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APPLICATION FOR LICENSURE SEP 27 1990 4

L Mgm  Vinggyr  TRERT

i you have ever used ancther name, please indicate__¥'\.£2

2, rasuslnmmm:uormmmm‘luclcims._Sﬁ‘;‘:b mE [ﬁﬁ“%?.‘ NELLIS ﬁf‘? , AV ‘BQlelb ,

3. Home Address. .

T - 1 = F
4. remmuumaoél a — T U (53~ 32353 (o flee
T
5. Oate of Birth IR S mam&“ F‘Y‘GY\C\bQQ j CA
6. Citizenship: US Citizen V : Alien Regiatration # Other.

Submit & certified copy of birth certificate, Certificate of Naturalization and/or Alien Registration Card with this application.
7. Have you ever previously applied for madical licensure in Nevada? l:l\'on}]lo

it YES, give date of previous application

8. uanum-mmuulmmwunmmmmmmMWIMmmm
. Have each school submit an official transcript directly to the board.

From (Mo/Yr) To (Mo/Yr)

Name Address
Unw of Calif Sontuliue  Santn Craz, Calif Y25 L6

933 L3

9. mmmmwmdulmmnmwmumm“m.mmmmnmmm
dlrocﬂywm.bou_d.

Place Where Dates of Attendance
Name Address Inetruction Recelved | From (Mo/W) | To (Mo/w)

Univ. of Southern (2925 Zonal Aue | Schook o Med. g /g0 Sls4

9
s beaslha o O Q0%

10. Doctor of Medicine Degree granted by;
Name of Medical School Address of Medical School Exact Date of Issuance

\Nt\'war.afSoui-hcm @ Sex aloove g Moy l‘[‘?l’.

. HmmmmmthmmNo O No If YES, list location, parts taken, date and score(s). Have certificate
of scores submitted from National Boards to the board.

MAR 2 8 1989

Location _Part Taken Date Result (Score(s))
Los Anaeles, CA I Clea.  |Prss  3sg
. .~ - Irc H{gy PR5S 4
. - " por s 8 3les— eAsSSs 450




12. Have you taken any part of the FLEX? O Yes JNo If YES, iist lacation, parts taken, date and scorels). Have certificate of scores
submitted from FLEX directly to the board.

Location

Part Taken

Date

Rasult (Score{s))

13. Have you taken sny part of ECFMQ or FMGEMS? [ Yes

Have certification of examination{s) submitted from the EC

if YES, iist part(s) taken, location, date and resuit{s) of examination,
directly to the board.

Location

Part Taken

Date

Result (Scorels))_

14. Have you recsived ACGME* approvad postgraduate training in the United States or Canada?

,kvu ONo I YES, fillin the information

requested below.

*Accreditation Councii on Graduate Medical Education .‘
Hospital/ Mailing Type of Service Datss of Attendance :
Institution Ad%on = 5 ﬁorapodmy - From {Mo/¥) Yo {Mo/Yr)

. Southern(Al. FO0IdS Zoeval Ave niery .
wwuzmmd LAY K5 "m" Lits
Volley Med o [H2, 0 ach azion| 08/ep Qb [ GBS 1L /oy
_—ulmm__ e e vn'ﬁ%&"

HENATS EE
16. Have you completed any ACGME"approved Fellowship programs? um}m It YES, fill in the information requested below.
Mailing Type of Dates of Attendance |
Institution Address Fellowship _ From (Mo/¥)_ | To(Mo/m) 1
18. memmmmmummtmuhrmmuwwm\
| Malling Tvpe of Service Dates of Attendance
netitution Address or Specislty From (Mo/Yr) To (Mo/¥r)
17. Aron of Speciatty.._ QB STET ¥1C S [ Ecol

18. Are you Board Certified by a Board recognized by the American Board of Medical Speciaities? O Yes ‘XNo i YES, complete the

following:

Specisity Board

Cartification #

Certification

Page 2



19. Location of madical practice since graduation {inciude Military Service)
City/State From (Mo/Yr} To (Mo/Yr)

Newss AFR  LasVesas Ny Sa\ay 389 [Present

!

20. List below the requested information for alf hospitals of which you are, or have ever been a Staff Member at any level. If none, plesse
indicate.

Dats of
Hoepital Compiets Mailing Address Erom (Mo/¥r) To (MO/¥)

554 M&. Suypgort Mn' 8/91 [fresact

21, Hmmhmlmmbmﬂoommmmwmww&h C No if YES, complets the following information:

State or Country . License # Date of Issuance F&m“‘ e
CALIFOLNIA 600065 | S Jume 35 Li3g ¢ /39

22, Have any disciplinary or adminisirative actions sver been taken against any hesling arts Jicenss which you now hoid or have ever held?

include any and administrative actions by the U.S. Military, U.8. Public Health Service or other U.S. federal government
entity. [ Yes '
23. Have you evar bagn denied & licanse, permission 10 practice medicine or any other arts, or parmission 1o take an examination

to practice maedicine or any other heeling art in any state, country or U.S. territory? ) Yes
24. Have you ever had a medical license revoked, suspended, or limited in any state, couniry or U.S. territory? O Yes XNo
28. Hmmwwhnﬂilywmnd«odnlmtowminmmmmhwm cumtlyorusurrm I:l‘ﬂuyﬂo

,
28. Have you ever failed a state licensure ImuonmyputofFLEX.mymofNMBum.ormyded’MGorFMGEMS
even if subsequently passed? L[] Yes : ,‘,,

27. Hmyoue'\:orhadmﬂpﬂvimmnhmpitddonbd. , N iud.mohodormtunmd orhnnyoumrnlwcdlromu
medical staff in lisu of dieciplinary or adminisirative action? 0O NO(PLEASENOTE THIS REQUIREMENT DOES NOT INCLUDE

SUSPENSIONS OR RESTHIO‘I‘IONFFDRFAILURFTOC"'"""""'NF"""N * COP

28. Have you ever been investigated for. charged with, or convicted of u w&mmm.mam
malpractice, or any other violation of a statute, rule lation goveming the practica of medicine by any medical licensing board

or other agency, hospital or medical society? C] Yes No

Page 3



26. Have you ever been denied membership or expelied from a medical saciety or other professional medical organization? L[ Yes yNo
30. Have you ever received peychiatric or paychologic restment? - 01 Yes Ji{(No

3t. Have undergone treatment for a mental iiiness, drug addiction, or acute or chronic substance, drug or alcohol sbuse?
{1 Yes [ ] :

32. Do you regularly take anty prescription drugs for therapeutic purposes? csvu)@o
33. Have you ever surrendered your state or federal controlied substance registration or had it restrictsd in any way? DYOI,&#IQ
34. Are you now or were you in the past, addicted to controlied substances, including, but not limited to narcatics or alcohol? DYuXNo

35. Have you ever been investigated for. charged or convicted of, or pled noto contenders to & violation of any , state or Jocal law
reiating {0 the manufaciure, distribution, or dispensing of controlled substances, or 10 drug addiction? O Yes X No
38, Have you ever been arrested, investigated for, chargad or convicted of, or pled nolo contenders to any offense, m or,

in any state, the United States, or a foreign country? (Except violations of traffic laws resulting in fines of $75 or less.) [ Yos
NOTE: You are required to list any conviction that has been set aside and dismissed under any other provision of law.

if you snewered YES 1o any of questions 22 through 35 plesse explain the clroumstances and disposition on & separate sheel(s) snd attech
to this applioation. - :

a7, If granted a license, do you intend to practice in NM?XV.. O No

IfYES:Louﬂon_.L-Qﬂle_Gﬂs ' - ce ASAP

38, Personal information _
oo —woiont I ES_cororeves DEN

mmuwm_mmum_,m

Age

2, 1.__,2&'.!3&\ V"\Q.;.m“' Levy being duly sworn, depose and say: That the
Mmmmm'mmmmmhnmmmwmmmmmmw
in the credentials to be submitted; and that the same were procured in the reguiar course of instruction and examination without fraud
or misrepresentation. it is understood by me, that if any part of this application is found to be fales or fraudulent, that | forfeit the right
to a medical licenss in the State of Nevada.

40. Ploase check one of the following:
the time of oral examination, | wish to be examined in the area of my specisity as indicated in Number 17 of this appiication.
At the time of oral examination, 1 wish to be examined in the area of general medicine

N

Subscribed and sworn to before me this_2 & 77

o

Signelure of

day of... DG P TED Sl , 1022
(Notasy Seal) Notary Public for State of LLEH D /7P
o My Commission Expires 2./ Z L /PP

|
;e*;gmm:a.‘
| va

)

LB V&GS AL




| hereby certify that the attached photograph is a
true likeness of myself taken within the last 80 days.

o gl w.w...‘....:'_.._. - Mgk,
Signahme nl"Applk;am -5

303u0,9 0

3 .
1

e o 2 e e . T Y o o b A e o ok il o S o S U ¢ i 40 o ool

o e A W S b D D A Wi A A VR e W £ o e T W M B S S B S e

NOTE: All items in this application are mandatory; none are voluntary. Faliure to provide any of the requested
information will resuit in the application not baing processed or baing rejected as incomplete. The information pro-
vided will be used for idantification and to determine qualification for licensure per Nevada Revised Statute 830
which authorizes the collection of this information.
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INSTRUCTIONS

The Application, and Form A, are to be compisted by the applicant, notarizxed as indicated, and returned to the Nevada State Board of
Maedical Examiners.

Forms 1 thru 8, are to be completed by the agencies or individusls indicated. It is the responsibility of the applicant to ses that these sre
promptly returned. The compleied application must be received 48 days before any sxamination will be administered. The forma should
be separated and maled individuaily, then must be returmned directly to the Nevada State Board of Medical Examiners by the agencies or
Individuals responsible for their completion. it additional capies of any forms are nasded, plesse photocopy.

it additional space is required for answers, separsie shests may be attached to application. ;
No application will be processed prior to receipt of sl required fees. See fse schedule on enciosed sheet.
Application fees are non-refundable.

Please submit the application arnd Form A slong with all required faes to:

Nevada State Board of Madicatl Examiners
POQ.Box 7238

Reno, NV 80810

(702) 329-2560

APPLICANT j
Do Not Write in This Box
For Use At Time Of interview

I verity that all statements made on my application for

Iloomoh?smi;!bmmin“w"m“
:ido:m H/'@ “ .m-dm

oo ;mm, —
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System Autamation

Reports Home Page

Licensee

Adam
Vincent

Adam
Vincent

Adam
Vincent

LEVY,
Adam
Vincent

LEVY'
Adam
Vincent

LEW'
Adam
Vincent

Adam
Vincent

L STV VO J PSS R

Renewal Questions for License Number 6135

Question Answer

Do you have a medical condition which In any way

impairs or limits your ability to practice medicine with
reasonable skill and safety? N
If you do not have a medical condition, selact No.

Explanation 1: For the above question if your
answer is "Yes" for the time period July 1, 2009 -~
June 30, 2011, or since your last renewal, please
type your expianation in this text box.

If you have a medicat condition which in any way impairs
or limits your ability to practice medicine, Is that
impairment or limitation reduced or ameliorated because
of the fleld of practice, the setting, or the manner in N
which you have chosen to practice?

If you do not have a medical condition, select No.

Explanation 2: For the above question if your
answer is "Yes” for the time period July 1, 2009 -
June 30, 2011, or since your last renawal, please
type your expianation In this text box.

If you use chemical substances, does your use in any

way impalr or limit your abllity to practice medicine with
reasonable skill and safety? N
If you do not use chemical substances, select No.

Explanation 3: For the above question if your
answer Is "Yas" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please
type your explanation in this text box.

Have you been named as a defendant, or been

requested to respond as a defandant, to a legal action
Involving professional Habllity, malpractice, Including any
military tort claims if applicabie? Y

Please include: who, what, where (provide state), and
when in the textbox directly below this question.

Explanation 4: For the above question if your

. FLEY

Page 1 of 5

Date

4/7/2011

4/7/2011

4/7/2011

4/7/2011

- e o s -



LEVY,
Adam
Vincent

Adam
Vincent

Adam
Vincent

Adam
Vincent

Adam
Vincent

Adam
Vincent

Adam
Vincent

answer Is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please
type your expianation In this text box.

Have you had a professional liability, malpractice, claim
paid on your behalf or paid such a claim yourself

including any military tort claims if applicable?

If "Yes" during the time period July 1, 2009 - June 30, Y
2011 type an explanation in the textbox directly below
this question.

Explanation 3: For the above quastion if your
answer Is "Yeas" for the time period July 1, 2009 -
June 30, 2011, or sinca your last renewal, please
type your explanation In this text box.

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

Have you been arrested, Investigated for, charged with,
convicted of, or pled guilty or nolo contendere to any
offense or violation of any federal (including the Uniform
Code of Military Justice), state or locai law, or the laws of
any foreign country, which Is a misdemeanor, gross
misdemeanor, felony, violation of the Uniform Code of
Military Justice, or synonymous thereto in a foreign
jurisdiction, excluding any minor traffic offense (driving
or being In control of a motor vehicle while under the N
influence of a chemical substance, including alcohol, is
not considered a minor traffic offense), or for any

offense which is related to the manufacture, distribution,
prascribing, or dispensing of controlled substances?
Please note that you MUST discloss ANY
investigation or arrest, Including those where the
final disposition was dismissal, or expungement.

Explanation 8: For the above question if your
answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please
type your explanation in this text box.

Have you been denled a licenss, permission to practice
medicine or any other healing art, or permission to take

an examination to practice medicine or any other healing N
art in any state, country or U.S. territory?

Explanation 7: Por the above question if your
answer Is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renewal, please
type your explanation in this text box.

VT VUDY § NS, RO, | SR Py S + 4 . . - -a

Page2of §

4/7/2011

4/7/2011

4/7/2011

4/7/2011

4/7/2011



Page 3 of 5

LEVY Have you had a medical license or license to practice any
Ada rr'n other healing art revoked, suspended, limited, or N 4/7/2011
Vi restricted in any state, country or U.S. territory?

ncent

Expianation 8: For the above question if your

LEVY, answer is "Yas" for the time period July 1, 2009 -
Adam June 30, 2011, or since your last renawal, please
Vincent type your explanation in this text box.

Have you voluntarily surrendered a license to practice

Adal "; medicine or any other healing art in any state, country N /72011
Vincent °F U.S. territory in lieu of any disciplinary action?

Expianation 9: For the above question Iif your
LEVY, answer Is "Yes" for the timae period July 1, 2009 -
Adam June 30, 2011, or sinca your last renewal, please
Vincent type your axpianation in this text box.

Have you been denied membership, been asked to

resign or expelled from a medical soclety or other N 4/7/2011

Adam
Vincent professional medical organization (including the ABMS)?

Explanation 10: For the above question If your
LEVY, answer is “Yes" for the time period July 1, 2009 -
Adam June 30, 2011, or since your last ranewal, please
Vincent type your axplanation in this text box.

Have you been: a) asked to respond to an Investigation;

b) notified that you were under investigation for; ¢)

investigated for; d) charlg;ed with; or e) convicted of any

violation of a statute, rule or regulation governing your

cld:cgnt practice as a physician by any medical licensing board, N 4/7/2011
hospital, medical soclety, governmental entity or agency
other than the Nevada State Board of Medical
Examiners?

Explanation 11: For the above question if your
LEVY, answer is "Yes” for the time period July 1, 2009 -
Adam June 30, 2011, or since your last renewal, plesase
Vincent type your explanation In this text box.

LEVY Have you surrendered your state or federal controlled
! substance registration or had it revoked or restricted in

Adam
Vincent any way?

N 4/7/2011

Explanation 12: For the above question if your
LEVY, answer is "Yes” for the time period July 1, 2009 -
Adam June 30, 2011, or since your last renewal, please
Vincent type your axplanation in this text box.

Have you had hospital staff privileges denied,
suspended, limited, revoked or not renewed by the
hospital, including any and all resignations from any

foaa tl_ % .. ..M . 4 '] . -



LEVY,
Adam
Vincent

Adam
Vincent

Adam
Vincent

Adam
Vincent

LEVY,
Adam
Vincent

Adam
Vincent

Adam
Vincent

Adam

medical staff in lieu of disciplinary or administrative
action?

If the answer is " Yes," type the name of the hospital,

the hospital's mailing address, the type of action taken,
and the date or dates of the actions taken in the textbox
directly balow this question. N

(Plsase Note:) Do not include suspensions or
restrictions for fallure to complete hospital medical
records, attend hospital department or staff
meetings, or maintain required maipractice
insurance.)

Explanation 13: For the above question If your
answer is "Yes" for the time period July 1, 2009 -
June 30, 2011, or since your last renawal, please
type your axplanation in this text box.

Are you out of compliance with court ordered child
support? If this does not apply to you, please

answer “no”.

If "Yes" during the time period July 1, 2009 - June 30, N
2011 type an explanation in the textbox directly below
this question.

Explanation 14: For the above question if your
answer is "YES" for the time period July 1, 2009 ~
June 30, 2011, or since your last renewal, piease
type your explanation in this text box.

I hereby request my license to be placed on Inactive
status, which means | will not physically practice in the
state of Nevada.

If you choose to place your license on Inactive status, N
make certain to select "Yes” to this question AND

choose the Inactive status in the dropdown box located

at the end of the questions.

Explanation 15: For the above question, if your
answer Is “Yes” and you want to change to
Inactive status for the next biennial July 1, 2011 ~
June 30, 2013, pliease provide a brief oxplalutlon
In this text box.

Is your license contingent upon maintaining certification
with the American Board of Medical Speciaities (ABMS)
in the specialty of Family Practice, Emergency Medldne,
or Preventative Medicine?

Explanation 18: For the above question If your
answer is "YES" , please type your new scope of

} IFVIRY J VS WP, | FRrEy Sy Py P Ry \. RIS Ry S, TSSO S § ¥ 4

Page 4 of 5

4/7/2011

4/7/2011

4/7/2011

4/7/2011
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Page 5 of §

Vincent practice or specialty in this text box.

