Arizona Medical Board
9545 E. Doubletree Ranch Road » Scottsdale, AZ 85258-55614
Telephone: 480- 551-2700 e Toll Free: 877-255-2212 « Fax: 480-551-2705
Website: www.azmd.gov

November 8, 2011

RE: Complaint information for Dr. Paul Isaacson

To Whom It May Concern:

The information you requested cannot be provided for the following indicated reason(s).

(A)

- (B)

— )

— (G)

Comments:

Name(s) do not match any licensed physician or physician assistant in our records.

The file you have requested has been destroyed in accordance with the agency’s record retention
schedule,

Transcripts are available through Griffin & Associates Court Reporters at (602) 264-2230.

This agency does not release physician/physician assistant's dates of birth or Social Security
Numbers.

You have requested documents that are part of the Board's investigative file and are confidential
pursuant to AR.S. § 32-1451.01(C) and (E), and are exempt from disclosure to the public and not
obtainable by subpoena. Lipschultz v. Superior Court, 128 Ariz. 16, 623 P.2d 805 (1985); Anizona
Board of Medical Examiners v. Superior Court, 186 Ariz. 360, 911 P.2d 924 (App. 1996).

In addition to the reasons stated in (E), as the licensee you may have been entitled to receive this
information while the investigation was pending. However, you would have been prohibited from
using the material in any forum other than before the Board. Because the investigation is
concluded, you are not entitled to this information. A.R.S. § 32-3206(B).

Other: The Arizona Medical Board does not have jurisdiction over the professions about which
you reguested information.

Please contact the Clerk of Courts for malpracticé information: 602-506-3360

Thank you,

Amanda Schwabe
Board Coordinator
Ph: (480) 551-2712
Fx: (480) 551-2705
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General Information

Paul A. Isaacson MD License Number: 23227

1331 N 7th St Ste 225 License Status: Active
Phoenix AZ 85006-2768 Licensed Date: 06/16/1985
Phone: {602) 553-0440 License Renewed: 03/31/2011

Due to Renew By: 04/16/2013
If not Renewed, License Expires: 08/16/2013

Education and Training

Information up to the date of initial licensure is verified by the Board. Information provided by the
physician after this date is not verified by the Board.

Medical School: TUFTS UNIV SCH OF MED
Boston, Massachusetts

Graduation Date: 05/12/1991

Residency: 07/01/1991 - 06/30/1995 (Obstetrics & Gynecology)

BRIGHAM & WOMEN'S HOSPITAL-HARVARD MEDICAL SCHOOL
BOSTON, MA

Area of Interest Obstetrics & Gynecology (ABMS Board Certified)

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

Board Actions




None

A person may obtain additional public records related to any licensee, including dismissed complaints and
non-disciplinary actions and orders, by making a written request to the Board. The Arizona Medical Board
presents this information as a service to the public. The Board relies upon information provided by licensees
to be true and correct, as required by statute. It is an act of unprofessional conduct for a licensee to provide
erroneous information to the Board. The Board makes no warranty or guarantee conceming the accuracy or
reliability of the content of this website or the content of any other website to which it may link. Assessing
accuracy and reliability of the information obtained from this website is solely the responsibility of the user.
The Board is not liable for errors or for any damages resuiting from the use of the information contained
herein.

Please note that some Board Actions may not appear until a few weeks after they are taken, due to
appeals, effective dates and cther administrative processes.

Board actions taken against physicians in the past 24 months are also available in a chronological list.

Credentials Verification professionals, please click here for information on use of this website.
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1651 E. Morten Avenuse, Suile 210
Phoenix, Arizona 85020 =
AC. (602) 255-3751 i

APPLICATION FOR A uciuse
TO PRACTICE MEDICINE
THAOUGH _
ENDORSEMENT

FOR BOARD USE
DO NOT USE THIS SPACE

-BOMEX
MAR 1 0 1955

P B

f'@'wmumae COMPLETED BY THE APPROPRIATE AGENCY ANO RETURNED DIRECTLY TO THIS BOARD |
" > _,._\1' ' INFORMATION

All candidates shall'provide satisfactory evidence that:

1. He possesses a good moral and professional wputauon

2 He is physically and mentally able to engage safely in the practice of medicine.

3. He has not been found guilty of any act of unprofessional conduct; medical i incompetency, ormenuny or physically mbletow
safely in the practice of medicine.

4. He has not had disciplinary action taken against him by any other state, territory,; district or country for reasons rehtmg to his ability
to engage safely and skilifully in the practice of medicine.

NOTE: Apﬁaﬁmmpmmudmaﬁﬂmeﬁﬂmdbﬂ;&rmuﬂudummmmﬂmnm
Apﬁuﬁmmfwymmmmmmmﬁnmmwm

APPLICATION INSTRUCTIONS
{Read Carefully)
In addition to the appropriate completion of the applicable sections of this application; the applicant will submit the followiiig:
I. Evidence of name and date of birth: (3) a photocopy of birth certificate; or (b) an ongmal Certificate of Namliauon. or (c) other
documentary evidence for consideration. {Visa, green card, Passport, ¢tc.)
2. Certified evidence of any legal name changes other than that shown on cemﬁcam filed in mordam with paragraph i above, (e g
marriage certificate). Proof of foreign birth of American parcats,
3. Photocopy of M.D. Degree Diploma; OR M.B., B.S. Degree Diploma for fomgn graduates.
4. Photocopy of the DD 214 Form of release from the U.S. military or public health service. OR, if cummly serving, have attached
?crewnh a h:lucr from any Commanding Officer setting forth the dates of active duty, assignments, and antu:tpazed date of rekase
rom active duty.
5. Photocopies of any certificates awarded by any of the American medical specialty boards.
6. Phaotocopies of all certificates awarded upon completion of any internship, residency, fellowship or other post-guduate medical
education undertaken in United States or Canadian hospitals; OR letters of certification of partial; past; or current training.
7. The names and addresses of all your hospital affi llanons for the five years prior to filing this application and the Chief of Staff or
Chief of Service for each,
8. Astatement of your exact whereabouts and nature ot‘ practice or other activities from the date of graduation from medical schbol to
the present, with specific MONTH AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED.

FOT... - S



S
9. C?shier‘s Check or Money Order in U.S. Funds {personal checks not accepted), covering the statutory fee of ﬁsooo’l‘hereimnn
refunds,

10. Applicants, whose written examination; FLEX examination; National Beard of Medical Examiners (NBME) or Licensing Medical
Councit of Canada (LMCC) certificates, uponiwhich endorsement is sought was received more than ten years preceding the filing of
this application, are required to submit to the Special Purpose Examination (SPEX).

11. Credentials submitted in foreign languages shalhbave affixed thereto a certified transiation into English.

12. Separated or Mutilated Applications are not acceptable and will require refiling.

13. Requests for exemptions or waivers of any portion of this application will be denied and will delay your consideration for licensure.

4. NOTE: All credentials submitted must remain the property of the Arizona Board of Medical Examiners and NONE will be returned

except original Centificates of Naturalization or the applicant’s triplicate copy of Declaration of Intention.
I5. Photocopi¢s shall not exceed 8'% inches by 11 inches in size.

. e
UNITED STATES OR CANADIAN MEDICAL SCHOOL GRADUATES -

Graduates of medical schools located in the United States or Canada which were approved by the Council on Medical Education of the
American Medical Association, the Canadian Medical Council, or the Association of American Medical Colleges, will forward forms
numbered 1, 11, and 1f{ to the appropriate agency with the request that they be completed and returned directly to the Arizona Board of
Medical Exammers

ALL OTHER MEDICAL SCHOOL GIIADUA‘I'E‘

Gmduates of medical schools located outside the United States or Canada will forward Forms aumbered LI1, 111, EH-A, and IV as may
be applicable, to the appropriate agency with the request that they be completed and returned to the Arizona Board of Medical
Examiners.

Note:  Applications will not be processed nor considered until ALL required forms.are completed and returned directly to the Arizona
address provided.

APPLICATION '
{To be completed, signed by applicant and notarized. All questions MUST be answered completely.)
I Present Legal Name: L SAACSON ,  FALtL ALLEN .
(tas) N -

PRINT OR TYPE (Firm) {Middi)

(a) Other names used: Social Security No..
2, Address; Residence:
Office - -

7 T (Phoot)
5 cuy ana se of e, | —  vcove ooy 4o veu o i

4. In what states or provinces have you applied for or been granted license or registration? If more than two, attach separate listing. I
license not i $0 state.

@ A /‘)'-ff46hu 7S 3 /2 #/ 77 Lilense grarmred T7EES
T (Spechy St Board) T (Daw of Apphcation) . TRewuR) Weriiicate No)
5/12/493 crecleniiols
(Date fssoed) TSpeily it by Writien EXamination of on Credentiain)
® {Specify State Bosed) (Date of Apphication) (Result) {Comiiicais No.)
(Date {ssoed] Specify f by Writien EXAMMmanon or on c:unuhis)

5. Have you ever had an application for a license to practice medicine denied or NO
rejected by another state/ province licensing Board?

{Answer)

6. Have any actions, mtnctmns, hmﬂauons, or probations ever been imposed. on

yeu while participating in any type of training program? VO

’ {Anawer) .

7. Have you ever been charged with a violation of any statute, rule or regulation of N0

any domestic or foreign governmental agency? :
8. Has there been any action initiated against you by or through any medical board O '

or association? .

9. Have you ever had a medical license revoked; suspended; limited; restricted;
placed on probation; voluntarily surrendered or cancelled duringan mmuganon D
orin lieu of disciplinary action; or entered into a consent agreement or stipulation?

s a7




’ .

e e ymm it e

~ >

10. Have y;;: ever had hospital privileges revoked; denied; suspended or restrictedin  A/p
any wa .

11" Have you ever been involved in any malpractice matter which resulted in & 4/p)

_settiement or judgement against you in excess of $20,000?

