time periocd
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 exatnination and surgical procedures, with or without the use
of ajds or devices, such as corractive 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 conditicn 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 chosep to
practice? _Yes No _ o7 N/IA

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 .~ 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__i” N/A
5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professicnal liability.elaim
paid in your behalf or paid such a claim yourself? o Yes No

8. 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 1o take an
examination to practice medicine or any other healing art in any state, country or U.S. territory? Yes __ L~ 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__ i~~~ No

10. Have you ever been denied membership or expelled from a medical society or other professional medical organizatjon?
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 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 notinclude
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.)

D
i

| )




CHILD SUPPORT STATEMENT
Please place a check mark next to one of the foilowing statements:
i~ (a) !am not subject to a court order for the support of a child;

(b) |am subject to a court order for the support of one or more children and am in compliance with the order or amin
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

(¢) 1am 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

Pleasg.place a check mark next to one of the following statements:

. (a) | 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 speciaity, 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) 1 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 compieted 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
additionatl 4 hours of AMA Category 1 continuing medical education in acts of terrorism;

(c) 1 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) | was initially licensed in Nevada during the time period January 1, 2005 through June 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
additicnal 4 hours of AMA Category 1 continuing medical education in acts of terrorism; OR

—__{e) lam exempt from submitting proof of completion of continuing medical education {CME) because | have compleled
a full year of residency or fellowship training during the hiennial period July 1, 2003 through June 30, 2005.

=  ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS,

» F YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAIMNING DURING THE BIENMIAL PERIOD
SULY 1, 2003 THROUGH JUNE 30, 2005, ATTACH A COPY CF PROCF OF COMPLETION OF YOUR TRAINING.

= YOUR COPIES OF PROOF QF CHME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU,

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

BY SIGNING ON THE SIGNATURE LINE BELOW:

1) 1HEREBY REPRESENT THAT | AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL
OF LICENSE TO PRACTICE MEDICINE IN THE STATE OF MEVADA AND THAT ALL STATEMEMTS | HAVE MADE
HEREIN ARE TRUE;

2) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | 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 | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE GOPIES 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).

X '55’//7/4’5/ Lo

Date/ Sianature (SIGNATURE STAMP UNACCEPTABLE)




Nevada Sfate Board of Medical Examiners

Renewal Responses Report
Thursday, October 01, 2015

License Number Licensee License Type
2641 Frank Paul SILVER - ' . Medical Doctor

Question Answer Date

Jo you have a medical condition which in any way impairs or limits your ability to practice medicine with N 05/0 4/2007
‘easonable skill and safety?

f you answer “Yes” during the time period July 1, 2005 - June 30, 2007 email to

slicensensbme@medboard.nv.gov

Page 1 of 48



NSBME Renewal Responses Report A 10/1/2016

If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that N 05/04/2007
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  05/04/2007
with reasonable skill and safety?

If you answer “Yes" during the time period July 1, 2005 - June 30, 2007 email to

aslicensensbme@medboard.nv.gov

Page 2 of 48



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 N

service is required to begin to satisfy a requirement of your receiving a loan or scholarship from the 05/04/2007
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 Y 05/04/2007

involving professional liability (malpractice), or had a professional liability claim paid on your behalf, or
paid such a claim yourself?

Page 3 of 48



NSBME Renewal Responses Report

Have you been investigated for, arrested for, charged with, convicted of, or plead guilty or nolo
sontendere 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

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?
If “Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
slicensensbme@medboard.nv.gov.

10/1/2015

Page 4 of 48

05/04/2007

056/04/2007



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
- . - 05/04/2007
or 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
slicensensbme@medboard.nv.gov.
Have you voluntarily surrendered a license to practice medicine or any other healing art in any state, N 05/04/2007

zountry 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
slicensensbme@medboard.nv.gov.

Page 5 of 48



NSBME Renewal Responses Report

-lave you been denied membership or expelled from a medical society or other professional medical
Jrganization?

f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
slicensensbme@medboard.nv.gov.

Jave you been:

3) notified that you were under investigation for;

J) investigated for;

>) charged with; or

1) 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
slicensensbme@medboard.nv.gov.

10/1/2015

Page 6 of 48

05/04/2007

05/04/2007



NSBME Renewal Responses Report 10/1/2015

{ave you surrendered your state or federal controlled substance registration or had it revoked or N
estricted in any way? .

f "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
slicensensbme@medboard.nv.gov.

1ave you had hospital staff privileges denied, suspended, limited, revoked or not renewed by the N
10spital?

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,
ittend hospital department or staff meetings, or maintain required malpractice insurance.)

f"Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
llicensensbme@medboard.nv.gov.

Page 7 of 48

05/04/2007

05/04/2007



NSBME 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
slicensensbme@medboard.nv.gov.

05/04/2007

Nas your license issued contingent upon maintaining certification by the American Board of Medical N 05/04/2007
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
slicensensbme@medboard.nv.gov.

| Page 8 of 48



\NSBME Renewal Responses Report

Are 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.

Are you out of compliance with court ordered child support? If this does not apply to you please
inswer “no”.

f"Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
slicensensbme@medboard.nv.gov.