Do you want to change your scope of practice or
LEVY, speclaity?

cldrg'nt If you answer “Yes" type your current scope of practice
or specialty in the textbox directly below this question.

N 4/7/2011

Explanation 17: For the above question Iif your
LEVY, answer Is "Yes" for the time period July 1, 2009 -
Adam June 30, 2011, or since your last renewal, please
Vincent type your explanation in this text box.

1 have completed the required amount of AMA Category
1 CME within the current biennial,
(Review CME Information oniine at

www, medboard.nv.gov)

ALEI\a’rYr'\ - 1 understand that I may be Included in a random audit Y 4/7/2011
Vincent following the July 1st, 2011 renewal. I agree to retain
CME's taken between July 1, 2009 and June 30, 2011.

If renewing to an Ipactive status, CME is not required
and "No" can be selected,

I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY
LEVY, THAT I PERSONALLY ANSWERED ALL OF THE
Adam QUESTIONS IN THIS APPLICATION AND THAT THE Y 4/7/2011
Vincent ANSWERS I HAVE PROVIDED ARE TRUE AND CORRECT,

Tabdsns /foamh 13 - F) bon fintn, it al - o e 2 ve — .- AW LW ¥ W YN




6135

6135

6135

6135

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Do you have 2 medical condition which In any way impairs
or {imits your ability to practice medicine with reasonable
skill and safety?

If you have a medical condition which in any way impairs
or limits your ability to practice medicine, is that
impairment or limitation reduced or ameliorated because
of the field of practice, the setting, or the manner in
which you have chosen to practice?

if you use chemical substances, does your use in any way
impair or limit your abllity to practice medicine with
reasonable skiil and safety?

Have you been named as a defendant, or been requested
to respond as a defendant or potential defendant, to a
legal action involving professional lability {malpractice)?
Please include: who, what, where {provide state), and
when in the textbox directly below this question.

5/7/2009

5/7/2009

5/7/2009

5/7/2009



6135 LEVY, Adam Vincent  For the above question if your answer is "Yes” for the 5/7/2009
time period July 1, 2007 - June 30, 2009, please type your
explanation in this text box.



6135

6135

6135

6135

6135

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Have you had a professional fiability (malpractice) claim
paid on your behalf or paid such a claim yourself
(including any military tort claims if applicable)? Please
include: who, what, where {provide state), when and case
number in the textbox directly below this question.
Please fax a copy of the complaint, civil or otherwise to
775-688-2551.

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

Have you been arrested, investigated for, charged with,
convicted of, or pled guilty or nolo contendere to any
criminal offense other than a criminal offense listed in
Question #67 Please note that you MUST disclose ANY
investigation or arrest, including those where the final
disposition was dismissal, sealing of a record, or

expungement.

Have you been denied a license, permission to practice
medicine or any other healing art, or permission to take
an examination to practice medicine or any other healing
art in any state, country or U.S. territory?

Have you had a medical license or license to practice any
other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory?

5/7/2009

S/7/2009

5/7/2009

5/7/2009

5/7/2009



6135

6135

6135

6135

6135

LEVY, Adam Vincent

~ LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Have you voluntarily surrendered a license to practice
medicine or any other healing art in any state, country or
U.S. territory in fleu of any disciplinary action?

Have you been denied membership, been asked to resign

or expelled from a medical society or other professional
medical organization (including the ABMS)?

Regarding any medical licensing board, hospital medical
society, or other governmental entity or agency (other
than the Nevada State Board of Medical Examiners), have
you been: (a) Asked to respond to an investigation; (b}
Notified that you were under investigation for; (c)
Investigated for; (d) Charged with; or (e) Convicted of any
violation of a statute, rule or regulation governing your
practice as a physician?

Have you surrendered your state or federal controlled
substance registration or had it revoked or restricted in
any way?

Have you had hospitai staff privileges denied, suspended,
limited, revoked or not renewed by the hospital, including
any and all resignations from any medical staff in leu of
disciplinary or administrative action? If the answer is "
Yes," type the name of the hospital, the hospital's mafling
address, the type of action taken, and the date or dates of
the actions taken in the textbox directly below this
question. (Please Note: Do not include suspensions or
restrictions for failure to complete hospital medical
records, attend hospital department or staff meetings, or
maintain required malpractice insurance.)

5/7/2009

5/7/2009

5/7/2009

5/7/2009

5/7/2009



6135

6135

6135

6135

6135

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Are you out of compliance with court ordered child
support? if this does not apply to you, please answer
“no”. If "Yes" during the time period July 1, 2007- June 30,
2009 type an explanation in the textbox directly below
this question,

| hereby request my license to be placed on Inactive
status, which means | will not physically practice in the
state of Nevada.

Do you want to change your scope of practice or
specialty? if you answer “Yes” type your current scope of
practice or specialty in the textbox directly below this
question,

| have compieted the required amount of AMA Category 1
CME within the current biennial. (Review CME
information online at www.medboard.nv.gov) |
understand that | may be included in a random audit
following the July 1st, 2009 renewal. | agree to retain
CME's taken between July 1, 2007 and June 30, 2009.

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

5/7/2009

5/7/2009

5/7/2009

5/7/2009

5/7/2009



License Number Licensee Name Question Text . Answer Date Answered

6135 LEVY, Adam Vincent Do you have a medical condition which in any way impairs N 3/29/2007
or fimits your ability to practice medicine with reasonable
skill and safety?

6135 LEVY, Adam Vincent  If you have a medical condition which in any way impairs N 3/29/2007

or limits your ability to practice medicine, is that
impairment or Emitation reduced or ameliorated because
of the field of practice, the setting, or the manner in

which you have chosen to practice?

6135 LEVY, Adam Vincent  If you use chemical substances, does your use in any way N 3/29/2007
Impair or limit your ability to practice 3&.&3 with
reasonabie skill and safety?

6135 LEVY, Adam Vincent  Have you falled to initiate the performance of public N 3/29/2007

service within one year after the date the public service is
required to begin to satisfy a requirement of your
receiving a loan or scholarship from the federal
government or a state or local government for your
medical education?

6135 LEVY, Adam Vincent  Have you been named as a defendant, or been requested N 3/29/2007
to respond as a defendant, to a legal action involving
professional liability (maipractice), or had a professional
liability claim paid on your behalf, or paid such a claim
yourself?



6135

6135

6135

6135

6135

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Have you been investigated for, arrested for, charged
with, convicted of, or plead guilty or nolo contendere to
any offense or violation of any federal (inciuding the U.S.

Military), state or local law, including any foreign country,

which is in a foreign jurisdiction equivalent to, a
misdemeanor, gross misdemeanor, court martial, or
felony, excluding any minor traffic offense (driving or
being in control of a motor vehicle while under the
influence of any chemical substance and/or including
alcohol, is not considered 2 minor traffic offense), or for
any offense which is related to the manufacture,
distribution, prescribing, or dispensing of controlled
substances? Please note that you MUST disclose ANY
investigation or arrest, even if the ultimate disposition
was dismissal or expungement.

Have you been denied a license, permission to practice
medicine or any other healing art, or permission to take
an examination to practice medicine or any other healing
art in any state, country or U.S. territory?

Have you had a medical license or license to practice any
other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory?

Have you voluntarily surrendered a license to practice
medicine or any other healing art in any state, country or
U.S. territory by the direct request of a medical board?

Have you been denied membership or expelled from a
medical society or other professional medical
organization?

3/29/2007

3/29/2007

3/29/2007

3/29/2007

3/29/2007



6135

6135

6135

6135

6135

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Have you been: a) notified that you were under
investigation for; b) investigated for; c) charged with; or
d) convicted of any violation of a statute, rule or
regulation governing your practice as a physician by any
medical licensing board, hospital, medical soclety,
governmental entity or agency other than the Nevada
State Board of Medical Examiners?

Have you surrendered your state or federal controfled
substance registration or had it revoked or restricted in
anyway? ‘

Have you had hospital staff privileges denied, suspended,
limited, revoked or not renewed by the hospital? if you
have answered “Yes” you will be required to submit a fist
of any and all resignations from any medical staff in lieu
of discipfinary or administrative action via email to

elicensensbme@medboard.nv.gov (Please Note: Donot

include suspensions or restrictions for fallure to complete
hospital medical records, attend hospital department or
staff meetings, or maintain required maipractice
insurance.)

Is your license currently contingent upon compliance
with the Diversion program atso known as the Nevada
Heaith Professionals Assistance Foundation?

Is your license currently contingent upon maintaining
certification by the American Board of Medical Specialties
in the specialty of Family Practice, Emergency Medicine or
Preventative medicine?

3/29/2007

3/29/2007

3/29/2007

3/29/2007

3/29/2007



6135

6135

6135

6135

6135

6135

6135

6135

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

LEVY, Adam Vincent

Are you a foreign medical doctor, who holds a Conditional
Resident Alien Card, Employment Authorization Card, or .
Visa with the Department of Homeland Security,
Immigration and Naturalization Services?

Are you out of compliance with court ordered child
support? if this does not apply to you please answer
*no”.

Do you want to change your scope of practice or
specialty? If you answer “Yes” please emall your request
to elicensensbme@medboard.nv.gov

Are you currently supervising a Physician Assistant or an
Advanced Practitioner of Nursing? If you answer “Yes”
please email a list of names of those you are supervising
to elicensensbme@medboard.nv.gov

| have completed the required amount of AMA Category 1
CME within the current biennial, (Review CME
information onfine at www.medboard.nv.gov) |
understand that | may be included in a random audit
following July 1st 2007 renewal. | agree to retain CME’s
taken between July 1, 2005 and June 30, 2007.

I have actively practiced medicine in Nevada within the
past 12 months.

I hereby request my license to be placed on Inactive
status. | will not physically practice in the state of
Nevada,

| HEREBY SWEAR OR AFFIRM UNDER THE PENALTIES OF
PERJURY THAT | AM IN FULL COMPLIANCE WITH ANY AND
ALL OBLIGATIONS, TERMS OR CONDITIONS OF MY
NEVADA MEDICAL LICENSE SPECIFIED BY THE BOARD.

-

3/29/2007

3/29/2007

3/29/2007

3/29/2007

3/29/2007

3/29/2007

3/29/2007

3/29/2007



PHYSICIAN Date Received by Board /3G
LicenseNo.__*{/ -7

APPLICATION FOR REGISTRATION RENEWAL MAR 2 § 2003
FOR THE BIENNIAL REGISTRATION PERIOD 2008 - 2007 APR15 2005
NEVADA STATE BOARD OF MEDICAL EXAMINERS File No. o
Post Office Box 7238 Reno, Nevada 88510 _Phone (775) 688-2559 (For Board Use Only) 121/
Physical Address: 1105 Terminal Way, Sulte 301 _Reno, Nevada 89502 24 19>

§ hereby for renawal of biennial reglstratlon and enclose the apﬁ\r e fee(s) as indicated below:
‘ v A

CTIVE STATUS $600.00
T INACTIVE STATUS $300.00......(INACTIVE STATUS DOES NOT PERMWIT
T REQUEST NON-RENEWAL OF MY LICENSE" THE PRACTICE OF MEDICINE INCLUDING
UE | SEE gE THE WR IN NEVADA
E'm N Lichnase
T Make checks payable to:
Adam Vincent LEVY M.D. ' NEVADA STATE BOARD OF MEDICAL EXAMINERS
1670 E Flamingo Rd #C j (Foreign checks must indicate *U.S. FUNDS")
Las Vegas NV  89119- L
Request for NON-RENEWAL of License tic cine In Nev.

| hereby represent that | am the person named in this APPLICATION FOR REGISTRATION RENEWAL of iloonu to
practice medicine in the state of Nevada.

By signing on the signature line below, | am requesting that my license to practice medicine in Nevada N
renewed by the Nevada State Board of Medical Examiners. | will return this signed form to the Board oﬂlco.

Date Signature (SIGNATURE STAMP UNACCEPTABLE)

PL NOTE:

« YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2008, COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2008 AT 5:00 P.M. ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA
HAS NO GRAGE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR
REGISTRATION RENEWAL FORM.)

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

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

INFORMATION.
PLEASE TYPE OR PRINT LEGIBLY

1. Active status registration renewal requires the submission of proof of completion of 44 hours of AMA Category 1 emtimmg
medical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME In your scope of practice or
specialty completed during the period July 1, 2003 through June 30, 2005. Additionally, pursuant to Nevada Revised
Statutes (NRS) 630.253(2)(b), an applicant must complete a course of instruction relating to the medical consequences of an
act of terrorism that involves the use of a weapon of mass destruction. “The course must provide atleast 4 hours of instruction
that includes instruction in the following subjects: (1) An overview of acts of termorism and weapons of mass destruction; (2)
Personal protective equipment required for acts of terrorism; (3) Common syrnptoms and methods of treatment associated with
exposure to, or injuries caused by, chemical, biological, radioactive and nuclear agents; (4) Syndromic surveillance and
reporting procedures for acts of terrorism that involve biological agents; and (5) An overview of the information available on,
and the use of, the Health Alert Network.” Submit your proof of completion of CME with your completed Application for
Reglistration Renewsl form. (See last page of this form for CME statement.)

2. If your name and/or address has changed from that printed on the label on this form, clearly indicate the change in the
space provided below. Also, please indicate your current telephone and fax numbers. [Please note: a notarized or certified
copy of the document authorizing your name change (marriage license, divorce decres, etc.) must be included.)

Name '
Street
City County State Zip
Phone Number Fax Number,




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

Name
Street

City

County

Phone Number

State

Zip

4. indicate below your primary and secondary scopes of practice using the following codes:
SCOPES OF PRACTICE CODES

WO~ &ldhs—

21

SERUBRRERLLIRIBERLEN

4
42

ADDICTION MEDICINE
ADOLESCENT MEDICINE
AEROSPACE MEDICINE
ALLERGY
ALLERGY/IMMUNOLOGY
AMBULATORY MEDICINE
ANESTHESILOGY
BLOCDBANKING
BRONCO-ESOPHAGOLOGY
CARDIOVASCULAR DISEASES
CATSCAN/ULTRASOUND
CHILD NEUROLOGY

CHILD PSYCHIATRY
CLINICAL PHARMACOLOGY
CRITICAL CARE
DERMATOLOGY
DERMATOPATHOLOGY
EMERGENCY MEDICINE
ENDOCRINOLOGY

FAMILY PRACTICE
FORENSIC MEDICINE
GASTROENTEROLOGY

GENERAL PRACTICE
GERIATRIC PSYCHIATRY
GERIATRICS
GYNECOLOGY

HAIR TRANSPLANTATION
HEMATOLOGY
HOMEOPATHY

HYPNOSIS .
IMMUNOLOGY

INFECTIOUS DISEASES
INFERTHITY

INTERNAL MEDICINE
LARYNGOLOGY

LEGAL MEDICINE
MATERNALFFETAL MEDICINE

Prlmary ScopeofPractlce ZL’

Eg83S83‘&333‘-6{'1‘33338838&2&%28%22}8828838651‘43&:3

NEPHROLOGY

NEUROPATHOLOGY
NEURORADIOLOGY
NEUROTOLOGY
NON-CONVENTIONAL MEDICINE
NUCLEAR MEDICINE
NUTRITION

OBSTETRICS
OBSTETRICS/IGYNECOLOGY
QCCUPATIONAL MEDICINE
ONCOLOGY

ONCOLOGY, GYNECOLOGICAL
ONCOLOGY, HEMATOLOGY
ONCOLOGY, RADIATION -
ONCOLOGY, SURGICAL

PEDIATRIC EMERGENCY MEDICINE
PEDIATRIC, ENDOCRINOLOGY

BESRELBBBBTLRE

PEDIATRIC, SURGERY

PEDIATRIC, UROLOGY

PEDIATRICS

PHYSICAL MEDICINE/REHABHLITATION

108 SURGERY, ABDOMINAL

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

112 SURGERY, HAND

113 SURGERY, HEAINNECK

114 SURGERY MAXILLOFACIAL

121 SURGERY UROLOGIC
122 SURGERY VASCULAR

PEDIATRIC, PHYSIATRY 123 TOXICOLOGY
PEDIATRIC, PULMONARY 124 TRANSPLANTATION
PEDIATRIC, RADIOLOGY 125 URGENT CARE
PEDIATRIC, RHEUMATOLOGY - 126 UROLOGY: :
Secondary Scope of Practice

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION & RECERT IFICATION -

Subboard

,itr‘ﬂq 1
Mo/Yr)

ﬂw

(Ma./Yr.)

{MoJsYr.)

All of the following questions refer to the time period .
July 1, 2003, through the present date only.

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

“Ability to practice medicine” is to be construed to inclde all of the following:
1. The cognitive capacity to make appropriate clinical dlagnoses and exercise reasoned medical judgments and to leam and keep
abreast of medical developments;

2. mawwmmmmmcabmmdgmnbmdmdmmmpaﬂumwmhmmw@um with or without
the use of aids or devices, such as voice amplifiers; and



3, The physical capabliity to perform medical tasks such as physician examination and surgical procedures, with or without the use
of aids or devices, such as corrective lansas or hearing alds.
“Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic,
vigion, speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emctional or
mental iliness, HIV disease, tuberculosis, drug addiction, and alcoholism.
“Chemical substances” is to be construed fo include alcohol, drugs or medications, including those taken pursuant to a valid
prescription for legitimate medical purposes and in accordance with the prescriber's direction.