12. Have you ever been convicted of Medicare or Medicaid fraud; received sanctions,
including restriction, suspension ar removal from practice imposed by anagency of VO
the federal government? :

13. Have you ever had your ability to prescribe, dispense or administer medications
limited, restricted, modified, denied, surrendered or revoked by a federal or state /yo
agency? .

Note: Inthe event the response to any of the questions numbered 5 through 13 is YES, the applicant will file with the application a
detailed report concerning the above matiers; including, any charge, date of such charge, the complete name and address of all
bodies of jurisdiction, the resuits of any hearings, and the disposition of such charge(s). Provide the name and address of
applicant’s insurance carrier and the name and address of patient's attorney, IN ADDITION, the applicant must provide that
centified photocopy(ies) of any hearings, settiements or judgements, together with copies of patient’s hospital and/or office
records, be submitted to this Board.

14. Have you ever heen treated for the use of or misuse of any chemical substance or
substances? , .

hinL,

i

15. Have you ever been hospitalized or a patient in a mental or other institution of
confinement, or have you ever been treated or received medication for a mental or
behavioral condition? .

(Answer)
16. Are you suffering from any ailment communicable to others? : -
(Amswer)

Noie: In the event the response to the questions 14 through 16is YES, the applicant will file with the application a separate detailed
statement concerning the above matter(s); icluding the name and address of the hocpitll{nhabi!iuﬁon center ‘where
treatment was obtaincd. The applicant shall also obtain and furnish a certified copy of his/ber History and Physical
Examihation, Consultation Report(s), and Discharge Summary from the hog:lllmhlblﬂum center. The shall
also have submitted a statement from his/her attending physician or treating pist setting forth the applicanty diagnosic,

o prognosis and recommendations for continuing care, treatment nndmi

17."Are yoi presently in good physical and mental health? e

'(f NO, applicant shall file with this application, a detailed statement of his health, diagnosis an prognosis, supported by report of his

i L1 .
18. Entcryourheighthere_s_éw.‘m wcigh:,___'f_z_%ww colorofeyu._.__g.(.‘:f_‘:*_ colqrnf!:ﬁrm

19. List Internships, Residency and Fellowship training; OR, Assistant Professorship (or higher) at approved school of medicine ~—
chronologically showing institution, address, type of program and dates. Attach separate listing if needed.

SN p &9 706192 Brighom and woment Hogul 7§ Erones S BosToN, ME oM o8/t
Reidewty /%2 ro /8% Brivkem and Women) goipirel 75 Fromass Sr-_ Borion, s 0215 OB/E

20. Are you certified by an American Board of medical specialties? ___A/C Specialty:
21, Have you completed the cducational requirements for any of the American Board of medical specialties? MO x 30,
which? ' i

22. Exact whereabouts and nature of practice or other activities from the date of graduation from medical school to the present, with
‘'specific MONTH AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED.,

At _ROSHON. MA - quseinship sk oy grom _E/7/ . w0 Lreienr
. dty . s 'S-m:e 4 .
At . _ . ) from to
City Staie
At from to
City State
At . from to
City Siate
At from 1{4]
City State
A from _ fo

Ciny State




23 InthecvcntyoumnweessfulmMalmlommwmmmMMnmﬂ? .
wes Where?! __Chonad /€7, A2 , -

Solo or in Association with?_ WOV ENY ea/rhn (zre ASSLX a7 e)
24. What is your intended specialty practics? _QATE77IcS gai p—yzw:w/oyy
25. What branch of the United States Armed Forces have you served with, if any, including USPHS? _VOAVE

Active duty? From to
Month and Year Momth and Year

Theapplicam ___PAUL ALLEN TSAACSON, D
(PRINT OR TYPE) (Name in Full).
being first duly sworn upon his cath deposes and says: that he is the person herein named subscribing to this application; that he has read

the compicte application, knows the full content thereof, and declares that all of the information contained herein and evidence orother
credentials submitted herewith are true and correct; that he is the lawful holder of the degree of Doctor of Medicine as prescribed by this

‘application, that the same was procured in the regular course of instruction and examination, and that it, together with all the credenmh

submitted, were procured without fraud or misrepresentation or any mistake of which the spplicant is aware and that the applicant is the
lawful holder thereof. Further, I hereby authorize all hospitals, institutions or organizations, my references, pemmi physicians, employers
(past, presenitand future), business and professional associates (past, preaentnnd futore); and sl government agencies (local, state; fedennl

-'or foreign) 10 relesse to the Arizona Board of Medical Examiners or its successors any information, files or records, including medical

records, educational records, and records of psychiatric treatment and treatment fordm.mdl oralcohol abuse or dependency, requested

by that Board in connection with this application; or any further or future investigation by that Board necessary 10 determine my medical

competence, professional conduct or physical or mental ability to safely engage inthe practice of medicine. 1 furtherauthorize the Arizona
Board of Medical Examiners or its successors (o release to the organizations, individuals or groups listed above any information which is
material to this application or any subsequent licensure. § further acknowledge that falsification or misrepresentation of any item or
tesponse on this application is adequate to deny the same or to hold a hearing to revoke the same, if isived.

Signature of Applicant , M.D,
STATE OF = } . L

' (NOTARIAL SEAL) -
Subscribed and sworn to before me this & day of _ 2. B
Notary Signature et My Commission expires

‘ rgfomcsuuonm |
Application Rec'd 3-\‘0“ 19 S appiication Procetss by

Application Completed 19 Application Checked by s, )

Form No. 1 Rec'd 3 =1 3= 95 Application Approved  Cleaee. 5 19 28"
Form No. Reed =2 = 2001945 gy PV PP - :
3= 13— -

Form No. HI Rec'd 19 A S License lssved _ Clama Ko, 19 25

Form No. 11l Rec'd 19 License No. 239227
Form No. III-A Rec'd 19

Form Neo. IV Rec'd 19

Investigation Completed 19

Application withdrawn

(Dnte)
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" PLEASE RETURN THIS FORM WITH YOUR APPLICATION ;.

MAY BE XEROXED IF ADDITIONAL COPIES ARE NEEDED- g
L]
ARIZONA BOARD OF MEDICAL BXAMINERS '
OF THE STATE OF ARIZONA
APPLICANTS: List all hospital affiliations for the past five (5) years, :lncluding '
moonlighting and courtesy staff affiliations.
List all amployment: with medical agencies of euploylent. e.8is physicinn
placement group} emergency medical group radiology sroup. etc.
1) HOSPITAL: Rrighan ﬂxw( Womens #0.:70/7‘4/ - Roserr bysiss, md
. clseror e
ADDRESS: 75 F/‘ﬁf!/c/.s o Rosroa, s OB/ : :
. . City © State ’ Zip Code
DATE OF srlm-mmsaxr. 6/ g/ - /d/ﬁ;.?;w" N
TYPE OF STAFF MEMBERSHIP:. /7‘0 e Sre A
2) HOSPITAL: /Wﬁgdgda(g/j*: Gever/ ,401//,727/ ZSAaA Scéz:/; » eﬁ' m
ADDRESS:__3 2 Ffw 7 ST BosTon, #g O2///
City - State z;tp Qode ‘ ) .
" DATE OF STAFF mzasan é/a’/ ﬁ/z?fé’/W' . S S
3 'ma OF STAFF mmmsmr- /7‘&’66 €.S‘7W/—>C ‘
3) Hosrrm., ) _ o : I T o «
 ADDRESS:. i e i e e e e e
’ : . Clity ) : State : Zip Code
DATE OF STAFF MEMBERSHIP:
TYPE OF STAPF MEMBERSHIP: ';
4) -HOSPITAL: ] _3
ADDRESS: . ~ : - - ’ z
7 T ‘ ety ~ State Zip Code !
DATE OF STAFF MEMBERSHIP: - , }
TYPE OF STAFF MEMBERSHIP: B '
5) MEDICAL AGENCY OF EMPLOYMENT:
ADDRESS: " : ~
- Cliey . State Zip Code
DATE OF EMPLOYMENT: - ; jQMEX
6) MEDICAL AGENCY OF EMPLOYMENT: . ‘ - ER10Mm
ADDRESS: | - S : w7
. City State B Zip Codﬂa'_ .

DATE OF EMPLOYMENT:




g .
MEDICAL COLLEGE CERTIFICATION

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by the medical school
granting the medical degree. This is your authority to release any information in your files of record, favorable or otherwise, DIRECT
TO THE BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA, 1651 EAST MORTEN AVENUE, 'SUITE 210, PHOENIX,

ARIZONA 85020, Your early response will be appreciated. |
Name: }>AUL A T SCA2LS0 ' P’M-D' pﬂﬁ%ﬁ R 'MD

2% 0y | - | - « oo

{Pleasc Print or Type) - - . Gigmatere) -
w- T R
75’ | . y
Date S / S/

. : (DO NOT DETACH)
(This section with a current photograph of the applican shall be forwarded to and completed by an officer of the medical school
-aannng the med:cal-degree Please indicate to your medical school that this completed form must be retumod to the Arizona Board of
edical Examiners: . Paul Allen Isaacson - .
This is to cestify that

{Full NmeofW) o
Doctor of Medicine

whose 'photogmphlis attached hereto, was granted the degree of

by
Tufts University School of Medicine on_ May 12 9 91
(FﬂNlmdSchodaCqueMMaﬂdncun:wtmmﬂnAppmukMuﬁulmm) ' :
August 31 . 87
that the date of his/her matriculation in medical school was . e 3 19 ; and that he/she attended

, ___(ﬁ%.fuu courses of mcchcai iectures compnsmg _(LN;nbeL‘d{_ months mh as venfwd by the attached certified copy of
B um \ R
-his/ her transcripts. ' L e . . ' -
1. Was appl:cmt ever reqmrcd m repeai any segmcm of tmmng? _ﬂ._. i YES wh:ch plrt(s)?