10/1/2015

Page 9 of 48

05/04/2007

05/04/2007



NSBME Renewal Responses Report f 10/1/2015
. . ? ’
Jo you want to change your scope of practice or specialty? N 05/04/2007

f you answer "Yes” during the time period July 1, 2005 - June 30, 2007 email to
slicensensbme@medboard.nv.gov

Are you currently supervising a Physician Assistant or.an Advanced Practitioner of Nursing? If you answer Y : 05/04/2007
‘Yes” please email a list of names of those you are supervising to elicensensbme@medboard.nv.gov

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. Y 05/04/2007

{Review CME information online at www.medboard.nv.gov)
I understand that | may be included in a random audit following July 1st 2007 renewal. | agree to retain

CME's taken between July 1, 2005 and June 30, 2007.

| have actively practiced medicine in Nevada within the past 24 months. Y 05/04/2007

Page 11 of 48



ISBME Renewal Responses Report 10/1/2015

qhereby request my license to be placed on Inactive status. { will npt physically practice in the state of N 05/04/2007
evada.

HEREBY SWEAR OR AFFIRM UNDER THE PENALTIES OF PERJURY THAT | AM IN FULL Y 05/04/2007
SOMPLIANCE WITH ANY AND ALL OBLIGATIONS, TERMS OR CONDITIONS OF MY NEVADA

VIEDICAL LICENSE SPECIFIED BY THE BOARD.

Page 12 of 48



\SBME 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 N
‘easonable skill and safety?
f you do not have a medical condition, select No.

05/05/2009

Ixplanation 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



\NSBME Renewal Responses Report 10/1/2015

f you have a medical condition which in any way impairs or limits your ability to practice medicine, isthat N 05/05/2009
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.

Ixplanation 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



10/1/2015

. «wuS YOUr use in any way impair or limit your ability to practice medicine N
_wau safely?
.~ not use chemical substances, select No.

05/05/24

Ixplanation 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.

Page 16 ~* ~



NSBME Renewal Responses Report ' 10/1/2015
1ave you been named as a defendant, or been requested to respond as a defendant or potential » N 05/05/2009

lefendant, to a legal action involving professional liability (malpractice)?
’lease include: who, what, where (provide state), and when in the textbox directly below this question.

:xplanation 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.

Page 16 of 48



QSBME Renewal Responses Report 10/1/2015

Jave you had a professional liability (malpractice) claim pald on your behalf or paid such a claim yourself N : 05/05/2009
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.

Slease fax a copy of the complaint, civil or otherwise to 775-688-2551.

Ixplanation 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.

Page 17 of 48



\NSBME Renewal Responses Report

dave you been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to
any criminal offense related to the manufacture, distribution, prescribing, or dispensing of controlied
substances?Please note that you MUST disclose ANY investigation or arrest, including those
~vhere the final disposition was dismissal, sealing of a record, or expungement.

:xplanation 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.

10/1/2015

Page 18 of 48

05/05/2009



YSBME Renewal Responses Report 10/1/2015

Jave you been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to N
iny criminal offense other than a criminal offense listed in Question #6? Please note that you MUST
lisclose ANY .investigation or arrest, including those where the final disposition was dismissal,
iealing of a record, or expungement.

05/05/2009

ixplanation 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.

Page 19 of 48



ISBME Renewal Responses Report 10/1/2015

iave 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?

:xplanation 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
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NSBME Renewal Responses Report ' 10/1/2015

{ave you had a medical license or license to practice any other healing art revoked, suspended, limited, N 05/05/2009
»r restricted in any state, country or U.S. territory?

:xplanation 9: For the above question if your answer is "Yes" for the time period July 1, 2007 -
lune 30, 2008, or since your last renewal, please type your expianation in this text box.

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, N
: S el : 05/05/2009
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 -
iune 30, 2009, or since your last renewal, please type your explanation in this text box.

Page 22 of 48



NSBME Renewal Responses Report 10/1/2016

1ave you been denied membership, been asked to resign or expelled from a medical society or other N 05/05/2009
rofessional medical organization (including the ABMS)? ‘

xplanation 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



VSBME Renewal Responses Report 10/1/2015

Regarding any medical licensing board, hospital medical society, or other governmental entity or agency N 05/05/2009
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?

ixplanation 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



ISBME Renewal Responses Report 10/1/2015

lave you surrendered your state or federal controlled substance registration or had it revoked or N

astricted in any way? 05/05/2009

xplanation 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.

Page 25 of 48



{SBME Renewal Responses Report 10/1/2015

lave you had hospital staff privileges denied, suspended, limited, revoked or not renewed by the hospital, N
1cluding 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 hospitat medical
ecords, attend hospital department or staff meetings, or maintain requlred malpractice

nsurance.)

:xplanation 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
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ISBME Renewal Responses Report 10/1/2015

l\rr:: ‘xoeur 2:t° ?,f compliance with court ordered child support? If this does not apply to you, please N 05/05/2009

f "Yes" during the time period July 1, 2007- June 30, 2009 type an explanation in the textbox directly
elow this question. .

Ixplanation 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.

Page 27 of 48



ISBME Renewal Responses Report 10/1/2015

hereby request my license to be placed on Inactive status, which means | will not physically practice in N 05/05/2009 -
‘e 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.

‘xplanation 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.

