" DC.Boardof Médicine ﬁ
* Complaint/Adverse Information : ; /{/ '

~ Triage Form .

PLEASE ATTACH TH[S FORM TO THE COMPLAINT or OTHER DOCUI\JENT . ‘% Q
) ADVERSE INFORMATION .

(Please print except initials) . - M &

',,'-;I'umwggpm | Hmeou) ) ALEXA%D—EE u o
'Recommendation of the Chaupctson_ o - |
ST 9

£ 1.-Summary Suspension (lmmmcnt danger to public health and safety) IR 0§

2. Investigﬁtc

Please specify issues for investigation:

3. Request reply from physician
4. Request opinion from Attorney Advisor
5. Refer to Board for recommcndcd‘closing

6 Refer to Board for recommended NOI

&W‘f" Q”W, ”//"/”‘ wAATCE

Chairpefédﬁ or Designee’s Initials:




GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department of Health

D.C. Board of Medicine * * *
B
B
March 4, 2003

Harold O. Alexander, M.D.

Re: D.C. Medical License Renewal
Dear Dr. Alexander:

The D.C. Board of Medicine (the “Board”) has received your renewal application (copy
enclosed), and noted the malpractice suit(s). This letter is to request additional information
regarding the suit(s). The Board requires the following information regarding each suit reported:

- The plaintiff;

- The venue;

- The specific allegation;

- The circumstances of your involvement; and

- The status, including the amount of any settlement.

Please forward the requested information by mail or fax to James R. Granger, Jr, Executive
Director, at the address/fax number shown in the footer of this letter within thirty days of the date
of this letter.

F e e s cprepea-op v b et

Thank you for your prompt attention to this matter.
Sincerely,

William E. Matory, M.D.
Chairperson
D.C. Board of Medicine

Enclosure as specified above.

WEM/jg

825 North Capitol Street, N.E., Room 2224, Washington, D.C. 20002 Phone: (202) 442-4777 Fax: (202) 442-9431



P o 29675112
. District of Columbia — Department of Health
__mmmsm , HEALTH OCCUPATION LICENSE RENEWAL FORM DCMDRENO1
' GENERAL INSTRUCTIONS: The information printed in Section 1 of this form shows the current information on record for your license. Complete
all sections. of this form, where applicable, including the fee calculation. If more space is needed to fully answer questions, attach additional sheets.
¥ " * or misleading statements will be cause for disciplinary action and may be cause for criminal prosecution. Mail the form, the required fee, and
porting documents to: Promissor/DC DOH-MD, Metro-Plex I, Suite 400, 8201 Corporate Drive, Landover, MI» 20785. This form is due,
b to Promissor by December 31, 2002. Forms postmarked after the 31st of December must contain an additional penalty fee of $50.00.
-If_)rw-lllavel any questions call ASI at 888-204-6193. - :
1A. DEMOGRAPHIC INFORMATION : .
Please make name and address changes on the reverse side of this form.

. i g e ; ; MDO0O0000014315
lnill"atl'Illl“n!'li!l'nIlll'i'ltl]ltt"l'u"luu‘t“lc!ul- " License Number:

Social Security #:
HAROLD O. ALEXANDER Dot Bactiin _
7306 SUTTE 1,cHFRAPIESE '
%
CAPITAL HEIGHTS MD 20743 (:_.,
&

Pursuant to D.C. Code Section 2-3305.5(y4001
on applications for a professional licegse. P
swom affidavit stating that you do.sidt hy
You must complete the encl !

A o Regfuat _
B O License (No fee)

c O actic Ancillary Procedures "3 ppzf{@

p. O (if postmarked after December 31320 SRFICE GRILY

E O License Request pl ORI

LAY

LN -
, Oily —, If your practice 1§ "0aN
ty,‘please 1idiCate the-code- . CODE |
ist atithe rights . 7

Chiropractors Only — Are you'
perform rién-invasive. ancillary-prg
(Requires additional fee of $90)
5. SCREENING QUESTIONS . .
ALL questions must be completed by all licensees. If provide a complete explanation
on a separate sheet of paper. /

A Have you withdrawn an application (in DC or any other statefjurisdiction) to practice  YES O No ¥ [IoN] O
me‘didn'e;_orhasmy-alithouity'takel:iamgﬁ_hﬁﬁﬂnagainst'ym&ﬁmsegrpﬁvﬂage&. ) . T

you answer “Yes™ to any of the questions below, please

or informed you of s'my:pmdjng'léha'r'ges not previously reported to this Board? . a )
Have you been convicted of a crime (other than minor traffic violation) not YES [0 NO G/

B.
previously reported to the Board? oo
C. Do you have a physical or medical condition that currently impairs your ability o =~ YES [0 NO B,/ OFFICE ONLY E
practice your profession? B/ 3
D. Since the last renewal, have you been diagnosed or treated for substance abuse? YES [0 /NO
E. Have you been involved in a malpractice suit since your last renewal? If yes, provide  YES | No OO W/
| date of incident, allegation and disposition of case. . E/
E  Have you been out of practice since the last renewal? YES 0 NO

All licensees are required to sign and date this form on the lines provided below. This form will be returned unprocessed if the form is not
aphdie

<igned by the lice digcopy of this form for your records. i
k i St = B ' —
e~ lp 1 [22[o 2 (o Ce onu B
'S SIGNATURE S ¥ pate
ALL RENEWING LI EES — Please complete sections 8 and/or 9 on the back of this form to update your home or business address,
preferred mailing address, SSN/Birthdate, or to report a name change. Use your license prefix and number when calling for assistance at the

number listed in General Instructions or when writing to Promissor or the Board. -
Mail renewal form and fee to:
Promissor/DC DOH-MD ¢ Metro-Plex I, Suite 400, 8201 Corporate Drive * Landover, MD 20785 i 7




District of Columbla — Department of Health -
HEALTH OCCUPATION LICENSE RENEWAL FORM . =«

7. CONTINUING EDUCATION - {CHIROPRACTORS AND PHYSICIAN ASSISTANTS ONLY)

“heck the box below if you have completed the required credit hours to renew your license. Include the certificates of completion with this
lication. These courses must have been completed between 1/1/01 and 12/31/02. [

Physician Assistants ONLY Chlmpractors ONLY OFFICE ONLY
ﬂ Ihmoomp!etedthqdﬂhoutsof(:alcgmylandﬁohomof O Ihave completed the 24 hours of continuing - :
CmcgorylorCategoryﬂmnhnnmgeducaummquuuitomew education required to renew my license. D[”:l I:l
" my license.

8. ADDRESS CHANGE
Use the boxes below to indicate a change in your home or business address. Complete all fields, even if the address has only partially changed.

8A. HOME ADDRESS CHANGE

HmmMammmﬂwmeoxnumbubchapphwbhHmdomtenwryourwmplet: ddress, your add hang,
cannot be processed.