2 Was applmnt ever placed on probation, restricted or limited? __& If YES, please attach wntten exphnanon,

-omeme3; WS there any-redsonnot to"continue applicant in the tfaining program? __ZJ_. It YES, pl phnse amch written explanation.

4. Wasapplicant ever known 10 use or misuse any chemical substance or substances which required treatment or counseling? _-
If YES, please attach written explanation.

5. icant ever known to suffer from any mental heaith disorders which required treatment, counseling or medications?
If YES, please attach written explanation.

6. Were applicant’s final evaluations in every category rated satisfactory and/or above? _Z&_ If NO, please attach certified
photocopy of evaluation, together with written explanation.

Rttes B, Otese A,

Signed

D r

Preside:;t’ of __Denp Fo;z,%lg benl‘/_S (smggﬁuggm
Registrar Date . 29 N W19

=
ot IVE Ao ison e . Fosdsas 2ok 02l
Plesse m;n completed form DIRECT to:
Arizona Board of Medical Examiners, 1651 E. Morun Avenue, Suite #210, Phoenix, Arizona-85020
. Revised 4/91 RE!?EWE{‘ BOME X

HAR 17 95




The applicant must assurfies

Y

forewarned that it must
of Medical Examiners bef]

S
LERE T
f
.
~
Aa
- a
}
™
' 4
. <
N
A
WY
.

toletion of this form and is

rded to the }_\rizona Board
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. FORM I

POSTGRADUATE TRAINING CERTIFICATION

TO WHOM IT MAY CONCERN:

In appiying for a license to practice medicine in Arizona, the Medical Board requires thiis form 1o be completied by cach hospital wherein
1 pacticipated in an approved post-graduaie Uining program in the Uniled States or Canada. This is your suibority to relcese any infor-
mation in your Gles of record, favorabie or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE,; SUITE 210, PHOENEX, ARIZONA 85020, Yow eﬁym will be appreciated.

Names AL 3. TSARCSONV b, .
Jease Print or T
- | *
{Street) (Clty and Staie) :
2/ e -
(DONOTDETACH T T

{This scction to be compleicd by the office of the Administeator of the institution or program whersin the applicant ul.lsl'acwdly .
complcted {of witl completc) a program of approved posi-gradualte training in the United Sum o Canada.)

This is to certify that Paul Isaacson =" « M.D. undertook and

) (Mame of Applicant in Full} b
sausractenly complcted 3 ruu term approved program of 48 _ months in the: _Brigham " § Women's Hospital
(Number) Hne wd. Culpku WW}

. L
N T

75 Francisﬁ Street, Boston, MA."02115

'inlhcﬁc!d of Obstetrics ans Gynecology ' " Irom 7/1/91: ©. -;5/30195_,__
(Bue) : - (Date/Aniicipmes Daie)

and that the said program was approved for posl-gradualc training during that pcﬂoghy tlu'. Au:wduahon Cunncli fw GndlﬂieMedlcal
’Educnlmn. or the Royal College of Physicians and Surgeons of Candda. YES i ‘s

1, Wasapplicant ever required to repeat any segment of training? _NG____ Il YF.S. which pm(s)?

2. Was applicant ever placed on probation, restricted or limiled‘!_____m__, If YES, pleass atiach wﬁm explmadm.
3. Was there any rcason nol to continie apj)hcanl in the training program?_m__ I YES, please altach written exphrmim

4, Waswver krown to use or misuse any chemical snbm ot mbsmnces which required m::wm or counsel-
ing?. (Y YES please attach written cxplnnauou

5. Wns applicant ever !mown to sulfer from arny mental hcakh disorders whmh mquimd treatment of ommhyﬂ -
YES, pleasc altach written explanation. <

w. A

.

gfg' a mdﬁedv

ery calggary rated sausfactory andfor above? nﬁ

‘caplanation 11 ’L} “l," ,,}
(sahgb :
Titke  Chairman, Déﬁarément of Obstetrics & Gynecology ' __,;,‘ L

Address 75 Francis Street Boston, MA 02115

Revived 215

P e A VI



NATIONAL BOARD OF MEDICAL EXAMINERS®

ENDORSEMENT OF CERTIFICATION

Note:  The embossed seal of the National Board of Medical Examiners (NDME®)
in the lower left comer certifies the authenticity of this document.

Diplomate Name: Paul A. Isaacson, MD

bate of Btrtn: NN

Certification Date: 07/01/1992 Certificate #: 396139

It is certified that the physician named above hag .successfully completed
the examination, education, and training requirements for certificat:ion
by the NBME as of the certification date shown above.

Test Total Min. Pass/ ) Beh
Exam Date Test Pasgss PFail Anat Phys Bioc Path Micr Phar Sci
NBME Jun 625 380 595 595 620 535 580 590 655
PART 1 1989 8% 75 PASS 88 88 89 88 87 87 91

Med Surg Ob/Gyn PH/PE Ped Psych
NBME Sep 570 290 560 560 610 540 540 530

PART II 1990 84 75 PASS 84 84 86 83 - 83 83
NEBME Mar . 625 315 . . e C e e e

"PART IIT 1992 86 75 PASS

WO
S U
' | f,s;:!'l:: _— | DATE: 03/13/1995.
) |/ SEE OTHER SIDE FOR SCORE INFORMATION .
L f PAGE: 1 of 1
ek | RECEIVED BOMEX,  A2Z1060

HAR 20 95




This NBME Endorsement of Centification may include scores for Step 1 and Step 2 of the United States Medical Licensing
Examination™ (USMLE™). The USMLE, established by the Federation of State Medical Boarde and the NBME, is a single, uniform
medical licensure examination system comprised of three Step examinatiops. USMLE replaces both the Federation Licensing
Examination (FLEX) and the NBME Parts I, H and Ill. Implemeatation of USMLE began with the administration of Step 1 in June
1992, The first administration of Step 3 will occur in June 1994. The NBME accepts passing scores on Part I or Step 1, plus Part I
or Step 2, plus Part Il or Step 3 as meeting the examination requirements for its certification program.

INTERPRETATION OF SCORES
NBME Part I and Part ¥ Examinations Prior to June 1991

The most recent total test and subject scores are reperted.
The total test score is based on the total number. of questions
answered correctly on the entire examination and is not the
average of the subject scores. There are no minimmum pass
requirements. for individual subjects within & Part. Scores are
on a three-digit scale with a mean of 500 and a standard
deviation of 100, in increments of 5.

NBME Part 1 and Part I Examinations June 1991 and
Thereafter

The most recent total test score is reported. This score is on
a three-digit scale with & mean of 200 and a standard deviation
of 20, in increments of 1.

Step 1 and Step 2 of the United States Medical Licensing
Examination (USMLE)

The complete USMLE examination history is given. A total
test score i reported on a three-digit scale with a mean of 200
and a standard deviation of 20, in increments of 1.

All NBME Part i Examinations

The most recent total test score is reported. This score is on
» three-digit scale with 8 mean of 500 and a standard deviation
of 100, in increments of 5.

Two-Digit Scores

For all examinations, an equivalent value scale score on a two-
digit scale is also provided. The scale score mean is 82 and
the minintum pass total scale score is 75. Scale scores are
reported in incremeats of 1.

EXPLANATION OF COMMENTS

For USMLE Step | and Step 2, this document is annotated to
reflect special circumstances regarding the score report.

If you wish to obtzin further information about individual
examinees who bave notations under *Comments,” please
write the NBME Supervisor of Examinee Records,

Indeterminate - Results that cannot be certified as
representing a valid measure of the examinee's knowledge or
comnpetence as sampled by the examination. Decisions $o0
classify resuits as indeterminate may be made on the basis of
factors that include, but are not limited to, inconsistency of
performance within the oxamination or between
administrations within the sume Step. No score is reported.

Incomplete - The examinee sat for some but not all of the
wheduled test books. No score is reported.

Irregular Behavior - The USMLE Committee on Irregular
Behavior determined that the examinee engaged in irregular
behavior. Examples of irregular behavior are described in the
current edition of the USMLE Bulletin of Information. To
determine the exact nature of the irregular behavior, the
examince’s full record of the deliberations and determination
of the Committee on Irregular Bohavior can be requested by
contacting the USMLE Secretariat at (215)590-9600.

Score Not Available - Score not available pending further
review and/or analysis.