Page 28 of 48



ISBME Renewal Responses Report 10/1/2015

lo you want to change your scope of practice or specialty? N
you answer “Yes" type your current scope of practice or specialty in the textbox directly below this
uestion.

05/05/2009

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



ISBME Renewal Responses Report

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 | may be included in a random audit following the July 1st, 2009 renewal. | agree to
astain CME's taken between July 1, 2007 and June 30, 2008.

‘renewing to an lnactive status, CME is not required and "No" can be selected.

SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT | PERSONALLY ANSWERED ALL
)F THE QUESTIONS IN THIS APPLICATION AND THAT THE ANSWERS | HAVE PROVIDED ARE
‘RUE AND CORRECT.

Y

10/1/2015

Page 30 of 48
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Nevada State Board of Medical Examiners

Renewal Responses Report
Thursday, October 01, 2015

License Numher Licensee . L . LicensType
2641 Frank Paul SILVER . Medical Doctor

Question Answer

Do you have a rhedical condition which in any wéy impairs or limits your ability to practice medicine with ‘N
reasonable skill and safety?




::‘NSBMERenewalResponsesReport .. | | o _ . 10/1/2015

Do you-have a medical condmon AWhich in any way impairs -or limits. your ablllty to practrce medlcme wrth N L
- ‘reasonable skill'and safety?" ,
If you do not have a medical condition, select No.

06/07/2011

:Explanatlon 1: For the above questlon if your answer is "Yes" for the time: perrod July 1 2009 -
-June 30, 2011, or’ smce your last renewal please type your explanatlon in thrs text box.-



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 lmpalr or limit your ability to practice medicine N 08/07/2011

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.



NSBME Renewal Responses Report 10/1/2015

Have you been named as a defendant, or been requested to respond as a defehdant, to a legal action N :
involving professional liability, malpractice, including any military tort claims if applicable? 06/07/2011
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.



- NSBME Renewal Responses Report

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, 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.

N

10/1/2015

06/07/2011



NSBME Renewal Responses Report

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? Piease 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.

N

10/1/2015

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 ydu 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? 06/07/2011

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.



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? 06/07/2011

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.



NSBME Renewal Responses Report 10/1/2015

Have you been denied membership, been asked to resign or expelled from a medical society or other N
professional medical organization (including the ABMS)? 06/07/2011

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.



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 ) convicted of any violation of a statute, rule or regulation 06/07/2011
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.



NSBME Renewal Responses Report 10/1/2015

- Have you surrendered your state or federal controlled substance registration or had it revoked or N 107/2011
restricted in any way? 06

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.



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.)

06/07/2011

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.



- NSBME Reriewal.Re'sponses Report -

N Are you out of compllance wrth court ordered child: support” 1f. thlS does not apply to you, please
'answer “no”. : . :

L "Yes" during the time period- July 1, 2009 June 30, 2011 type an’ explanatlon in- the textbox dlrectly '
; below this question.

A

Explanatlon 14 For the: above questlon |f your answer is: “YES" for the tlme perlod July 1 2009 -

June 30 2011 or smce your last’ renewal please type your explanatlon in thls text box

1 0/1/2‘015

06/07/2011



NSBNME Renewal Responses Report 10/1/2015
| hereby request my license to be placed on Inactive status, which means | will not physically practice in N

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 ficense contingent upori maintaining certification with the American Board of Medical Specialties N
(ABMS) in the specialty of Family Practice, Emergency Medicine, or Preventative Medicine? 06/07/2011

Explanation 16: For the above question if your answer is "YES" , please type your new scope of
practice or specialty in this text box.



NSBME Renewal Responses Report ‘ ' : 10/1/2015

Do you want to change your scope of practice or specialty? N
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.

06/07/2011



NSBME Renewal Responses Report

| have completed the required amount of AMA Category 1 CME within the current biennial.
(Review CME information online at www.medboard.nv.gov)y
| understand that | may be included in a random audit following the July 1st, 2011 renewal. | 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.

| SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT | PERSONALLY ANSWERED ALL
OF THE QUESTIONS IN THIS APPLICATION AND THAT THE ANSWERS | HAVE PROVIDED ARE

TRUE AND CORRECT.

10/1/2015

Y

06/07/2011

06/07/2011



PHYSlClAN g . : Dafe Rece"’e by - Llcense No_ 2(/ [{/

. APPLICATION FOR REGISTRATIO RENEWAL : JUN
'FOR THE BIENNIAL REGISTRATION PERIOD 2013 = 2015 5 2013
" NEVADA STATE BOARD OF MEDICAL EXAMINERS NEVADA STA C FleNo. |
" Post Office Box 7238 ° Reno, Nevada 89510 * ‘ Phone (775) 688-2559- ) EchAL F "——t“‘_* .