(Choose only one) EI .\mmm O rLoor
O roBOX D]:D:l

[!IIIIIIIIJJIIIIIIIIIIIIIIIL!IIIIIII
SENEENNERNNERRRERRRERNNRNRRNRRNRERY

OO O O () (000
NRELRNNCNRRRIRRNAL TN N i E— ]

8B. BUSINESS ADDRESS CHANGE :
Please note your apartment, suite, floor or PO Box number below if applicable. If you do not enter your complete address, your address change
cannot be processed.

s DComer Desm [
NENRNNNNAENNNRNNNNNNNNNRRNNAREE
NNENEAERENARNNNEaEERENNANEEE AN En
T T OO (O COLLO-CO|
(L0000 (00 ]

8C. INDICATE YOUR PREFERRED MAILING ADDRESS
~ All correspondence for this license will be sent to the preferred mailing address.

0O HOME 0 BUSINESS

8D. SSN/BIRTHDATE
If your Social Security Number/FEIN and Buthdammmwmmmmmg,phsemﬂwmmmespmmsprmded

SSN/FEIN® - = .. BIRTHDATE. .

liIIIIIIIIlI ERGAEL R H

DAY YEAR

9. NAME CHANGE

Ifyournmehmd:angoqonsmoorm:t.enm:tbe‘luwexacdyasushouldappurunthnhmse,‘[}seallﬁeldsmafonly&m first or last
namehaschangod_MInamcchangcsrequueacopyofdnlegalnmedlmgedmmLAweptabkdmenwmmamagemﬁm
L d:mmedocmcs,orcounordus. ST - -

IIIIIIIIIII!IIIIHIII

LM OFFICE ONLY
JUENREERRsNnR R ER AR AR RERRnnE]]

;!;J ;!..;-‘ eic)
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
. DEPARTMENT OF HEALTH. .
825 NQRTH CAP{TOL STREET, N S,

nw applymg foni: ”"LeMW-
) -. (‘We of kea!'tb !weuse) U

r«-- 7
i

bia govcmment
%1..&,%:; #

Division . =~




? Sharel] O _Aluander, WD, File

ﬂq‘a,{pra.ci‘zm. Cages

T T Marcetic McTatye /

(2| D'Morco CiFrom vins H 0 A lecanolo~ M)
C)raWaJLfi{.M mILu..y @ S/g/cm
~1le A 'PGCMV 2.00 |

S ettlcd — ﬂ"lIKK!, 7/0‘7.. H 335,600 -

@ Myﬁ-\(’%c Mtﬁ'ﬁ..“(éj‘" Vs HO A“i{:ﬁ-‘-‘mdtj‘ el
/

Blacdar perFo rokion ot Firme oF
’“ﬁ)‘“‘”“‘lﬁﬂf [ Micaosurgical Fnbop ffc..sf?/
g 4 y - ) i J :
14989 Fried f‘?S"j/]}_cJ

8 ._, s J . ‘

LI_CMM_ HF1YzS
H-0 AiﬁﬂfMOU;r}‘ VD

7306 CENTRAL AVENUE, SUITE 1 CAPITOL HEIGHTS. MARYLAND 20743 TELEPHONE (301) 3B0-5454
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CONSUMER AND REGULATORY AFFAIRS
PROFESSIONAL LICENSING AD INISTRATI
PPLICATIONS DIVISION >
STREET, N.w. ' W7
ROOM 904
VASHINGTON, 'D.C. 20001

I

APPLICATION FOR REINSTATEMENT OF HEALTH
_ OCCUPATIONS LICENSE

(Anacthasspm-typci:howgraphs?x 27 9/?'4/93
Date of ‘Application

‘Namc ,‘!G-FO/O(-O/"”E-"' /4“—’&@—«4{1*( 5% Datcofﬁinh.—

Residence Address z
Business Address 7306 Central

'SociéJSccﬁﬁtyM R iness Phone 301—'353'—5‘65‘4{

T EGugxd nolang: L !
Type ofl.iccnsc;__?h'y Feecananar s v = Original License No, /435

DateIssued___ (97§ —Date of Last Renewa] [ 79 (- e’ff ied /2'/3 ’/ 629

Method of Original Licensure; _ /V/ alirnokl By arol Efsngin wﬁm—'ms

Reason for Not Renewinp: :éffz_wui Maled Fo ffx_éamecr-aléﬁ
-G_C%Mss " M‘Feﬁ& 17 féclivce

PLEASE ACCOUNT FORALLPRACTICE, EMPLOYMENT QR PERIODS. QOENO?
4///4 e (P&"ac;é;:—c, has Contirmed |
' VLY RISV Y Y, S i
4 ﬁfﬁe_mMC . W

Have you (if firm, any officer of firm) been arrested, indicted or convicted of crime (other
than minor teraffic violations) since last renewal? YES_ X :NO. IF YES,
ATTACH WRITTEN EXPLANATION \

SEE REVE;RSE SIDE



ECEIVE
SEP 2 71993

GOVERNMENT OF THE DISTRICT OF COLUMBIA

DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATIOL
605 G STREET, N.W. ROOM 202-LL
WASHINGTON. D.C. 20001
BOARD OF MEDICINE

ADDRESS ALL COMMUNICATIONS
TO THE BOARD

DISCIPLINARY INQUIRIES

Federation of State Medical Boards

6000 Western Place - Suite 707

Fort Worth, Texas 76107-4618 : ]

The District of Columbia Board of Medicine requests a disciplinary
search concerning the following individual:

Ha'-o /oL O @fc_xma(,(/\isf )

Name

Address

City, State, and Zip Code

S

Date of Birth

'———-——_—-——-—————

Social Security Number
HWQ(, U. Collegr ot MM NWesh DC
Medical School of Graduation #hd Branch Location /

& &k
Date of Graduation
W FAVE RO UNFAVORABLE INFORMATION
Please mail the response to the following address: REGARDING THE ABOVE HAMED PHYSICAN
SEP 30 1993

D.C. Board of Medicine

605 G Street, N.W. - Room 202LL $&smze A Wiy 1 03
Washi B.C 001 JAMES R. WINN, M.D.

EXECUTIVE VICE—PFIESIDENT
sy{am%




Form MNo. LIIUIA-] d N
| XY
- . U, 7
t
FOR OFFICE USE ONLY _J APPLICATION NO. g3 - 7¥- ¢4 77
AMOUNT | DATE BASIS OF LICENSURE date YCATEGORY CODE
OF FEE PAID O EXAMINATION S—
NS Ty AUDIT/LICENSE NO.
EXAMINATION ¢ : O RECIPROCITY COMPLAINTS FILED
LICENSE s biute OYes NoD
BOARD APPROVED O ENDORSEMENT e MIS ONLY
LICENSE PERIOD '
s i STREET CODE ...
from to QUADRANT CODE ...