Special Testing Accommodations - Following review and
approval of a request from the examinee, special testing
accommodations were provided in the administration of the

"

R
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@ o BOARD OF MEDICAL EXAMINERS OF THE STATE 017 ARIZDNA
1\ ‘r* ' smsmcnon OF REQUIREMENTS' SUMMARY
ENDORSEHENT v . ) St - - B L
Arm@mou Recelved March 10, 1995 : : s . ' :
NAMEINFULL 47 1SAMCSON . . PAUL . ... ___ALLEN
N. : - — ' i (Middic)
Current Address: -'“ ——
-~ : (617) 732-6987
Telephone - _
.. . T (Sste) T {Country) _ ‘ " - )
CITIZENSHIP  4'Check One: X Natlye £ Natu Declared Intention On
A Tufts Universu}‘ School of Medi ' ; ; 024-07
. MEDICAL {Full Name and Location of Megical School) : .
EDUCATION  _4M.D. Anrded.‘ May 12, 1991 Proof Received: March 17..1995 AR Approved - |
. ECFMG Certificate No. Daied:  ProotHecsed:
FORM 111 *° _bm 0BG for_48 3 months st’Brighin an's y L MA .
<L (Ficldnf'!'mnmg} : . T, : : - . [Npme i!'_;lgﬂ_"_ _;";,u e
‘ : J’From July. 1, 1991 ' o June 30, 19957 o0 3
POSTGRADUATE {in for wmenths at ' ' ‘ -
Co ) {Field of Training) - (Name of Institution)
From to
In for months st
. {Ficld of Training) {Name of Institution)
TRAINING From _to . L _
‘ In , _ for ‘months at 5
. (Field &f Training) ) {Name of Institution)
: “. {Ficid pf Training} -~ N Tt L (Nt of Ingtitwtion) ¢
« {From' . = s : : o R N R .
- of No , ’Cuummﬂ} . Tewged . o s ame i
AMERICAN -|——Heme e e S
o BOARD - dpf. o~ - * Certilicate No. " Ingwed .
i ' (Speeiatty) . ‘ . o .
PRACTICE Field of 0BG . e
. ’ ;Cumgl_j
SPEX EXAM: _ DATE: SCORE: ’ rnoorluec L e
FORM 11 . wfEndorsementthrough Nacional Board ; Ne. 396-1'&)9 ‘ ,M‘ 211!92 WiE-
. B . . -7 (Conificam ’ © o, (e ’
A .%smmccséfﬂmz 5;12193 _sUIWE . L JFLEX _gxmwm i 01 "Bé
LICENSES In J(IWE- [jFLEX (JRep.win o o
m J{IWE. | JFLEX l,}.mwunu oot
In - (LIWE." | IFLEX .’ | JRecip. With
In L IWE __ [JFLEX- [ |Recip. With -
In UIWE . JFLEX .Ump.mm _
{in ;L IWE ' [IFLEX [ .]Recip. With -
In CSUIWE | IFLEX " | I Reclp. With "
In IWE [ IFLEX 1 | Récip. With :
" (TUMBLE): =

L VI



iL . CONTINUED: e .
‘heafr;i_sanm‘r: N itonoraic Dm-m nm,ﬁf;“‘"’ R ‘;
o ,5 ,M’B&Msidencv) HA Fro- July 1, 9 910 Jung_}_gl I 95
in From * 19 ‘ . »
In _ . T i y m "
W ‘ ‘ Lo From l! 10 L
.'In Fiom "’ "
In From 1w B _
PREVIOUS In From Y. i " » .
PRACTICE - n L From B cw® ‘
AR I V | . From B ow p o
. In_ ! F“,.',' ® w0 .,f'l, | f}
P Ffo'é‘ ¥ o 9 :J.
’ In From ¥ e 1 s
Tn - From 1% 1o  5d _i
. From 1o 1 3
FEES Temporay$ Receipt 4 = l
' - %f:;:s :;. o Réceipth
, . et
:"/‘Muurd Appmvsl 3/16/95; Becorg Clear, N/D : ‘ ' L"',‘ ;
. : x Board Appﬂl\’tl- : . . ! , ‘. ‘ . T a2 s m n_-l-ul
R T B;)ard Approval : z ,
Board Approval - . é
!NVESTiCAT_lOI{i _Board Approval ' ! ‘ ;
Board Appfoul . -
_Board Agprovat _ '
, Board A;imm' I .
] Buhl:d"'A!spioval : ’ o
5 Asn Agiproval - e )
Adivn Approval - ,',_‘: . :
, Ass'n Approval l . !
INTENDED . . - ,
LOCATION Chandler - (_gsoc -w}Women s Healtb Care Associates)
jd T 5/19/795
“andl
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SECRETARY ="
Manx R. SrecHEn
EXECUTIVE DIRECTOR

June 16,1998 . ‘

Paul Allen Isaacson, M.DD.

Dear Dr. Isaacson:

Congmluiaﬂons! Your cemﬁcate to pracnce medicine-in the State of Anz.una, License No, 23221 usued on .lunc 16, 1995
_enclosed with your wallet registration card for the current year. )

Please be advised that annual re-registration is mangdatory on a calendar-year basis. Arizona statutes provide that cach licentiate
renew registration on January ist of every year. To maintain a current license, you are requmd to pay an snnual‘renewal fee.
Notification of renewal will be mailed to your address of record on or about November 1st of each year. Failure to re-register will
result in statutory expiration of your license. It is your responsibility to keep the Board informed of address changes. Arizona
Revised Statutes §32-1435 (B) provides that:

"Each pemon holding a current license to practice medicine in this state shall promptly and in writing inform the Board of
his current residence and office address and of each change in his resndenee and office address that may later occur.”

Enclosed for your information is the section of the Aﬂzona Medical Practice Act which periains to Unprofessional Conduct. il Bthe
responsibility of ali licentiates in practice in Arizona to report directly to the Board of Medical Examiners auy inisconduct,
unprofessional conduct or medical incompetence on the part of your colleagues which may come to your attention. According to
ARS: §.32-1451 (A), fajlure 10 do 50 is actionable against your license to practice. You will receive a copy of the Arizona Shte

. Medical Directory published annually by the Board which contains the Arizona Medical | Practlee - Act "It is siggested that you " T T

falmhanze yourself with such prior to estahhshmg your practice in Arizona.

In addltton, included with this letter is mformauon regarding Continuing Medical Education requirements and Pmcﬂpnon Form
requtirements.

~ Please contact Bcéky'{)reiv, Licensing Manager, Extension 7101, should you have sny questions,
Sincerely, -

BOARD OF MF.D]CAL EXAM!NERS STATE OF ARIZONA -

Elauge Hugunin
Deputy Director

-

Enclosures

1651 East Morten, Suite 210 * Phoenix, Arizona 85020 * Telephone (802) 255.3751 » FAX (602) 255.1848 |




. 'BOARD OF MEDICAL W oF me sm; OF ARIZONA Il

' JuneS, 1995

Paul Allen Isaacson, M.D.

' Dear Dr Isaacson
RE: LICENSURE THROUGH ENDORSEMENT I T o
Boa:d of Medzcal Exammers, State of Anzona, wpleased to inform you that your.,
apphcatlon and credentxais for a license to practice medlcme in the State of Arizona has been
- approved. .

-Arizona Reviéed Statutes provide for an initial registration of each licentiate and the certificate of
license may not be issued until this is in hand. Please complete the enclosed card and return it to
the Board of Medical Examiners, State of Arizona, 1651 E. Morten Avenue, Suite 210 ‘Phoenix,
AZ 85020. In order for your license to be issued, this card must be received by Thursday of

The Board pubhshes n annuai d:rectory of all hcentxates in thls State whxch is dasmbm:d .
'around October of each year. Information. for this publicatich is taken from the registration card
~== =ik youconiplete. Home ‘Addresses and telephone numbers are mot published, unless this is *

the only address which you provide to the Board. The deadline for receipt of address changes
for inclusion in this directory is July 31st of each year. If you anticipate a move before that date,

please indicate your new address(es) w:th the effective date as well as your current address(es)

ENCLOSED, PLEASE FIND OUR RECEIPT #A0641 69 POR $450.00 FOR LICENSURE
FEE A .

Smcerely;
L

BOARD OF MEDICAL EXAMINERS -
STATE OF ARIZONA

Jackie Downing

Licensing Technician

[ap_prcval.ltrj e

‘ each week. Your hcense may then be xssued the following day, Friday. YOU MUSTNOT . ‘

1526-957 (08} ‘02039 U0 29080Uq ‘L2 SURS ‘Onteny ooy we3 1501

Eikidta

0L RIS



sommonwealth of Maéchusetts
Board of Reglstratron in Medtcme

Ten West Street
Boston Massachusetts 02111

RAFIK ATTIA, M.D. (617) 727-3086

CHATHMAN
ALEXAMNDER ;;;an:ms " AnAgency within mmmqm&mm:a@ Businees Requlitic
Maich 16, 1995

To Whom It May Concem:

Tlus is to cert:f y that PAUL A ISAACSON

‘& graduate of TUFTS Umvaasmr scaoor. OF MEDICINE in the yesr 1991
has been duly regxstered by this board as provided by the laws of the Oommonwellth
Certificate Number 77622 was issued to Dr. PAUL A ISAACSON
“on 05/12/93. THIS LICENSE IS CURRENT.
Expiration date: 04/16/96

Our fiies contain NO OPI-:N or CLOSED complamts. and NO forma! dmciprlinnry acuon et
. zegardmg this phys:cxan . . ,

g P PP TIEEIEE S St St et

v :‘”'j ,‘f

SEAL .

"

Please be ndwsed that the above information is based ennrely on examination of our open and closed
- complamt file. It is not based on a review of the application for licensure, renewal of licensure or
any reports that the Board is required to receive by statute (from Courts, Insurers, Hospitals, atc.).

3
43
)
)

o ———— Lt At T

13




. BOARD OF MEDICAL EXM.EBS OF THE STATE OF ARIZONA |

.t

KINDLY COMPLETE AND SEND 'TO THE FEI}FRATIOH -OF 'STATE HEDlCAL BOARDS - AT: THE: -ADDRESS
BELOW.

oATES ?/5/?5‘

-Coordinator, Disciplinary Data Bank
Federation of State Medical Boards
6000 Western Place, Suite #707

Fort N’orth, Texas 76i07

The ARIZONA BOARD OF MEDICAL EXAMINERS requests a disciplimvya‘hnmning l
the following individual: .

TS/‘}/}CSOW CPRul  BLLEN

Asn . ~{FIRST "~ (MIDDLE)

" ADDRESS:

City, §

0T0$8 ZV ‘XTUsOUZ ‘017 03NS ‘PNUIAY WRITOW ‘F 19T

Date of Birth

Social ecu umber

T UETS. M/V/Veﬂr“//j Szboo/ or /Wa/ c.)/ye '89:;1542, U

ﬁedica_l School of Graduation and Branch Lecation

" Date of Graduation o T ‘n"m}m S ek
' ERARDE THE AJOVE NAE MYSINR -

Please mail the response to the following: MAR 14 1995

Arizona Board of Medical Examiners : Mﬁ%ﬂﬂl}.

