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BEFORE THE BOARD OF MEDICAL EXAMINERS
OF THE STATE OF NEVADA

* k % % %

In The Matter of Charges and

Complaint Against NO. __Case No. 06-4041-1
| FLeD_ |2 Tl BUOL

Frank Silver, M.D.,
Respondent. m./%’;.w'%gﬁ“

COMPLAINT

The Investigative Committee of the Board of Medical Examiners of the State of Nevada,
composed of Sohail U. Anjum, M.D., Chairman, Mrs. Marlene J. Kirch, Member, and 8. Daniel |
McBride, M.D., Member, by and through Lyn E. Beggs, Deputy General Counsel for the Nevada State
Board of Medical Examiners, having a reasonable basis to believe that Frank Silver, M.D., hereinafter
referred to as "Respondent,” has violated the provisions of NRS Chapter 630, hereby issues its formal
Complaint, stating the Investigative Committee's charges and allegations, as follows:

1. Respondent is currently licensed in active status, and at all times alleged herein, was so
licensed by the Nevada State Board of Medical Examiners, pursuant to the provisions of Chapter 630 of
the Nevada Revised Statutes.

2. Patient A was a thirty-year-old female at the time of the incident in question. Her true
identity is not disclosed to protect her privacy, but her identity is disclosed in the Patient Designation
served on Respondent along with a copy of this Complaint.

3. Patient A initially presented to Respondent in September 2004 and Respondent
performed a total abdominal hysterectomy on Patient A in October 2004.

4, Subsequent to the surgery, Patient A developed discomfort on her right side which was

suspected to be an ovarian cyst and/or adhesions. Diagnostic laparoscopy with possible aspiration of
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the ovarian cyst with lysis of adhesions was recommended after failing to resolve Patient A’s symptoms
with anti-inflammatory medications.

5. Patient A underwent the recommended surgical procedure on June 17, 2005, during
which lysis of the adhesions was completed as well as drainage of the right ovarian cyst.

6. Patient A began experiencing abdominal pain and illness on June 18, 2005, and
presented to the emergency room at North Vista Hospital on June 19, 2005, with these symptoms.
Patient A’s condition worsened and an exploratory laparotomy was to be performed, however, Patient A
expired before undergoing surgery.

7. An autopsy was performed which stated the cause of death to be fibrinous peritonitis due
to perforation of the sigmoid colon during the laparoscopic procedure and made the specific finding that

the sigmoid colon showed an open defect with darkened, curled, and what appear to be, burnt edges.

Count I
8. All of the allegations in the above paragraphs are incorporated herein as if set forth in
full.
9. Respondent was overly aggressive in his efforts to lyse Patient A’s adhesions resulting in

an injury to the sigmoid colon and thus his care of Patient A fell below the accepted standard of care.

10.  Respondent’s failure to provide Patient A with the accepted standard of care constitutes
malpractice and thus violates Section 630.301(4) of the Nevada Revised Statues.

11. By reason of the foregoing, Respondent is subject to discipline by the Nevada State
Board of Medical Examiners as provided in Section 630.352 of the Nevada Revised Statutes,

Count 11

12.  All of the allegations in the above paragraphs are incorporafed herein as if set forth in
full.

13.  Respondent failed to recognize the injury to Patient A’s sigmoid colon during the
laparascopic procedure and take immediate action to repair the injury and thus his care fell below the
standard of care.

14.  Respondent’s failure to provide Patient A with the accepted standard of care constitutes

malpractice and thus violates Section 630.301(4) of the Nevada Revised Statues.
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15. By reason of the foregoing, Respondent is subject to discipline by the Nevada State
Board of Medical Examiners as provided in Section 630.352 of the Nevada Revised Statutes.

WHEREFORE, the Investigative Committee prays:

1. That the Nevada State Board of Medical Examiners fix a time and place for a formal
hearing;
2. That the Nevada State Board of Medical Examiners give respondent notice of the

charges herein against him, the time and place set for the hearing, and the possible sanctions against
him;

3. That the Nevada State Board of Medical Examiners determine what sanctions it
determines to impose for the violation or violations committed by Respondent;

4, That the Nevada State Board of Medical Examiners make, issue and serve on
Respondent its findings of facts, conclusions of law and order, in writing, that includes the sanctions
imposed; and

5. That the Nevada State Board of Medical Examiners take such other and further action as
may be just and proper in these premises.

%J
DATED this__ /. day of July, 2006.

INVESTIGATIVE COMMITTEE OF
THE NEVADA STATE BOARD OF MEDICAL EXAMINERS

e B Lo

. Beggs
_Attomcy for the Investigative Committee of the Nevada
State Board of Medical Examiners

. —
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VERIFICATION
STATE OF NEVADA ) '

. 88.
COUNTY OF CLARK )

SOHAIL U. ANJUM, M.D., having been duly sworn, hereby deposes and states under penalty of
perjury that he is the Chairman of the Investigative Committee of the Nevada State Board of Medical
Examiners that authorized the complaint against the Respondent herein; that he has read the foregoing
Complaint; and that based upon information discovered in the course of the investigation into a
complaint against Respondent, he believes that the allegations and charges in the foregoing Complaint

against Respondent are true, accurate, and correct.