TO BE COMPLETED BY APPLICANT (PLEASE READ INSTRUCTIONS FIRST) (PRINT IN INK OR TYPE)
PE OF LICENSE 5. B Individual 6. BASIS OF O Examination 11. DATE OF APPLICATION

manc,mJE_ -+ Su.ﬁ.(sEtLy O Partnership APPLICATION [J Re-examination 20 May ¥32
0 Corporation- } * [ Reciprocity * 12. SOCIAL SECURITY NUMBER
2. NAME OF APPLICANT (Last, ¥ ST xgmlorsement
‘YIWDLU ahe- " LOther” wonwone [C15 PATE OF SECTH
O Female (specify) s -

3. R}.smmcr ADDRESS

8. O TRADE NAME

OR 15. TELEPI NUMBER
= O EMPLOYER NAME A Residen
4. BILLING ADDRESS 9. BUSINESS ADDRESS (Streer, City, State, Zip Codel Businexs209- 120 -
tStreet, City, State, Zip Code} '453 &d”‘kﬂ"\* .
; — 16, CERTIFICATE OF OCCUPANCY
SG—‘VU__ A+w4ie/"‘ ca ﬁsgo‘ 10, D.C. WARD (if applicable)
_ / N.A. NUMBER
17. SCHOOIL. ATTENDED (name, city. state or 18. Total Ne. 19. Date of 20, Type of 21. Year Degree
foreign country) of Hours Graduation Degree/Certificate Received
: - . =iz ’
Howanrd U. Collesp o M ol “Semohig] 5 |11 M. D. 1977
L]
0 A
22, Have you ever been arrested or convicted of a crime? (omit traffic violations) 23. Are you currently honded? [J Yes No

T

24. Are you now or have you ever heen licem:ed in D.C. or any other jurisdiction?

) O No .
If yes, give the followjng information on orl nal licensur Jurisdiction A Ma—'—!‘ lend_ I GM"FO roAa..
License Date "ﬂi., 143 License No nu‘j ] Guss Yolssue Basis ... .N.B..

25. Have you ever surrendered license or has license been denied, revoked or suspended ‘hy any . jurisdiction? [J Yes RNO
If yes, attach explanation.

26, AFFIDAVIT OF APPLICANT
HAROLD O. ALEXANDER , being duly sworn, d

including all writings and exhibits attached hereto, is true and complete.

STATE OF CALIFORNIA/COUNTY OF MERCED :
Histrict—odk Eohardiz ss. / 1 Signafure of AppHica

id says: That the information given i gtion,

Subscribed and sworn to hefore me this 20th day of May 19 83 by the affiar

appeared before me. OIS s St =
OFFIC!AL SEAL ’
oo ornia | 2TE [Lr A~
NOTARY PUBL LIFORN[A

i Notary Public

o personally

My Commission expirel

o f MERCED COUNTY
1. All applicants must 4 om : ¥ FORReXBITen AR 14311 B¥Ba ke and submit all supporting documents required.

2. Fee must accompany application. All Teex are earned when paid and cannot he transferred or refunded.

3. Make checks payable to D.C. TREASURER. A charge of $15.00 will be imposed for dishonored checks. (Public Law 89-208)

4. False or misleading statements will he cause for rejection of application or revocation of license.

5. If more space is needed to fully answer questions, attach additional pagels),

*Under the authority of Public Law 93-579, Section 7(b), the Department of Licenses, Investigations and Inspections requests your Social Security Number
to assist in the administration of D.C. tax laws Disclosure is not required as a part of the hcensmg process and will not be made available to the public.

e 5 !E D




GOVERNMENT OF THE DISTRICT OF (
COMMISSION ON LICENSURE TO PRACTICE THE
605 G Street, N.W., Room 202—Lower Le

Washington, D.C. 20001

SUPPLEMENTAL INFORMATIQ

METHOD OF HEALING:
“G./-old_. QII"e)- Al&xmw O Osteopathy & Surgery
ADDRESS Medicine & Surgery

O Chiropractic

D Other (specify)

1. If applying for licensure by endorsement, indicate whether FLEX D or National Board and give date and place of
examination,

L Wa,sh:-mg;fm;j?.c,('?@.w. Univessty ) 197

[
B

2. Training and practice since date of graduation to the present. Include periods of unemployment and other employment.

. n From To
Name of Employer” Address Zip Code Mo./Yr. Mo./YTr.

(1) Priace Georers Gen . Hosp Cheved y Md . 20125 901377 111979

I

"
H

3
A

(2) Provitence "Hosp,tad | Vo dinin. St) Wash . DL. 2001 7[t979 - hag: .

(8) USAE Castle AFR, Merced Co. 5343 1] 1951 — plesent
: ' / 5ﬂu.x 83
(4) - g
(6)
(6)

3. References. List the names and full mailing addresses, including zip codes, of three personal acquaintances, not relatives,
who have knowledge of your character and professional practice, or give the name and address of the chartered State or Coun-
ty Medical Society or other Society nearest your residence.

Weash . s 2L 2000 ¢(

. -lolp'()ms . sy . Hosp.
(2]’31‘- 1. R, G»e.o-—(p_; 9. 5%« KMOL? k“i—s. N, Wash., DL.
3) Pr. . leeg S0 Varawn S+ M€ fosh. ,D.c. 2007

4. Declaration of Intent:

As part of my application for licensure to practice the healing art in the District of Columbia, I bereby declare that it is my
intention, if issued a license, to engage in the practice of the healing art in the District of Columbia.

I understand that should I be granted a license by examination to practice the healing art in the District of Columbia, the
Commission on Licensure to Practice the Healing Art in the District of Columbia will not certify my examination scores to
another jurisdiction unless and until I 5 in practice of the healing art in tHe Distcict of Columbia for at least
six months subsequent to the is istrigt’of Columbia license,

20 May 83

Date’

/ " Signature bf Applicant

the Commission on Licensure to Practice the Healing Art in the District of Columbia? [J] Yes No

6. Have you ever taken an examination in the basic sciences or any examinativn-in_the ifig art ppder the authority of
If the answer is yes, give date and type of examination. /ﬁ

83—7216-P
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DEPARTMENT OF THE AIR FORCE

UNITED STATES AIR FORCE HOSPITAL, CASTLE (S5AC)
CASTLE AIR FORCE BASE, CALIFORNIA 95342

4 August 1983

Board of Medical Licensure
Washington, D. C.

Re: HAROLD 0. ALEXANDER, MD, (D

Dr. Harold 0. Alexander served as a staff obstetrician-
gynecologist at USAF Hospital Castle from 30 June 1981
through 1 August 1983.