1631 East Morten Avenue, Sulte 210 JAMES B WONN, M.D.

Phoenix, Arizona 85020 CRCUTIVE ViGt-pre

. %W /Mc’)
/f . Signature

'RECEIVED B.OMEX.
MR 16 95

ey g w7



e

" e s @ F&SAACSON

o S PREEIMINARY QUESTIONNAIRE Dl
- ' (ENDORSEMENT) . ««&ﬁ%

THIS IS NO’I‘ AN APPLICATION FOR LICENSE
To respond :ccurau:iy 1o your recent inquiry, we will need the answers to alf of the following questions to detemnne your eligibility
Arizona licensure. Unless this Preliminary Form is completed in full and all questions answered, it cannot be evaluated. nor an application
sent 10 you. Return the completed form as soon as possible to; ARIZONA BOARD OF MEDICAL EXAMINERS, 1651 East Menén Avenve, .
Suite 210, Phoenix Arizona §5020. PLEASE PRINT ALL INFORMATION.

Full Legal Name: Paul Allew LCaqcOv

{FIRST} | paDOLE) (LAST) .
Current Office Address:- Brighan avd Wouen's /rbr//m/ Desr. Mdd’/{)ﬂ’ 78 Froveq &
Area Code: __ 677 :
02/05"  Phone: P32~ EFFP7. foge 307

City:_B0c7oN State: /14 Zip Code:

Currént Resndcnce Address

o T s -__ Zip Code: -_ Phone:

MEDICAL SCHOOL: Name: TUF 7S [/A//:/d/‘f/ = S c‘\ao/ o~ My’/cfﬂe. ’-(n
City and State: 4 o7, ‘Date of Degree £/ FZZ

If transferred from other medical school, please indicate name:

Name of any medical school attended but did not graduate or transfer from:

STH PATHWAY PROGRAM: U.S. Medical School:

HOSPITAL: ___ | - Ciy: - ' State:

Term: Staned - . " Completed'
' {MOKT AND YEAR) ‘ . (MONTH AND YEAR)

’ INTERNSHIP‘ (ListUS. & Canad:an only} HOSPITAL.: B/‘ ’f"(ﬂm gl WOoHEAS Wff/

R A SranelS ST _ City,_ Sos7o ' State; ~?77F .
. Term: Staited: - & / 7 Completod:' 5‘/ 72 '
o fmamoym - wummovm
RESIDENCY/FELLOWSHIP: (List U.S. & Canadian only) HOSPTTAL: _&/‘/f/aw 4«( pomess /m&/
78 Fromey o : City:_ Reoasrpn/ State: A7A -
Term: Started: “ / 72 - -Completed: 0’/ 25

{MONTH AND YEAR} (MONTH AND YEAR)

Specialty Fieut: _ (8 STe77e( ol f}/l/é’(ﬁ/éfﬁ'
RESIDENCY/FELLOWSHIP: (List U.S. & Canadian only) HOSPITAL:_

’ City:_ State:
Term: Started: __ Completed:
{MONTH AND YEAR) (MONTH AND YEAR)
Specialty Field:
INFORMATION FORM FORWARDED ‘“m"*“fj 4{
RECHI0ZIT# - . XA+ APPLICATION FORWAR.ZD_Z_ i A~ 17 i

~¥

%%cn'riau & FORMS § It HF NIA WV | FES =« .
‘Jé} s '

W)FS} I’LIC,




CLINICAL INSTRUCTOR - ASSISTANT PROFESSOR OR HIGHER (List. U.S. & Canadian only):

TEACHING HOSPITAL:

City: State:
Medical School Affiliate: .
Term: Started: ___._. ____ Completed: -
(MONTH AND YEAR) : : : (MONTH AND YEAR)
Specialty Field: '

(NOTE: Auach separaic list for additional Residency/ Feilowship/ Clinical {nstructor)

FOREIGN MEDICAL SCHOOL GRADUATES: ECFMG Cert. No. __ Date Issued:
CLINICAL WRITTEN EXAMINAT!ON Refer to last page for required FLEXI SPEX scores.

Please indicate which examinations you have succesfully passed: .
NATIONAL BOARD USMLE ‘ FLEX (taken after 1/1/85)

Pat1 _6/¢7 Step | Comp. |
N > T . P (date)
v panil /O Step 1i Comp. II
(date) {date) (daie)
Part 111 3/4/52 Step Il
T(dae) {date)
FLEX examination taken prior to January 1, 1985
_ (date)
Were grades achieved all in one sitting?
) ‘ (yes) {no)
State Board exam? ___ Name of State _. License No. Date iss.
- LMCC {Canadian) Cert. No. Date iss. '
SPECIAL PURPOSE EXAMINATION: - '
(SPEX): : Date SPEX examination taken:
(STATE) MONTH & YEAR)
Did you receive a minimum grade of seventy-five (75) ?
Are you a Diplomate of any of the American Medical Specialty Boards? Yes No

If *Yes”, which Board{s)?

Have you completed the educational requirements for any of the American Medical Specialty Boards?

Yes No . If “Yes”, which Board(s)?

[

LICENSES: List a/ States or Provinces in which you have ever held licensure.

(1) MassgchaseB(2) 3 (C) &)

(6) &) 8 ) (10)

LIST all hospital affiliations and locations for the past five (5) years (Other than Postgraduate Training Hospitals):

Please list atl hospital affiliations (including meonlighting) and medical agencies of employment, £.g., physician
placement group; emergency medical group; radiology group, eic.:

More exce,ar‘mgymdmm Treevidy

(NOTE: Atlach'separzue list for additional bospital affiliations/medical agencics}

PRACTICE: City & State Where You Now Practice: IV _Residency

c ' Date Above Pract{¥as Established: Y

-

de e et e



-y : ‘ _ : - . 9
U.S. CITIZENSHIP: ® _ @ _ ,
(X)Bith - -~ () Hold Permanent Immigrant Status
() Nawralization L0 Awamng Quota Assignment

() Declaii wion ' '
BIRTHPLACE: - DATE OF BIRTH: _

MILITARY (United States Only): S . ‘
(Y Amy o { ) AirForce ¢ ) USPHS

( ) Navy . " (- ) Marine Corps () CoastGuard -
Dates of Active Duty: - . ' Type of Dischargc:

e

Has any formal diicxplmary or mhabnl:tanon action mcludmg repnmand censure, probation. restriction, hmnmuon,
suspension or revocauon bcen taken agamsz your license in‘any Sta:e! Provnnce" Yes - No. :

.Have you ever entered into a written consent agreement or snpu!anon with a State/ vamce licensing or d:sc:ph-

nary agency? Yeés. No_X

If “Yes”, indicate State/ Province

Reason for.action and action.taken:

( NOTE: Auach separaie sheel, if necessary)

a.

_Ha\;e you ever been convicted of Medicare/ Mediéai_id fraud? Yes _____:No. X e .

If “Yes”, when? -
' v . Where?

State/ Province government agency? Yes __ No_X

. Have your prescﬁi:tfon/dispensing}or. administration-abilities €ver-been denied, restricted-or modified-by a-Federal/~~ ~ "

If *“Yes”, when? ... P

Where? & By Which, Agency?

Have you ever been involved in any malpracuce mauer which resulted in a settlement or Judgernent agamst you in
excess of $20,0007 Yes No )(

Have you ever had hospi'tal pri_vileges re_vokéd; denied; suspended or restricted in any way? Yes No_ A

If “Yes”, name and address of hospftal(s}

(NOTE: Astach scpwnc sheet, il mssai’y) ., ’ .

1 DECLARE UNDER PENALTY OF PERJURY that my answers and all statements made by me herein are true and cor-
rect. Shiouid I furnish any false information on this Preliminary Questionnaire, [ hereby agree that such shali constitute cause
- forthe denial of my eligibility to-apply-for licensure as an allopathic physician in the State of Arizona. .

SIGNATURE: p 2l L ,MD. DATE: Z/(/ < S S




REQUIREMENTS FOR ARIZONA LICENSURE

FOR GRADUATES OF APPROVED MEDICAL SCHOOLS (United States or Canada)

A.

m m

Must have successfuily completed 12 months hospital internship, residency or fellowship program which was
approved by the Accreditation Council for Graduate Medical Education, the Association of American Medical
Colleges, the Royat College of Physicians and Surgeons of Canada or any sumlar body in the United States or
Canada whose function isthat of approving training programs.

‘Must have successfully passed a complete written examination conducted by any state, tﬂ'ntory or district.of

the United States, or be certified by the National Board of Medical Examiners as having passed either, all three
parts of the National Board examination or all three Steps of the United States Medical Licensing examination,
or be certified by the Licensing Medical Council of Canada, or passed the Federation hcqu:n_g Examination.

Note: If applicant’s written examination was the FLEX exam taken prior to January 1, 1985, rust have been
taken in one sitting and must have achieved a FLEX weighted average of at least 75.

If FLEX was taken after January 1, 1985, both Component I and Component 1l must have been passed
within a 3 year period and must have received at leasta 75 in each Component,

If applicant’s written examination was thesUSMLE exam, all three Steps must have been taken within a
" 7 year period and must have recéived at least a 75 in each Step.

The following combinations of examinations (hybrids) are acceptable if taken from -J une I, 1992 10
July 31, 1995:
1.) Parts One and Two of the NBME AND either Step Three of the USMLE or Component Il of FLEX.
2.) FLEX Component | AND Step Three of the USMLE.
3.) EACH of the following:
i.) NBME Part One or Step One of the USMLE
ii.} NBME Part Two or Step Two of the USMLE
ii.) NBME Part Three or Step. Three of the USMLE or Component II of FLEX

An applicant seeking licensure by endorsement based on successful passage of ‘a written exammnnon which
precedes by more than 10 years his application for ficensure in this state, shall take and, successfuﬂy compleie a
Special Purpose Examination (SPEX). An applicant who fails the SPEX exam 3 times, shall prove to the Board
that he/she successfully compieted an additional twelve months approved postgraduste training before retaking
SPEX.