DATED this_ /2?7 day of 3"._1_0 , 2006.
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ORIGINAL ~

BEFORE THE BOARD OF MEDICAL EXAMINERS

OF THE STATE OF NEVADA
%k ok ok Kk

In The Matter of Charges and NO.

Complaint Against Fi -1 _@Dreos
Frank Silver, M.D,, é%ﬁ o« Lt~

Di
Respondent,
AMENDED COMPLAINT

The Investigative Committee of the Board of Medical Examiners of the State of Nevada,
composed of Sohail U. Anjum, M.D., Chairman, Mrs. Marlene J. Kirch, Member, and S. Daniel
McBride, M.D., Member, by and through Lyn E. Beggs, Deputy General Counsel for the Nevada State
Board of Medical Examiners, having a reasonable basis to believe that Frank Silver, M.D., hereinafter
referred to as "Respondent,” has violated the provisions of NRS Chapter 630, hereby issues its formal
Amended Complaint, stating the Investigative Committee's charges and allegations, as follows:

1. Respondent is currently licensed in active status, and at all times alleged herein, was so
licensed by the Nevada State Board of Medical Examiners, pursuant to the provisions of Chapter 630 of
the Nevada Revised Statutes.

2. Patient A was a thirty-year-old female at the time of the incident in question, Her true
identity is not disclosed to protect her privacy, but her identity is disclosed in the Patient Designation
served on Respondent along with a copy of this Complaint,

3. Patient A initially presented to Respondent in September 2004 and Respondent
performed a total abdominal hysterectomy on Patient A in October 2004,

4, Subsequent to the surgery, Patient A developed discomfort on her right side which was

suspected to be an ovarian cyst and/or adhesions. Diagnostic laparoscopy with possible aspiration of




E- SRV S

o8 s N

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

the ovarian cyst with lysis of adhesions was recommended after failing to resolve Patient A’s symptoms
with anti-inflammatory medications. '

5. Patient A underwent the recommended surgical procedure on June 17, 2005, during
which lysis of the adhesions was completed as well as drainage of the right ovarian cyst,

6. Patient A began experiencing abdominal pain and illness on June 18, 2005, and
presented to the emergency room at North Vista Hospital on June 19, 2005, with these symptoms.
Patient A’s condition worsened and an exploratory laparotomy was to be performed, however, Patient A
expired before undergoing surgery.

7. An autopsy was performed which stated the cause of death to be fibrinous peritonitis due
to perforation of the sigmoid colon during the laparoscopic procedure and made the specific finding that
the sigmoid colon showed an open defect with darkened, curled, and what appear to be, burnt edges.

Count |

8. All of the allegations in the above paragraphs are incorporated herein as if set forth in
full.

9, Respondent was overly aggressive in his efforts to lyse Patient A’s adhesions resulting in
an injury to the sigmoid colon and thus his care of Patient A fell below the accepted standard of care.

10.  Respondent’s failure to provide Patient A with the accepted standard of care constitutes
malpractice and thus violates Section 630.301(4) of the Nevada Revised Statues.

11. By reason of the foregoing, Respondent is subject to discipline by the Nevada State
Board of Medical Examiners as provided in Section 630.352 of the Nevada Revised Statutes.
WHEREFORE, the Investigative Committee prays:

1. That the Nevada State Board of Medical Examiners fix a time and place for a formal
hearing; '

2. That the Nevada State Board of Medical Examiners give respondent notice of the
charges herein against him, the time and place set for the hearing, and the possible sanctions against
him;

3. That the Nevada State Board of Medical Examiners determine what sanctions it

determines to impose for the violation or violations committed by Respondent;
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4, That the Nevada State Board of Medical Examiners make, issue and serve on
Respondent its findings of facts, conclusions of law and order, in writing, that includes the sanctions
imposed; and

5. That the Nevada State Board of Medical Examiners take such other and further action as
may be just and proper in these premises.

DATED this day of December, 2006.

INVESTIGATIVE COMMITTEE OF
THE NEVADA STATE BOARD OF MEDICAL EXAMINERS

By UY\!QFBMO

Lyn E/ Beggs
Attorney for the Investigativé Committee of the Nevada
State Board of Medical Examiners
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YERIFICATION
STATE OF NEVADA )

: §8.
COUNTY OF CLARK )

SOHAIL U. ANJUM, M.D., having been duly sworn, hereby deposes and states under penalty of
perjury that he is the Chairman of the Investigative Committee of the Nevada State Board of Medical
Examiners that authorized the complaint against the Respondent herein; that he has read the foregoing
Complaint; and that based upon information discovered in the course of the investigation into a
complaint against Respondent, he believes that the allegations and charges in the foregoing Complaint

against Respondent are true, accurate, and correct.

DATED this __ 8" _day of Rfeg feen , 2006.