His duties involved provision of routine obstetrical and
gynecologic care to the population served by our base. Care
for high-risk OB patients was provided as limited by the
services at our facility. He supervised the care provided
by two nurse-midwives and a nurse practitioner. For six
months he served as Chief of the OB/GYN Services here.

I have worked with Dr. Alexander for about one year, and
have found him to be knowledgable and current in his
field. His technical skills are quite adequate. He is a
competent physician. :

KATHLEEN M. MC CAULEY, CAPT, US C

CHIEF, OB/GYN SERVICES
USAF, HOSPITAL CASTLE AFB, CA

Peace .. .. isour Profession



GOVERNMENT OF THE DISTRICT OF COLUMBIA
COMMISHION ON LICENS RS T PRacTicr THe HEALING ART

6G5 G Street, N.W., Room 202 lower Level
Vashington, v“?\ n.C. 20001

GRRESL ALl COMMUNICATIONS @
TO THE COMMISSION kmm

Providence Hosp.
. Varnl.lm St-’ N.w. ‘\_ \‘.- ‘:'_
Washington, D.C. - 20017 ’

Decxr Sir:

The physicien whose nane zppeart bilow he
Licensure to Practice the Healing Art, f ora l
art in the District of Columbia.

S cpplied to the Commissicn o
icense to practice the heal:.ng

In order to a1d us in evaluating thic application, we would greatly zn-
preciate your providing the folloijn;_- irTormation.

GIirecpely
#J_\rm / . z

( ’ Yoseph Sarnella
il Direztor

Réiis Harold O. Alti:::_ander ) __Date of Birth !

Perioa of :J';Joyment: From 7/79 T 7/81
Titie of Fosition Resident

Method of Hezling Practiced Medicine/Surgery

Fetlirg of Appiiceni's Perforrseu ce ___Satisfactory

T i
cypemant = o
ST =

05, uatue of‘ Of I‘icial (Facsimile rict acceptes.
Thomas E. Curtin, MD _
Vice President, Medical Affairs

T Te T Fosition
Providence Hospital
1150 Varnum Street, NE

Wash.'l.ngton D.C. 20017
£y Institution, or Address of Pravate

Ty, "’:

ey |



GOVERNMENT OF THE DISTRICT OF COLUMBIA

COMMISSION ON LACENSUE- TC FaACTICE THE HEALING ARY
605 G Strect, N.W., Rcom 202 Lower Level

Vashington, — D.C. 20001
m‘;
.a’é 2\
b N

' CABEE E1383%7 T

T RESES ALL COMWUNICATIONS
TO ThL LOMMISLION

Prince Georges General Hosp.
Cheverly, Md. 20785

Dear S:,.r :

Mhe physiclen whose name zppears belew has applied to the Commicsicrn: o
Iicensure to Practice the Healing Art, for & license to practice the hesliing
art imn.the Districet of Columbia.

T order to aid us in evaluatirg this application, we would greatly an-
precizte your providing the fellowing information.

oircerely,
. — "b%»& )/

C /mﬂph Sarnella

2iaffl Directoxr

- Harold 0. Alexander Date of Birth —

Pericd of frmloyment: From  7/77 To __7/79
- - Title ¢f Pesition _ Resident in Obstetrics and Gynecology

Method of healing Practiced Medicine and Surgery

Retirg cf Avpilcent's Perfoarres:ce  Poor to Fair

Remaris:

-] [
bcka e sture ef Official

£ N

(Fgebinmile rot accepted.

R. K. Skipton, M.D.

Program Coordinator, Department of 0B/GYN
™™iie of Fosition

Prince George's General Hospital

and Medical Center
__Cheverly, Maryland 20785
[prrey, institution, or Adaress ol Privale

TH A X
[ Rret e S dl




rovidence 150 varnum street n.e.
hospital washington, d.c. 20017
(202) 26897000
\_ J
September 8, 1983

Government of the District of Columbia

Commission on Licensure to Practice the Healing Art
605 G Street, N.W., Room 202 Lower Level
Washington, D.C. 20001

To whom it may concern:

I am writing this letter in support of Dr. Harold Alexander who is
applying for a license to practice the healing arts in the District
of Columbia.

This is to certify that Dr. Harold Alexander satisfactorily served as
a resident in the Ob/Gyn Department from July, 1979 - June , 1981.
The last year of that period was served as chief resident of the Ob/

Gyn Department.

Dr. Alexander's progress was satisfactory in all respects. His
association and relationship with his peers and attending staff was
in all respects satisfactory. His professional posture and morals
were satisfactory in all aspects.

Sincerely,

ames M. Frawley, M.D.
Chief of Clinical Services

Department of Ob/Gyn

JMF/elxr

a daughter of charity hospital serving the washington community since 181



CHARACTER REFERENCE'S VOUCHER

September 8, 1983 » 19

TO THE COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART:

I hereby certify that since July 1, 1979 » I have been so
_ ' insert date ; :
closely associated with Dr. Harold Alexander, M.D. , residing ¢
applicant's name 7
in » as to be able to intelli-

gently express an opinion as to his character, mental condition, and habits,
and that to the best of my knowledge and belief, he/she is of good moral
character and free from mental defects and drug habits liable to interfere

with the proper pfa&tice of the healing art.

I certify further that to my personal knowiedge he/she has been actually

engaged in the practice of Obstetries/Gynecology for not less than one

continuous year immediately preceding _August 18, 1983 .
date of application

Remarks: PLEASE SEE_ATTACHED LETTER

1

i :'$

~__Providence Hospital
Profession or Business

James M. Frawley, M.D.

(Name - print or type)

;%uw»o747 ﬂalaAAH{LQ.%4¢:9

Shgnature (Facsimile ndt acceptable)

1150 Varnum Street, NE

Washington, D.C. 20017
Address




CHARACTER REFERENCE'S VOUCHER

Ay ﬂaff 1 83

B{YSSION ON LICENSURE TO PRACTICE THE HEALING ART:

reby certify that since | / 775— -, I have been so

ingern ate

closely associated with Dr. )élm;(f /O’/&",/[}J@LL&&/ » residing .
. pplicant's name

in Mﬂr)él%u&, WW , as to be able to intelli-

gently express an opinion as to his character, mental condltlon, and habits,

and that to the best of my knowledge and belief, he/she is of good moral -
character and free from mental defects and drug habits liable to interfere

with the proper p'rai:tice of the healing art.