Must file an application for licensure by either Endorsement or Endorsement & SPEX,
Must pay all fees.

Must contact the Federation of State Medical Boaids at 6000 Western Place, Suite 707, Fort Worth, Texas
76107, to request that all FLEX and USMLE scores be sent.to this office. The Federation charges $40.00 for
this service. (Scores must be received in this ‘officé before any application will be forwarded to the applicant.)

FOR GRADUATES OF UNAPPROVED ALLOPATHIC MEDICAL SCHOOLS

in addition to the above requirements, the following must be met:

L)

2)

-

Hold a standard certificate issued by the Educational Council for Foreign Medical Graduates, cmnplate a Fifth
Pathway program, or complete thirty-six months as a full-time Assistant Professor or higher position.in an
approved school of medicine.

Successfully complete an approved twenty-four month hospital internship, residency or clinical f_eﬁ%wship pro-
gram in addition to A. above, for a total of thirty-six months, unless the applicant successfully completed a
Fifth Pathway program, or has served as a full-time Assistant Professor or higher position at 'a'mpproved

- school of medicine. FOTIR -
Note: The above examination requirements are statutorily set and cannot be waived by the Board. ‘3

Revised: 793

» ' J
' ® @







ARIZONA MEDICAL BOARD

9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telsphone: {480) 351-2761 . Fax (JN} 551-2704 Qa

-, -

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEMAL RORNM
** Please Type or Print ** . 4 / W\\Q/
PHYSICIAN NAME:  7pqi k. | SAACSON, MO | & X )

LICENSE#: 23 227 SPECIALTY:.___ GYNEOLOBY

. CHECKONE: Initial ﬁegistratio {3200} O Remwai Registration (S100i

= Please list below ALL focations where you will be dispensing prescription drugs, devices and controlled substances.
= For each location, place a check mark next to the descriptions of the prescription items which will be dspenaed from that Iocahon
»  Include a copy of your DEA license if you are requesting dispensing of controlied substances at any

PLEASE NOTE
A sepante DEA hcenss must be submitted for EACH location whers controlled substames wﬂl be. gispensed and must be
kept current during the registration period .
. . '
' _PRIMARY PRACTICE LOCATION: DEA # FOR THIS LOCATION: ' , sole€
Street Address :
125 N Pk SR 225 PHOEN X |
home Number Fax : E Maill
| eor-553 - ohsD | coraltemee | A
Scheduh 1l Drugs ¥ | schedulé i Drugs » Proscrlbﬂon-ﬂnlybrup 1 Y | Nubsin i
Schedule IV Drugs » Schedulo v Drugs > Pmalptlon Dovices ot i
ADDITIONAL PRACT!CE LOCATION o 'Z DEA # FOR THIS LOCATION: ) "o,
| 2675 < puek Bo #6S | ramee, #E e»szsz, - !
Phone Number F E
o7 -55%- DS o0z-For - o ]
ScheduleMDrugs | Y | Schedule l.Drugs > | Prescription-Onty Drugs | ) | Nubsih X
Schedule WDrugs | 7°| Schedile VDrugs . - | 7 I Prescription Devices | >* :

** List any additional locations o the raverse side of this form and place a check mark hers:

N

Physician's Signature:

“scinitial registration fee: $200.00 per physicia

Ifyou wish o pay by payment card, plmco’mp:m m attachod
-  PAYMENT CARD AUTHOR!ZATION FORM .. . .

ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION: :



ARIZONA MEDICAL BOARD

9545 E Doubletree Ranch Road . Scottsdale, Arizona 85258 Telephone: {480).551-2761 . Fax (480} 551-2704
Home Page: http:/iwww.azmd.gov

DISPENSING PHYSICIAN ANNUAL RENEWAL FO%*M»
** Please Type or Pring ** 2

PHYSICIAN NAME: _TZAL. [ {SAACSON , MD ;" B
LICENSE#. NE 2%20F Qy/u%\}\v\ e~ %o Ny
Renewal Registration FEE  ($150) If received by June _30, 2008 R oL ;
PLEASE NOTE _ )
A separate DEA i icense must be submitted for EAC{H iocat:onwhere cantroll ‘ rces will be

Place a check mark next to description below of all items which wfll be dispensed from all
locations. (Certificate will be issued only for items that are checked)

Scheduls fl Drugs ¥ _| Scheduls it Drugs = [ %]

X | Nubain
Scheduls IV Drugs | Schadule V Drugs » Prescription Devices: el

Prascription-Only Drugs

Your certificate will be issued for Prescription-Only Drugs and Devices if a DEA registration is
not submitted for each focation.

PRIMARY PRACTICE t.OCATION:
1220 N. 7T SmeeT #2285 ProeNiv KE BSD0L  bor-852-044D
Street Address City, State, Zip Code Phone #

M 10-18-12005 u-20-2008
1 ) ach Copy of DEA) 1ssued Date Expiration: Date

ADDITIONAL PRACTICE LOCATION:

Street Address City, State, Zip Code Phone #
DEA # for this location {Attach Copy of DEA) Issusd Date Expiration Dal.a.

Physician’s Signature: 7&2@% g : pote: S /2/ / OJ

Renewal reqistration fee: $150.00 per physician

Make chacks or money orders payable to ARIZONA MEDICAL BOARD ‘ ‘_;Ju-
For your convenience, we accept payments by Visa or MasterC. v yg
if you wish to pay by payment card, please complete the attached
PAYMENT CARD AUTHORIZATION FORM:




| AN
ARIZONA MEDICAL BOARD

8545 E. Doublstree Ranch Road .sm::::. ;xnh;pm ;:uw {480) 561-2761 . Fax (480} ﬂ‘l-ﬂﬂ Ec E !VE )
JUN 302009

AZ MEDICAL BOCARD

DISPENSI YSl N AL
#* Please Type or Print **

" PHYSICIAN NAME: Paul Allen Isaacson, MD
MD LICENSE #: 23227 sPecaLty: () }’/V

M\ Renewal Registratic] (Renewal & fee must come together postmarked or faxed by 6/30)

+  Confm ALL locations below Witere-you will be dispensing prescription drugs, devices and controlled substances.

(For each location, place a check mark to verify address and schadule of drugs dispensed from each location are comect)
»  Include a copy of your DEA license if you are requesting dispensing of controlled subatances at any location.
=  Blank form attached to add additional locations

1331 N 7th Street #225
Phoenix, AZ 85006

Schedule ll Drugs
Schedule lll Drugs
Schedule IV Drugs
Schedule V Drugs
Nubain

Prescription Only Drugs
Prescription Devices

K Dispensing location information orrect Copy of DEA attached [J Remove this location

; - _4[27/05

Physician's Signature:

e




ARIZONA MEDICAL BOARD QO

9848 £. Doubietres Ranch Road , Scotiedale, Aftzona 85283  Telephome: (4DE) SE1-2701 , Fax (400) U51: \L/ 15,
Hame Fage: hitp:fwew.azmd.gow

'/".\‘!\.I"'
NSING P N F!
** Please Type or Priut **
PHYSICIAN NAME: Paul Allen tsaacson, MD Rr .
MID LICENSE #: 23227 /.’" \ srectaLTY;_SYNETOLD &Y C?:"_:frr.‘,
'p Renawal {S150)(Rfmmlafoemuatcmb9nhorputnlrhdormwm) AZME
[V}
Confirm ALL Jocations wivers v wilt be dispensing prascription drugs, devices and controlled substances. Ca bu‘m
{For sach location, place a rk 1o verify address and schedule of drugs diapansed from each kocsition are comect)

s include a copy of your DEA license Hf you are requesting dispensing of controlled substances at any localion.
»  Blank form attached {o add sdditional locations

1334 N Tth Strest #225
Phoenix, AZ 85006

Schedule H Drugs
Schedule 11l Drugs
Schedule IV Drugs
Schedkse V Drugs
Nubain

Prescription Only Drugs
Preacription Devices

&, Dispeneing location information comect B Copy of DEA attached “EMRemove-ihiseoation-

Physician’s Signature: //—: oot 213> 200N

[T LV



Printsbie DEA Certificate Page 1 of 1

Suclions 304 and 1000 £ ULS.C. &4 amd 808) of She Contalind
Suiiinnces Act of 1070, a5 emensied, punise Tt e ABowey
Gantesl way rovole or Susptwd = wglsbulion 1o sxsdaluser;
Sairhwte, dinpeves, dnpoel or supert s seabuiing suliiivs,

‘-MI“W“‘I-“.
AND IS ROTWRLID AFTIE THE ENRARIDN BT

hutps://www.deadiversion.usdoj.gov/webforms/dupeCertPrintCest.do 4/17/2010



ARIZONA MEDICAL BOARD RECE,VED

9545 E. Doubletree Ranch Road . Scottadale, Arizons BS258  Tolephone:. (430} 861-2700.. Fax (480} S51-2704 1 :
e Wetsile: www.azmd.gov JUN 14 28"

DISPENSING PHYSICIAN ANNUAL RENEWAL FQBM

** Please Type or Print **

PHYSICIAN NAME: Paui Allen Isaacson, MD

MD LICENSE #: 23227 SPECIALTY: 04/ é: y /474

ﬂ Renewal Registration ($150) (Renewal & fee must come together postmarked or faxed by 6/30)

= Confim ALL locations beiow where you wifl be dispensing prascription drugs, devices and controfied substances..