: Physlcal Address 1105 Termmal Way Surte 301 Reno. Nevada 89502

t hereby apply for renewal of blennial reglstratron and enclose the appropnate fee(s) as rndlcated below

| "El ACTIVE STATUS _ $850 00 " S N sMake checks payable to- 'A
' ' ’ R ) ’ B¢ M E
O INACTIVE STATUS -~ $460.00 " -~ E}'%‘?Srgii‘hfafrﬁﬁ&?:d.cii'96'5 v

: Credlt card authorlzatron may also be utrhzed

SAVE $35 by renewing onlrne atwww medboard nv gov - ;
RN ; | P ty 1.,

{

) | PLEASE NOTE THE FOLLOWING IMPORTANT INSTRUCTIONS REGARDING YOUR APPLICATION

e Your current physrcran $ lrcense expires on JUNE 30l 2013 if thrs form rs not recerved by the Nevada
State . Board: of- Medical Examrners (Board) office. by, July 4,°2013 at 5:00 .p.m. “your: license: will beg,
- _automatrcally exprred and you erI not' be: able to 'pra icé. medrclne untrl you relnstate :"your llcense
' 'NEVADA HAS NO GRACE PERIOD B S

'Your llcen e. wrll not be rene e ..unless rt i accompanled wrth a check for the proper fee or credrt card
authonzatlon - 5 A Do s

=% you Were randomly selected you wrll be contacted by the: Board for proof of your CME. Your llcense wrll o
'not be renewed df you do not have proof of the’ requrre_d ‘CME Refer to. page 4. fora. revrew of your CME' o

. ¢ All mformatron'prot:ded on thlslkpp "atlon lS PUBLIC rnformatron

K ,'f you select “lNACTlVE STATUS : you are prohrblted from practrcmg medlcrne %p mom wntmg" '
” _;;prescrlptrons in the state of Nevada lnactrve lrcensees are not requrred to @g@w

‘»o"“:'PLEASE TYPE OR PRINT LEGIBLY ::

Please prmt your name and address clearly in the space provrded below B& advrsed that the address you rndlcate

»below is viewable:on the. Board: websrte -and-is- listed. as the: public address Also, ‘please lndlcate your current

..~ ‘Rublic telephone and fax numbers.: [Note I your name-has, changed a. copy. of the document authorlzrng your legal
" name chan e: (marnage Ircense dlvorce ‘decree; etc)must be mcluded |

nane_ XK S D ORI

Street. \400 Q 066 ]Za ll”\ N Q& i "i.:.;
Crty l._z\/\, S County C/{MIL- .State'l A_/\]
‘ Phone Number - '/l () ‘D\ ’1%(3' lQ(Q@ell Phone Number
’Fax Number’b’&jl?)g 6@’2 L +E-mail address -

‘ ln the evenl that'you were selected in the random audnt provldlng an ema(l address will greatly ‘assist the.Board to expedrte commumcanon ror y0ur renewal.

PA‘GEJ-..



Please indicate any American Board of Medical Specialties Board Certification or Recertification:
Date Tlnmal Certification (Mo./Yr.) Date of Last Recertification (Mo./Yr.)

Board:
Subboard

Iif any of the ABMS Certifications or Recertifications were received after your last apphcatlon with the Board, please attach
copies of documents evidencing your Certifications or Recertnﬁcat:ons

QUESTIONS

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

“Medical condition” includes physiological, mental or psychological cendition 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 30, 2013, 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 practlce medicine
with reasonable skill and safety? . Yes 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 D< NA

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 N/A

4. Have you been named as a defendant, or been requested to respond as a defendant, to a legal action invplving
professional liability, or malpractice, including any military tort claims if applicable? Yes X' 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? X 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 locat 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 @ 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 refated to the manufacture, distribution,
prescribing, or dispensing of controlled substances? *Please note that you MUST disclose ANY lnvestlgatlon
or arrest, including those where the final disposition was dismissal, or expungement.

| Yes _ X 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? X

Yes No

8. Have you had a medlcal license or ficense to practice any other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory? Yes K N

—_——— Q

PAGE -2 -
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| NEVADA ST,
8. Have you voluntarily surrendered a license to practice medicine or HEDiter

U.S. territory in lieu of any disciplinary action? 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 < 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 |r>( No

14. Have you actively practiced medicine in Nevada within the past 12 months? 9( Yes No

If your answer is “ves’, please indicate the approximate percentage of time allotted o the following medical activities.

Clinical practice\' % 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

| 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. | 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.cdc.gov/hicpac/20071P/2007isolationPrecautions.html

] hereby attest that | 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. V
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.

| hereby attest that | 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
PAGE -3 -



CHILD SUPPORT

PLEASE PLACE AN “X” NEXT TO THE STATEMENT THAT APPLIES TO YOU:

\

| am not subject to a court order for the support of a child;

| 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

| 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.

I was initially licensed in Nevada prior to July 1, 2011 or during the first § months of the biennial period of
redistration (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.

| am exempt from submitting proof of completion of CME because | 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 yourtrainlng ’

. AFFIRMATION

BY SIGNING BELOW, | SWEAR OR AFFIRM UNDER PENALTY OF PERJURY THAT |
PERSONALLY ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE
ANSWERS | HAVE PROVIDED ARE TRUE AND CORRECT.