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

APPLICATION FOR REGISTRATION RENEWAL FORM.
1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable sjll and

safety? Yes No
2. If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or
limitation reduced or ameliorated because of the fleld of practice, the selting, or the manner in which have to
practice? Yes No A

3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine reasonable
skill and safety? Yes No____NA

4, Have you failed to initiate the performance of public service within one year after the date the public service is required to
begin to satisfy a requirement of your recelving a loan or scholarship from the federal government or a state or local

govermnment for your medical education? Yes No NA
5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professional | claim
paid in your behalf or paid such a claim yourseif? Yes § No

8. Have you ever been investigated for, charged with, convicted of, or plead gulity or nolo contendere to any offense or
viotation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical

substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, , Of

dispensing of controlled substances? , _ Yes No

7. Have you ever been denied a license, pennlsslontopmcﬂcemédlcmeoranyomerhwingan. or permission to take an

examination to practice medicine or any other healing art In any state, country or U.S. temitory? Yes §< No

8. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, or in

any state, country or U.S. territory? Yes No

9. Have you ever voluntarily surrendered a license to practica medicine or any other healing art in any state, Us.

territory? ' Yes No

10. Have you aver been denled membership or expelied from a medical society or other professional medical ilzption?
Yos No

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; c) charged with; or d) convicted of
any violation of a statute, rule or regulation goveming your practice as a physician by any medical licensing board, hospital,

" medical society, governmental entity or other agency other than the Nevada State Board of Medical Examiners?
_ ' : Yes No

12. Have you evet surrendered your state or federal controlled substance registration or had it revoked or restricted in any

way?
Yeos No

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital.
{ist any and alt resignations from any medical staff in lieu of disciplinary or administrative action. (Plegse Note: Do not include
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or
maintain required malpractice insurance.) (if more space is needed, attach a separate sheet) :
. Mailing Type of "~ Dates of Action
Hospital Address Action From (Mo.J/Yr.) To (Mo./Yr.)

/




c TATEMENT
Please place a check mark next to onae of the following statements:
{a) |am not subject fo a court order for the support of a child;

A % | am subject to a court order for the support of one or more children and am in compliance with the order or am in
~ compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant (o the order; OR

{c) 1am subject to a court order for the support of one or more children and am NOT in compliance with the order or
a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.

CONT! i 1/

%« plac@ a check mark next to one of the following statements:
(a) 1 completed a minimum of 44 hours of AMA Category 1 continuing medical education (CME), 2 hours of which
in medical ethics and 20 hours of which were in my scope of practice or specialty, and an additional 4 hours of AMA
Category 1 continuing medical education in acts of terrorism, during the past biennial period of July 1, 2003 through Juhe 30,
2005;

e (B) | was Initially licensed in Nevada during the time period January 1, 2004 through June 30, 2004, the second six
months of the past biennial period and completed a minimum of 34 hours of AMA Category 1 continuing medical education
(CME}, 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty, and an
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism;

(c) 1was initially licensed in Nevada during the time period July 1, 2004 through December 31, 2004, the third six
months of the past biennial period, and completed a minimum of 24 hours of AMA Category 1 continuing medical aducation
(CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice or speclalty, and an
additional 4 hours of AMA, Category 1 continuing medical education in acts of terrorism;

(d) t was initiaily licensed in Nevada during the time period January 1, 2005 through June 30, 2005, the fourth six
months of the past biennial period, and completed a minimum of 14 hours of AMA Category 1 continuing medical education
{CME), 2 hours of which were in medical ethics and 8 hours of which were in my scope of practioa or specially, and an
additional 4 hours of AMA Category 1 continuing medical education in-acts of terrorism; OR

{e) 1 am exemptfrom submitting proof of completion of continuing medical education (CME) because | have eompleted
a full year of residency or fellowship training during the biennial period July 1, 2003 through June 30, 2005, .

= ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (GME) HOURS.
IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD

JULY 1, 2003 THROUGH JUNE 30, 2003, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.
«= YOUR COPIES OF PROCUF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU.

| HAVE _AE NOT____ (CHECKONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST
12 MONTHS. .

BY SIGNING ON THE SIGNATURE LINE BELOW:

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

2} 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
PLACED A CHECK MARK NEXT TO (a), (b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
ANSWERED ALl QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSHIP TRAINING
COMPLETION; (b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN
EXPLANATION(S) TO ANY “YES” ANSWER(S)

/5/03/ \ —

Signature (SIGNATURE STAMP UNACCEPTABLE)




»

" PHYSICIAN Date Recelved by Board

a {“
" APPLICATION FOR REGISTRATION RENEWAL UcenseNo, (2 125 ..
FOR THE BIENNIAL REGISTRATION PERIOD 2003- 2008 , FED & 1 2003 o
NEVADA STATE BOARD OF MEDICAL EXAMINERS ) Flle No. .

Post Office Box 7238 _Reno, Nevada 83510 Phone (775)688-2350  WAR 9 d Use Only)
Physical Address: 1105 Terminal Way, Sulle 301 _Reno, Nevada 89502 P

Ih apply for renewal of biennial registration and engleeertire-approgriate fee(s) as indicated below:
ACTIVE STATUS

INACTIVE STATUS $200.00..... {/INACTIVE STATUS DOES NOT PERMIT
| REQUEST NON~RENEWAL OF MY LlCENSE' THE PRACTICE OF MEDICINE
g : PRES C
AdamVLEVY N M.D. Meke checks payable o
1670 E Flamingo Rd #C NEVADA STATE BOARD OF MEDICAL EXAMINERS
Las Vegas NV 89119 (Foraign checks must indicate *U,S. FUNDS"}

Request for NON-RENEWAL of License to Practice Medicine In Nevada

I hm the person named In this APPLICATION FOR REGISTRATION RENEWAL of license to
practice medicine in the state o
By signing on the signature line below, | am Ing that my license to practice medicine in Nevada Q be
renewed by the Nevada State Board of Medical Examiners:-1 will r retum this signed fonn to the board office.
Tr—

.

\
Date Signature (SIGNATURE STAMP UNACCERTABLE)

PLEASE NOT.

Y~ YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2003. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2003 AT 5:00 P.M, ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR
REGISTRATION RENEWAL FORM.)

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

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

PLEASE TYPE OR PRINT LEGIBLY

1. Active status registration renewal requires the submission of proof of compietion of 40 hours of AMA Category 1 continuing
maedical aducation {CME), which inciudea 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or
specialty completed during the period July 1, 2001 through June 30, 2003. Submit your proof of completion of CME with
your complated Appfication for Reglstration Renewalform. {See last page of this form for CME statement.)

2. lf your name and/or address has changed from that prinied on the labael on this form, ciearly indicate the change in the
space provided below. Also, please indicate your current telephone and fax numbers. [Pleage note: a notarized or certified
copy of the document authorizing your name change {marriage license, dlvorce decres, etc.) must be included.]

Name
Street
City, County State Zip

Phone Number Fax Number

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

Name
Street
City County State Zi
Phone Number,




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

) SCJOPES OF PRACTICE CODES

ADDICTION MEDICINE
ADOLESCENT MEDICINE
AEROSPAGE MEDICINE
ALLERGY
ALLERGY/IMMUNOLOGY
AMBULATORY MEDICINE
ANESTHESIOLOGY
BLOOCDBANKING
BRONCO-ESOPHAGOLOGY
10 CARDIOVASCULAR DISEASES
11 CATSCANAULTRASOUND

12 CHILD NEUROLOGY

13 CHILD PSYCHIATRY

14 CLINICAL PHARMACOLOGY
15 CRITICAL CARE

18 DERMATOLOGY

17  DERMATOPATHOLOGY

18  EMERGENCY MEDICINE

13 ENDOCRINOLOGY

20 FAMILY PRACTICE

21  GASTROENTEROLOGY

22  GENERAL PRACTICE

23 GERIATRIC PSYCHIATRY
24 GERIATRICS

25 GYNECOLOGY

26 HAIR TRANSPLANTATION
27 HEMATOLOGY

28 HOMEOPATHY

29 HYPNOSIS

30 IMMUNOLOQY

31 INFECTIOUS DISEASES

32 INFERTILITY

33 INTERNAL MEDICINE

34 LARYNGOLOGY

35 LEGAL MEDICINE

368 MATERNAL/FETAL MEDICINE
37 MEDICAL ACUPUNCTURE
38 MEDICAL ETHICS

38 MEDICAL GENETICS

40 NEOPERINATAL MEDICINE

B~ DO AW =

Code
_ Primary Scope of Practice _’é

NEOPLASTIC DISEASES
NEPHROLOGY

NEUROLOGY
NEURC-OPHTHALMOLOGY
NEUROPATHOLOGY
NEURORADIOLOGY
NON-CONVENTIONAL MEDICINE -
NUCLEAR MEDICINE
NUTRITION

OBSTETRICS
OBSTETRICS/GYNECOLOGY
OCGUPATIONAL MEDICINE
ONCOLOGY

ONCOLOGY, GYNECOLOGICAL
ONCOLOG@Y, HEMATOLOQY
ONCOLOQY, RADIATION
ONCOLOGY, SURGICAL
OPHTHALMOLOGY
OTOLARYNGOLOGY

OTOLOGY

PAIN MANAGEMENT

PATHOLOGY

PATHOLOGY, ANATOMIC
PATHOLOGY, CLINICAL
PATHOLOGY, FORENSIC
PEDIATRIC, ALLERGY

PEDIATRIC, CARDIOLOGY
PEDIATRIC, CRITICAL CARE
PEDIATRIC, EMERGENCY MEDICINE
PEDIATRIC, ENDOCRINOLOGY
PEDIATRIC, GASTROENTEROLOGY
PEDIATRIC, HEMATOLOGY/ONCOLOQY
PEDIATRIC, INFECTIOUS DISEASES
PEDIATRIC, iINTENSIVIST
PEDIATRIC, NEPHROLOGY
PEDIATRIC, NEUROLOGY
PEDIATRIC, OPHTHALMOLOGY
PEDIATRIC, PHYSIATRY
PEDIATRIC, PULMONARY
PEDIATHIC, RADIOLOGY

BEQRELBRLBBELRREEIR2

PEDIATRIC, RHEUMATOLOGY
PEDIATRIC, SURGERY
PEDIATRIC, UROLOGY
PEDIATRICS
PHYSICAL MEDICINE/REHABILITATION
PREVENTIVE MEDICINE
PSYCHIATRY
PSYCHOANALYSIS
PUBLIC HEALTH
PSYCHOMATIC MEDICINE
PULMONARY DISEASES
RADIOLOGY
RADIOLOGY, DIAGNOSTIC
RADIOLOGQY, INTERVENTIONAL
RADIOLOGY, NUCLEAR
RADIOLOGY, THERAPEUTIC
RADIOLOGY, VASCULAR
RHEUMATOLOQY
RHINOLOGY
SLEEP DISORDERS
SPOHTS MEDICINE
SURGERY, ABDOMINAL
SURGERY, CARDIOTHORACIC
SURGERY, CARDIOVASCULAR
SURGERY, COLONRECTAL
SURQERY, GENERAL
SURGERY, HAND
SURQERY, HEAD/NECK
SURGERY, MAXILLOFACIAL
SURGERY, NEUROLOGICAL
SURGERY, ORTHOPEDIC
SURGERY, PLASTIC
SURGERY, THORACIC
SURGERY, TRANSPLANT
SURGERY, TRAUMATIC
SURGERY, UROLOGIC -
SURGERY, VASCULAR
TOXICoLOQY
URGENT CARE
UROLOGY

‘Gode

Secondary Scope of Practice ’S—D

L e

Al of the following questions refer to the time period
- July 1, 2001, through the present date only..

For the purposes of the following questloﬁs, these phrases or words have these

meanings:

“Ability to practice medicine” is io ba construed o include all of the following:
1. The cognilive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to leam and keep

abreast of medical developments;

2. The ability to communicate those judgments and medical information tg patients and other heaith care providers, with orvdlhout
the use of aids or devices, such as voice ampliflers; and
. 3. The physical capability o perform medical tasks such as physlclan examlnaﬁon and surgical procedures, with or without lhe use
of elds or devices, such as corrective Isnses or hearing aids. :

“Medical condition” includes physiological, mental or psychotogical conditions or disorders, such as, but not limited 1o, orthopedic,
vision, speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multipie sclerosis, cancer, heart diseasae, diabetes, emotional or
mental iliness, HIV disease, tuberculosis, drug addiction, and aleoholism,

*Chemical substances” is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid

prescription for legitimate medical purposes and in accordance with the prescriber’s direction.



FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM.

1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonablg skjii and

safety? Yes -__No
2. If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or
limitation reduced or ametiorated because of the field of practice, the setting, or the manner in which you have ¢ to
practica? o _ —Yes . No: -N/A

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

4. Have you failed to initiate the performance of public service within one year after tha date the public service is required to
begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a state i
govemment for your medical education? : Yes _____ No__X NA

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professignal éability claim

* pald in your behalf or paid such a claim yoursalf? Yos_._ . _No
8. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or
violation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or
felony, exctuding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prsacv:q. or
No

dispensing of controlled substances? Yos

7. Have you ever been denied a license, permission to practice mediciné or any other healing art, or permission an
examination to practice medicine or any other healing art in any state, country or U.S, ferritory? Yos' No
8. Have you ever had a medical licensa or license to practicb any other healing art revoked, suspended, limited, or in

any state, country or U.S. territory? Yes No

9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, cougtry or U.S.

territory? Yes___ X No
10. Have you ever been denied membershiﬁ or expelled from a medical society or other professional medical o tion?
_ . ‘ Yes No

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; ¢) charged with; ord)convictedof
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital,
medical soclety, governmental entity or other agency gther than the Nevada State Board of Medical Examiners?

o ‘ Yi No

way? Yeas

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

Mailing Type of Dates of Action

. H Addross Action From (MoJ/Yr.) To (Mo.J/Yr.)
(o)

12. Have you ever surrendered your state or federal controlled substance registration 6r had it revokad or msmany
No

~ , . I\ more space is needed, attach a separate sheet.)



CHILD SUPPORT STATEM

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

(a} 1 am not subject to a court order for the support of a child;

X {b) 1am subject to a court order for the support of one or more childrén and amiggomgiianca with the order or am in
mpliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; OR ‘ :

{c) 1am subjectto acourt order for the support of one or more children and am NOT in compiiance with the order or
a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.

ONT! M YL
Please place a check mark next to one of the following statements:

% (a) | completed a minimum of 40 hours of AMA Category 1 continuing medical aducation (CME), 2 hours of which
ore in medical ethics and 20 hours of which ware in my scope of practice or specialty, during the past biennial period of July
1, 2001 through June 30, 2003;

. (b} | was initially ficensed in Nevada during the time period January 1, 2002 through June 30, 2002, the éeoond six
months of the past biennial period, and compieted a minimurn of 30 hours of AMA Category | continuing medical education
(CME), 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty;

(c) | was initially liconsed in Nevada during the time period July 1, 2002 through December 31, 2002, the third six
months of the past biennial period, and completed a minimum of 20 hours of AMA Category | continuing medical education
(CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice or specialty;

(d) 1 was initially licensed in Nevada during the time period January 1, 2003 through June 30, 2003, the fourth six
months of the past biennial period, and completed a minimum of 10 hours of AMA Category | continuing medicai education
(CME), 2 hours of which were in medical ethics and 8 hours of which were in my scope of practice or speciaity; OR

{8) 1 am exempt from submitting proof of corhp!etion of continuing medical education (CME) because | have compileted
a full year of residency or fellowship training during the biennial period July t, 2001 through June 30, 2003.

<3 ) ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS.

@ IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD
JULY 1, 2001 THROUGH JUNE 30, 2003, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.

@ YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU.

| HAVE_ X HAVE NOT (CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITH!N THE PAST 12
MONTHS.

8Y SIGNING ON THE SIGNATURE LINE BELOW:

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

/2) I UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
PLACED A CHECK MARK NEXT TO (a), (b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

L 3) | UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF
PROOF OF CONTINUING MEDICAL EDUCATION (CM _ ENCY OR FELLOWSHIP TRAINING

EGISWATION

COMPLETION; (b) PAYMENT OF THE APPROP AL FEE; AND (c) WRITTEN
EXPLANATION(S) TO ANY A“Y‘ES" AWEF“__S).
q,r- -0 b & ) .. e o \
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PHYSICIAN "Date Received by Board 7Y /{"’
APPLICATION FQR REGISTRATION RENEWAL License No. (2[ $S.

FOR THE BIENNIAL REGISTRATION PERIOD 2001- 2003 APROG 200
NEVADA STATE BOARD OF MEDICAL EXAMINERS ‘ Fie No__
Post Office Box 7238 Reno, Nevada 88610 _ Phone (775) 888-2559 {For Board Use Only)
{ here ply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below:
ACTIVE STATUS ~ $800.00
INACTIVE STATUS $200.00 (RETIRED STATUS REQUIRES THAT THE
RETIRED STATUS . oyyv> @N $ 50.00 APPLICANT NOT PRACTICE MEDICINE
$200.00
_ MD. Make checks payable to;
2501 W Charleston Bivd . NEVADA STATE BOARD OF MEDICAL EXAMINERS

{Foreign chacks must indicate *U.S. FUNDS")

Las Vogas NV 89102

PLEASE NOTE:

= YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2001. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2001 AT 5:00.P.M. ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR
REGISTRATION RENEWAL FORM.)

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

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

_INFORMATION,
PLEASE TYPE OR PRINT LEGIBLY

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

2. Active status registration renewal requires the submission of proof of completion of 40 hours of AMA Category 1 continuing
medical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or
speciaity completed during the period July 1, 1999 through June 30, 2001. Submit your proof of completion of CME with
your completed Application for Registration Renewal form. (See last page of this form for CME statement.)

3. ifyour name and/or address has changed from that printed on the label on this form, clearly indicate the change in the space
provided below. Also, please indicate your current telephone and fax numbers. [Please note: a notarized or certified copy of the
document autharizing your name change {marriage license, divorce decree, etc.) must be included.)

Name

Street

City, County State Zip.