I certify further that to my personal Icnov;ledge he/s&€ has been actually

engaged in the practice of M@béw& for not less than one

continuous year immediately preceding. ' c?é/ /4“—4 ‘g .

date of appdication

Remarks: g@ /QW CJM&/M . /Mcﬁl//? ?4’( and
e W MM[AM’JL mep@/wé /toa

 Profession or Business
" Jheorese /Q g@eéé‘uf J2.u)

(Name - print or type)

dfiﬁ{ﬂuﬁ% AP

Signature (Facsimile not acceptable)
Sa5ps & B S Shite Tpo
Was o frr. DO FFos
Address”

796 - ¢4




DEPARTMENT OF THE AIR FORCE

UNITED STATES AIR FORCE HOSPITAL, CAST LE (SAC)
CASTLE AIR FORCE BASE, CALIFORNIA 95342

4 August 1983

Board of Medical Licensure
Washington, D. C.

Re: HAROLD O. ALEXANDER, MD,

Dr. Harold 0. Alexander served as a staff obstetrician-
gynecologist at USAF Hospital Castle from 30 June 1981
through 1 August 1983.

His duties involved provision of routine obstetrical and
gynecologic care to the population served by our base. Care
for high-risk OB patients was provided as limited by the
services at our facility. He supervised the care provided
by two nurse-midwives and a nurse practitiomer. For six
months he served as Chief of the OB/GYN Services here.

I have worked with Dr. Alexander for about one year, and
have found him to be knowledgable and current in his
field. His technical skills are quite adequate. He is a
competent physician.

-y

CHIEF, OB/GYN SERVICES
USAF, HOSPITAL CASTLE AFB, CA

Peace . ... isour Profession



A ODRESS All. COMMUNICATIONS

GOVERNMENT OF THE DISTRICT OF COLUMBIA
COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART

605 G Street, N.W., Room 202 Lowerxr Level
Vashington, D.C. 20001 -

TO THE COMMISSION

Providence Hosp.
. Varnum St., N.W. W
Washington, D.C. 20017

Dear Sir:

The physicien whose name appears Dellw - hes applied to the Commissicn ori
Licensure to Practice the Healing A.I"b, f‘or a license to practice the healing
art in the District of Columbia.

Tn order to aild us in evaluating this applicatlon, we would greatly ap-
preciate your providing the following information.

f oseph Sarnella
Fnaff Directoxr

i
Pericd of Frployment: From 779 To  7/81

Title of Fosition Resident

Method of Hezling Practiced Medicine/Surgery _

Boting of fppliiceri's Performarce  Satisfactory

.

FREY i ¢ ol ey SO S
ERLEH S iy gt B

nature of O"f‘icial (Facsirile riot accepted)
Thcmas E. Curtin, MD
Vice President, Medical Affairs

™HTe ¢t rosition
Providence Hospital
1150 Varnum Street, NE

WashlngtOn, D.C. 20017
g r':}‘,: «na.:T ituﬁion’ or Lddress ﬁ'f' PY)“\-F,\ &

?,'é




GOVERNMENT OF THE DISTRICT OF COLUMBIA
COMMISSION OM LUICENSURY TO PRACTICE THE HEALING ART
605 G Street, N.W., Rocom 202 Lower Level
Vashington, e D.C. 20001
Y LN

LONRESS AL COMMUNICATIONS
TO THE COMMISSION

Prince Georges General Hosp.
Cheverly, Md. 20785

‘ .__'\

Tre physician whose name appears below has applied to the Commissicn o
Licersure to Practice the Healing Art, for license to practice the healing
art ;n*the District of Columbia. -

JA;urder to aid us in evaluating this application, we would greatly ap-
preciate your providing the following information.

)
5
"‘)
Py
tﬂ
},l
H
(]
O
ct+
Q
H

Period of Frrloyment: From  7/77 L To 7779
= Tiile of Pesition Resident in Obstetﬁics and Gynecology

Method of Healing Practiced Medicine and Surgery

Reting of Avpiicent's Perfovmarce Poor to Fair
L B '

Remaris . -
5
e L

“Timature bf Official (Fagbimile not accepted;

R. K. Skipton, M.D.

Program Coordinator, Department of 0B/GYN
MiTe of Fosition

Prince George's General Hospital

and Medical Center

~ Cheverly, Maryland 20785
LPETey, Institution, or Adaress ol private

Voger st A
W L R E R e L
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has served faithfully and satisfactorily as
RESIDENT

[N OBSTETRICS & GYNECOLOGY

STATE OF CALIFORNIA
COUNTY OF \:mmn.m._u

mcrmnzyom mﬁn sworn to

during .the period

JULY 1,1977

in testimony whereof this certificate is hereby granted.

YA

Q:E OF U:varzmzq

VICE PRESIDENT FOR PROFESSIONAL EDUCATION

JUNE 30,1978

.........
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‘OFFICIAL SEAL
RUTH KOTAKI
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Subscribed and sworn to before me this 2nd day Bf August 1983
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RUTH KOTAKI
NOTARY PUBLIC - CALIFORNIA

MERCED COUNTY
My comm, expires APR 23, 1987 *
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Form No.- LII-OPA-1

“ APPLICATION FOR D.C. LIBENSE@W

FOR OFFICE USE ONLY JAPPLICATION No. 73 - T~ c,s;;’]
AMOUNT DATE BASIS OF LICENSURE date CATFG%%
OF FEE  PAID | [ EXAMINATION Ty,
APPLICATION  § ek o e J
EXAMINATION O RECIPROCITY COMPLAINTS FILED

BOARD APPROVED

$
LICENSE $ W ﬁ_‘z ' OYes NoQ
;fENDORSF.MENT 2 MIS ONLY

LICENSE PERI p % / 6/ O OTHER STREET CODE oo
trom £ to L7 { f’“ QUADRANT CODE .............

state

- |
TO BE COMPLETED BY APPLICANT (PLEASE READ INSTRUCTIONS F IRST) (PRINT IN INK OR TYPE)
1. TYPE OF LICENSE 5. Individual 6. BASIS OF 0 Examination 11. DATE, OF APPLICATION
MEQICHVIE + me?Eﬁ\y - ‘O Partnership APPLICATION [0 Re-examination 20 3
- [} Couporatiot * [ Reciprocity + 12. SOCIAL SECURITY NUMBER
dlAME OF APPLICANT T e e v e s et
i = B eciiisssseeasa ~
l a.:-g[. m S Yemals (secifyy” | 13. DATE OF BIRTH
3. RESIDENCE ADDRESS
(Street, City, State, Zip Code) 8. (] TRADE NAME 14.
OR 15. TELEPHONE NUMBER
: ) EMPLOYER NAME Residen
4. BILLING ADDRESS 9. BUSINESS, ADDRESS (Streer, City, Siate, Zip Coded Business209 - 126 ~ 254 |
( Street, City, State, Zip Code) 2
16. CKERTIFICATE OF OCCUPANCY
Sw A 0‘ 10. D C WARD (if applicable)
_ J NUMBER
17. SCHOOIL. ATTENDED (name, city, state or 18. Total No. 19. Date of 20. Type of 21. Year Degree
foreign country) of Hours Graduation Degree/Certificate Received -

Howanrd WU, Callegp oF Meple ’5521 hes '3!’1'1 M.D. 1971

Washingten, e,

If yes, give expiration date

If yes, attach explanation.