Lo

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

| OF THE STATE OF NEVADA
r : * ok ok oKk
)
In The Matter of Charges and )
J ) NO. Case No. 06-4041-1
Complaint Agai ) ‘
F omplaint Against ; PULED ﬂ%" oy
FRANK SILVER, M.D., ) ,
) W
Respondent. )
)

ORDER OF DISMISSAL

The above-entitled matter came on regularly for decision before the Nevada State Board of
Medical Examiners, hereinafter “Board,” on June 13, 2008, at the Board’s Offices located at 1105
Terminal Way, Reno, Nevada, on the complaint filed herein pursuant to Nevada’s Open Meeting Laws,
NRS and NAC chapters 630, and NRS Chapter 233B. Neither Frank Silver, M.D.(“Respondent™) nor
his attorney, John Cotton, Esq., were present for the proceedings.

The members of the Board participating in the decisién were Jean Stoess, M.A., Cindy

Lamerson, M.D., Benjamin Rodriguez, M.D., Charles Held, M.D. and Javaid Anwar, M.D.
Rene West was absent and thus did not participate in the adjudication of the matter. All other
remaining members of the Board, being members of the Investigative Committee that issued the
complaint in this matter, were excused from participating and took no part in the proceedings of the
Board.

The Board having reccived and read the Synopsis of the Hearing Officer of the hearing
conducted in this matter, having received and read a copy of the hearing transcript, and having been |
provided with the complaint and exhibits in this matter, and having reviev'ved and read all the above,
proceeded to make a decision pursuant to the provisions of NRS 630.3 52.

///
1/
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The Board, after due consideration of the record, evidence and law, and being fully advised in
the premises, hereby finds Respondent not guilty of the count alleged against him in the above

identified matter.
IT IS HEREBY ORDERED that the complaint against Frank Silver, M.D., is hereby

o,

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

dismissed.

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




INSURER: ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY
PHOENIX MEDICAL OFFICE - 02A B Pyl
8900 N 22nd Avenue oy
Apt/ste 300
Phoenix, AZ 850216018

NEVADA STATE BOARD OF
MEDICAL EXAMINERS

P.O. Box 7238

Reno, NV 89510

Claim No.: DMO06628927-02A001/YY00152 Date: January 31, 2002
Date of Loss: ~ November 8, 1996 Date of Claim: November 3, 1998
Date Suit Filed: September 30, 1998 Date Closed; January 17, 2002

MLSP Complaint No: L98-10-1574

Findings: Reasonable probability of malpractice.
Other Dispositions: Case settled prior to trial.
B agﬁ:;@dfgwuf &
NSURED: Frank P. Silver, M.D.
:ﬂ\ddreSS' 341 N Buffalo, Apt/ste B @" é/g O poo- &0
' Las Vegas, NV 89128 /

Loss Description Complaint aileges insured was negligent during ablation surgery and burned two holes in
_patient's bladder resulting in urine leak and sepsis in then 47 year old woman.

Loss Location: Lake Mead Hospital, Las Vegas, NV

CLAIMANT: Pauline Lam
Patient: Same as Claimant DOBJ/Age: m
: old
Address: c/o Daniel Marks, Esq., 302 E. Carson, Suite 702, Las Vegas, NV 88101
Person Making Report;  Connie Heinsohn, Claim Specialist
Address: 8900 N 22nd Ave, Ste 300, Phoenix, AZ 85021
Phone: (602)678-3424
Summons & Complaint If Summons & Complaint not attached, Case No.: Ad14074

" Attached.




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

RECE|V ED
NEVADA STATE BOARD OF
MEDICAL EXAMINERS DEC 22 1987

P.O. Box 7238 NEVADA STATE BOARD oF
MEDICAL
Reno, NV 89510 EXAMINERS

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

Date of Loss: 04/04/91 Date of Claim: 06/14/91

Date Suit Filed: Date Closed: 10/29/97

MLSP Complaint No.:
Findings: —
Other Dispositions: S T

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

Loss Description: _ Suit alleges insured negligently injured bowel of 44-year old woman during
hysterectomy procedure.

Loss Location: Las Vegas. NV

CLAIMANT: BRENDA FAYE YOUNG

Patient: {Same as Claimant) DOB/Age: _44
Address: c/o Atty. Rick Petrone, 3900 Paradise Ln., #181. Las Vegas, NV 89109
Person Making Report: Connie Heinsohn - Claim Representative

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

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

Rev. 09/12/97 \medmahbomex-nv.dot

Y



P. 0. Box 7238

Reno, NV 89510 DEC 13 1936
: RD OF
N A AT AMNERS
INSURER: WMEMWM
Address: P.O. Box 10291, Phoenix A7 Zip Code: 85064
Telephone: (602) 553-3400 Claim ID No.: DM06610233-02A003
Date Of Alleged Injury: 08/29/94 Date Of Claim: 08/2]1/95

MLSP Complamt Number.J.lnknpym
Fmdmgs ai , 0 being revi

INSURED'S NAME
Address: AT Zip Code: _89030
Place Of Occurrence: axe Viead Hospital Medical Cente