Phone Numbaer Fax Number

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

Name

Street

City County State Zp
Fhone Number

5. Indicate below the EXACT NAME AND LOCATION of the Medical School from which you graduated and your EXACT DATE
of graduation:

’\l“\vma g :Sg’f?«f&om C&gbgv‘m 5"”“ 3~ '0'84

Madical School Name and Date of Graduation (Month / Dav / Yean)



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

A
SCOPE OF PRACTICE
SPECIALTY CODES

1 ABDIGTION MEDICINE NEUROLOGY PEDIATRIC, UROLOGY

2  ADOLESCENT MEDICINE NEURO-OPHTHALMOLOGY PEDIATRICS

3 AERQSPACE MEDICINE NEUROPATHOLOGY PHYSICAL MEDICINEIREHABIUTATION

4 ALLERGY - , NEURORADIOLOGY PREVENTIVE MEDICINE

5 ALLERGYIMMUNOLOGY NON-CONVENTIONAL MEDICINE PSYCHIATRY

6 ANESTHESIOLOGY NUCLEAR MEDICINE PSYCHOANALYSIS

7 BLOODBANKING NUTRITION PSYCHOMATIC MEDICINE

8 BRONCO-ESOPHAGOLOGY OBSTETRICS , PUBLIC HEALTH

9 CARDICVASCULAR ISEASES OBSTETRICS/GYNECOLOGY PULMONARY DISEASES
10 CATSCANALTRASOUND OCCUPATIONAL MEDICINE RADIOLOGY
11 CHILD NEUROLOGY ONCOLOQY RADIOLOGY, DIAGNOSTIC

RADIOLOGY, INTERVENTIONAL
RADIOLOGY, NUCLEAR
RADIOLOGY, THERAPEUTIC
RADIOLOGY, VASCULAR

ONCOLOGY, GYNECOLOGICAL
ONCOLOQGY, HEMATOLOGY
ONCOLOGY, RADIATION
ONCOLOGY, SURGICAL

12 CHILD PSYCHIATRY

13 CLINICAL PHARMACOLOGY
i4 CRITICAL CARE

15 DERMATOLOGY

16 DERMATOPATHOLOGY OPHTHALMOLOGY RHEUMATOLOGY

17 EMERGENCY MEDICINE OTOLARYNGGLOGY RHINOLOQY

18 ENDOCRINOLOGY OTOLOGY SLEEP DISORDERS

19 FAMILY PRACTICE PAIN MANAGEMENT SPORTS MEDICINE

20 GASTROENTEROLOGY PATHOLOGY SURGERY, ABDOMINAL

21 GENERAL PRACTICE PATHOLOGY, ANATOMIC SURGERY, CARDIOTHORACIC

BEERCEESRRRRRS8EENERRARRT
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22 + GERIATRICS - PATHOLOGY, CLINICAL SURGERY, CARDIOVASCULAR
23 GYNECOLOQY PATHOLOGY, FORENSIC SURGERY, COLON/RECTAL
24 HEMATOLOGY PEDIATRIC, ALLERGY SURGERY, GENERAL
2% HOMEOPATHY PEDIATRIC, CARDIOLOGY SURGERY, HAND
26 HYPNOSIS PEDIATRIC, CRITICAL CARE SURGERY, HEAD/NECK
27 IMMUNOLOGY PEDIATRIC, EMERGENCY MEDICINE SURGERY, MAXILLOFACIAL
28 INFECTIOUS DISEASES PEDIATRIC, ENDOCRINOLOGY 108 SURGERY, NEUROLOGICAL
29 INFERTILITY PEDIATRIC, GASTROENTEROLOGY 107 SURGERY, CRTHOPEDIC
30 INTERNAL MEDICINE PEDIATRIC, HEMATOLOGY/ONCOLOGY 108 SURGERY, PLASTIC
3t LARYNGOLOGY PEDIATRIC, INFECTIOUS DISEASES. 109 SURGERY, THORACIEC
32 LEGAL MEDICINE : PEDIATRIC, INTENSIVIST 110 SURGERY, TRANSPLANT
33 MATERNALFETAL MEDICINE PEDIATRIC, NEPHROLOGY ’ 111 SURGERY, TRAUMATIC
34 MEDICAL ACUPUNCTURE PEDIATRIC, NEUROLOGY 112 SURGERY, URCLOGIC
35 MEDICAL ETHICS PEDIATRIC, OPHTHALMOLOGY 113 SURGERY, VASCULAR
38 MEDICAL GENETICS PEDIATRIC, PHYSIATRY 114 URGENT CARE
37 NEO/PERINATAL MEDICINE PEDIATRIC, PULMONARY 115 UROLOGY
33 NEOPLASTIC DISEASES PEDIATRIC, RADIOLOGY :
39 NEPHROLOGY PEDIATRIC, SURGERY
Code Code ' Code
Primary Speciatty _ 240 Secondary Specialty * Tertiary Specialty

L

All of the following questions refer to the time period
July 1, 199g}, through the present date only.

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

*Ability to practice medicine” is to be construed to include all of the following:

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

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

3. The physical capability to perform medical tasks such as physician sxamination and surgical procedures, with or withoutthe use of
aids or devices, such as corrective lenses or hearing sids.

*Medical condition” includes physiological, mental or psychologicet conditions or disorders, such as, but notimited to, orthopedic, vision,
speech, hearing, cerebral palsy, epilepsy, muscutar dystrophy, multipie sclerosis, cancer, heart dissase, diabetes, emotional or mental iinees,
HIV disease, tubercuiosis, drug addiction, and alcoholism,

“Chemical substances” is to be construe to include alcohoi, drugs or medications, Mduding those taken pursuantto a vaild prescription
for legitimate medical purposes and in accordance with the prescriber's direction.



‘FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM.

1. Do you have a medical condition which In any way impairs or fimits your ability to practice medicine with reasonabl and
safely? Yes » No

2. If you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or
limitation reduced or amellorated because of the field of practice, the setling, or the manner in which you have nto
practice? Yes N/A

3. if you use chemical substances, does your use in any way impair or limit your ability to practice madldne wﬂh
and safety? NJA

4. Hava you failed to initiate the performance of public sesvice within one year after the date the public service is required to

begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a state or local
for your medical aducation? Yeos _ No N/A

5. Have you been a defendant in a legal action invoiving professional liability (malpractice) or had a pmyilonal liability claim
in your behalif or paid such a claim yourseif? A Yes No

mave you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or violaion
of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or felony,
excluding any minor traffic offense (driving or in control of a motor vehicle white under the influence of any chemical substance is
not considered a minor traffic offanse) or which is related to the manufacture, distribution, preac , or dispensing of

controlled substances? Yes No
7. Have you ever been denied a license, permission to practice medicine or any other healing ait, or permission to take an
examination to practice medicine or any other healing art in any state, country or U.S, territory? Yos . & No
8. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, orr in
any state, country or U.8. temitory? Yes No
9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, cou r U;S.
tetritory? . Yes_ No
10. Have you ever been denied membership or expelled from a medical sociely or other professional medical organization?
Yes No
@ Have you ever been: a) notified that you were under Invommlon for; b) investigated for; ¢) charged with; or d) convicted of
any violation of a statute, rule or regulation gove ctice as a physiclan by any medical licensing beard, hospital,
medical soclety, govemmental entity or other agen Nevada State Board of Medical Examiners? X

No

12. Have you ever surrsndered your state or federal controlled substance regisﬁaﬂon or had it revoked or restlictod anywe
Yes No

13. List all hospitals where you have had staif privileges Qenied. suspended, limited, revaked or not renewed I:vythe hospital, List
any and all resignations from any medical staff in lieu of disciplinary or administrative action. : Do not include ™
suspensions or restrictions for failure to complete hospital medical records, atierid hospital department or staff meetings, or
maintain required malpractice insurance).

Malling Type of Dates of Action

Hospital Address Action From (Mo./Yr.) To (Mo./Yr.)
%V

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



e
CHILD SUPPORT STATEMENT ©
Plaase place a check mark next to one of the following statements:
e {2) lam not subject to a court order for the support of a child;
(b) |am subjectto a court order for the support of one or more children and am in compliance with the order or amin 4

comipliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; OR

—__ {c) 1amsubjectto a court order for the support of one or morae children and am NOT in compliance with the order or a
plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed pursuant
to the order.

)

f-‘Zpku a check mark next to one of the following statements:

(a) 1 completed a minimum of 40 hours of AMA Category 1 continuing medical education (CME), 2 houss of which were
in medical ethics and 20 hours of which were in my scope of practice or specialty, during the past biennial period of @
through June 30, 2007y :

(b) 1 was initially licensed in Nevada during the time period January 1, 2000 through June 30, 2000, the second six
months of the past biennial period, and completed a minimum of 30 hours of AMA Category ! continuing medical education
(CME), 2 hours of which were in medical ethics and 20 hours of which wera in my scope of practice or specialty;

(c) Iwas initially licensed in Nevada during the time period July 1, 2000 through December 31, 2000, the thind six months
of the past biennial period, and completed a minimum of 20 hours of AMA Category | continuing medical education (CME), 2
hours of which were in medical ethics and 18 hours of which were in my scope of practice or speciaity;

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

(e} | am exempt from submitting proof of completion of continuing madical education (CME) bacause | have completed
a full year of residency or fellowship trainiig during the biennial period July 1, 1999 through June 30, 2001,

< ATIACH COPIES OF PROOF OF YOUR comnamn@ymums MEDICAL EDUCATION (CME) HOURS.
= IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD
JULY 1, 1999 THROUGH JUNE 30, 2001, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.

» YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU.

| HAVE E HAVE NOT {CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12
MONTHS.
BY SIGNI N TH NAT W:

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

2) 1UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
PLACED A CHECK MARK NEXT TO (a), {b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF

PROOF OF CONTINUING MEDICAL EDUCA ENCY OR FELLOWSHI® TRAINING COMPLETION;
{b) PAYMENT OF THE APPROP TRATION RENEWAL FEETAND (c) WRITTEN EXPLANATION(S) TO ANY
“YES” ANSWER(S). } ™. ..

3{%[om| N
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PHYSICIAN Date Received by Board ' [ T
APPLICATION FOR RENEWAL REGISTRATION — L

NEVADA STATE BOARD OF APR 2 9 1999 ——
MEDICAL EXAMINERS File No. ‘
(":tot:yum Reno, Nmm?a?hmmsm&zs:s ; th{deUu%)tef Appi
af a f r'enewal o1 Die fﬂglstlﬂﬁﬁﬂ and enciose e approffate iees) as ow,
OIVE STATUS U ($600.00) -
INACTIVE STATUS ,
RETIRED STATUS

&= 2
Adaw V. LQVY; MD Maka checks payable
2020 Goldring Ave #8404 NEVADA STATE BOARD OF MEgBAL EXAMINERS
l.as Vegas Ny 89186 : {Foreigh chacka must indicate "\U.S. FUNDS")
T
"PLEASE NOTE
NEVADA HAS NO GRACE PERIOD - -- -« LICENSES NOT RENEWED BY JULY 1, 1999

ARE AUTOMATICALLY SUSPENDED FOR NON-PAYMENT.
EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON.
YOUR LICENSE WILL NOT BE RENEWED WITHOUT ANSWERING ALL QUESTIONS.
ALL YES ANSWERS MUST BE EXPLAINED.
YOU MUST INCLUDE PROOF OF 40 HOURS OF AMA CATEGORY 1 CME WHICH INCLUDES
2 HOURS iN MEDICAL ETHICS AND 20 HOURS IN YOUR SCOPE OF PRACTICE OR SPECIALTY.

ALL FEES MUST BE PAID AND ARE NON-REFUNDABLE.

- DO NOT SEND CASH THROUGH THE MAIL.

PLEASE ALLOW SIXTY (60) DAYS FOR PROCESSING OF YOUR APPLICATION.
PLEASE TYPE OR PRINT LEGIBLY

1 YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1899, THIS IS THE NOTICE TO RENEW YOUR M.D.
~ LICENSE.

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

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

4. In order to provide sufficient ime for processing, piease compiete and return your Application for Reglstralion Renewal form
and Application for Approval as Supervising/Collaborating Physician form (if applicable) with your proof of 40 hours AMA
Category | CME and the corract fee(s) BY JUNE 30, 1999. Use the enclosed seif-addressed anvelopa to return your
completed form(s) and fee(s).

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

Name
Street

City County, State Zip

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

Name
Street
Cly, County State ‘ Zip,




7. Are you currently active in medicine? W
a.[ ] YES,intraining. 1 YES, working full-time

e.{ ] YES,working partime - .{ ] NO, retired.
e.[ ] NO,other (specify__ )
8. Please indicate your primary, secondary and tertiary specialties and percent of practice tlmo spent in each, using the (
following codes: SCOPE OF PRACTICE
SPECIALTY CODES
102 ADDICTION MEDICINE 31 NEOPLASTIC DISEASES 62 PEDIATRIC, RADIOLOGY
1 ADOLESCENT MEDICINE 32 NEPHROLOGY 63 PEDIATRIC, SURGERY
2 AEROSPACE MEDICINE 3 NEUROLOGY 84 PEDIATRIC, UROLOGY
3 ALLERGYIMMUNOLOGY 34 NEUROPATHOLOGY 65 PEDIATRICS
104 ALTERNATIVE MEDICINE 35 NEURDRADIQLOGY 68 PHYSICAL MEDICINE/REHABILITATION
4 ANESTHESIOLOGY 36 NUGLEAR MEDICINE 67 PREVENTIVE MELNCINE
5 BLOODBANKING 37 68 PSYCHIATRY
& BRONCO-ESOPHAGOLOGY OBSTETRICS/GYNECOLO 69 PSYCHOANALYSIS
7 CARDIOVASCULAR DISEASES 70 PSYCHOMATIC MEDICINE
8 CATSCAN/ULTRASCUND 40 OCCUPATIONAL MEDICINE 71 PUBLIC HEALTH
9 GHILD NEUROLOGY 41 ONCOLOGY 72 PULMONARY DISEASES
10 CHILD PSYCHIATRY 45 ONCOLOGY, GYNECOLOGICAL 73 RADIOLOGY
1 CLINICAL PRARMACOLOGY 42 ONCOLOGY, HEMATOLOGY 74 RADICLOGY, DIAGNOSTIC
12 CRITICAL CARE 43 ONCOLOGY, RADIATION 75 RADIOLOGY, NUCLEAR
13 DERMATOLOGY 44 ONCOLOGY, SURGICAL 76 RADIOLOGY, THERAPEUTIC
14 EMERGENCY MEDICINE 45 OPHTHALMOLOGY 77 RHEUMATOLOGY
15 ENDOCRINOLOGY 47 OTOLARYNGOLOGY 78 RHINOLOGY
18 FAMILY PRACTICE 4 OTOLOGY 79 SLEEP DISORDERS
17 GASTROENTEROLOGY 49  PAIN MANAGEMENT 100 SPORTS MEDICINE
18 GENERAL PRACTICE 50 PATHOLOGY - 80 SURGERY, ABDOMINAL
19 GERIATRICS 5t PATHOLOGY, ANATOMIC 103 SURGERY, CARDIOTHORACIC
20 GYNECOLOGY 52 PATHOLOGY, CLINICAL 81 SURGERY, CARDIOVASCULAR
21 HEMATOLOGY 53 PATHOLOGY, FORENSIC o1 SURGERY, COLONRECTAL
105 HOMEOPATHY 54 PEDIATRIC, ALLERGY 82 SURGERY, GENERAL
72 HYPNOSIS 55 PEDIATRIC, CARDIOLOGY 83 SURGERY, HAND
72 IMMUNOLOGY 98 PEDIATRIC, CRITICAL CARE 84 SURGERY, HEAD/NECK
24 INFECTIOUS DISEASES 97 PEDIATRIC, EMERGENCY MEDICINE 92 SURGERY, MAXILLOFACIAL
26 INFERTILITY 58 PEDIATRIC, ENDOCRINOLOGY 93 SURGERY, NEUROLOGICAL
28 INTERNAL MEDICINE 57 PEDIATRIC, HEMATOLOGY/ONGOLOGY 65 SURGERY, ORTHOPEDIC
27 LARYNGOLOGY 58 PEDIATRIC, INFECTIOUS DISEASES: 88 SURGERY, PLASTIC 2
28 LEGAL MEDICINE 58 PEDIATRIC, INTENSMVIST 87 SURGERY, THORACIC - (
20 MATERNALFETAL MEDICINE 60 PEDIATRIC, NEPHROLOGY 83 SURGERY, TRAUMATIC
108 MEDICAL ACUPUNCTURE 98 PEDIATRIC, NEUROLOGY 89 SURGERY, UROLOGIC
107 MEDICAL ETHICS 101 PEDIATRIC, OPHTHALMOLOGY 90 SURGERY, VASCULAR
30 NEO/PERINATAL MEDICINE 81 PEDIATRIC, PHYSIATRY 94 UROLOGY
95 . PEDIATRIC, PULMONARY
Code Percent of Time Board Certified (Indicate Yes/No)
Primary Ay L4 :
Secondary ‘
Tertiary
PLEASE INDICATE ALL AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD OR SUBBOARD CERTIFICATIONS:
' Date of Date of
. Initia‘!'jﬂﬁﬂcaﬂon " Last Certification
Board Ay 6 9, G\ 1ALt
(MoJYr) (MoJYr.)
Subboard
MosYr) (Mo/¥T.)
Board
(Mo./Yr.) (Mo./Yr.))
Subboard
{(Mo./YT.) (Mo.JYr)

9. Form of employment is

] 00 |

. {Use one of the following codes.)