m!J .w‘ (230\‘;3

Signatiife (Stamp Undcceptable) Date

PAGE - 4 -
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Renewal Questions for License Number 2641 ® &, POWERED
' 0.0.,0_ =04
Mylicense®
Licensee Question Answer Date
SILVER Do you have a medical condition which in any way impairs or limits your
Frank ' |ability to practice medicine with reasonable skill and safety? ' 6/3/2015
Paul If you do not have a medical condition, select No. /3/201
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
SILVER, lameliorated because of the field of practice, the setting, the manner in
Frank which you have chosen to practice, or by any other reasonable 6/3/2015
Paul accommodation?
If you do not have a medical condition, select No.
SILVER If you use chemical substances, does your use in any way impair or limit
Frank ' lyaur ability to practice medicine with reasonable skill and safety? 6/3/2015
paul If you do not use chemical substances, select No. /3/
Have you been named as a defendant, or been requested to respond as a
defendant, to a legal action involving professional liability, malpractice,
SILVER, |including any military tort claims if applicable?
Frank 6/3/2015
Paul Please include: who, what, where (provide state), and when in the textbox
directly below this question.
Have you had a professional liability, malpractice, claim paid on your behalf
SILVER. |°F paid such a claim yourself including any military tort claims if applicable?
E;Tk If "Yes" during the time period July 1, 2013 - June 30, 2015 type an 6/3/2015
explanation in the textbox directly below this question.
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
SILVER, |thereto in a foreign jurisdiction, excluding any minor traffic offense (driving
Frank  |or being in control of a motor vehicle while under the influence of a chemical 6/3/2015
Paul 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.
SILVER Have you been denied a license, permission to practice medicine or any
Frank  |other healing art, or permission to take an examination to practice medicine 6/3/2015
P;ul or any other healing art in any state, country or U.S. territory?
SILVER Have you had a medical license or license to practice any other healing art
" Irevoked, suspended, limited, or restricted in any state, country or U.S.
Frank territory? 6/3/2015
Paul )
SILVER Have you voluntarily surrendered a license to practice medicine or any other
’ thealing art in any state, country or U.S. territory in lieu of any disciplinary -
Frank 6/3/2015
action?
Paul
6/3/2015
. oo Vi e e MY st fiunn mvsantinne nonvInareAan="AA1 &vear=2N15nraf=? 10/1/0018
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Have you falled to imtiate the performance of public service W|thin orie year
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‘Frank after the date the- public service s, required to begin to satlsfy a requlrement
~ Paul. of” your receivmg a léan or scholarship from the federal government or a
state or local government for your medical: education?"
Have you béen: a)- asked to. respond to an investigation, b) notlfed that you|
SILVER, - |Were under investlgation fori- c) investigated for, d) ‘charged.with;, or e) . : ,
Frank ' lconvicted.of any: violation of.a: statute, rule. or regulatlon governing your . N 6}3/2015
Paul ,practlce as.a’ physician by, any medical llcenslng board: ‘hospital, medical ~ - o i
. socrety, governmental entity or agency other than the Nevada State Board
R of Medical Examinérs?” . . s _
SILVER, ' [Have, you surrendered your state or federal controlled substance registratlon : o A
Frank -~ lor had it revoked or restricted in any way? N 6/3/2015
Paul . . K . ,
’ Have you had hospltal staff pnvileges demed suspended llmlted revoked
‘lor not.renewed by’ the hospltal lncludmg any and all resrgnatnons from any
medlcal staff in Iieu of dlsciplinary or admlnlstratlve actlon7 .
SIL\'lEl.l' ’ If the answer is' "Yes,‘{ t'ype the: name of the hospltal the hospital S ma|I|ng e
Frank 7 address, the’ type of action- taken and the 'date or dates of the actlons taken N 6 /~3¢ 2015
" paul. . in. the textbox dlrectly below this question o _ /
RN o (Please Note Do not mclude suspenswns or restrlctlons for fallure -1
) " te” complete hospltal medlcal records, attend hospital department or .
o staff meetlngs, or malntam reqmred malpract|ce msurance.) L
-SILVER, . | : S ' : : : R 1 _
Frank Have you actlvely pra : ﬂced medlcine |n Nevada Wlthln the past 12 months7 Y - 6/3/2015 .
Paul. - : o o
o OPTION TO CHANGE LICENSE STATUS FROM ACTIVE TO INACT IVE
‘status wrll be changed to “Inactlve” as of the: date of your renewal If you
- do NOT. wnsh to: change your status to “Inactive" as: of: today, DO NOT-. 1.
+" |COMPLETE YOUR RENEWAL UNTIL SUCH TIME AS. YOU, ‘ARE PREPARED TO e
T HAVE YOUR STATUS CHANGED (prior:to JULY-1ST).: -For. your information S
SILVER, - your answers. to the questions that you've aIready completed will remain, R S
" Frank, ‘|but you should not complete the renewal and pay untll such time as .you are |N : . 16/3/2015°
Paul. - prepared to change your status to “Inactive K . . o -
I hereby request my llcense to be placed on Inactlve status, whlch means I
: wull not physically practlce m the state of Nevada ' R
' If you ‘choose to place your license on Inactlve status, make certain to select' '
"Yes" to.this questlon AND choose the Inactlve status in the dropdown box \
Hlocated at the end of the' questlons s f
‘|1f you believe that you are in compllance wnth the Centers for
Disease Control safe m]ectlon practlces, your answer should be
A “YES" ; . R
I hereby attest to knowledge of and compliance wuth the guldellnes of the .
. ICenters for Disease Control’ and Prevention concernlng the prevention of
.y -’ [transmission of. mfectlous agents through safe and appropriate injection ,

SILVER, . .
Frank' . practices I 'also attest that any person who'is currently, or will be under my. 6/3/2015
"Paul ;control as their supervrslng physician inthe future, and who is not licensed ) ‘