¥ No

24,

Are you now or have you ever heen licensed in 1.C. or any other jurisdiction? RYes O Ne -F .
If yes, give lhe {ol]mjng information on ong,‘mal licensu Jurisdiction ........ l aﬁr‘v Ornia..

License Date License No: n’“’lﬂ 76“"51 Lplssue Basis ... M ﬁ

25.

Have you-'éver surrendéred llt.euse or has license been deniedl, revaked or suspended iy any jurisdiction? [J Yes RNO
If yes, attach explanation.

26.

AFFIDAVIT OF APPLICANT
HAROLD O. ALEXANDER being duly sworn, d

including all writings and exhibits attached hereto, is true and complete.

STATE OF CALIFORNIA/COUNTY OF MERCED
Pistrict ok Cohmhix ss.

Subseribed and sworn to before me this ......... 20th.... day of
appeared before me. & o PN NP S E

OFFICIAL SEAL

RUTH, g@i
NOTARY PuBLI Q IFORNIA
MERCED COUNTY

,f?c.a«f{\. /M

Notary Public

l
My Commission expires

1. All applicants must PV applu Jlﬁé’ ﬁBm::exHFﬁ%ﬁmlggntﬂagabe and submit all supporting documents required.

2. Fee must accompany application. e:‘ﬁﬁdrnﬂv\mﬁﬁﬁ cannot be transferred or refunded.

3. Make checks payable to D.C. TREASURER. A charge of $15.00 will be imposed for dishonored checks. (Public Law 89-208)

4. False or misleading statements will e cause for rejection of application or revocation of license.

5. If more space is needed to fully answer questions, attach additional page(s).

*Under the authority of Public Law 93-579, Section 7(b), the Department of Licenses, Investigations and Inspections requests your Social Security Number
to assist in the administration of D.C. tax laws. Disclosure is not requlred as a part of the ]lcensmg process and will not be made avallab]e to the public.




PROCESSING CHECK LIST

L

wune_ /1 1€ aodenc Larsd/of D

Applications Clerk

Is application form signed and notarized

Is photograph attached .

Is internship certificate (or notarized copy) or certified
statement from internship hospital

Notarized copy of medical diploma or certified copy of
medical school transcript

Notarized copy of ECFMG Certificate (foreign grad. only)
Fee attached * i '
Declaration of Intent signed : & .
File folder attached (Re-examination applicants only)

Flex Form A (examination applicants only) w
) : Applications Clerk

éppliéations Examiner

1.

Applicant is at least 18 years old L”/P.

Applicant has accounted for all practice since M.D. degree .. .
or (reciprocity only) since issue of base license '
Method of healing

0 i by Ty O

indicate

(Examination applicant only)

(a)  Applicant asks exemption from Basic Sciences

(b) Questions have been received directly from other Board

(Reciprocity applicant only)

(a) Written licensing examination by

¥ (indigate)

.(b) Has provided information re base license

(¢)  Has practiced at least one year out of the :last three
years immediately prior to this application since issue »
of base license

(d) Applicant has been previously examined in District of Col.

(yes or no)

(1) Exam taken and failed here before base license /
(2) Exam taken and failed here after hase license

Applicant has submitted proper fee

' (agount)

¢

Applications Examiner




—

? Qu&;‘ﬁau -‘F'), oo | SUPPLEMEMA‘& Fope — W pLemse vt = _

a0 Yewes. o
) Seap 4(,7;,,5/!/{,@:;##/ LIRS ﬁ%’%ﬁ% l,((;)z

L2z z=2=== . ;
PROCESSING CHECK LIST . U

 5-17-83

Name Jm &AJD_G_-'@_HA@HL 9}

Applications Clerk

1. Is application form signed and notarized
A Is photograph attached i _
3. 1Is internship certificate (or notarized copy) or certified

 statement from internship hospital - ' /
4. Notarized copy of medical diploma or certified copy of

medical school transcript e phovE
5. Notarized copy of ECFMG Certificate (foreign grad. only)
6. Fee attached o ' '
7. Declaration of Intent signed '
8. TFile folder attached (Re-examination applicants only)
9. TFlex Form A (examination applicants only) e :
" : Applications Clerk
Applications Examiner
1. Applicant is at least 18 years old v’//
2. Applicant has accounted for all practice since M.D. degree .
or (reciprocity only) since issue of base license SZP' ol/B"
3., Method of healing

. ‘. (igdicate)
4. - Applying for license by _

(indicate)

(b) Questions | and — e
6. (Reciprocity applicant only) .
(a) Written licensing examination by %Z
' (indigate)
(b) Has provided information re base license
(¢) Has practiced at least one year out of the last three
years immediately prior to this application since issue
of base license
(d) Applicant has been previously examined in District of Col.
; (ye no)
(1) Exam taken and failed here before base license
(2) Exam taken and failed here after base license

Applicant has submitted proper fee —

Applications Examiner



GOVERNMENT OF THE DISTRICT OF (

COMMISSION ON LICENSURE TO PRACTICE D
605 G Street, NW., Room 202—Lower Le
Washington, D.C. 20001

- SUPPLEMENTAL INFORMATI(

= METHOD OF HEALING:
%01& QI“"@-— AI&KMM O Osteopathy & Surgery

APDRESS_ ;iMedicine & Surgery
: O Chiropractic
* O Other (specify)

1. If applying for licensure by endorsement, indicate whether FLEX [] or National Board and give date and place of
examination.

- W&shmgﬁm;b,c,(*?é.w. Wniveesity ) 1979

2. Training and practice since date of graduation to the present. Include periods of unemployment and other employment.

. From To
Name of Employer Address Zip Code Mo./YT. Mo./Yr.

(1) Prince Georses Gea, Hoyp. Cf”\-%ewhr; Mo . 20125 ’7!!‘3’?7 /1919
(2) B‘owote«.oa '6Hoso.'i"a.ﬁ. ! Vo neens SE. Wesh. DL. 2007 7][t32% "ZI:Q?; (

(3) MSAF Ca{s*{e, AFB MCLOL,CO. OI‘S'S"{'L 7’ ﬂ"&’l = P-{-es-ea.t
' ) I SAug gz

(4) “¥

(5)

(6)

3. References. List the names and full mailing addresses, including zip codes, of three personal acquaintances, not relatives,
ho have knowledge of your character and professional practice, or give the name and address of the chartered State or Coun-

nearest. your.residenc R

- Medical Sq

Name - Address Zip Code

(”j):-, Ernest L. Hoipl(;‘»\s Howardl IL. Hosp. Wash. ','..D,C.. 2000 ¢
(ﬂiph Fak GQO‘—-Q;L; Jr. Sﬁvlcm@ty L\fs, N, Wash. , DL.
(3}'9-‘-: J. FWQ}‘,’ Lisp Varacca S¥. N.E. b{}a.sk.,,j)-(‘_, 2007

4. Declaration of Intent:

As part of my application for licensure to practice the healing art in the District of Columbia, I hereby declare that it is my
intention, if issued a license, to engage in the practice of the healing art in the District of Columbia.