SELF-EMPLOYED: SALARIED, EMPLOYED BY: (continued)
1001 Solo Practice 1006 Other Non-Government Employer (hospital, schoof, etc.)
1002 Partnership or Group Praclitioners 1007 Federal Government (armed services personnel only) -
SALARIED, EMPLOYED BY: 1008 Federal Government (civilian, P.H.S., etc.) {
1003 individual Practitioner 1009 State Government
1004 Parinership or Group of Practiioners 1010 County Government

1005 . Group Health Plan Facility (such as HM.O) 1011 Local Government
1012 Other (specify)




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

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

“Abiiity to practics medicine” is to be construed to include all of the following:
1. The cognitive capacity to make appropriate cinical diagnoses and exercise reasoned medical jJudgments and to learn and keep
abreast of medical developments; :
' 2. The abiity to communicats those judgments and medical information to patiente and other hasith care providers, with or without
the use of aids or devices, such as voice ampiifiers; and
3. The physical capability to peiform medical tasks such as physician examination and surgical procedures, with or without the
use of aida or devices, such as corrective lenses or heaving aids. ' '

“Medical condition” includes physiclogical, mental or psycholoﬁca! conditions or disorders, such as, but not imited to, onhopedl’c, vision,
speech, hearing, cerebral palsy, eplepsy, muscular dystrophy, muitiple sclerosis, cancer, heart disease, dlabetes, emotional or mental
finass, HIV disease, tubercuiosis, drug addiction, and alcohofism.

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

. “Currently” does not mean cn the day of, or even in the weeks or months preceding the completing of this application. Rather, it means
recently enough sa that the use of drugs may have an ongoing impact on one's funcioning ae a icansee.

FOR ALL "YES” RESPONSES TO THE FOLLOWING QUEST!ONS, YOU MUST
SUBMIT YOUR EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO YOUR
COMPLETED REGISTRATION APPLICATION FORM

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

.. 1 you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or
limitation reduced or ameliorated because of the fleld of practics, the setting, or the manner in which you h on to
practice? _ Yes No N/A

3. If you use chemical substances, does your use in any way impair or limit your abilily to practice maﬂezm reasonable
N

skill and safety? Yes o] N/A

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

i

( \:Bzava you been a defandant in a legal action invoiving professional liability (maipractice) of hﬂ:_ﬁ‘pﬁml liability claim

in your behalf or paid such a claim yourseif? Yes

\

dispensing of controlled substances? Yos

No

/' ' Gt\Have you sver been investigated for, charged with, convicted of, or plaad guilly or nolo contendere to any offense or
viglation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or
“~felony, excluding any minor traffic offense (driving or in control of a motor vehicle While under the influence of any chemical
substance is not considered a minor traffic offense) or which is reiated to the manufacture, Wn. presciibing, or

No

7. Have you ever been denied a licensa, permission to practice medicine or any ather healing art(s), or pemission to tAke an
examination to practice medicine or any other healing art(s) in any state, country or U.S. territory? Yes . No

8. Have you ever had a medical license or license to practice any other healing art revoked, suépended, lirnited, oy
in any state, country or U.S, territory? Yes

{"Q. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, counQpr us.

{ _ snitory? Yes

No

No

10. Have you ever been denled membership or expelled from a medical sociely or other professional medical o
: Yeos

n?
No




11.' Have you ever been investigated for, charged with, or convicted of any violation of a statute, rule or regulation governing
the practice of medicine by any medical licensing board, hospital, medical sociely, govemnmental entity or other agengy?
Yes__ ¢ No
I

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or re | in any
way? Yes_ O No (
13, List all hospitals where you have had staff privileges denied, suspen_t_i_a_d.JMd, revoked or not renewed by the hospital,

List any and all resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include
suspensions or restrictions for faifure to compiete hospital medical records, attend hospital department or staff mestings, or
maintain required malpractice insurance).

Mailing Typea of Dates of Action
Hospitai p Address Action From (Mo./Yr.) To (Mo.JYr)
— N :
T

(If more space is needod, altach a separate sheet.)

_ PLEASE CHECK ONE OF THE FOLLOWING:
| am not subject to a court order for the support of a child.

| am subject to a court order for the support of one or more children and am §
compliance with a plan approved by the district attorney or other pubiic agency enforcing the order for the repayment of the
amount owed pursuant to the order; or

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

Signature

(SIGNATURE STAMP UNACCEPTABLE) L

__1. lhave earned a minimum of 40 hours approved AMA Category 1 continuing medical education (CME), 2 hours
ich were in medical ethics, and 20 hoars of which were in my scope of practice or specialty during the biennial period
July 1, 1987, through June 30, 1898,
2 1 was Initially ficefised it Nevada during the sacond six months of the blennial period July 1, 1997, through June
30, 1999, and have eamed a minimum of 30 hours approved AMA Category | continuing medical aducaﬁon (CME).
3, was initially licensed in Nevada during the third six months of the biennial period July 1, 1997, through June 30,
1999, and have earned a minimum of 20 hours approved AMA Category | continuing medical education (CME).
4. | was initially licensed in Nevada during the fourth six months of the biennial period July 1, 1997, through June 30,
1999, and have earned a minimum of 10 hours approved AMA Category | continuing medical education (CME).
5. | am exempt from submitting proof of continuing medical education (CME) because | have completed a full year
of residency or fellowship training during the blennial period July 1, 1997, through June 30, 1999,

~ IMPORTANT '
ATTACH COPIES OF BROOF OF DECLARED ouz.cumqnoop OF CME CREDITS WILL NOT BE RETURNED.

R e v - me@mma\ ' |

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

PL? E CHECK ONE OF THE FOLLOWING:

| HEREBY CERTIFY THAT | AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION
RENEWAL OF LICENSE TO PRACTICE MEDICINE IN. NEVADA AND THAT ALI(

STATEMENTS | HAVE MADE HEREIN A?HRUE.
o 366 Bk $[ulae ——

Business Telephone # Date Slgnature (SIGNATURE STAMP UNACCEPTABLE)




Date received by Board

APPLICATION FOR RENEWAL REGISTRATION . 9 4 10> License No._ggml ‘i 5
NEVADA STATE BOARD OF AR 44NE
MEDICAL EXAMINERS File No.
(Oostofncoaoxrzaa Reno, Nevada 89510 Phone (702) 888-2559 {Board Lise Only) '
nq@y apply for renewal of biennial registration and enclose the appropriate fees as indicated below:
___N__ACTIVE STATUS $600.00 PLEASENOTE: NEVADA HAS NO GRACE PERIOD.
—_INACTIVE STATUS $150.00 LICENSES NOT RENEWED BY
RETIRED STATUS $ 50.00 - JULY 1, 1997 ARE AUTOMATICALLY
P.A. SUPERVISING PHYSICIAN $200.00 SUSPENDED FOR NON-PAYMENT
?
Adam V. Levy, MD Make payable (o
2020 Goldring Ave #404 VADA STATE BOARD OF MEDICAL EKAMINERS
Las Vegas, NV 89106 ~ (Forelgn checks must indicate *U.S. FUNDS")

INSTRUCTIONS - TYPE OR PRINT LEGIBLY

1. YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1997. THIS IS THE NOTICE TO RENEW YOUR M.D.
LICENSE,
2. To be eligible to act as a supervising physician for a physician assistant, complete the enclosed Application for Approval
as Supervising Physician form.
3. ACTIVE STATUS REGISTRATION RENEWAL REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS OF AMA
CATEGORY I, CONTINUING MEDICAL EDUCATION completed during the period July 1, 1995 through June 30, 1997.
Submit your proof of CME with your completed Application for Registration Renewal form.
4. In order to provide sufficient time for processing, please complete and retum your Application for Registration Renewal form
nd Application for Approval as Supervising Physician form (if applicabie) with your proof of 40 hours AMA Category | CME
d the correct fee{s) PRIOR TO JULY 1, 1997. Use the enciosed self-addressed envelope to refumn your completed farm(s)
and fee(s).
5. If your name and/or address has changed from that printed on this form, clearty indicate the change in the space provided.
A notarized or certified copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be
included, '

Name

Street
City County State Zip

6. IF YOU HAVE RETIRED OR MOVED YOUR PRAC'HCE, PLEA.SE INDICATE THE LOCATION OF FORMER PATIENT
RECORDS BELOW:

Name
Street

City. County State Zip

YOUR LICENSE REGISTRATION WiLL NOT BE RENEWED WITHOUT SUBMISSION OF THE CORRECT FEE(S),
PROPERLY COMPLETED FORM(S) AND PROOF OF 40 HOURS OF AMA CATEGORY |, CME'S

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

ALL FEES ARE NON-REFUNDABLE |

DO NOT SEND CASH THROUGH THE MAIL

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



1. Are you curently active in medicine?

a[ ] YES,intralning. bh.{ ] YES, working full-time
e[ ] YES, working part-time d.{ ] NO, retired.
a.[ ] NO,other (speciy )
2. Please indicate your primary, secondary and tertiary spaciatties and percent of ime spent in each, using the following codes. {;
SPECIALTY CODE: ’
t 3B NEURORAIOLOGY o4 PED. LROLOGY
2 AEROSPACE MEDICINE - 3 NUGLEAR MEDICINE 03 PEONATRICS
3 7 NUTRIMON o PHYSICAL
4 ANESTHESIOLOGY N OBSTETRIC/GYNEDOLOGY 8 PHYSICIAN ABSIBTANT
5 % OBSTETRICS 87 PREVENTIVE MEBD
] 0 OCCPATIONA, MED a8 PRYCHATRY
7 CANDIOVASC DISHADES 4 ONCOLOGY 98 PEVCHOANALYMS
CATSCANALTRASOUNG 43 ONCOLOGY, 70 PREYCHOMATIC MEDICINE
9 CHLO NEUROLOGY 42 ONCOLOGY, HEMATOLOGY Tt PUBLIC HEALTH
10 CHILD PEYCHATRY 43 ONCOLDGY, RADIA 72 PULMONAILY GISEASES
1" M ONCOLOGY, SURGICAL 7 RADIGLOGY
¥ CARE 48 OPHTHALMOLOGY T4 RAIOLOGY, (XAGNGETIC
13 DEAMATOLOGY 47 QTOLARYNGOLOGY 76  RADIOLOGY, NUCLEAR !
14 A8 OTOLOGY T8 RADIGLOGY, THERAPEUT
) Y 49 PAN MANAGEMENT 7 RHEUMATOLOGY
18 FANILY PRACTICHE 50 PATHOLOGY 78  RHINOLOGY
7 STROENTEROLDGY 51 PATHOLOGY, ANATOM: 1% AERPF DISORDERS
18  GENERAL PRACTICE 52 PATHOLOGY, CLIGICAL 100 SPORTS
19 TRICS 53 PATHOLOGY, 03 SURGERY, ABDOMINAL
#0  GYNECOLOGY 34 ALLERGY 31 SURGERY, CARDIOVASC
It HEMATOLOGY ] CARDICLOGY T SURGERY, COLONRECTAL
22 HYPNOSS W PED, CRIMCAL CARE 2 RGEKRY, OENERAL
23 MMLINOLOGY o , EMERGENCY MED 8 SURGERY, HAND
W WPECTIOUS DISEASES 5 S 5 SURGERY, HEADMNECK
% INFERTRITY 57 PEQ. HEMATIONCOLOGY 2 SURGERY, MAXKLOFAC
0 INTERNAL MEDICING EL ) NEECTIONS DIs B3 SLINGIBRY, NEUROLOGICAL
F) 0 INTENSISY 84 JIRGERY, ONTHOMENG
2B LEGAL MEDICIE 0 PED, NEFHROLOGY 05 SUNGERY. MASTIC
20 MATERNALFETAL MED b , NEUROLOGY 87 SURGERY, THORACIC
0 NEOPLRINATAL MED 101 PRD, OPHTHALMOLOGY 80 SURGERY, TRAUMANTC
31 NEOPLASTIC DISEAGES 51 PED, PHYSIATRY 88 SUROERY, URDLOGIC
3t  NEPHROLOGY 95 PEO, PULMONARY 920  SURDENY, YASCULAR
33 HEUROLOGY 62 PED. RADIOLOGY o uRDLOGY
4 NEURDPATHOLOGY & PED. SURGERY
Primary Qﬁ'ﬁf [N
Secondary

PLEASE INDICATE AMERICAN BOARD OF ME| SPECIALTIES BOARD CERTIFICATION:

st Pxa, Bord ()Q)@t?_ M“{Z’C%"?eﬂm Date of Last Certification

{MO.SYT.) (Mo.fYr.) (
Subboard ‘ k..
{Ma./Yr.) (Mo./¥r.)
3. Form of employment is (GO | {Usa the following codes)
SELE-EMPLOYED SALARIED, EMPLOYED BY {continuad).
1001  Solo Practice . 1008 Other Non-Govemment Emplayer (hospitai, school, efc.)
1002 Parthership or Group Practitioners 1007 Federal Government (ammed ssrvices personnel only)
SALARIED, EMPLOYED BY: 1008 Federal Govermniment (civillan, P.H.8,, elc.)
1003  Individual Practiioner 1009 State Government
1004 Parinership or Group of Practitioners 1610 County Govemmant
1005 Group Health Plan Facility (such as H.M.0.) 1011 Local Government

1012 Other {specify)

Ail of the following quuﬁom refer to the time period July 1, 1995, through the present date only.
FOR ALL YES RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND
RETURN WITH THIS REGISTRATION APPLICATION

For the purposes of the following questions, these phrases or words have thesa meanings:
“Abliity to practice medicine” is to be construed to include all of the following:

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

2. mawwmmmmmmmmmdeMIMnmmmdMMmmmmwm
the use of alds or davices, such as voice amplifiers; and

3. The physician capability to perform medical tasks such as physician examination and surgical procedures, with or without the
use of gids or devices, such as corrective lenses or hearing aids.

“Madical condition” includes physiological, mentalocpaychobgicaloondlﬁonsordlsomers.sudaas but not limited to, orthopedic, vision,
speach, and hearing, cerebral palsy, epllepsy, muscular dystrophy, muitiple sclerosis, cancer, heart disease, diabetes, ernotional or mental
illness, HIV disease, tubermluais drug addiction, and aicohollsm,

“Chemical substances” Is 10 be construed to include alcohol, drugs or madications, including those taken pursuant fo a valid pmscripﬂcm(,
for legitimate medical purposes and in accordance with the prescriber’s diraction.

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



ALL QUESTIONS ANSWERED ‘YES' MUST BE EXPLAINED ON A SEPARATE ATTACHED SHEET OF PAPER
1, Do you have a medical condition which in any way impairs or limils your ability to practice medicine with reasonable skill and safety? . Yes No

PR

2. |fyoumammmmmywmammmbmmmmmamm o Borated
hacause of the fleld of practics, the setting, or the manner in which you have chosen to practice? Yes N/A

: .,;‘fi,mmmmmmwmdwmmﬂhwmlmﬂu&wmmmmmwreasoanhskul
and safety? Yoo No N/A

4, myoumodmmahmmmammmmmmmmmmmmhmmmwmaw
ofy_tumcetvlngam«mmmmlmtaashhawmmﬁmmm? Yas Mo

&Haveyoubamado!andmthaWWMwMIM(W}uMaMMMMMW or paid
such a ctaim yourself? Yes /NO

8. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to, any offense or violation of any federal, state or
local law, Imhdlnganyfadmoom&y.WMbam.mm.um,memmmnmdhm
MammmmmmmwmuMM.mmmmmumwmammm.m@m.
prescribing, or dispensing of controtied substances? ‘ Yes No

7.mmmmmam.mmmmammmnammmmummmmmmb madicine
or any other haaling arts in any state, country or U.S. territory? ' Yes No

8. HavoyoueverhadsMdﬁmumom.m.lm.amhwm.mtywu.s._mm? Yos, No
9. I-Iauywavervdunhdlysumndqudammmamammshh.mwuu.s.w Y No |
10. Have you ever been denied membership or expelied from a medical sociely or other profeasional medical organization? Yes 2 No
11. Have you aver bean investigated for, charged with, or convicted of any viokation of a statute, rule or reguiation governing the practica by
wmmmmmmm.nmw.mmumamw A{ No
12. Have you ever sumendered your state or fadaral controlied substance regisiration o had it revoked of restrcted In any way? Yea\\' No

13. List ak hospitals where you have had siaff privileges deniec ——y List al

from any medical staff in ey of administrative action. (Plaase Nole: Do not suspensions or rastrictions for fallure to complete hospital
Wmﬁﬁ.mmﬁ(’m{msﬁﬁm.am required maipractice insurance).

Mo Malling Type of Dates of Action

K From (Mo.JYr.) To (Me.J/Yr.) '

=

If more space Is nesded, attach separate sheel.

fl,g__ASE CHECK ONE OF THE FOLLOWING:
J,«“* )M | have samed a minimum of 40 hours approved AMA Category | continuing medical education {CME) for the blennial period Juty 1, 1995, through
Ry June 30, 1997.
2. |mwmmmmmmmwmmmammummn.1m.mm.;umao. 1997 and have eamed a
minimum of 30 hows approved AMA Category | continuing medical education (CME).
3. |'was initially licensed in Nevada during the thind six montihs of the biennial period July 1, 1995, through Juns 30, 1997 and have samed a
iminkmum of 20 howrs approved AMA Category | continuing medical education (CME).
4. Immlmm'MMmmmgMdmmme1.1995.mmud|.lune3. 1287 and have eamed a

minimum of 10 hours approved AMA Ca continuing Iy cgaﬂm(cuﬁ).
. 5. | am exempt from i of { pecause | have completed a full year of residency or fellowship training
the blennial July 1 through Juna 30 119067

Signature_ YA

e g e A . '
/( IMPORTANT: 'ACH COPIES OF PROOF OF DECLARED CME CREDITS. PROOF OF CME CREDITS WILL NOT BE RETURNED.