. pursuant to chapter 630-of the Nevada .Revised Statutes:and whose duties
.Jinvolve injection practices, has knowledge of and is in’ compllance with the'’
' guidellnes .of-the Centers for. Disease Control and Prevention’ concernmg the
..prevention of transmiission of mfectlous agents through safe and approprlate
lnjection practlces s .
SIl;VER, 1, hereby attest that I am in. compliance with: the. reporting” requirements of "|Y .' 6/'3/20145
Frank NRS 630. 30665 -and am aware. that failure to submit a Feport-or filing false. ) " P
~ Paui information in a-report is grounds for disciplinary action under Nevada S
Lttnc:lnchma mulicence dom/Renorts/ren auestions.aspx?person=2641&year=2015&prof=2 10/1/2015
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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."”

Are you out of compliance with court ordered child support? If this does
SILVER, not apply to you, please answer “no”.
E;aurllk If "Yes" during the time period July 1, 2013 - June 30, 2015 type an N 6/3/2015

explanation in the textbox directly below this question. :

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, |I attest and affirm that I am aware of and understand the reporting
Frank requirements found in Nevada Revised Statute 432B.220 regarding Y 6/3/2015
Paul the abuse or neglect of a child.

www.leq.state.nv.us/NRS/NRS-432B.htmi#NRS432BSec220

?:;XER’ Have you ever served in the United States Military (to include National v 6/3/2015
Paul Guard or Reserves)?

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.
SILVER,
Frar:k 1. If yes, in which branch of service did you serve? 6/3/2015
Pau 2. What was your Military occupation specialty or specialties?

3. Provide your dates of service in the Military.

SILVER,
Frank Do you hold a Nevada state business license issued in your individual name? |N 6/3/2015
Paul
SILVER ' - . . . . .
Frank ! Expla’natlon 18: If yes, provide thg business license number: 6/3/2015
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
SILVER agree to retain CME’s taken between July 1, 2013 and June 30, 2015. v
Frank ' l(Review CME information online at www.medbgard.nv.qov) Y 6/3/2015
Paul If renewing to an Inactive status, CME Is not required and "No" can be

selected.
SILVER I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY
Frank * |ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE Y 6/3/2015
P:R ANSWERS I HAVE PROVIDED ARE TRUE AND CORRECT.

Vtioo i lmnlocan s canvelinnacnn anmm D annrtal/ran Anactinne acnv?2nereann=7A41 R/.VRQI':?.O] S&nm%Z ] 0/] /20] ‘5
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Repoﬁs Home P gg Back
Renewal Questions for License Number 2641 '.;.Fowsﬂgg
{igense”
Licangsae Danessiion Answar Date
SILVER Dq you have a.medical condit.ion which in any way impairs or limits your
Frank ' |ability to practice medicine v_vnth reasopgble skill and safety? N 4/28/2017
Paul If 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, 2015 - June 30, 2017, or since your last renewal,
SILVER, |please type your brief explanation in this text box (Fields are space
Frank limited to 256 characters). Lengthy explanations or additional
Paul information may be faxed to 775-688-2551 ot scanned and emailed
to elicensensbme@medboard.nv.gov.
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
SILVER, |ameliorated because of the field of practice, the setting, the manner in
Frank which you have chosen to practice, or by any other reasonable N 4/28/2017
Paul accommodation?
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, 2015 - June 30, 2017, or since your last renewal,
SILVER, |please type your brief explanation in this text box (Fields are space
Frank limited to 256 characters). Lengthy explanations or additional
Paul infarmation may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov.
SILVER If you use chemical substances, does your use in any way impair or limit ‘
Frank " lyour ability to practice me_d(cine with reasonable skill and safety? N 4/28/2017
Paul 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, 2015 - June 30, 2017, or sincé your last renewal,
SILVER, |please type your brief explanation in this text box (Fields are space
Frank limited to 256 characters). Lengthy explanations or additional
Paul information may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov.
Have you been named as a defendant, or been requested to respond as a
defendant, to a legal action involving professnonal liability, malpractlce,
SILVER, lincluding any military tort claims if applicable?
Frank Y 4/28/2017
Paul Please include: who, what, where (provide state) and when in the text box
directly below this question.
SILVER, {Explanation 4: For the above question if your answer is "Yes" for the|- 4/28/2017
Frank time period July 1, 2015 - June 30, 2017, or since your last renewal,
Paul 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
elicensensbme@medboard.nv.gov.
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Have you had a professional liability, malpractice, claim paid on your behalf

