APPLICATION FOR A TEMPORARY MEDICAL PERMIT

(For Postgraduate Training or Teaching)
State Form 17598 (R9 / 2-06)

Approved'by State Board of Accounts, 2006

MEDICAL. LICENSING BOARD OF INDIANA
PROFESSIONAL LICENSING AGENCY
402 West Washington Street, Room W072
Indianapolis, Indiana 46204
Telephone: (317) 234-2060
E-mail: pla3@pla.IN.gov
www.pla.IN.gov

[ * Your Social Security number is being requested by this state agency in accordance with IC 4-1-8-1. Disclosure is mandatory and this record cannot be processed without it.
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APPLICATION AFFIRMATION
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| hereby swear or affirm, under the penalties of perjury, that the statements made in this application are true, complete and correct.
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LIST ALL PLACES YOU HAVE LIVED SINCE GRADUATION FROM MEDICAL OR OSTEQPATHIC SCHOOL
GENERAL LOCATION DATE (month, day, year)
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If your answer is “Yes” to any of the following, explain fully in a signed and notarized statemer?ﬁ"éﬁ!&ng related detaiiszinclude the violation, location, date and
disposition. If malpractice, provide name(s) of plaintiff(s), case information, detailed description of the ca Tevents. and settleﬁnent amount, including court
documents, if applicable. Letters from attorneys or insurance companies are not accepted in lieu of your statement. Falsifi ication ot any of the following, is grounds
for permanent revocation of a license or permit issued pursuant to this application.

1. Has disciplinary action ever been taken regarding any license, certificate, registration or permit you hold or have held? O Yes [E/No

2. Have you ever been denied a license, certificate, registration or permit to practice osteopathic medicine or any regulated health Ov
occupation in any state (including Indiana) or country? es

3. Are you now being, or have you ever been freated for drug or alcohol abuse? O ves

4. Have you ever been the subject of an investigation by a regulatory agency concerning your license? [J Yes

5. Have you ever been arrested, convicted of, pled guilty or nolo contendere to, or are formal charges pending:
A. A violation of any Federal, State, or local law relating to the use, manufacturing, distribution or dispensing of
controlled substance or drug addiction?

B. Any offense, misdemearior or felony in any state? (Except for minor traffic laws resulting in fines.)

O] Yes

0 ves

6. Have you ever been denied staff membership or privileges in any hospital or health care facility or had such membership or privileges 0O
revoked, suspended or subjected to any restrictions, probation or other type of discipline or limitations? Yes

7. Have you ever been admonished, censured, reprimanded or requested to withdraw, resign or retire from any hospital or health care 0O
facility in which you have trained, held staff membership or privileges or acted as a consultant? Yes

8. Have you ever had a malpractice judgment against you or settled any malpractice action? [ Yes

9. Have you surrendered your DEA registration at any time or had any limitations placed on your DEA registration? 3 Yes
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» ) AUTHORIZATION FOR RELEASE OF INFORMATION »

| hereby authorize, request and direct any person, firm, officer, corporation, association, organization or institution to release'(o the Prqfessiona| L‘tcen_sing
Agency any files, documents, records or other information pertaining fo the undersigned, requested by the Agency or any of its authorized representatives
in connection with processing my application for temporary medical permit.

| hereby release the aforementioned persons, firms, officers, corporations, association, organization, and institutions from any liability with regard to such
inspection or fumishing of any such information.

{ further authorize the Professional Licensing Agency to disclose to the aforementioned organizations, persons, and institutions any information which is
material to my application, and | hereby specifically release the Agency and Board from any and all liability in connection with such disclosures.

A photostatic copy of this authorization has the same force and effect as the original.

AFFIRMATION

| hereby swear or affirm that | have read the above statements and agree to same.
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HOSPITAL / INSTITUTION CERTIFICATION FOR A TEMPORARY MEDICAL PERMIT
OR A TEMPORARY MEDICAL TEACHING PERMIT
(to be completed by the hospital / institution Chairman / Departiment Head)
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AUTHORIZATION FOR RELEASE OF INFORMATION

| hereby authorize, request and direct any person, firm, officer, corporation, association, organization or institution to release to the Professionai Licensing
Agency any files, documents, records or other information pertaining ‘o the undersigned, requested by the Agency or any of its authorized representatives
in connection with processing my application for temporary medical permit.