Address: Zip Code: _89030

DESCRIPTION OF ACTION OR ]NJURY PRECIPITATIN G CLAIM OR SUIT:

insured physician faifed to diagnose tuba

CLAIMANT'S NAME: _Gwendolyn Chanev-Braimoh )
PATIENT'S NAME: MBEII.ChMQLBme_Bn'th Date: (NI

Address:

PERSON MAKING THIS REPORT: —Connie Heinsohn
Address: 2.0, Box 10291, Phoenix. A7, Zip Code: _85064

Telephone: _(602) 553-3400

[0 Summons and Complaint Attached

If Summons Aud Complaint not attached, Case No.: _N/A
Reyv. 5/89

CH:mkl



Nevada State Board JUH §

of Medical Examiners NEVag 8 ,993
P.O. Box 7238 MED L STATE 8o - -
Reno, Nevada 89510 EDicAL EXAMJrfEZ“SOF

REPORT OF MEDICAL MALPRACTICE CLAIM
PURSUANT TO NEVADA REVISED
STATUTES - §690b.045

INSURER: wmwwv
Address: whmmiuz_ﬂp Code: 85064-0291
Telephone: - Claim ID No.:

~02A0
Date Of Alleged Injury: 12/9/86 Date Of Claim: 3/11/88
Date Suit Frilea: 1/31/89

Settlement: 3§ Avard: $£99,090.93 Date: 5/17/93
Other Dispositions:

INSURED'S NAME: N '
Address: MRS 31ip Code:

Place Of ogcurroncii Women's Hospital
Address: 4925 E. Sahara Ave., Ias Vegag, NV %ip Coda: £9106

CLAIMANT'S NAME: Jerlean McFarjlangd _

FATIENT'S NAME: Jerlean McFarland ___ Birth pate: 4R
Address: Mﬂnﬂd&ﬂ:}_}m%
Zip Code: 89101

PERSON MAKING THIS REPORT: cCindy R. Robertson

Address: P.0. Box 10291, Phoenix. Az 3ip Code: 85064-0291
{602) $53-3400

Telephone:

{ 1] Summons and Complaint Attached

If sgmnons And Complaint not attached, Case ¥No.: 22646
Rev. 5/89 ik
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ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY

INSURER:
PHOENIX MEDICAL OFFICE - 02A
8900 N. 22nd Avenue, #300
Phoenix, AZ 85021-6018
RECEIVED
JUN 2 3 2003
NEVADA STATE BOARD OF
NEVADA STATE BOARD OF MEDICAL EXAMINERS
MEDICAL EXAMINERS
P.O. Box 7238
Reno, NV 89510
Claim No.: DM06628927-02A002 / HT00145 Date: June 19, 2003
Date of Loss: October 20, 1997 Date of Claim: _July 1, 1999
Date Suit Filed: August 16, 2000 Date Closed: _ Aprii 30, 2003
MLSP Complaint No: 1.99-06-1706
Findings: Probable malpractice
Other Dispositions: Case settled — amount confidential
INSURED:  FRANKDSSIEVER:MA
Address: 341 N, Buffalo, Suite B

Las Vegas, NV 89128

Loss Description: THE GLAIMANT, A 62 YEAR OLD FEMALE, ALLEGES SHE DEVELOPED A
RECTOVAGINAL FISTULA FOLLOWING A HYSTERECTOMY PERFORMED BY INSURED.
SHE ALSO ALLEGES LACK OF POST-OP CARE AND OTHER SIGNIFICANT POST-OP
COMPLICATIONS AS WELL,

Loss Location: Las Vegas, Nevada

CLAIMANT:
Patient:

Address:

Person Making Report:

Address:
Phone:

MARLENE LEWIN

Same as Claimant DOB/Age: gl
¢/o Burris & Thomas

844 E. Sahara Avenue
Las Vegas, NV_89104-3017

Connie Heinsohn, Medical Claim Specialist
8900 N. 22nd Avenue, #300
Phoenix, AZ 85021-6018

(602) 678-3424

Summons & Complaint Attached.  If Summons & Complaint not attached, Case No.: _A423093
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1. Background - (LI N,
1. Name of Insurer 2. Insurer Claim No.
ST. PAUL MEDICAL LIABILITY INSURANGE COMPANY DM06628927-02A002 / HT00145

3. Injury Date (Date of Loss)
10/20/1997

4. Report Date

06/30/1999

5. Closure Date

04/30/2003
6. Pollcy Type (choose a, b, or ¢) a) L] Occurrence  b) [XI Claims made  ¢) [] Tail/Reporting Endorsement

7. Policy imits (Per Glaim/Aggregate) § 1 ML

7 $ 3 ML

8. Date This Closed Claim Report Submitted
06/20/2003

9. Type of Report (choose a or b} a) D4 Initial Report b) (] Updated Report

il. Defendant & Co-Defendants

1. Defendant’s Name | Last First ML Credentials (e.g. MD, DO, DMD, DDS)
SILVER FRANK P M.D D.
2. License Number 3. Spedaity 4, Co- s)?
2641 Description _OB/GYN 1S0 Code O Yes X No ] Unknown

or

Unknown

5. Number of Co-Defendant(s):

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

N/A

INl. Injured & Injury

Last First M.I 2. Sex: L] Male [X Female

1. Injured Party's Name
LEWIN MARLENE

3.Ag§ 4, Date DD/YY) | 5. Malpracticecode(perAppendixl) G.InjuryCode(SgGappmd‘D(Z):

7. Description of Alieged Malpractice and Injuries (Attach Addrhonal Sheet(s) if Necassary.)
Claimant alleges she developed a rectovaginal fistula following a hysterectomy performed by insured. She also
alleges lack of post-op care and other significant post-op complications as well. .