T THAVE m NOT ____ ACTIVELY PRAGTICED IN NEVADA WITHIN THE PAST 12 MONTHS. (CHECK ONE)

| HEREBY CERTIFY THAT | AM THE PERSON NAMED IN THIS APPLICATION FOE?I_EZEGmRAﬂON RENEWAL. OF
LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA.AND THAT ALL STATEME | HAVE MADE HEREIN

: ARE TRUE.
B 3L, B-IS-TF (

FEe T sy e




APPLICATION FOR REGISTRATION RENEWAL

' NEVADA STATE BOARD OF
MEDICAL EXAMINERS
Post Ofice Box 7238 Reno, Nevada 80810 Phone (702) 688-2558

R T e .;(. ARG
y
e o e ,"_2'.'9?\ ST ERCREN

CANUER PUAY: SN

1//:\—C‘HVE STATUS 8420 PLEASE NOTE:  NEVADA HAS NO GRACE PERIOD,

— LICENSES NOT RENEWED BY JULY
INACTIVE STATUS 8$150 [see attached NRS 630.255 & 630.257]Mm_m‘ 1, 1995 ARE AUTOMATICALLY SUS-

PA. SUPERVISING PHYSICIAN 8200

Adam V. Lavy, MD 908817
2010 Geldring §307

L Las Vegas NV $9706-0000 ]

1.

2“

3.

6.

INSTRUCTIONS - TYPE OR PRINT LEGIBLY

YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1988. THIS IS THE NOTICE TO RENEW YOUR M.D.

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

tion for Approval as Supervising Physician form.

ACTIVE STATUS REGISTRATION RENEWAL REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS AMA
CATEGORY 1, CONTINUING MEDICAL EDUCATION completed during July 1, 1993 through June 30, 1998,
Submit your proof of CME with your completed Application for Registration Renewal form. :

*- In order to provide sufficient ime for processing, please complete and return your Application for Regis-
. tration Renewal form and Application for Approval as Supervising Physician form (if applicable) with your

proof of 40 hours AMA Category I CME and the correct fee{s) PRIOR TO JULY 1, 1998, Use the enclosed
seif-addressed envelope to return your completed form(s) and fee{s). ‘

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

Name -
street_ 0L O

~”

Goldring Ave Sted0f
City Ale  County, __state AV zip Codeciﬂ 4 (E

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

Name

Street

City County State _____ Zip Code

YOfJ'R LICENSE REGISTRATION WILL NOT BE RENEWED WITHOUT SUBMISSION OF
THE CORRECT FEE(S), PROPERLY COMFLETED FORM(S) AND PROOF OF 40 HOURS OF CME. -

( ALl PAGES OF THE FORM{S] MUST BE COMPLETED AND RETURNED.

ALL FEES ARE NON-REFUNDABLE. DO NOT SEND CASH THROUGH THE MAIL.
PLEASE ALLOW 60 DAYS FOR THE PROCESSING OF¥ YOUR REGISMION RENEWAL.




L

PLEASE PROVIDE ALL INFORMATION AS REQUESTED.

al{ ) , in training.
b. { v YES, working full-time.
c. { }YES, working part-time. *
d. { ) NO, retired.
e. { ) NO, other {specily
2. Please indicate your primary, secondary and tertiary specialties and percent of time spent in eacl, using the foliowing
codes.
SPECIALTY CODE:
1 ADOLRESCENT 385 NEURORADIOLOGY 84 PED, UROLOGY
1  ARROBPACE MEDICTNE 38 NUCLEAR MEDICINE 85 PEDIATRICS
3 ALLEROY / IMMUNOLOGY 37 NUTRITION 86 PHYSICAL MED / REHAB
4. ANESTHESIOLOGY 38 OBSTETRIC / GYNECOLOGY 86 PHYSICIAN ASSWSTANT
s 39 OBSTETRICS 67 PREVENTIVE MED
8 Y 40 OCCUPATIONAL MED 68 PSYCHIAIRY
7 CARDIOVASC DISEASES 41 ONCOLOGY 69 PSYCHOANALYSIS
8 CATSCAN / ULTRASOUND 43  ONCOLOGY, GYNECOLOGIC 70 PSYCHOMATIC MEDICINE
9 CHILD NEUROLOGY 42 ONCOLOGY, HEMATOLOGY 73  PUBLIC HEALTH
10 PAYCHIATRY 43 ONCOLOGY, RADIATION 72 PULMONARY DISEASES
11  CLIMICAL PHARMACOL 44 ONCOLOQY, SURCICAL 73 RADIOLOGY
13 CRITICAL CARE 48 OPHTHALMOLOGY 74 RADIOLOGY, DIAGNOSTIC
13 DERMATOLOGY 47 OTOLARYNGOLOGY 785 RADIOLOGY, NUCLEAR
14 EMERGENCY MEDICINE 48 OTOLOGY 78 RADIOLOGY,
18 ENDOCRINOLOGY 48 PAIN 77 RHEUMATOLOGY
18 FAMILY PRACTICE 50 PATHOLOGY 78 RHIVOLOOY
17 3 4 51 PATHOLOOGY, ARATOMIC 79 SLEEP DISORDERS
18 GENERAL PRACTICE 53 PATHOLOGY, CLIVICAL 100 SPORTS MEDICINE
19 GERIATRICS 53 ¥, A 80 SURGERY, ABDOMINAL
10 GYNECOLOGY 54 PED, ALLERGY 81 SURGERY, CARDIOVASC
31 HEMATOLOOY 58 PED, CARDIOLOGY 91 SURCERY, COLONRECTAL
22 HYPNOJIS 99 PED, CRITICAL CARE #2 SURGERY, GENERAL
23  IMMUNOLOGY 97 PED, EMERGENCY MED B3 SURGERY, HAND
24 INFECTIOUS DISEASKS 58 PED, 84 SURCEIRY, HEAIVNECK
28 INVERTLITY 57 PED, HEMAT / ONCOLOGY 93 SURGERY, MAXILLOFAC
26 INTERNAL MEDICINE 58 PED. INFECTIOUS DIS 23 NEUROLOGICAL
27 LARYNGOLOGY S8 PED, INTENSIVIST 88 SURCERY, ORTHOPEDIC
28 LEGAL MEDICINE 80 PED, NEPHROLOGY 56 PLASTIC
29 MATERNAL / FETAL MED 98 PED, NEUROLOGY 87 SURGERY, THORACIC
30 NEO/PERINATAL MED 101 PED, OPHTHALMOLOGY 88 SURGERY, TRAUMATIC
31 NEOPLASTIC DISEASES 61 PHYSEATRY 89 SURGERY. UROLOQIC e
32 NEPHROLOGY 98 PED, PULMONARY 90 SURGERY, VASCULAR t
33 NEUROLOGY 52 PED, RADIOLOGY 94 UROLOGY
34 NEUROPATHOLOGY 83 PED, SURGERY .
_Code Percent of Time Board d (Indicate Yes/No}
Primary . - 16D
Secondary
Tertiary

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERT!FIGATION:

Board \an\@v- oo O@/G'LGV\ )29

Dete of Covtifioation Date of Lask Revertification

NS . (Rosve}
Subboard '
[T ) e/Yx)
3 ljgmmyhompamkdoyouapendineachoftheblbvlngmﬂﬂﬁu?
Patient care or services
__5’_ hours Administration (schools, agencies, associations, etc.)
_J2{hours Teaching medical courses
. hours Research .
—nhours Other (specily ‘ }
4. mwnmm_m . {Use the following codes.)
SELF-EMPLOYED
1001 Solo Practice 1006 = Other Non-Government Employer (hospital, school, e
1002 Partnership or Group Practitioners 1007 Pederal Government (armed services personnel only™
1008 Federal Government {civilian, PH.S., ete.)
SALARIED, EMPLOYED BY 1009 State Government
1003 Individual Practitioner 1010 County Governmént
1004 Partnership or Group of Pmﬂaonm 1011 Local Government

1005 Group Health Plan Facility (such as HM.0.) 1012 Other {specily — )




AR of the following questions refer to the time period of July 1, 1993 through the present date only.
FOR ALL YES RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND
RETURN WITH THIS REGISTRATION APPFLICATION.

For the purposs of tha Jollowing questions, ihess phrases or words have these meanings:
_-mumﬂmuuummummmumhmn
| 7 1. The coguitive capacily to make appropriste clinical diagnoses and exercise reasoned medical judgments and o tearn sind keep abweast of modical
developments; and
3. The ability to cosmmunicate those judgments and medica] information to patients and other heaith care providers, with or without the use of aids or
devices, such s volice amplifiers; and
3, mmupwqmmmmm-mnn-mmnMMumMmmummmomaw«m
such as corroctive lenses or hearing aide.
“Modical condition® WpMMMNumWMMMdlmmhumtmlmudhmmmm
hearing impaiments, cerabrs! paley, cpliepay, muscular dystrophy, multipie sclerosis. cancer, heart disease, dinbeirs, menial retandation. emotioaal of
mextel iliness, specific loarning disabilities, HIV disease, tuberculosis, drug sddiction, and skccholism.
“Chomical sudstances” in (o be construed to incliude alcohol, dmpmmﬂon&h&dh‘&mhhumntbamumnﬂpmmmﬂu
medical pusrposes and in saccordance with the prescriber's directios, 58 weil as thowe ased {legally,
“Canently” does not awan on e day of, or eves Lu the weeks or montha preceding the completion of this application. Ratlm'.itmumﬂyw-n
that ihe nee of druge may have an oagoing bnpact on one’s functioning as a icensse, or wiithis the past two yeara,
“INegal use of controfied dangetens substances” means the use of controlied dangerous substances cbitained filegaily (¢.g. heroin or cocaine) 20 well an the
uss of controlied dangevons substances which are not oblaised prursusnt (o a valid prescription or not takes in sccordance with the directions of a licensed
health care pracittioner
1. Have you falled to repay, in accordence with the terms of the loan. any direct loan or loan which is insuted or guarantesd by the Fedoral
Government of 2 state or Jacal government whick you received to dinance all or any part of your medical education? - Q Yes
2. Do you have a medical condition witieh In any way impairs or imits your abilily o practice medicine with reasoasble skill and safely? Q Yes
3. Does your nse of chemical substance(s) in any way impair or limit your ability to practce imedicine with reasonable skill and safety? (1 Yen

4. Are the Hmitations or impeirments caused by your medical condition reduced or amelorated becaase of ihe fleld of practice, the

setting, or the manser in which you have chosen to practice? cnreaxuo
5. Mawe you been diagnosed as having. or bave you been treated for pedophilla, exhibitionism, or voyeurism? Q Yes M(No
8. Are you cusrenily engaged ia the ilegnl use of coatrolled dangerous subatances? 3 Yen
7

f Hmm“aMﬂhahﬂmhﬁMuMﬂummﬂmﬂaq«nm:prommuuabilltyehlmpaum

your bahalf or pad wesch a ciatss yourself?

8. Have you bees investigated for, charged with or convictad of, or pled nolo contendere {0 a viotation of any federsl, state or local

law roisting to the manutsctare, disteibutios, prescriving, or dispensing of controlted substsaces?

9. Have you been srresied, Investigated for. charged with or convicted of, or pled nolo contendere i any offense, odedemeanor of
g™~ felowny in any state, the Unlted States, or & foreign countsy? J Y :
{ mmmwumﬂm“mumtwm-mwqu Am'aahﬂ‘“-\

1. Hawe you fafted b taitiats the parformance of pubiic service within one year afier the date the public service i required (o begin to -

satisdy a requirement of your recelving & loan o¢ scholarship from the federal government or a staie or local government for your
medical education?

12 ummmm.mMhmﬂanﬂlﬂmwauyoﬁ«hﬂhgnﬁ.umﬂ“bunn

exasmination §0 practice medicine of nay other Ssaling arts in any state. country or 1.8, territory?

13. Have you had a medical license revoked, suspenied, Umited, or restricted tn any sinis, countey or U.8, territory?

14, Hmmwhnhﬂlymnnduﬂamtomhmmmlamymh.ounhywu.&tetmm
15. Have you boen demiod taembership or expeiled from a medics] soclety or other professional medical organization?

16. mmmmmmmmm@ummmumwwmmmmm

ail resignations from any medicel stalf in liew of alaciplinary or sministraliv action. (Please Note: Do not include suspansions of
mmmwwwmm.mnwmms«mmummmml
Malling Type of : Dates of Action
Hospitnt ) . Address Action . From (MoJ/Xr) To {Mo./Yr)

—T

17. mmmw-uwmuqaqmuuhuhm«mmmmmmd i
medicine by any medical licensing bosrd, hospital, medical soclety, governmental entity or other agency? QYed
19, Have you survendered your siate or fedaral controlied substance regisimation or kad it revoked or resiricted in any way? QYen

CONTINUING MEDICAL EDUCATION .
mmmmmwmmum '
1.wummmuumammmm.mnund-mnmmm-tmmummm

tion, submit to the bosrd by the final date sct by the Noard for submiting applications for biennial registration avidencs, in such forsa as the board requires, '
~thmecnphhl4oMmﬁmmmmmwmmuSyuuhm«mdmmmlﬂulmllmd
g fram must
""" (ajommmmmumemnm«cmmlmm“mwmmmnmmm»mnou«u
the Hicenae;
{b) Be approved by the board; and’
(qmmumwumwammmam«mmhnmmwmmmmmwmbymm-

Modical Association or ilse Liaison Commitiee on Contisulag Medical Education.
n.Anymaammmwammumumwmmummmhwmmw



A

!
e
W

preceding the submission of the application for biennial registration is exempt from the requirements set forth in subsection L.

3. i the holder of u license fails to submit evidence of his compietion of continuing medicat education within the time and i the manner prescribed by
subsection k. his licease will oot be reaewed, Such A person may not resume theptacueeolmedjcinc uniess, vrif.bln 2 years after the end of the blennial
petiod of regintration, he:

{n) Pays a fee to the board which ia twice the fee for Mennial mﬂmﬂon otherwise prescribed by subsection 1 of NRS 630.200;

{b}Submit-tot!temechm“ltteqmm.emmcethatheha-mmwmu houuo(cmtﬁnﬁn‘medlcaledmdonlaaddlﬂontothn .
wtherwise required by subsection 1 or NAC 630.137; and

(¢} I found by the board to be otherwise qualified {or active sm.puromtmmmdmdthhchlptaandchlpmmotm

[Added to NAC by Bd. of Medical Exam'ss, 7-31-85, off, 8-1-88: A 6-20-86; 11-21-88; 9-12-91)

PLEASE C ONE OF THE FOLLOWING:

ﬁ—.
/ 1. lhavaemedaminlmumolmhonnappmadmcmgorylmﬁnmmweduuﬁon{cuﬂi‘orthebiennlulperlod.}uly1 lmmmugh
June 30, 1995,
wwwww 2.}mluldauyncenudmwmdldmmgmemdahmmhuotmuemperlodduly1 lm.ﬂ:mughduneso. lBBSmdhmen‘nedn
minimum of 30 hours approved AMA Category ! continuing medical education (CME). :

_ 3. twan infiislty Heensed in Nevada during the thind vix months of the biennial petiod July 1. xm.wJummlmmmmnwm
of 20 hours upproved AMA Category I continuing medical education (CME).

_ 4. 1 was initislly licensed in Nevada during the fourth six maontiis of the blennial period July i, 1993, throngh June 30. lmnndhneumodl
minimum of 10 hours approved AMA Ca i continuing medical sducation {CME).

cnlbmn!hmmﬂmdamnywofnﬂqumfeuwmpwmq

{ N

N <
Sighature o S o
e {HIGRATURE STAMP UNACCEPTADLS, . T,
. '\1‘._“
INMPORTANT: ATTACH OF DECLARED CME CREDITS. b

FROOY OF CME CREDITS WILL NOT BE RETURNED,

I hereby certify that T am the person named in this Application m'negismhnnmmanmumpmmmmmsmanm that ait
statements ] have made herein are true: that I am the original mdhwhﬂpommohnﬂpmnmedhthenﬂoudmumﬁandavdmmm
to the Board in connection with this renewal application. e

lHAVE% HAVE NOTL]  ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 1230
I you have not practiced medicine in the State of Nevada during the period July 1 3
instructon.

_q- ‘?.b/%""‘\x . _ e ar L .

‘Business Tele ] m& N BW(MMWm‘.D ”,

mmmmuﬂmumm.mmmammmm

1. Each holder of a Yicense to practice medicine must pay to the secretary-treasurer of the board on or before July 1 of each aiternate year the appiicable
fee for hiennial registration. This fee must be collected for the period for which a physician is licensed.

2. When & holder of 2 license fails to pay the fee for biennial registration after it becomes due, his license to practice medicine In this state is automatically
suspeaded. The hoidet may, within 2 years after the date his lcense is suspended, upon payment of twice the smount of the current fee for dlenninl
registration to the secretary-treasnrer, aaduﬂermilmdtobemzoodshudm]mdqununedumthepmﬂmolmbcm be reinstated to
pructice,

3. The board shall notify a licensee:

[a} At lenst once that his fee for bienniat registration is due; and

[b} That his license ia suspended for nonpayment of the fee. A copy of thia notice must be sent to the Drug Enforcement Admiaistration '«  .c Uniied
Slates Depurtment of Justice or its successor agency.

{Added to NRS by 1988, 3223; A 1987, 198)

mmmm&mm‘m.mmwmhmnmm

1. Ay Heensee who chauges the location of his practice of medicine from this state to another state or couniry, has never engaged in the practice of
medicine in this state after Heeasure or has ceased to engage in the practice of medicine in this state for 12 consecutive months must be placed on inactive
status.,

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

(a} Notify the board of bis intent to resume the practice of medicine in this state;

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

{c] Complete the form for registration for active status;

{d) Pay the applicable fee for blennial registration; and

(¢) Satialy the board of his competence to practice medicine.

3. If the board determines éhat the conduct or competence of the registrant during the period of inactive status would have warrantad denial of na
appilication for a license to practice madicine in this state, the board may refuse to place the registrant on active status.