SILVER, or paid such a claim yourself including any military tort claims if applicable?
: E;aur?k If "Yes" during the time period July 1, 2015 - June 30, 2017 type an 4/28/2017
: explanation in the text box directly below this question.
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,
SILVER, |please type your explanation in this text box.
Frank Please fax a copy of the Complaint, Settlement and/or Dismissal, civil or
Paul otherwise to 775-688-2551 or scan and email tg
elicensensbme@medboard.nv.gov.
Have you been arrested, investigated for, charged with, convicted of, or
pled guilty or nolo contendere to.any offense or v10|at|on 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’
SILVER thereto in a foreign jurisdiction, excluding any minor traffic offense (driving
Frank " lor being in control of a motor vehicle while under the influence of a chemical 4/28/2017
Paul 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, mcludmg those where
the final disposition was dlsmlssal or expungement during this time
period. :
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,
- SILVER, |please type your brief explanation in thls text box (Fields are space
‘Frank ~ |limited to 256 characters). Lengthy explanations or. additional
Paul - - [information may be faxed to- 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov.’
SILVER Have you been denied a license, permission to practice medicine or any
- Frank " lother healing art, or permission to take an examination to practice medicine 4/28/2017
Paul 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, 2015 - June 30, 2017, or since your last renewal,
SILVER, |please type your brief explanation in this text box (Fields are space
Frank limited to 256 characters). Lengthy explanations or additional
Paul information may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov.
SILVER 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.
Frank ¢ A 4/28/2017
Paul erritory?
SILVER, |Explanation 8: For the above question if your answer is "Yes" for the
Frank time period July 1, 2015 - June 30, 2017, or since your last renewal,
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Paul, . please type your r!ef explanatlon in.this. text box (Fields: are space ’

_|limited to 256 characters). Lengthy: explanatlons or additional’ '
mformatlon may be faxed to 775-688-2551 or scanned and gm_all_esl_
to elgcgnsgnsbme@medbogrg n gov. c Y

o
]

' SILVER Have you voiuntanly surrendered a llcense to practice medicine or'any. other ,;. 1 R
1 -

Frarlik gitalgrr:% artrin any state, country or U.S. . territory. in lieu of any dusapllnary N 4/28/2017

Pau ' S i;;- _.' e R

Explanation 9:.For the above- question |f your answer is “Yes“ for thel. | ‘ R
.. |time: perlod July 1, 2015 June 30, 2017, or: since your last renewal, ' : , S
SILVER, please type your brief, explanatlon in.this text box (Flelds are’ space
Frank limited to: 256 characters) Lengthy explanatlons or additional -

Paul information may be faxed to: 775- 688-2551 or scanned and _m_all__d
' tg ellcensensbme@medboa[g nv gov. o

’:",' R

KA

SILVER, ' Have you falled to imtiate the performance of pUbllC service withm one year
Frank ’ after the date the ‘public serwce was. required to- begm to satisfy:a -
Paul requirement of.your, recelvmg a Ioan 'or scholarshlp from.the federal

- - |government.or a state-or local government for your medical education7

Explanatlon 10. For the' above ‘question if your. answer is “Yes" for
S . |the’time period July 1, 2015 June~30, 2017, or since. your last’ : R o
' SILVER; [rehewal, please’ type. your brief: explanatlon.m this text box (Flelds SRS L AR
‘Frank are space limlted to 256 characters) Lengthy explanatlons (] SR D L cen
Paul « - additlonal mformatlon may be faxed to 775+ 688-2551 or scanned' -
: boa ;d' v gow ;

2 -

“\aj28/2017 - ¢

. o Have you been' a) asked to respond to an: mvestlgation b) notlﬁed that you
. SiLVER |were under’ lnvestigation for, c) |nvest|gated for, dy’ charged with; or. e) o
h Frank convicted of any: v1oiatlon of a: statute, rule or: regulation governing your; .

'Paul " |practice as'a’ physncnan by any- medlcal llcensmg board,-hospital, ‘medical

society, governmental'entlty or: agency 'othe[ than the Nevada State_Board -
of Medical Examiners i £ rh

o Explanation 11: Fo', he above question |f your answer is. “Yes" for
_ the time- perlod July 1, 2015 :June. 30; 2017, or smce your, last.
SILVER, renewal, please type your rlet explanation in thrs text box (Flelds
Frank - |are space limited:t0:256. ‘characters); Lengthy explanations or.
Paul additional. mformatnon may be faxed to.775- 688-2551 or scanned

: and emalleg to ellcensensbme@medboard nv.gov.

"SI'LVER, ' Have you surrendered your state or federai controlled substance reglstration o S
Frank or had it revoked or restricted in any way7 cewztge s TE gy e cING e 1472812017
- Paul- N S K .

Explanatlon 12: For the above questlon if your answer |s “Yes" for
o the time periad. July:1;:2015'<'June 30; 2017, or since your last-
SILVER, . renewal, please type your brief explanatlon in this text'box’ (Fields , , S
Frank: . |are space limited to'256. characters): Lengthy explanatlons ori.: - | .. D
Paul additional information may be faxed to 775+~ 688-2551 or scanned . : '

and emalled to elicensensbme@medboard nv gg_

. SILVER, |(Have you had hospltai staff‘prnvnleges denied, suspended llmited ‘revoked .- N ST 4‘/2,8/20'1'7_:‘.";“.
Frank or not renewed by a hospital,, mcludmg any' and all résignations from any - Caa
Paul - medical staff in iieu of dlsc1pimary or administrative action7

If the answer is "Yes," type the'name of the hospitai the hospitai s mallmg
address, the type of action taken, and the date(s) of the actlons taken in the S
text box directly below thlS questlon ‘ 5% :

' W
»n:- : '

(Please Note: Do not mclude suspensnons or restrlctlons for fallure
to complete hospltal medical records, attend hospital department or
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staff meetings, or maintain required malpractice insurance.)