I understand that should I be granted a license by examination to practice the healing art in the District of Columbia, the
Commission on Licensure to Practice the Healing Art in the District of Columbia will not certify my examination scores to

another jurisdiction unless and until I phk practice of the healing art in the Disttict of Columbia for at least
f Columbia license.

six months subsequent to the isspa
20 May 83

/ " Signature bf Applicant Date’
5. Have you ever taken an examination in the basic sciences or any examination-in_the ifig art ppder the authority of

the Commission on Licensure to Practice the Healing Art in the District of Columbia? [J Yes No
If the answer is yes, give date and type of examination.

83—1216-P



Government of the District of Columbia

Homid | .
j/f,@yﬁﬁ/f /) JJ h D.C. Board of

Department of Health
Medicine

" Health Professionals. _
Licensing Administration Physician Profile

Please correct and initial any provided information that is inaccurate by drawing a line through the incorrect
item and prmtmg in ink the correction above or next to the incorrect item. Please type or print (leg:bly) any

: mfon'nation that is not provided.

O Please check this box if you are interested in volunteering for medical reepohée :
during a bioterrorism event or any other public health emergency (Optional). - 5003 P ] HG

' I
1. General Information:, _ ’ '
- 1979 kil 12{31o¢,
Initial License Date ' L_icense' Expiration Date e F
o 39
Malden Name (Opuonal)

Inciude maiden name in profile? (Check one) OYes 0ONo

NOTE: The information prepopulated above cannot be changed by the practitioner. If you have a name change, noryﬁ’
the Board in writing and include legal documentation that supports the change. ¢

2. Emergency Contact Information:

Web Site (Optional):
Include website address in profi le? (Check one) 0O Yes O No

E-mail Address (Optional):
Include email address in profile? (Check one) O Yes O No
NOTE: Please provide a non-emergency e-mail address if you wish to communicate with the Board of

301-33( - 5§94}

0 Check this box if you do not have ;1 fax number.

" Fax Number:

Secunty Verification (Optional):
NOTE: If you provided a non-emergency e-mail address above. Jor verification purpose, please provide

- mother maiden name. This will facilitate electronic retrieval of a forgotten password in the future,

Mofher's maiden name:

3. Address of Record:

(Used to receive license renewals, notifi catlons, and

orders) .
SO Wliann Beanes Lol Upy Matbore D
" Zo97y |




4.Do you have primary Practice Address? )Ké’es | O No

Practice Name (Optional) , -
Address (Line 1) 3006 (oatenl Ave 3F
Address (Line 2) _ ' -
City - " Capitol Heks

State Iimp ¥

Zip code '2_9-1]:‘-3 :

Telephone | (3ol )__350 ~515M

% Time spent at this Jocation Bl A %

Translating Services available? (check one) O Yes ){No

If yes, please check type (s) of translating services that are available:
O Hearing impaired - '
O Non-English languages spoken

Non-English Languages Spoken (attach additional sheets if necessary).
S Dr—f\.r)«l'v

Non-English Languages Spoken by Practitioner. (attach additional sheets

[fLnecessary).
Phra S

Days patienté seen at this location (i.e. M-W-,F) (Optional) =~ {
5. Do you have an Additional Practice Address? O Yes /ﬁo

(attach additional sheets if necessary)

Practice Name (Optional)
Address (Line 1)
Address (Line 2)

tate
Zip code
Telephone o )

9% Time spent at this location %
Translating Services available? (check one) OYes 0ONo

If yes, please check type (s) of translating services that are available:
0O Hearing impaired
0 Non-English languages spoken




Non-English Lan guéges Spoken (attach additional sheets if necessary).

- Non-English Languages Spoken by Practitioner (attach additional sheets if necessd:y).

Days patients seen at this location M—W F):(Oprional)

6. Educa tlon. Please select the U.S. or Canadian school Osteopathic, attended (a:tach
additional sheets if necessary)

Howad U . c,uq oF Meseeny

U.S. or Canadian School Attended
_U.S. or Canadian School Year of completion

If you attended a non-U.S. (and temtones) non-Canadlan school please enter the name of the
school below ; _

Non-U.S. School Attended
Non-U.S. Year of c_ompletlon Non-U.S. State or Province

Non-U.S. Country

7. Post Grad uate: Please indicate the name of the postgraduate medical or osteopath:c educanon
program attended (attach additional sheets if necessary):

Specialty QB[ ]
Program Name Vrinc_(Sessfls %m;@*’”
City Chew *’-«*—Tl State/Prdbince

Years Attended '
){ InternshprResidcncy O Fellowship

Cbuﬁtry us

. Program Name
City_Weash
Years Attended _, -
] IntemshipXResidency O Fellowship

State/Province

Specialty
Program Name
City State/Province _ Country.

Years Attended
O Internship O Residency O Fellowship

8. Board Certification: Are you currently Board certified or sub-certified as approved by
American Board of Medical Spgtialties or the Bureau of Osteopathic Specialists of the American

Osteopathic Assocration‘? Y Yes 0ONo

&
F



vy

If yes, please indicate the initial year of certification/ certification, and the year of expiration (artac.;h
additional sheets if necessary). . ' _

Year of Certification 1986 _ Year of Expiration 2001
Year of Certification Year of Expiration __
Year of Certification " Year of Expiration

9. Sglf-—De'Sl'g"nated Practice Area: Please indicate designated areas of practice (attach additional
sheets if necessary): : : ,

06| Grl,cfv |

'10. Active/Clinical Practice: Please indicate total number of years in practice following completion

of graduate medical, osteopathic, or education: - {'
Number of years in active/clinical practice inside U.S./Canada Territories: 2

Number of years in active/clinical practice outside U.S./Canada Territories:

11. Medicaid: S
Do you participate in District of Columbia Medicaid program? (check one) es [ONo
Are you accepting new District of Columbia Medicaid patients? (check one) es ONo
12. Medicare: e

Are you a Medicare participating provider? (check one) g %es O .
Are you a Medicare non-participating provider? (Optional) (check one) O Yes No
Are you accepting new Medicare patients? (Optional) (check one) X es 0ONo

13. Current Distri'ctl of Columbia Hospitals with Admitting Privileges: _ _
Please indicate from all the District of Columbia hospital/facilities at which you have admitting privileges