{For each location, place a check mark to verify address and schedule of drugs dispensed from each location are corect)
= Include a copy of your DEA license if you are requesting dispensing of controtied substances at any location.
= Blank form attached to add additional locations

1331 N 7th Street #225
Phoenix, AZ B5006

Scheduls i Drugs
Schedule [l Drugs
Schedule IV Drugs
Schedule V Drugs
Nubain

Prescription Only Drugs
Prescription Devicas

72( Dispensing location information colrect E,/ Copy of DEA attached [] Remove this location

/F/ //

Physician's Signature:

]
3
%
R




Pagelof}

Printable DEA Certificate

O SN wW W e e BN N G R MR B v e e e v e A M e e M G e i W dee e B W R A AR W TS MR RN SN A M MNP AN MM N AR W T

4/1772010

fwebforms/dupeCertPrintCert.do
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ARIZONA MEDICAL BOARD
2003 BIENNIAL MD LICENSE RENEWAL APPLICATION U123

AZ MD Lic#: 23227 Paul A. Isaacson HD

' 8 PHONE N NUMBERE
1450 S Dobson Rd Ste B-220
Mesa AZ 82202-4712
I'hone #: (480) 461-1161 Fax #:

Phone #: Fax #:

, ,MIWAL PLACE OF BUSIN

a

INACTIVE STATUS: Please inactivate my Arizona Scense. wsgnamrebemsuvesboswum That 1 am not prasently under investigation by the board,

the baard has not commenced any disciplinary proceedings against me, and [ m totally retired from the practios of edione in this state or any state, Werltory, or dstrict of

the Unked States or foreign muntry. lwmmmatomlmmswmhmnmummuuwhm 1 Asther
mm:mmmaumdmmmmmmmmmwmmum\gBWMk
classified as Inactive, 1 further understand that If I request reactivation of my licanse, [ may be required to pags the SPEX examinstion and that tw board mey rquire any

combination of physical examination, psychiatric, psychological evaluations and interews It desms fdecessary to determine my abiiky & safely engage i the practios of .

medicine. .
CANCELLATION: Fease cancel my Arizong iense, My signature bolow serves to osrtify the foliowing: ‘That 1 am not prasantly urxer investigation by the bosrd: the board

,Oﬂmmanlnmaeywnmmdumwsngamnbymmmrdwmmw

. Since your [ast renewatl, have you been found gullty or entered into a piea of no contest to 3 felony, or misdemeancr lnvaliving moral turpitude In any state?...........

Mmmmwﬂwmh@WMlemWMﬂMMMINMWMMBhMGM

0 Yo @
Other than in Arizona, since your kast renewal have you had a medical license distiptined resuiting In revocation, suspersion, lmitation, restriction, probation, voluntary
surrender or canceliation during an Investigation? (see instructions on back) Qa No
Since your last renewat have you had hospital priviiages revoked, denied, suspended or restricted? (ses instyuctions) 0 ves.d o
!inc:mhstma&.hmyouhmm&dmwmmamwmwmmm“gmmmmsmwmcmmw
imposed by any agency of the federal or state government? (see Instructions). 2 You O No

Since your last renewat, have you had the authority to prescribe, dispense or administer medications §mitad, restricted, modified, denled, surrendered or revoived by
# federal or state agency? (vee instructions) ...
Within the last 5 years, have you had or do you have 3 medical condition that impairs or Smfts your abllity 1o safety practice mexicim? (ses Instrwetions) ........
Do you engage In the illegal use of any controliad substanice, habit-forming drug, or prescription medication?
Have you consumed intoxkating beverages resulting in your present abiity to exerdse the judgment and skifls of » s - dical professional, being impaired or

BMmMmmmnMaﬂmmm See instructions on back.

. 'W“ onmisfonnlsmﬂymm T algo vertity that dusing
g 1 g required by ALR.S. §32-1434 and AAC § Re-16-101.

SRR o



ARIZONA MEDICAL BOARD | : 5 2072

2005 BIENNIAL MD LICENSE RENEWAL APP

xasznmasmzzs . ‘ i
Phoenix AZ 85006-2768 L . P e i,

Phone #: (602) 5530940 ' Fax#: (602)462-5588 Phone ¥ Faxk

1331 N 7th S Ste 275
Phoenix AZ 85006-2768

{Optional)

D INACTIVE STATUS: mmmmm mmmmmwnm mxnmmmmwum
the board has not commenced any discipiinery proceedings against me, and 1 am totally retired from the practios of medicing in this state or any state, teritory, or disirict of
the United States o forekin country. xmmmamlmmn;mmmnmmmmmwmmmmrw
mwmnulmmmmmmdm mmmmmmmmmmwmmamawlumh
cassified as inactive. Imm!rmdetsancﬂmlnmuammwondmmwwmmhmhmmwuuhm“nmt‘m
mawmmmmmmmmum:mmwmwmwmmammﬁ .,
madicine. - . -

0 CANCELLATION: Please cancel my Artzona license. My signature below sarves to certify the following: Mlmmmmmwhmum
mmmawmmmme,mMIWWMhmMMImMWMMhNMNM

hm,nmmmmwhmmnWawmmimwmmw e
2. Other than in Arizona, since your last renewatl have you had a medical Heense disciplined resulting In revocation, suspension, imitation, restriction, probation, voluntary

surrender or canceliation during an investigation? (see Instructions on back) 0 Yes PlNo
3. Since your last nenewal have you had hospital priviieges revoked, denied, suspended or restricted? {ses instructions) 0 ves P No
4, mmummmmmmawmmmmmmmmmwm or removal from practice,
. Imposed by any agency of the federal or state goverrement? (see instructions).... nm}m

5. Since your last renewdl, have you had the authority to prescribe, amumhwmmmmmmm«mw
& federal or state agency? (sas instructions) ..
6. WHI!IH\QI&SMraveynuhldudowuhaveamedlaloondmonmtlmm:ahlsmabtvmwmm?(mm)mm.m
7. Do you engage in the Blegal use of any controfied substance, habit-forming drug, or preseription madication?
8. mmmmmmmwmamywmmmmmmmmmw«
9. Have you Deen dended A llosnse in ancther state? If yes,
Dateof Dental______......... Re3son for Dendat

Stae
10. Since your iast renewal, have you been found guiity or entered into a plea of no contest to a flony, wmmmmmhwmvm. -.0 Yes B No
nmmm:«mmn and applicabla court docket. s..lmanm

ofpajw that all information on this form’ls currently acturate, :'mmmmmmmmm,:mma
; : ficat® ucaﬁanasmnmdbya\.a.s. §32-3434 and A A.C. § R4-16-101, 3/’/05/

et g

i s



ARIZONA MEDICAL BOARD.-

| AZMD Lice: 25127 MA.Isaamn MD .
) hﬂlmuuim.and.make mnections as necessary.™., .

"y ..v--"g:”u foud Ta YA

wé:1 ‘ﬁ{ 55 JNE Huﬂnﬁn BER
13 ‘ﬁ. toorn sn’ ﬂ oot RN “'..

.o [
. . R . v R, . e N B
W N * . [ . LI S Y

mm}o«u “Fax # (60 }4@;\{1@\,@ - - - _
E-Mail: ("{9(‘ o !

x|
-MATLING ADDRESS Ty
R \r“\/ ?%x Lu \’ec
133LNthStSte22s -~ o . - B O ORYy
| Phoenix AZ 85006-2768 pE e o)
| < NS

. - '..
g et alioy:

Lt

xﬂmm'tmmmemmwwurwﬁakmmsmmm:ummmmmﬂum .

REQUEST FOR CHANGE IN I.ICENSE STATUS:
a msrAwsahavemadandmmemqusremnﬁhlnmﬂmﬁﬁﬁﬁhedhﬂmm)
Q CAﬂCELu‘rION(Ihaveneadandmeetﬁwerequwemmtstocance!mﬂwmaslistﬁhﬂuﬁs&ucﬁm}

xherebycu-tm underpemkyofpeduwhymysinnaturebelowthata!Mmﬁbﬂhmmlnd
« [ am a U.S, Citizen or a qualified/registeredalien @ . | . . ..... .

-+ I have completed a minimum,of 40 credit hours of connnuing medical education during Glenda,r years 2005 and 2006 .
a8 requlred byA. RS. §32~1434 and A, A.C. § R4-16-101 |
-!haveawrittenpratoeol in piaceforthesecurestorage, transf’er' ndaccssnfﬂienwdipaltécor&ofmypamtsslmﬂd

mypracticedc7a uiredEAERs §323211. 5, 0 #7/04} .:-.; ._..-_-. |

. . Signature of Licénsee (Signature stamp will”notbeacc:epted) . Date. . . . .. . . . .
23227 -Paul A, Isaacson, MD " - _ R LT
. . PAGE1 | S P ~ = B

[T AR

TR e s LA e



1. ﬁmmhstrenewalhweyouhadanyapgliaﬁonforawmw YES O No |
license refused or denied by any licensing authority? - i = :
2. Since your last renewal have you been refused or denied the privilege.of | .

, taking an éxamination required for-any professional licensure? . . - YES’ pii"':.: NOB _

i Sifics your last renew.al have you volumarily suimendered. mmn wa YL NO# ;
: Hoense? -’ S uinyem e wlyories o HE Y ,u‘.&-.wp o ok

4. Wurlastmmathave youhadmyheamre:ﬂcénsem 22 4~ g {78 -

-Since-your-last renewal;: haveyou-ben;iheﬁ T ':F-._‘“f"*?"j: z i s OO

5&1 you currently under investigation - with “régafd” t5. your’, Nedltlic: _._-,;"’L‘“"'&’Zf.’fﬁ""* F _'Eé :
| Hicénse: (other than’by .the Arizona. Medical. Bgara)“'hm& %1 _bean | .. ?ES‘ﬁ“fg j ﬁ@ .y
. sanctioned by any healthcare licensing aiithority, healthcare 2890 '_T‘ e el
-Heensed healthcare fadility or healthcare staff of such facility? - o - S :

&Sncewwmm have your pﬂwmbeenmm e, N -

: volumdlyorlmoluntaﬁlymignedorwiﬁtdrambymymm YES EJ" - NOH.
lleansing authority, healthcare amciat!on, Iicansad hm hdm or ' :
-healthcare staff of such fadlity?. -
sumyourlutnmwal,hasdisd lina actionbeenm nst you by o T -

, aﬁyﬁcnnlngadencv (other m’glme?ﬁ Mlai'numw o e T s b

- to- any professional license? - “Disdpiinary Action”: Indullu, ‘but is-not [~ YES OO - ’--.;;-NQ__,Ny .
limited to, restriction, ' teﬂnination, voluntarv or imhmhwruiﬁmﬂonur : :
withdrawn. .