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
SILVER, |renewal, please type your brief explanation in this text box (Fields
Frank are space limited to 256 characters). Lengthy explanations or

Paul additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.gov.

SILVER, [Have you been denied membership, been asked to resign or expelled from a

Frank medical society or other professional medical organization? N 4/28/2017
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
SILVER, |renewal, please type your-brief explanation-in this text box (Fields
Frank are space limited to 256 characters). Lengthy explanations or

Paul additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.gov.

SILVER,

Frank Have you actively practiced medicine in Nevada within the past 24 months? [Y 4/28/2017
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
SILVER, [renewal, please type your brief explanation in this text box (Fields
Frank are space limited to 256 characters). Lengthy explanations or

Paul additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.gov.

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
SILVER, [your information, your answers to the questions that you've already

Frank completed will remain, but you should not complete the renewal and pay N 4/28/2017
Paul until such time as you are prepared to change.your status to “Inactive.”

1 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.

SILVER, |If you believe that you are in compliance with the Centers for Y 4/28/2017
Frank Disease Control safe injection practices, your answer should be |
Paul “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.
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'___tp'jlwww cdc‘gov[lnjectlgnsafety[IP07 standardP;ecautlon.htm :

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 dlsaphnary action under Nevada S
. Medlcal Practlce Act ~

I HAVE SUBMITTED A "FORM A" OR "FORM B" REPORT TO THE BOARD.

SILVER, : -
Frank Instructlons and Forms A and B for-in-office- surgery/procedure reportmg canjY . |4/28/2017

Paul 1be located oh'the Board’s. website by clicking the red "In- Ofﬂce Surgery
- - |Reporting” link on the home ‘page of the Board s websrte .
: me.d.boa&mugov 0 surgery.

- If you have submltted your in- office surgery/procedure reportmg
form (A" OR'"B" FORM) to.the Board and are m compliance with
NRS 630.30665, your answer should be “YES." . .

-  '|Afe you out of: cornpliance:with court ordéred chlld support'J If thls does
SILVER “Ot applv to you, please answer “no.”

: Era.?ﬂk if "Yes" durmg the tifne penod July 1 2015 June 30 2017 type an . N 4/28/20177,
, explanation |n the text box directly below thls questlon : o o

_ Explanation 167 For the above questlon, lf your answer is’ “Yes" for Ry
o B the biénnial July 1, 2015 - June: 30;; 2017, please type your brget
SILVER, explanatlon in this text box (Fields are space’ limited to 256 - - -
Frank. characters).. Lengthy explanatlons or additional. mformatlon may be
Paul .  |faxed to 775-688-2551 or scanned and _mau_e_dtq '

R elicensensbme@medboard nv gov. e

e R
R \ e

E I attest and afﬂrm that I am-aware of and understand the reportlng %
) requnrements found in Nevada Rewsed Statute; 4328 220 regardmg the
abuse ofr neglect of 3, chlld o ,

SILVER, |

Frank- http [[www leg;state nv.us NRS NRS-4328 html#NRS43285ec220 " 4/28/20“1;‘:7:'.';';:‘:.

Paul ~ " L
' : pnce you have read the statute regardlng the reportlng of the abuse
or neglect of a chlld your answer to thls questlon W|ll be “YES "

SIl.VER . Explanat|on 17' Fon the above questlon |f your answer is "No" for
Frank ' |the time period July'1, 2015~ June 30, 2017, or.since'your Iast
Paul renewal, please type your explanat|on in thlS text box. :

I have completed the requnred amount of AMA Category 1 CME wnthln the
current biennial. I understand that I may beincluded in a random audit. I -
_ agree.to retain CME's taken between July 1 2015 and June 30, 2017.

* SILVER, ' (ReVIew CME mformatlon onlme at

: ll;:ﬂk{ o http,[[medboard,nvg v[lr;ensees[ce[) ) 4/28/2017. "

If renewmg to an Inactrve status, CME is not requured and "No" can
- be selected ~ :

I'am a medical doctor whose spec:alty is psychlatry andlamin

SILVER. compliarice with NRS 630.253; as I havé completed & minimum of 2 hours
Frank * {of continuing medical educatlon in'the area of suicide prevention and N 4/28/20f7 :
Paul awareness. Note: If you are not a psychiatrist or you:hold Inactive- : C
, status.licensure (or choose to change to Inactlve status durmg your

renewal), your answer shoulid be “No.”

SILVER, |I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY Y 4/28/2017 -
Frank ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE '
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ANSWERS 1 HAVE PROVIDED ARE TRUE AND CORRECT. =+ [ '
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Board.

BEFORE THE BOARD OF MEDICAL EXAMINERS

OF THE STATE OF NEVADA
kR kK

. . )
In The Matter of Charges and )

) NO Case No. 06-4041-1

int Agai . .

?omplalnt gainst ; PARD i , ol
FRANK SILVER, M.D., ) :

) %@“,ﬁ%‘m—

Respondent. )
)

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 |
ﬁis attorney, John Cotton, Esq., were present for the proceedingé.

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

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
n
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" The Board, after due consideration of the record, evidence and léw, 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
Done in open session this 13" day of June, 2008.

Javaid Anwar, M.D., President
Nevada State Board of Medical Examiners

dismissed.