~ (attach additi | sheets if necessary) A\ ’ ,

14. Current District of Columbia Hospital Affiliations: Please indicate from any other
District of Columb}i{}jospital'privilegesfaffiliated (attached additional sheets if necessary). -

15. Current Out-of-State Hospital Affiliations: Please list the hospital name, city, and state
for all hospitals privileges/affiliations in all states other than the District of Columbia (attached additional

sheets if necessary,).
,é';ma?cs . _City O!uzv-z,-fr} State ALY

Hospital
Hospital City J State

16. Do you wish to provide information on Insurance Plans/Managed Care
Plans Accepted (Optional)? ' O Yes 0



If yes, please list up to 10 health'insurance plans that you accept. Include the name of the insurance
company and the name of the specific insurance plan or managed care plan for each entry( e.g., Blue Cross
and Blue Shield"). Check the box to the right of each entry if you also are a participating provider of the

N plan. B

Name of Insurance or Man.a.gcd Care Plan Accepted .I am a participating .
o ; provider in this plan
1 o
2 - T - 5
3 o
3 e}
5 R a
6 0
7 u}
3 0
9 a.
. 0

Please provide a contact telephone number that consumers can call for further information on Insurance
Plans that you accept: ( ) .

17. US/Canada Academic Appointments: Please indicate U.S./Canada Territories academic
appointments (attach additional sheets if necessary). :

School N A Years Service to
School . Years Service to
School Years Service to




18. Non-U.S./Canada Academic Appointments: Please list non-U. S/Canada Territories
academic appointments. Provide the full name and country for the school (attach ada'mona! sheets'if

necessary)

to-
to
to

‘School f\}" { - Cou_r'ntry Years of Service

19. Publications: Please list publications in peer-reviewed literature within the last f' ive years
(maximum) of ten articles, attach additional sheets if necessary)

_ Title N

Journal
Volume
Website
Date

Title
Journal
Volume
Website
Date

Title
Journal
Volume .
Website
Date -

Volume
Website
Date

Title
Journal
Volume
Website
Date

Title
Journal
Volume
Website
Date




Title
Journal
Volume
Website
Date

Title
. Journal
~ Volume
Website
Date

Title
Journal
Volume -
Website
Date

Title
Journal
Volume
Website
Date

20. Honors/Awards (Optional): 1f you wish to provide information on honors or awards received,
please indicate in the space provided. You may also use this section to include board certifications that are
not listed in the Board Certification section (attach additional.sheets if necessary).

Name of Hor;or_f‘Award

REEE] (] DI,

Year Recerved

Namé of Honor/Award
Received From
Year Received

21. District of Columbia Board of Medicine Notices and Orders: '

Have you been the subject of a District of Columbia Board of Medicine Public Order. S/ ‘
Yes: No:

7 =

22. Actions 1: You are required to report the following actions:

e Final orders of any regulatory board of another jurisdiction that result in the denial, probation,
revocation, suspension, or restriction of any license; '



o Final orders of any health regulatory board of anotherjurisdiction' that result in reprimand or

censure;
e Voluntary surrender of a license while under investigation in a state other than District of Columbia;

Any disciplinary action taken by a federal health institution or ederal agency.
Do you have any reportable actions? (check one) ' O Yes No

NOTE: If yes, please complete the sections below (attach additional sheets if necessary):

Date of Action:

Entity Taking action:
- Action Taken:__

Date of Action:
Entity Taking action:
Action Taken:___

23, Actions 2: Have you ever had any action taken by healthcare institutions, other practitioners,
insurance companies, health maintenance organizations or professional organizations that resulted in a
suspension or revocation of privileges or the of employment? (checkone) 0O Yes No

NOTE: If yes, please complete the sections below (attach additional sheets if necessary): '

Date of Action:

Entity Taking Yo e

Action Taken:

Date of Action:

Entity Taking action:

Action Taken:

24, Paid Claims: You are required to provide a complete listing of all paid claims for the last ten years.
This should include paid claims not only in the District of Columbia, but in other states and countries as
well. Print the city, use the two letter state abbreviation, and print the country if non-U.S. For each paid
claim, you may submit a brief description of the case for consumers to view. The presentation of this text
will be limited to 300 characters on the web site. Please provide this text on an additional sheet of paper.



2002 .

. Payment Year:

Total US Dollar Amount: : e
Code for the Specialty at the time of paid claim: e P . Condy , PAD
City/State and/or Country : G 68 - ,

 Settlement:_ 235000 — Judgment:

Payment Year:

Total US Dollar Amount: -
‘Code for the Specialty at the time of paid claim:
City/State and/or Country

Settlement:: Judgment:

Payment Year:

Total US Dollar Amount:
Code for the Specialty at the time of paid claim:
City/State and/or Country

Settlement: Judgment:

25. Felony Conviction Information: Have you ever been convicted in a court of law of
committing a felony? (check one)

0 es
No _
NOTE: If fes, please complete all of the sections below (attach additional sheets).
Date of conviction MM/DD/YYYY _ /[ _ :

Were you convicted in the U.S. of a federal or state offense? (check one)
1. O Federal State:

which sigte:

aora NtTensesIn an

- 5D
i: T “=

Please specify U.S. state or federal code section (alpha numeric designation) that defines offense committed
(do not complete if offense was committed in non-U.S. country): ;

Please provide a written description of the type of offense that was committed:




Please specify the jurisdiction where conviction occurred:
City/State and/or Country (if non-U.S.):

Type of sentence received (check only oné):_

1) Incarceration followed by probation O
2) Incarceration without probation . O
3) Active supervised probation only o
4) Active unsupervised probationonly 0O

Date of sentencing MM/DD/YYYY _ / /

| Length of sentence: _ ‘
1. Suspended sentence: Number of years Number-of months

2. Sentence served: =~ Number of years Number of Months

10



Attestation:

I certify that the information provided in this questionnaire is true, complete, and accurate to the best of my
knowledge. I further understand that providing incomplete or false information may constitute
_unprofessional conduct and may subject me to disciplinary action by the District of Columbia Board of

Medicine. |
District Of Columbia Board of Medicine Regulation 17 DCMR 4609 requires that I update my
information within thirty days of a change.

Signature Date

i 3/0’&;
I —

Thank you for completing your questionnaire. You do not need to return the Code Lists,
By regulation, your information must be received by the Board within 30 days from the
date of the initial request. Earlier submission will expedite the Practitioner Informatlon
Collection process and would be most appreciated.

Please mail your completed and signed questionnaire to:

Dlstnct of Columbla Board of Med icine Practltloner Informatlon

717 14" St. NW., Suite 600
Washington, DC 20005
If you have any questions, please call at:
(202) 724-4900

To view or edit your public profile online, visit the consumer website:

* www.hpla.doh.dc.gov

11
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