8. Since your last renewal have you had a registration issued by a controlied B :
MMM(MMMI)MWM_YESB NOK
mmmmumhwemmmwm;mmm« _ ] -

Q stme your jast renewal have yoqmw chacgedm ',‘q',“_"_ victed,, ‘*‘""‘:::;;:g j' :’a"' :*'--' RN P ;

} pardoned or had a. mcofdexpung,ed,o.l;x te ,‘.qf piisdemenno ’ Tk

4 involving moral turpitude?’ (sée”éxplanation #wﬂ"' wer'is wvs&}_g-xﬁ% ~!Ng§ .

' _required even ifyouenwedagyz,e!gim_gmg‘ B, o o et et e fona o W,W; e P F L -

w.smmhstmewalhaveyw,heenm&wiﬂmgmm.; tr o el o aB o ".a,. v

" ﬂndudimanobmmderepleaorgumypm)davhhmndm YES @ ’ ““NOﬂ -t
mwmdnlglaw(s)ormle(s)wheﬁierornotmmm e ¥
imposed or suspended? s :»

11.!nmyowhstrmmlhmyoubeenmu:tmarﬂaledordwm YES El . NOG

. than honorably from the armed service?  ~ il

umthtrenwalhaveyoubeenterminam from .a-healthcare .. ... . ... .0 L
MMMadty, county,urstam gwunmmtorﬂnhdml""YESE! NOK
._government? o R |
mhwhstmwalhaveyw*beenmnwcﬂmmﬁwdw B

| received”sanctions; -including restrictiors;” Suspension”or removal ti'om > ANES B - NOME L

Mawmdmm'wmmﬂ RS B

m.‘ (1 LNe aVent LN M1 of e 1;—*:; ViS i il 1 ‘. ol i g . 'you'trnst'ﬂle: K

mﬁtmtawm&mlngﬂwabmmamIncksdk\ganvdwgedateofmdidwge,tln R

complebe.nameandaddr&ssofanbodnesofjunsdmon,wmrwawmmammmumm Co :

INADDmON wumuﬂsuhn&pbo%cw&ofammmndingdxmﬁ,a:hasmwmm ’ g

Moral Turpitude Ind:des but is not limited t the following:” Armed Robbery; Asshult w&haDea‘dyWetpon '

l WI pl'eseﬂtlﬂg F_ l§_e, PUb“C " HM a 5 :J y

nsu@nﬁ_jp?d Cords anh;“Férgefy’,’}Frgud Hlt & Ruﬁ'“ Illégal ng'(l? 0! ' A !

! Rosure Kidoapping; Larceny, Matn Act(Federal Commerciaization.of I Miglad

S%E}gﬁ(;on 0 With.. Transfen:,gf 3l “Propeft '»ﬂ'j'ﬁfw‘-_- '"mm-, X, : __ BRI Sald B2,

Dispensing Narc —«u?‘-“&'*‘i"’“ 5"°°"mﬁ9 d Soliciting Prtistfiich,, ~'= .@'ﬁmﬁw T Y FTNGAS OF 35 s

: IR0 v i 3 l‘na-.i“-“'a&fc- iy ‘.m' -

B&M—i;a:son@e P " INITIALS REQUIRED i

PAGE 2




Individual - Paul Allen Isaacson Incomplete Tasks
23227 MDlicsnsa Active 03/31/2011 04/16/2013 09/16/2013 06/16/1993 | Unpaid Invoices
MP Dispanging Rag Agtive 06/29/2011 06/3Q/2012 Irevaica Typs Dew
 Type . 03MD
o : Professional
E Conduct Task -
- Status Complete  ~-
Start Date - 02/17/2009
End Date D4/20/30G9
: tttt*t**t#*t#**t**t*t** . ) .
_ 1. Since your last renewal have you had any application for any Ne v
. pmfesslond license refused or denied by any licensing authority?
2. :sm_your_last renewai have you been refused or denied the No -
. prvilege of taking an examination required for any professionsl
- ¥censure?
3. Since your last renewal have you voluntarily surrendered any N -
-. healthcare bcense?
4. Since your [ast renewat have you had any heaithcare license No v
revoked?

5, Since your last renewat have you been the subject of disciplinary  no
acton or are you currently under investigation with regard to your
_hesfthcare licenge (other than by the Arizona Medical Board), have
you been sanctioned by any heaithcare licensing autherity, healthcara
assocation, licensed healthcare fadfity or healthcare staff of such
faciity?

6. Since your last renewal have your privileges been restricted, 'No_ -

terminated, voluntarily or involuntarily resigned or withdrawn by any
heakthcare Bcensing authority, healthcare assodiation, kcensed
heafthcare facllity or heaithcare staff of such faciity?

7. Since your fast renewal, has discipinary action been taken against No

- you'by any icensing agency (other than the Anizona Medical Board)

- with regard to any professional iicense? "Discipinary Action” indudes,

- but & not ¥mited to, restriction, termination, volurtary or involuntary
‘resignation or withdrawn.

‘B. Since your iast renewal have you had a registration issued by a No
controlied substance authority (State or Federal) revoked,

_ suspended, limited, restricted, modified, denied or have you

surrendered or given up in #eu of action?

9. Since your fast renewal have you been charged with or convicted,
-pardoned or had a record expunged or vacated of a felony,
i 'Msdmnor Jinvolving morat turpitude? (see explanation below) A

:53(1ncmdmg a nolp contendere plea or gulity plea) of a viclation ofany
- faderal or state drug law(s) or rule{s} whether or not sentence was
-~ impesed. or suspended?

* 11. Since your last renewal have you been court martialed or No

jdisdmrged other than honorably from the armed service?

.12 Smce VOUI" iast renewal have you been terminated from a N°~~~~~-

healthcare position with a dty, county, or state government or the
Federnl govemment?

13. Since your last renewal have you been convicted of insurance ~ No

fraud or received sanctions, induding restrictions, suspension or
removal from practice, imposed by any agency of the Federal

government?
l*‘#***t****tt***tt****
Signature
‘Notarized
"R REFE R BRRER Reviewed
(f Yes R :

vi oo HYes,

I Yes,
describe

e A
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. Individual - Paul Allen Isaacson

Licenin® Licasrs Tye
23227 MWD Licenss
D Dispanaing Registration Active 06/29/2011 06/30/2012

Sty Stacus Dyt RenewDy  fxpirss Oric Lasea
Active 03/31/2011 04/16/2013 08/16/2013 06116/2995 | Unipaid In“im

Invoice Type S e -

Incompilete Tasks .
Duta Dus TeakType 7

: anutntmxux-xxnxxn

1. Since your last renewal have you had any appiication for any
:pmﬂssaonal icense refused or denied by any licensing authority?

2. Sin_eeyow!astrenewaihaveyoubmn refused or denied the
privilege of taking an exarmination required for any professional
- Meensure?
’ E3 Q!ce your last renewat have you voluntarily surrendered any
healthcare icense?

4._3&1& your last renewal have you had any heaithcare license
revoked?

5. Since your last renewal have you been the subjecr of disciplinary
action or are you currently under investigation with regard to your
healthcare koense {other than by the Arizona Medical Board), have
yout been sanctioned by any healthcare licensing authosity,
healthcare essociation, icensed healthcare fadiiity or healthcare staff
of such facikity?

.6, Since your last renewal have your privieges heen restricted,

" terminated, voluntariy or invcluntarily resigned or withdrawn by any
healthcare Scensing authority, healthcare assodation, Bcensed

_ heplthcare faclity or healthcare staff of such fadlity?

7. Since your last renewal, has disciplinary action been taken against N

" you by any kensing agency (other than the Arizona Medical Board)

*: wikth regard to any professional kkense? "Disdplinary Action” indudes,
but is not kmited to, restriction, termination, voluntary or involuntary
resignation or withdrewn.

8. Since your last renewal have you had a registration issued by 2
controfied substance authority (State or Federal) revoked,

.. suspended, Imited, restricted, modifled, denied or have you
surrendered or given up in beu of action?

. 9. Since your last renewal have you been charged with or convicted,

.- pardoned or had a record expunged or vacated of a felony,

. misdemeancr involving moral turpitude? {see explanation below} A

_ "yes" answer is required even If you entered a diversion program.

|10, Since your last renewal have you been charged with or convicted |

K {including a nolo contendere plea or guiity plea) of a viclaticn of any
. federal o state drug law(s) or rule{s) whether or not sentence was
" imposed of suspended?

" 11. Since your last renewal have you been court martialed or
dlscharged oﬂ;_er&anho;wmbﬁyfrommeamed SErvice?

. 12. Since your last renewal have you been terminated from a
healthcare position with 2 dty, county, or state government or the
" Federal government?

. 13. Since your last renewal have you been convicted of insurance
fraud or received sanctions, induding restrictions, suspension or
~removal from practice, Imposed by any agency of the Federal
. government?
O 20 0T 0 0N R O K R
Signature
Notartzed
#ERFEREE T2

03 MD
Professional
COnducl: Task
Complete  ~
02/14/2011
0373142011
No -
No b
NO -
= -
Ko -

No it
No -
1
No -
e
Yes v

o il

ey

Pl o

FRNEEE I

kb
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