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

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

1. Case Fited with Panel? [X]Yes, [ INo, [ JUnknown (IF YES, ANSWER QUESI'IONS 2 AND 3)

2, Panel Case Number
L89-06-1706

3. Panei Dedision: Is there Reasonable Probability of Malpractice?
a) Yes b) [INo <) [(JUnable to Decide d) [ICase Dismissed e) [JOther [case settied/withdrawn before panel met]

4. Court Case Filed After Panel Dedision [XIYes LJNo LJUnknown

V. Court Case

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

FCO0170 303

2. Court Case Number 3. Court Name 4, Court Department Number
A423093 Dist. Court, Clark County, Nevada 21
5. Date Court Case Was Filed | 6. Date Verdict Was Flled, if Applicable | 7. Date Setement Offer Accepted, if Applicable
08/18/2000 N/A 04723/2003

VI. Reserves (Amounts Atiributed to this Defendant Only, K Multiple Defendants)

1. Reserves Initial $150,000 Highest $350,000 Last $350,000

VI CIaIm Disposition (Attributed to this Defendant Only} :

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

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

d) J Setted w/o e) LI Claim Denied | f) [J Oaim Inactive g) L1 Qaim h) L Other

Court or Prior to Trial Withdrawn

2. If Claim Disposition Is e, f, g or j, Please Explain

Form NDOI-1102 Page 1 of 3



'| Name of "nsurer Insurer Claim No. .
ST. PAUL MEDICAL LIABILITY INSURANCE COMPANY DM06628927-02A002 / HT00145
Defendlant’s Name (Last, First, M.1.) Date This Closed Claim Report Subwmitted
SILVER, FRANK M.D. 06/20/2003

Viil. Verdict Information (Attributed to All Defendants In Case)
] 1. Verdict Awarded $ orE N/A

IX. Claim information (Amounts Attributed to this Defendant Only,

i Muitiple Defendants)

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

2, Verdict or Settiement Paid $550,000 or [ ] N/A

3. Reasons for Amount Awarded
a) Post Verdict Setlement b)
Costs Awarded

g) . Other (Bxplain)

(1) Not Being Equal to Amount Paid (2), if Applicable
Award Reduced to Present Value )

) Non-economic damages limited by Judge to $350,000 f)

{Check More than One, If Applicable)
Interest Awarded d) Court

Award Capped by Judge at Policy Limit

4. How Will/Did Plaintiff Receive a) [X} Lump Sum
Payments?

b} [T Periodic Payments o LiNA

5.IfPeriodicPayments,WhatisthePreeentVa!ue(asofDabeowaard)oftl-n.-Paymenls?s N/A

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

b} Defendant $ ¢) Other (describe) $

7. Aliocated Loss Adjustment Expenses | Total $53,113.23

Attormey’s Fees $40,655.00 | Other $12,458.23

X. Claim information (Amounts Attributed to Other Defendants)

a) [ Yes b) [J No ¢} [J Unknown

1. Co-Defendant’s Name | Last First M.L Credentials (e.g. M.D., D.Q)
2. License Number 3. Spedialty 4, Verdict Awarded

Description I50Code | a){]Yes B)IJ No)[J Unknown
5. Settlement Made 6. Verdict or Setlement Awarded $ or L1 N/A

1. Co-Defendant’s Name | Last First M.I1. Credentials (e.9. M.D., D.0)
2. License Number 3. Specialty 4, Verdict Awarded
: Description ISOCode __. | a)[J Yes b) [0 Noc) O Unknown

5. Setlement Made
a) [ Yes b) O No ¢} [] unknown

6. Verdict or Settlement Awarded § or LIN/A

1. Co-Defendant’s Name | Last First ML Credentials (e.g. M.D., D.0)
2, License Number 3. Spedialty 4, Verdict Awarded
Description ISOCode____ | a) [0 Yes b) (] Noc) O Unknown

5. Settiement Made
a) [ Yes b) [J No ) [T Unknown

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

a) [] Yes b) [ No ¢) [J Unknown

1. Co-Defendant’s Name | Last First M.I. Credentials (e.g. M.D., D.0)
2. License Number 3. Spedaity 4. Verdict Awarded

Description 1SO Code a) (1 Yes b) J Noc}[J unknown
5. Settlement Made 6. Verdict or Settlement Awarded $ or [ JN/A