I hereby release the aforementioned persons, firms, officers, corporations, association, organization, and institutions from any liability with regard to such
inspection or furnishing of any such information.

| further authorize the Professional Licensing Agency to disclose to the aforementioned organizations, persons, and institutions any information which is
material to my application, and | hereby specifically release the Agency and Board from any and all liability in connection with such disclosures.

A photostatic copy of this authorization has the same force and effect as the original.
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1 hereby swear or affirm that | have read the above statements and agree to same.
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HOSPITAL / INSTITUTION CERTIFICATION FOR A TEMPORARY MEDICAL PERMIT
OR A TEMPORARY MEDICAL TEACHING PERMIT
(to be completed by the hospital / institution Chairman / Department Head)
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Kentucky Board of Medical Licensure

310 Whittington Parkway, Suite 1B
Louisville KY 40222
Phone: (502) 429-7150 Fax: (502) 429-7188

Name:
Address:

License:

Status:

Expiration:

Practice County:
*Area of Practice:
Type of Practice:
Year Licensed in KY:
Medical School:
Year Graduated:

Tanya E. Franklin M.D.
UL, GME Office, RM518
323 E. Chestnut St.
Louisville KY 40202
R0980

Residency

6/30/2007

Jefferson
Obstetrics/Gynecology
Resident/Fellow
7/1/2005

University of Louisville School of Medicine
2004

Disciplinary/Other Actions past 10None

yrs:

*The Board does not verify current specialties. For more
information please see the American Board of Medical
Specialties website at: http://www.abms.org to
determine if the physician has earned a specialty
certification from this private agency.

Sk

wﬁ//ﬂa Lo

7

RECEIVED |

AUGR 8 1 2000

N
Clomrolorava
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DnlnyM.Gark.MD-
President

KENTUCKY BOARD OF MEDICAL LICENSURE
Hurstbourne Office Park
310 Whittington Parkway, Suite 1B
Lonisville, Kentucky 40222 ) BECEN 1A
Telephone (S02 429-7150
Fax (502 429-2:8 AU G 7 3 2““5

KB.M.L

This is to advise you that the Kentucky Board of Medical Licensure charges $10.00
‘each for a verification of a physician licensed by this Board.

You may pay by check or credit card. Please send your requests via fax to 502/ 429-
7158 or email Stephanie.simpson@ky.gov of send to the address listed above. If you
have any questions please contact Stephanie Simpson at 502/429-7150. -

Please include the following with your request.
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(Please attach a list of names and license numbers for multiple requests.)
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VERIFICATION OF STATE LICENSURE

State Form 7143 (R4 /2-06)

RECEIVED
AUG 2 3 2006
K.B.M.L.

PROFESSIONAL LICENSING AGENCY
402 West Washington Street, Room W072
Indianapolis, Indiana 46204
Telephone: (317) 232-2960
Fax: (317) 233-4236
www.pla.iN.gov

F Your Social Security number is requested by this agency in accordance with IC 4-1-8-1, and it is mandatory that it be given.

INSTRUCTIONS: Tipe and complete the top section. Make copies to send to each state that you hold or have held &

license. Have the staté(s) send this directly to-our office.

Name (Jast, first, middie, maiden)
Franklin, Tanya E.

Date of birth (month, day, year)

3/29/1977

Social Secyrity number *

Address (number and street or rural route)

[ Wisville

550 S. Jackson Street, 2™ Floor ACB, Dept. of Ob/Gyn

ZIP code

40202

Type of license held . .
Residency Training License

License number

R0980

Date of issuance (month, day, year}

7/1/2005

| hereby authorize the State of

Kentucky

to furnish the Professional Licensing Agency with the information below.

Signature of applim A;/W/LW

U106

License number

Date of issuance (month, day, year)

Date of expiration (month, day, year)

Licensed by

O exam [ Endorsement

3 other

Type of examination

Date of administration {month, day, year)

Attach subjects, scores, date of examination, and average.

License is current and in good standing

™ Yes

I No

License is or has been invalid

(] Yes I No

Any derogatory information?

O Yes

If license has been encumbered in any way, please provide certified copies of all related documents.

Signature

FORM COMPLETED BY

Date (month, day, year)

Printed name

State Board

Telephone number

( )

E-mail address

Please affix board seal below