(Added to NRS by 1985, 2222 A 1987, 195; 1993, 2309)

630.266 Retired licensess: Duties; requiremaents for reinstatemsent.

1. If a licenseoe retires from the practice of medicine, he shall notify the board in writing of his intentfon to retive, and the board shall record the fact of
retirement. A licensee who is retired may not engage in the practice of medicine, Myﬁmwhohm&edmddam:tommmtothcmﬁudm
must, before resuming the practice of medicine in this state: . ‘

{a) Notily the board of his intent to resume the practice of medicine in this state;

(b}l'ﬁemaﬂdwltwuhtmbomm'mlcﬂvmuduﬂngthepeﬂodolhhret!redltatul. . i

{c) Complete the form for registration for active status; (

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

{¢) Satisfy the board of his competence to practice medicine,

2. Htmmmmelmmemmmwcommedmer@lhntﬂuﬂn‘&epahddnﬁrmmtuouﬁh:ﬂwmwddeniddannwﬂuﬁon
for a license to practice medicine in this state, theboudmyrel‘mmplmm registrant on active status,

WMNRSWIM.MAIW 195

890.287 Re-examination of iusctive or retived Heenses. It a licensee does not practice ailopathic medicine for a period of more than 12 consecutive
mouths, thebonn!myrequhehlmtotnkethes-meenmlnauonmm-tmadlulmpeunoyuﬂmmntoappuunumgumn.

{Added to NRS by 1988, 2223: A 1983, 2300} ’



" APPLICATION FOR REGISTRATION
, NEVADA STATE BOARD OF
; MEDICAL EXAMINERS
Post Office Box 7238 Reno, Nevada 89510  Phone (702) G88-2559 |

(_J hereby apply for certificate of blenntal registration and enclose the appropriate fee as indicated below:

)&\CIWE STATUS $320-00J NOTE: NO GRACE PERIOD - LICENSED NOT RENEWED BY JULY 1
Q INACTIVE. STATUS $150.00 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT.
2 RETIRED STATUS 3 50.00 :

iy

Aanm V. Levy, W0 sese)
2810 Goldring 1302
- Llas Veqas Y istee-0e

INSTRUCTIONS ~ TYPE OR PRINT LEGIBLY

1. YOUR CURRENT LICENSE EXPIRES ON JUNE 30, 1993, This Is the notice to renew your M.D. license. You
may apply for your license renewal upon receipi of this notice.

2. IN ORDER TO PROVIDE SUFFICIENT TIME FOR PROCESSING., PLEASE RETURN THIS RENEWAL
APPLICATION WITH THE CORRECT RENEWAL FEE PRIOR TO JULY 1, 19883,

3. Use the enclosed self-addressed envelope to return this renewal notice and registration fee. ACTIVE
L registration requires submission of proof of 40 hours AMA Category | CME. If you register your license
» INACTIVE or RETIRED, you may not practice medicine in Nevada, including the writing of prescriptions.

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

5. If your name and/or address has changed from that printed on this notice. clearly indicate that change in
the space provided. A NOTARIZED or CERTIFIED copy of the document authorizing your name change
[marﬂage license, divorce decree, etc.} must be included

Name _

Street

City County State _____ Zip Code

A LICENSE WILL NOT BE RENEWED WITHOUT THE CORRECT FEE AND
SUBMISSION OF THIS PROPERLY COMPLETED FORM.

ACTIVE REGISTRANTS MUST SUBMIT PROOF OF 40 HOURS /7—/- F/
AMA CATEGORY 1 CONTINUING MEDICAL EDUCATION (CME).. ¢-20-53

PLEASE ALLOW 60 DAYS FOR THE PROCESSING OF YOUR LICENSE RENEWAL.
ALL PAGES MUST BE COMPLETED AND RETURNED,




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

1. Are you currently active in medicine?

a
c.
d. (
e, {

) YES, in training.
b~ ) YES, working fuli-time.
] YES, working part-time.

} NO, retired.

} NO. other [specify

*

Please Indicate your primary, secondary and tertiary specialties and percent of time spent in each, using the followlng
codes: ‘

LEND RS DW=

Primarxy
Secondary

Tertiary

ADOLESCENT MEDICINE
AERQSPACE MEDICINE
ALLERGY /IMMUNOLOGY
ANESTHESIOLOGY -
BLOODBANKING

BRONCO- ESOPHAGOLOOY
CARDIOVASC DISEASES
CATSCAN/ULTRASOUND
CHILD NEUROLOGY
CHILD PSYCHIATRY
CLINICAL PHARMACOL
CRITICAL CARE
DERMATOLOOY
EMERGENCY MEDICINE
ENDOCRINOLOGY

FAMILY PRACTICE
GASTROENTEROLOGY
GENERAL PRACTICE
GERIATRICS
GYNECOLOGY
HEMATOLOGY
HYPNOSIB
IMMUNOLOGY
INFECTIOUS DISEASKS

Code

%

SPECIALTY CODE:
25 INFERTILITY 49 PAIN MANAGEMENT
26 INTERNAL MEDICINE 50 PATHOLOGY

27 LARYNGOLOOY
28 LEGAL MEDICINE

20 MATERNAL/FETAL MED
30 NEQ/PERINATAL MED

31 NEOPLASTIC DISEASES

32 NEPHROLOGY

33 NEURCLOGY .

34 NEURCPATHOLOGY

35 NEURGRADIOLOGY

36 NUCLEAR MEDICINE

37 NUTRITION

38 OBSTETRIC/GYNECOLOGY
49 OBSTETRICS

a0 OCCUPATIONAL MED

41 ONCOLOGY

42 ONCOLOGY, OYNECOLOGIC
43 ONCOLOQY, HEMATOLOGY
44 ONCOLOGY, RADIATION
46 ONCOLOGY, SURGICAL

48 OPHTHALMOLOGY

47 OTOLARYNGOLOGY

48 OTOLOGY

Percent of Time
(e X

PLEASE INDICATE AMERICAN BOARD OF MEDICAL S

Board __ﬁ&a&c_a_g_‘ odl, 1
A

Subboard

51
53
38
B4
55
58
57
58
59
60
8l
63
63
a4
s
66
87
88
69
70
7

Board Certifled {Indicate Yes/No)

PATHOLOGY, ANATOMIC
PATHOLOGY, CLINICAL
PATHOLOQY. FORENSIC
PED. ALLERGY

PED., CARDIOLOGY

PED. ENDOCRINOLOGY
PED, HEMAT/ONCOLOGY
PED. INFECTIOUS DIS
PED. |

PHYSICAL MED/REHAB
FREVENTATIVE MED .

PSYCHOANALYSIS

PSYCHOMATIC MEDICINE
PUBLIC HEALTH

i

1ALTIES BOARD CERTIFICATION:

PULMONARY DISEASES
RADIOLOGY. -
RADIOLOGY, DIAONCSTIC
RADIOLOGY. NUCLEAR
RADIOLOGY. THERAPELT
RHEUMATOLOGY
RHINOLOGY

SLEEP DISORDERS
SURGERY. ABDOMINAL
SURGERY, CARDIOVASC

SURGERY. COLON/RECTAL

SURGERY, GENERAL
SURGERY, HAND
SURGERY. HEAD/NECK
SURGERY, MAXILLOFAC

SURGERY, NEUROLOGICAL

SURGERY, ORTHOPEDIC
SURGERY, PLASTIC
SURGERY, THORACIC
SURGERY. TRAUMATIC
SURGERY, URCLOGIC
SURGERY, VASCULAR

_UROLOGY

}e)
© Y=

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

ﬁ_ hours
_k hours

Patient care or services
Administration {schools, agencies, assoctation, etc.) -

s21)_hours Teaching medical courses
2. hours Research
hours Other (specify

Form of employment is Nb ‘ . (Use the following codes.)

1001
1002

SELF-EMPLOYED
Solo Practice

Partnership or Group Practitioners
SALARIED. EMPLOYED BY

Individual Practitioner

Parenership or Oroup of Pructitioners

Group Health Plan Facility (such aa H.M.0.)
Other Non-Government Employer (hospital, achool, ete.)
Federal Government {armed services personnel only)

1008

1010
101
1012

Federal Government (civilian P.H.S., ete.)

Stote Government -
County Government
Local Government

Other (specify

Pe Y



All of the following guestions refer to the time period of July 1, 19981, through the present date only. FOR ALL YRS
. RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHEET AND RETURN WITH THE RENEWAL APPLICATION,

5. Have you been rejected for membership by any medical soclety? Yes No\

8 Have you been denled a license to practice medicine? Yes O No\q
EM Have you been denled staff membership with any licensed hospital. nursing home or other

hospital care facility with an organized medical staff? Yes O Noﬁ

B. Have you been censured, reprimanded. disciplined. had priviieges limited, had privileges
suspended, been put on probation, or been requested to withdraw from any licensed hospitai,

nursing home, clinic, or other hospital care {acility with an organized medical staff, In which you
trained, have been a stafl member, have been a partner, or have held hospital privileges? Yes O Nch
9. Have you lost American Board certification because of disciplinary action? YesQ No

10.Have any U.S. state and/or Canadian provincial licensing or disciplinary agencies Hmited,
restricted, suspended or revoked a license you have heid or taken any other disciplinary action

against you? . YesQ Ncn\sl
11.Have you voluntarily surrendered a license issued to you by any state and/or Canadlan

provincial licensing agency while an investigation or other discipiinary action was pending? YesQ NG\B\
12.Have you been notified of any current/pending charges or complaints flled against you with

any state and/or Canadian provinctal Heensing or discipiinary agency? Yes Q) No\\
13.Have you been diagnosed or treated for any physical ilinesa that would serve to hinder your

ability to practice medicine? Yea} No
14.Have you been diagnosed or ireated jor mental lllness? YesD No
15.Have you been chemically dependent? YesQ No
16. Have you interrupted your training because of iliness or impairment? - Yes O N()‘Q~
17.Have you been unable to practice medicine because of {liness or impairment? Yes No\S'

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

19.Have you been indicted, arrested, charged with. convicted, pled guflty or nolo contendere
it any criminal prosecution under the laws of any state or of the United States, for any offense
reasonably related to the qualifications, fisnctions or duties of a physician, for any offense an

-~ essential element of which 1s fraud, dishonesty or an act of violence, or for any offense involving |

moral turpitude? Yes () No\q
20.Have you been a defendant in a legal action invoiving professional liabflity (malpractice) or had

a professional Hability claim pald in your behalf or paid such a claim yourself? Yes Q Nok
21.Have you been denied provider participation in any State Medicaid or Federal Medicare Program? Yea 03 NO‘Q
22.Have you been terminated from, sanctioned or penalized by, or had to repay monies to any State

Medicaid or Federal Medicare Program as a result of administrative or criminal action? Yes ) No\()\

nick: Pl LV, AV RO

g/"c;“’vlr A/V ﬂlq
[vel, LY Ve

wkons (UMY §9106

CONTINUING MEDICAL EDUCATION

630.183 Continuing education: General requirements; exemption; failurs to comply. :

1. Except as otherwise provided In subsection 2 and NAC 6830.157, each holder of a license to practice medicine shall,
at the time of the biennial registration, submit to the board by the flnal date set by the board for submitting applications
for biennial registration evidence, in such form as the board requires, that he has completed 40 full hours of continutng
medical education during the preceding 2 years in one or more educational programs, Each educational program must:

(a) Offer, upon successful completion of the program, a certificate of Category 1 credit as recognized by the American
#% ~dical Association to the holder of the license;
2.5 b) Be approved by the board; and
(c) Be sponsored in whole or in part by an organization accredited or deemed to be an equivalent organization to offer such
programs by the American Medical Assoclation: or the Liaison Committee on Continulng Medical Education.




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

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

{a) Pays a fee to the board which is twice the fee for biennial registration otherwise prescribed by subsection 1 of NRS :
630.280;

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

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

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

PLEASE CHECK ONE OF THE FOLLOWING: )

" 1 have earned a minimum of 40 hours approved AMA Category I continuing medical education {CME} for the period
(\[/ ,N? July 1, 1991, through June 30, 1993.

4 1am exempt because [ have completed a full year of restdency or fellowship training durmg the period for biennial
registration immediately preceding the submission of this appiication.

3. lam exempt as { am

Signature ¢

Date of Birth: __ ~33 ' Social Security Numbw:’ ( -

month/day/year ' DEA Number: _ - -

r L

Medical School:

City State

internship: U my ‘4

v - CA
\ b w .
Residency: ' —

City - State
City T State
City St‘ate
Fellowship: :
Clty State

I hereby certify that [ am the person named in this application for renewal of license to practice medicine in the state of
Nevada: that all statements 1 have made herein are true; that [ am the original and lawful possessor of and person named
in the various documents and credentials furnished to the Board in connection with thiq renewal application.

tmvz)é HAVE NOT O mmrmcncmmmmawmp T

I Ne {/(?/ 97 '\ .
Business Telephone # S re (SIG Nz
" J Si NAW@W {




- APPLICATION FOR REGISTRATION
NEVADA STATE BOARD OF

MEDICAL EXAMINERS
~agt Office Box 7238 Reno, Nevada 80610 Phone {702) 320-2559

3

sereby apply for certificate of biennial mgiﬁn"atrlon and enclose the appropriate fre as indicated below: |

TN ACTIVE STATUS \‘ea-wn.oo ¢
. e NOTE: NO GUACE PERIOD — LICENSES NOT RENEWED BY JULY 1
{1 INACTIVE STATUS $150.00 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT

('} RETIRED STATUS 5 OO0 .
NRS630 expianation of status ou reverse side

I~ 7
Adam V. Lavy, MD odess81?y
6038 E Mirror Lake Dr

lLas Vegas MY 891100000

AW § ’ Security *
Last * J e Muckdle Bustness Phane (;'o?— b’gm
BUSINESS OR MAILING ADDRESS LOAR 2. Mvroe Lva’-¢~ Qv LM&&@MJ%L{E@AW

Strent Address or 20, Box Suite No. Oty tule
If you have retired or moved your practice. please indicate the Jocation of BOARD OF CERTIFICATION
former patient’s records for the last 5 years below: /
< MAME | ) ! p‘ Yes No
( DDRESS AM. Bd. of
PHONE # { } - Date of Certification or Recertiilcation
Primary Speclalty (List only one} O 6 |l 6\*& Sub-Speclaities:
1 cevtify that within ihe past 24 months, [ have complelfsd mintmum of 40 hours of Cnntmnilr‘lg Medical Education, AMA-Category 1 and that [ hav
in my files documentation pfBych. junderstand,thay the‘ﬁmfn_ms mandated by NRS 630.253 and NAC 630,153,
SINCE YOUR LAST REGISTRATION: {If any question js answered “yes atiach a detalled explanation.)
1. Haveyou been t ted by, or charged or convicted of unprofessional 4, Have you been dented a medical license or surrendered your licens
conduct, professional {ncompetence or gross or repeated malpragtice to tn another jurisdiction orhad medical license or right t
by any medical licensing board or other agency, hospital or practice medicine revoked, suspended or limited in another
soclety? Yesl No a
2. Have you been arrested, fined {over $100). charged with or con 5. Haveyou had staff privileges Ina ltalduucd-mermumlm
ot’acrlmy:.umdicted. imprisoned or placed on probation? Yes(l No Mﬂﬂmwmmmf@ma ical staff
mm or admintstrative actton. excluding fatlure to
3. Have been imtigastgld.e ar:-jated. < or oﬁ::&dcted for thg records? Yes 1]
possession, use of. or fllegal sale or dispensing ol contro ﬁhﬂsmN’%o 8. Have any malpractice settlements, awards or judgments been
against you In any jurisdiction? Yes] No

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

SRF

. 3. L. 8 Sedude
| ertify that all my statements In tcation are true. | have i have not%w practiced n Nevada within the past 12 montha, (Check one
- ! T O TRES ~ladlis

NOTE: Have you signed both “signature” lines,

o S SRR N = 20



APPLICATION FOR REGISTRATION

NEVADA STATE BOARD OF
MEDICAL EXAMINERS
Post Office Box 7238  Reno, Nevada 89510 Phone (702) 329-2559

W KCTIVE STATUS 830000~ ) S U
| | INAGTIVE STATUS 615000 NO'I‘ER}I;IS GRACE P%RIony—suCENSEEsD NFo(r)rRRENEgED BYN%ULY 1
r] RETIRED STATUS $ 5000

NRS630 explanation of status on reverse side

First Middie Bustness Phone { 1

; et . G m: e, ,-‘ Vi
NAME L—r:-‘\/:"‘ MQM \/\ VALY Q..V\’h Semuny . e T

wsnﬂassonmummbnﬁssﬂ% E Micror L&K@Br: baa V%ﬁ NV 29110

Sireet Address or £0, Box. Salte No. - City Zip Code

If you have retired or moved }mur practice. please indicate the location BOARD OF CERTIFICATION
AME Yes No

(:DDRESS \. AM. Bd.of,

PHONE #* { ) Date of Certification or Recertification
Primary Specialty (List only one) Sub-Specialties:
I that within the past 24 months, 1 have compieted a mintmum of 40 hours of Continuing Medical Education, AMA-Category 1 and that [ have
mmy thai the CME requirement is mandated by NRS 830.253 and NAC 630.153.
Slgned' I 9 o1 et _ .
- {No rubber stampa} \
SINCE YOUR LAST REGISTRATION: (f any question Is answered “yes,” attach a detaiied explanation.}
1. Have you been investigated, charged or convicted of unprofessional 4. Have you been denied a medical license or surrendered your license
conduct, professional incompetence or gross or repeated malpractice to practice in another jurisdiction or had your medical license
by ?ntgyf? medical Heensing board or other agency, hospita\lr orc]mf.-lt\it0 suspended or limited in another jurisdiction YesO No
socie es
5. Have you had staff privileges in a hospital dent
2. Have you been arrested. fined (over $100), charged with or convict revolmd’;:'not reucn:d?orhaveyoumslgnedfrouﬁ m#?nim
of a crime, indicted. imprisoned or placed on probation? YesO No - of disciplinary or administrative action, excluding fatlure to com
3, Have you been investigated. arrested, charged or canyicted for the medical records? YeaD No
possession, use of, or iliegal sale or dispensing of controlled subs ? 8. Have any malpractice settlements, awards or judgments heen made
Yes(] No against you In any jurisdiction? Yes O Noﬂ\

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

1 4

2 5,

3 8

{” artify that all the above statements are {ruc s




o

3. Injwry Date (Date of Loss) A o
3/19/2002 8/22/200 2 V‘"
6. Policy Type (choosea, b, orc)  a)___ Occumence b) .x_ made ¢)___Te

& Background
American Physicians Assurance Corporation N
2 Report Do

7. Policy Uimits (Per Gainy/Aggregata)  $_IM_/§.3M__

9. Tvpe of Report (choose aor b} 2) _X_. Trital Report 5] Upddbed Repet
I, Defendant & Co-Defondants

1. Name | Last .| Pt M.L _Credentials (e.g. MD, DO, DMD, DDS)
2. License Number o 3. Specialty 4. Co-Defendant(s)?
6135 Description _OB/GYN_______ 1SOCode . . X.Yes __ No__ Unknown

5. Number of Co-Defendani(s): 2. o . Unknown

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

Shayna H. Hollingsworth, DO ~ Unknown
University Medical Center - Unknown

&
%M.mmmm Last [ﬁrst ML | 2Sex: _Male _X_Female

3. Age 4. Date of Birth (MMJDO/YY) ] ’s'bwmmcpcmu:' & Triwy o (per Sppenc 25

7.%“MMNM(MWMS)UW.)WWM?‘
aM?demeebumsmhuhbhandmiunﬁumahotwddudmunmedhmm.