(Attach Additional Sheet(s) if Necessary.)
Xl. Closed Ciaim Report Information

1, Contact Person's Name (Last, First)

N of Person Responsible for Report First
T::In;Theodora ¢ )

Heinsohn, Connie
2, Contact Person's Phone Number {(999) 999-5999)

602) 678-3424

3. Contact Person's Address
8300 N. 22nd Avenue, #300
Phoenix, AZ 85021-6018

Form NDOI-1102

FC00170 3/03

77 i i L

ST. PAUL DOES NOT UTILIZE ISO CODES

Page 2 of 3



Page [ of 2

Huports Home Page
b' ¥, PowhiD
Renewsl Questions for License Number 2641 ’g’ o
License Sort -
Type Name Quastion Answer Date
SILVER Do you have a medical condition which in any way impairs or limits your ability to practice medicine with
Medical Frank *  reasonable skilt and safety? N 5/5/2009
Doctor Paul if you do not have a madical condition, select No.
Medical SILVER, Explanation 1: For the above quastion i your answer is "Yes" for the time period July &, 2007
Doctor Frank « Juna 30, 2009, or since your last renswal, plesse type your axplanation in this taxt box.
Paul
If you have a medical condition which in any way impairs or limits your ability to practice medicine, is
Madical SILVER,  that impairment or limitation reduced or ameliorated because of the Reld of practice, the setting, or the
Doct Frank manner in which you have chosen to practice? N 5/5/2009
octar  paul If you do not have » madical condition, sslect No.

SILVER, Explanation 2: For the above quastion if your answer is "Yes™ for the time period July 1, 2007

3:::::' Frank - Juna 30, 2009, or since your last renewal, please type your explanation In this text box.
Paul

If you use chemical substances, does your use in any way impair or limit your ability to practice medicine

Medical SILYER  with reasonable skill and safety? N 5/5/2009
Doctor Pauvd H you do not use chemical substances, select No.
Medica) SILVER, Explanation 3: For the above question if your answar Is "Yes" for the time pariod July 1, 2007
Doctor Frank = June 30, 2009, or since your last renewal, please type your explanation in this text box.
Paul
Have you been named as a defendant, or been requested to respond as a defendant or potential
SILVER, defendant, to a legal action involving professional liability { malpractice)?
mecical  Frank _ N 5/5/2009
Paul Please Include: who, what, where (provide state)}, and when in the textbox directly below this question.
Medical SILVER, Expianation 41 For the above quastion if your answar is "Yes” for the time pariod July 1, 2007
Doct Frank = June 30, 2009, or since your last renewal, please type your explanation in this taxt box.

Payl
SILVER Explanation 3: For the abova question if your answer Is "Yes" for the time period July 1, 2007
Medicai Frank Y < June 30, 2009, or since your last renawal, pleasa type your expianation in this taxt box.
Doctor Paut Plaasa fax a copy of the complaint, civil or otherwiss to 775-688-2551.
Have you been arrested, investigatad for, charged with, convicted of, or pled guiky or nclo contendere to
Medical SILVER, any criminal offense related to the manufacture, distribution, prescribing, or dispensing of controlied
Doctor Frank substances? Plaase note that you MUST disclose ANY investigation or arrest, including thosa N 5/5/2009
Paul whaera the final disposition was dismissal, sealing of a record, or expungement.

SILVER, Explanation §: For the above question i your answer Is "Yes" for the time period July 1, 2007

g:g;:' Frank - Junae 30, 2009, or since your last ranewsl, please type your axplanation in this text box.
Paul

Have you been deniad a license, permission to practice madicing or any other healing art, or permission

Medical ?::‘:ER' to take an examination to practice medicing or any other healing art In any stats, country or U.S. N 5/2009
Doctor Paul territory? S/5/
Medical SILVER, Expilanation 8: For the above quaestion if your answer Is "Yes" for the time period July 1, 2007
Doctor Fr::;l: = June 30, 2009, or since your last renawal, plaasa type your explanation In this text box.
Pa
Medical SILVER, Have you had s madical license or license to practice any other healing art revoked, suspended, imited,
Dector Fn'l* or restricted in any state, country or U.S. territory? N 5/5/2009
Paul
Medical SILVER, Explanation 9: For the above question if your snswer is "Yes" for the time period July 1, 2007
Doctor ;mlrk « Juna 30, 2009, or since your last renewsl, please type your explanation In this taxt box,
aul
Medical SILVER, Have you voluntarily surrendered a ficanse to practice medicine or any other healing art in any stats,
Dactor Frank country or U.S. territory in lleu of any disciplinary action? N 5/5/2009
Pawt
Medicai SILVER, Explanation 10: For tha abovs quastion if your answaer Is "Yes” for tha time pariod July 1, 2007
Doct :r:;nk = June 30, 2009, or since your last renswal, plaase type your axplanation in this text box.
a
Medical SILVER, Have you been denied membarship, basn asked to resign or expelied from a medical society or other
Doct Frank professional medical organization (Including the ABMS)? N 5/5/2009
Paul
Medicat SILVER, Explanation 11; For thes above question if yow answer ls "Yas" for the time puriod July 1, 2007

" Frauu:k - June 30, 2009, or since your last renewal, please type your explanation In this text box.
Docto Pa

Regarding any medical licensing board, hospitat medical society, or other governmaental entity or agency
{othar than the Nevada State Board of Medical Examiners), have you been:

http:/msbme.mylicense.com/Reports/ren_questions.aspx?person=2641&year=2009&prof=2  4/25/2011
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(a) Asked to respond to an investigation;

{b} Notified that you were under investigation for;

{c) Investigated for;

{d) Charged with; or N 5/5/2009
(e} Conwicted of

any violation of a statute, rule or regulation governing your practice as a physician?

Explanation 12: For the above quastion if your answer is "Yes” for the tima period July 1, 2007
~ June 30, 1009, or since your last renewal, please type your axplanation in this text box,

Have you surrendered your state or federal controlled substance registration or had i revoked or

" restricted in any way? N S/5/2009

Explanation 13: For the above quastion if your answaer is "Yes” for the time pariod July 1, 2007
~ June 30, 2009, or since your last renewal, please typa your explanation in this text box.

Have you had hospital staff privileges denied, suspended, limited, revoked or not renewed by the
hospital, inciuding any and all resignations from any medical staff In liev of disciplinary or administrative
action?

If the answer is " Yes," type the name of the hospital, the hosphal's mailing address, the type of action
taken, and the date or dates of tha actions taken in the textbox directly below this question, N 5/5/2009

(Plensa Note:) Do not include suspensions or restrictions for failure to compiate hospital
madical records, attend hospital department or staff meetings, or maintain required
malpractice insurancas.)

Explanation 14: For the above question if your answer s "Yas” for the time period July 1, 2007
- June 30, 2009, or since your last renewal, plaase type your explanation in this text box.

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

answer “no”,

If "Yes® during the time pariad July 3, 2007- June 30, 2009 type an explanation in the textbox directly ™ $/5/2009
below this question.

Explanation 13: For the above question if your answer is "YES" for the time period July 1,
2007 - June 30, 2008, or since your last renewal, please typs your axplanation in this bext box.

I hareby request my license to be placed on Inactive status, which means [ will not physically practice In
the stata of Nevada.

If you choosa to place your licensa on Inactive status, make certaln to select "Yes" to this question AND N 5512009
choose the Inactive status in the dropdown box located at the end of the questions,

Explanation 1§: For the above quastion, vamlmwh"ru'andmwmhch-mw
Inactive status for tha next blennial July &, 2009 ~ June 30, 2011, please provida a brief
axplanation In this taxt box.

Explanation l7:loﬂh¢nhonqmtlonifmramll"vls".pluutvpcmtmmn
of practice or specialty in this text box.

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

If you answer “Yes” type your current scopa of practice or specialty in the textbox directly befow this N 5/5/2009
question.

! hava compieted the required amount of AMA Category 1 CME within the current blennial.
(Review CME information online at wyw.medboard,nv.gov)

1 understand that 1 may be included in a random audit following the July 1st, 2009 renewal. I agree to Y /2009
retain CME’s taken between July 1, 2007 and June 36, 2009. 5/5/200

If renewing to an Inactive status, CME Is not required and “No” can be salected,
1 SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY ANSWERED ALL OF THE