8. ity Where Injury Ocousred 9. Name of Tnstition (If inry Occurred n TRty Institution)
(LasVegas University Medical Conter _

Las

IV, '‘Dantal Panel

1. Case Fied with Panel? _x_m,__m,_mcrves,mammzma)
2. Pand Case Number

TWW? _
a)_Yes b) __ No c¢)__ Unabie to Decide d)_&uWe)_x_ww[mummmmM

4.CurtCuaHedNter'PuuDecuhn — Yes _X_No ___ Unknown

V. Court Case
1. Court Case Fled? __Yes, X_. Na, __Uninown (IF YES, ANSWER QUESTIONS 2 - 7)
2. CoutCas Number [ 3. Court Name 4. Court Deparbment Number ]

5. Date Court Case Was Fied 6. Date Verdict Was Fied, ¥ Applicable | 7MWW

VL Reserves (Amounty Attributed to this Defendant I Defondants
1. Resarves Highest B Last
' I $7001.00 ] | $8,750.00 I _$7,500.00

) —
(check one) in Favor of Plaintiff in Favor of Defendant | Arbitrator In Favor of Arditrator in Favor of

_wgmmmmm
1. Claim Disposition 8y Trial T b) ___ Decided By [c)__Deddedboy | [d)__Deddedby ]

e) _X__ Settied w/o f)_.. Caim Denled 9) —_ Caim Inactive ;h%_claim %_%
Court or Prior to Trial i
2. Irmnu:oduonbe,f, QEUI,MWMQMMMMM

Pomwme MIIRIANY 4 4 AN



HECEIVE

VIIL Verdict Information (Attribuied to All Defendants I Case)
1. Verdict Awarded or _X_ N/A

Name of Tnsurer Insurer Oaln No. ocT
American Physiclans Assurance Corporation 19155-01 30 200
Defendants Name (Last, First, M.L) Datz This Giosed Giaim Report EVADA

, Adam 8/6/04 MEDICH, St

N/A

IX. Claim Information (Amounts Attributed to this
1. Verdict or Settiement Awardead $ or_X__.

g) . Other (Explain)

a} __ Post Verdict Settiement b) __... Award Reduced to Present Value €)
a)mﬂat-murlcdmmunﬂmbymdge to $350,000 f)__mappadhymdgeatmm

Defandant Ouly, Iy Defendants |
2 Vet or St e dants)

B.WWMMAW(UMMEQIN&MM(Z),?

Applicabla (Check More than One, ¥ Appiicabie)
e INterast Awarded d) ___ Court Costs Awarded

4.HWW|=IDHPIMR&&W

a) _X__ Lump Sum

&HWWW&MMM(&MM“M}N“W $

Brmwm MRVAT 1400

6. Sources of Award | 2) Company §7,500,00 b) Defendant $ ¢) Other (describe) $42,500.00
gm WaS
7. Aiocated Loss Adjustment Expenses | Total $0 Nfomey's Fees $0 Other '
X. Claim Information Amounts Attributed to Other Defendants
1. Co-Defendant’s Name | Last Frst :l.l. ggdtﬂl(e.g. M.D., 0.65
2, Licensa Number 3, Spediaity 4, Vi Awarded
Description 1S0 Code a),._Yes b)_X_ No )
5. Setifement Made 6. Verdict or Awarded § or_X_
) . Yes _b) No c} _X__ Unknown N/A
1. Co-Defendiont’s Name | Last First M.L e.0. M.0,, D.
2. License Number 3, Spedialty 4, Vardict Awarded ‘
Description IS0Code.___[a)___Yes b)__No €) —_ Unknown
5. Setement Made 6. Verdict or Settiement Awarded § o__ WA
3) Yes b) No c) Uninown _
1. Co-Defendant’s Name | Last Frst ML e.g. M.D., D.O)
Z Licanse Number 3. Specaly 4. Verdict Awarded
Description ISOCode ______ {a)__ Yes b) __ No ¢)___ Unknown
5. Settement Made s.vmiﬂu“___‘_"_—w $ or__ NA
a Yes b No Unknown
1. Co-Defendant’s Name | Last First NI e.g. M0, D.0)
2. Licsnse Number 3. 4. Verdict Awarded
Description IS0 Code — | 8)_Yes D)___No ©) ___ Unknown
5. Settlement Made 6. Vardict
Bl Py or Seltiement Awarded or___ WA
(AMWMJ)#M)
naamaalmmgmm ‘
1. Contact Person’s Name (Last, First) mamm'ﬁmmﬁmz
Gersten, Suzannah csieny a0y
LMMMW{(@M} %t:f!c& for Report
(505) 796-3414 ‘ .
3, Contact Person's Address ' '
7770 Jofterson Street NE, Sulte 410
Albuquerque, New Mexico 87109



o~

I Background :

1. Name of Insurer 2. Insurer Claim No.

| National Fire & Marine Insurance Company 1005300 .

3. Injury Date (Date of Loss) 4. Report Date 5. Closure Date
11/3/2007 10/31/2008 4/6/2011

G.EPoNcyu'—‘l'ype(dma,b, orc) a)_ Occumence b) X Clams made c)__ Tal/Reporting Endorsement

| 7. Policy Limits (Per Galm/Aggregate) $1,000,000/$3,000,000__ 8. Date This Closed Clalm Report Submitted
4/6/2011

9. Type of Report (choose aor b) _ a) _X__ Enitial Report b) ___ Updated Report

_IL Defendant & Co-Defendants _
1. Defendant’s Name | Last First MI Credentials (e.g. MD, DO, DMD, DDS)
- Levy 5 Adam V. MD
2. License Num . Spedalty 4. Co-Defarxiant(s)?
6135 Description _Gvnecology 7SO Code _50277 _vm_xun_jum

5. Number of Co-Defendant(s): 0 __or ____ Unknown

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

L. Infured & Injury

1 Injured Partys Name | Last | st ML | 2Sex: __Male _X_Femaie

3. Age I4 Date of Birth (MM/LLYYY) | 5 Mdm.uwde(pﬂ'hppendxl) S.MWCG&WMZ):

2 mwmwmmmmmmws)fmy) Alleged negligent
perrormanceofpregnancytennmaﬂonrewlungindeaﬂn Patient suffered known complication-perforation of

actvamlnm&nrred 9Mmormuonwmm0cumamnmum)
Las Vegas _A-Z Women's Canter

_IV. Medical/Dental Screening Panel (Hereafter, Panel)

1. Case Flled with Panel? _Y..K_NO,__IRM(IFYES,ANSWERQUBIWZANOB)

2. Panel Case Number:

-| 3. Panel Decision: Is there Reasonable Probability of Maipractice?

a)_Yes b}___No c)___Unableto Dacide d) __ mme)qm[mmmmwmmm

4. Court Case Fiied After Panel Decision Yes ___ No __ Unknown

V. Court Case

1. Court Case Flled? _X__ Yes, __ No, __Uninown (IF YES, ANSWER QUESTIONS 2 - 7)

2. Court Case Number 3. Court Name 4mwm
_A-10-631369-C Clark Co. District Court _

5. Date Court Case Was Flled | 6, Date Verdict Was Filed, If Applicable | 7. mm“"'—"orru“—m_'—wm"_‘
| 12/10/2010 14/2011

VI Resetves mnmwmmrmﬂwmg

1. Reserves Tnital $300,000 Highest $300,000 Last $300,000

VIL Qlaim Disposition (Attributed to this Defendant Only)

1. Glaim Disposition a) __ Decided By Trial [ b) __ Deckded By Trial | c)__ Decided by d)___ Decided by
(check one) in Favor of Plaintff In Favor of Defendant | Arbitrator in Favor of mmma

e) _X_ Settied w/o f)__ Claim Denled g) __ Caim inactive | h) __ Claim Withdrawn I)__
Court or Prior to Triat '

2, If Claim Disposition is &, f, g, h or |, Please Expiain - Case settied as a resuit of mediation.




~ i
Name of insurer National Fire & Marine Insurance Company Insrer Claim No. 1005300 73‘%
Defendant’'s Name (Last, First, M.} Cate This Closed Claim Report Submitted C
Levy, Adam V. ) 4/6/2011
VIIL, Verdict information (Atiributed to Al Defendants in Case)
LVerdiccAwarded $ _____ or_ X N/A
IX. Claim Information (Amounts Attributed to this Defandant Only, If Multiphs Defendants)
1. Verdict or Settlerent Awarded $20000  or ____N/A | 2. Verdict or Settlement Paid $20.000 or___ N/A
3.ReasonsforhmntAwarded(i)MWWNM%(Z),HW(MMMMWW)
a) __ Post Verdict Settiement b) ___ Award Reduced to Present Value ©) __ Interest Awarded d) ... Court Costs Awarded
e)__Non-mic)damagsﬂuitedbyJudge to $350,000 f)__AwdCappedvaudgeatPollcyUnit
4.Howw_l’II/DIdPiahﬂffReoeive a)_X _ LumpSum b} .__. Periodic Payments <) ___NA
Payments
S.HPaiochawnmis,WhatisﬂmPrmuValm(asofDahedAmmDofmnvnmu? $
6. Sources of Award | a) Company $20,000 b) Defendant $ €) Other (describe) $
| Payments _
7. Aliocated Loss Adjustment Expenses™ | Total $13,884,65 Attormey’s Fees ' Other $350.37
$13,534.28
X. Clalm Information {Amounts Attributed to Other Defendants
1. Co-Defendant’s Name let Rrst ML | Credentials (e.g. M.D., D.0)
2. License Number - | 3, Spedaity 4. Verdict Awarded
_ . | Description ISOCode ___ | a)___Yes b)___ No c)___ Unknown
S ailement Made 6. Verdt or Settlement Awarded § o WA
a) Yes b) No_c) ___ tnknown
1. Co-Defendant’s Name | Last Frst ML Credentials (e.g. M.D., D.0)
7. Licenss Number 3. Spedafty 3. Verdict Awarded -
Description ISOCoda__T: a)..._Yes b)__ No ¢)__ Uninown
5. Setternent Made 6. Verdict or Settiement Awarded § o ___ N/A
a) Yes b) ___No c}___ Unknown -
1. Co-Defendant’s Name | Last First ML | Credentials (e.g. M.D., D.0)
2. License Number 3. Spedaity ) ‘ 4, Verdict Awarded
Description ISOCode ____ {a) __Yes b)__ No c)___ Unknown
5. Settfement Made 6. Verdict or Settlement Awarded  § or___ N/A
a) __Yes b) _ No c)___ Uninown '
1. Co-Defendant’s Name | Last First ML | Credentiais (e.g. M.D., D.0)
2. License Number 3. Spedalty 4. Verdict Awarded
Description IS0 Code a)___Yes ) ___ No c)___ Unknown
5. Settiement Made 6. Verdict or Settiement Awarded § or__ N/A
a),__Yes b) _ No c}___ Unknown
(Attach Additional Sheet(s) if Necessary.)
XI. Closed Clsim R Information
1. Contact Person's Name (Last, First) Name of Person Responsible for Report (Last, First)
Prudiow, Pamela Prudiow, Pamela

2, Contact Person's Phone Number {(999) 999-9959}
(800) 463-3776 X6370

3. Contact Person's Address
5814 Reed Road
Fort Wayne, IN 46835




L
1. Name of Insurer The Doctors’ Company

3. Injury Date (Date of Loss) 5/17/95

2. Tnsurer Claim No: 106364A

4. Report Date 8/15/96 5. Closure Date 3/1/07

6. Folicy Type (chaose , B, orc) @) Ocoumence b)) Clakms made €} X Tall/Reporting Endorsement
7. Policy Umits (Per Claim/Aggregate)  $1M/$3M 8. Date This Closed Glaim Report Submitted
9. Type of Report (choose a orb)  2) X Iritial Raport D) Updated Report

JL. Defendant & Co-Defondunts .
1. Defendant’s Name ILastlgg Flrst Adamn ML Credentials MD, DO, 3
3. Spedalty Descriphon RO Co-mu(m Ml
2. Ucense Number . 4. s)?
Obstetrics/Gyniecologist Yes- ’

5. Number of Co-Defendant(s): 3

ammmmmammwm & S
Kenneth Turner, M.D. - PULIC = &

| . e

Rogers Diagnostics - TDC

St. Anna Birthing Center 1%, % &/lf :
Shely Hooper, CNMW flﬁl P2, &
L Infured & Infury — -

1. injured Party’s Name Lasi _ Frs__ ML 1.&&3%;
3, Age Date of Birth 5. Malpractice code (per Appendx 1): | 6. Code X 2);
F Ve mmm (per appendix 2)

7.m«mmmm(mmmsmum.)
Brain damaged Infant as a resuit of a misinterpretation of sonhogram findings, resulting lndear’anceto

deliver the patient at a birthing center. _ .
8. Gty Where Infury Occurred Las Vegas amammmmmm)

1V. Medicel/Dental Panel Panel,

1. Case Filed with Panel?X Yes M_WM(IFYB,ANSWERWONSIANDS)

2. Panel Case Number
L96-07-1197

3, Panel Decision: Is there Reasonable Probability of Malpractice?
a) Yes b} X No c) Unable to Dedide d)_case-me)ouu-mmnmmu

4. Court Case Filed After Panel Decision X Yes ___ No ___ Unknown

V. Court Case

VL. Reserves A o this i Defondants,
l cln'oo Resarves i Initiad $100,000 i Highast $1,000,000 l Last $1,000,000

1. Cowt Case Filad? X Yes,No, __Unknown (IF YES, ANSWER QUESTIONS 2 - 7)
2 Court Case Number 3. Court Name 4. Court Department Number
A361891 . Judicial District
‘g.m“mmw;med ) Was Fled, If Appiicable | 7. Date Settiement Offer Accepted, I Appiicobie
_MW v

-

mm%ymmmfwm
1. Claim Disposition a) _X... Decided By 3) Decided By Trial In
(check one) ‘frial In Favor of Favor of Defendant

b) Decided by . ¢)_._. Decided by
Arbitrator in Favor of | Arbitrator In Favor of
Plaintif Plalntify Defendant
mlocmor €} Claim Denled f} Claim Inacive 0} Claim Withdrawn h}  Cther

Form NDOI-1102




I’ 2. 1f Claim Disposition I8 ¢, f, g o J, Please Expiain

<

Form NDOI-1102

M. ™ o



S~

Name of Insurer The Doctors’ Company

Insurer Claim No. 106364A

Defendant’s Name (Last, First, M.1.) Levy, Adam

Date This Closed Claim Report Submitted 3/30/07

p—

VITL. Verdict Hon (A 20 All Defendanty In Case)
1. Verdict Awarded 000,000 _.

IX. Chalm Information (Amounts Attrilurted to MM% H?WQ
1. Settlement Awarded 2. Settlernent Pald

3. Reasons for Amount Awarded (1) Not Being Equal to Amount Pald (2),

i Appicable (Check More than One, 1f Appicable)
a) ___ Post Verdict Settlement b) ____ Award Reduced to Present Value

c) .. Interest Awarded d) . Court Costs Awarded

XI. Closed Claim Report Information

€) _ Non-economic damages limited by Judge to $350,000 f) __ Award Capped by Judge at Palicy Limit
g))( Other (Explain) Judgment Paid, plus interest; costs and fees

4.uoww“n;ii"numwﬁnecdve a) X Lump Sum b) . X_ Pertodic Payments [ c) ____ N/A
Ms.um!!!!! Payments, What is the Present Value (as of Date of Award) of the Payments? $951,953.33

6. Sources of Award Company X b} Defendart § <) Other (describe) §
%mmm Vot $640,782 m'&a Other $90,282

1. Contact Person's Name (Last, First)
Dawvis, Rosalind

2. Contact Persons Phone Number (702) 396-3672

Name of Person for
hame Responsible for Report (Last, First)

AT

2. Contact Person's Address
The Dactors'

3157 N. Rainbow Bivd., Suite 522
Las Vegas, NV 89108

%

Form NDOI-1102