QUESTIONS IN THIS APPLICATION AND THAT THE ANSWERS I HAVE PROVIDED ARE TRUE AND
CORRECT. Y 5/5/2009

http://nsbme.mylicense.com/Reports/ren_questions.aspx?person==264I&year=2009&prof=2 4/25/2011
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Ruporia Home Page
: & PowmLD
Renewal Questions for License Number 2641 M‘ o
ense  Sort Guestian Answer Date
Type Mame
Do you have a medical condition which in any way impairs or limits your ability to practice medicine with
SILVER, reasonable skill and safety?
Medical Frank N 5/4/2007
DOCtor  paul  1f you answer “Yes* during the time period July 1, 2005 - June 30, 2007 email to
clicensensbme@medboard.nv.gov
Do you have a medical condition which in any way Impairs or limits your ability to practice medicine with
SILVER, reasonable skilt and safety?
Medical Frank N 5/4j2007
Doctor Paul if you answer "Yes” during the time pericd July 1, 2005 - June 30, 2007 email to
elicensensbme@medboard.nv.goy
If you use chemical substances, does your usa In any way imnpair or imit your ability to practicea medicine
SILVER, with reasonable skill and safety?
Medical ook N 5/4/2007
POCtOr  paul  If you answer “Yes* during the time period July 1, 2005 - June 30, 2007 email to
elicensensbme@medboard, nv.9ov
If you use chemical substances, does your use In any way impair or Imit your ability to practice madicine
SILVER, with reasonable skill and safety?
Medical o N 5/4/2007
POCtOr  paul  1f you answer “Yes” during the time period July 1, 2005 - June 30, 2007 email to
elicensensbine@medboard.nv.gov
Medical SILVER, Have you been named as 3 defendant, or been requested to respond as a defendant, to a legal action
o Frank  involving professional liability (matpractice), or had a professional liability claim paid on your behalf, or paid ¥ 5/4/2007
Paul such a claim yourseif?
Medical SILVER, Have you been named as a defendant, or been requested to respond as a defendant, to & legal action
Doctor Frank  involving professional liability (malpractice), or had a professional llability ciaim paid on your behalf, or paid Y 5/4/2007
Paul such a claim yoursaif?
Have you been Investigated for, arrested for, charged with, convicted of, or plead gulity or nalo contendere
te any offense or violation of any federal (Including the U.5. Milkary), state or local law, including any
foreign country, which Is in a foreign jurisdiction equivalent to, a misdemeanor, gross misdemeanor, court
martial, or falony, excluding any minor traffic offense (driving or being in control of a motor vehide while
Medical SILVER, under the influence of any chemical substance and/or including alcohol, is not considered a minor traffic
Goctor Frank  offense), or for any offense which is related to the manufacture, distribution, prescribing, or dispansing of N 5/4/2007
Paut controlied substances? Please note that you MUST disclose ANY investigation or arrest, aven if the uitimate
disposition was dismissal or expungemant.
If you answer "Yes” during the time period July 1, 2005 - June 30, 2007 emall to
elicensenshme@medboard.nv.goy
Have you been investigated for, arrestad for, charged with, convictad of, or piead guilty or nolo contendere
to any offenss or violation of any federal {including the U.S. Military), state or locsl law, Including any
forsign country, which Is in a foreign jurisdiction equivalent to, a misdemeanor, gross misdemeanor, cowrt
martal, or felony, exctuding any minor trafMic offense (driving or being In control of a motor vehicle while
Medical SILVER, undar the influence of any chemical substance and/or including aicohal, is not considersd a minor traffic
Doctor Frank  offenss), or for any offense which is refated to ths manufscturs, distribution, prescribing, or dispensingof N 5/472007
Paul contralled substances? Plaase note that you MUST disclose ANY investigation or arrest, even if the ultimate
disposition was dismissal or axpungement.
If you answer “Yes” during the time period July 1, 2005 - June 30, 2007 emall to
elicensensbme@medboard.nv.ooy
Medical SILVER, Have you falled to initiate the performance of public service within one year after the date the public
Doct Frank  service is required to begin to satigly a requirement of your receiving a loan or scholarship from the federal N 5/4/2007
Paul government or a state or local government for your medical education?
Medical SILVER, Have you failed to initate the parformance of public service within one year after the dats the pubiic
Doctor Frank  service ls required to bagin to satisfy a requirement of your receiving a ioan or scholarship from the federal N 5/4/2007
Paul government or a state or local government for your medical education?
Have you been denled a license, permission to practice mediine or any other healing art, or permission to
Medical SILVER, take an examination to practice medicine or any other haaling art in any state, country or U.S. territory?
Medical zank N Ss//2007
Faul If "Yes" during the time period July 1, 2005-June 30-2007 s-mail explanation to emall to
i board.nv.gov.
Have you been denied a license, parmission to practice medicine or any other healing art, or parmission to
Medical IE:L.'\:ER, take an examination to practice medicing or any other healing art in any state, country or U.S. territory? " 5/4/2007
Doctor Paul if *Yes" during the time period July 1, 2005-June 30-2007 e-mall expianation to email to
elicensensbme@medboard.nv.goy.
Have you had a madical license or license to practice any other healing art revoked, suspended, limited, or
Medical SILVER, restricted in any state, country or U.S. territory?
Doctor  Frank N 5/4/2007
Paul If "Yes® during the time period July 1, 2005-Jung 30-2007 e-mail explanation to email to
elicensansbme@medboard.nv.gov.
Have you had a medical license or license to practice any other healing art revoked, suspended, limited, or
http:I/nsbme.myllcense.con'l/chorts/ren_questlons.aspx?person=264l&year=2007&proﬁ2 4/25/2011
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restricted in any state, country or 1., territory?

If “Yes® during the time period July 1, 2005-June 30-2007 e-mail explanation to email to N 5/4/2007
elicensensbimeg@medboard. nv.gov.
Have you voluntarily surrendered a license to practice medicine or any other healing art in any stata,
country or U.S. territory by the direct request of a medical board?
N 5/4/2007
If *Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to email to :
elicensensbmeg@medboard.ov.gov.
Have you voluntarily surrendered a jicense to practice medicine or any other healing art in any state,
country or U.S. territory by the direct request of a medical board?
N 5/4/2007
If "Yes® during the time period July L, 2005-June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov.
Have you been:
a) notified that you were under investigation for;
b) investigated for;
¢) charged with; or
d) convicted of
any violation of a statute, rule or regulation gaverning your practice as a physician by any medical licensing N 5/4/2007
board, hospitsl, medical society, governmental entity or agency other than the Nevada State Board of
Medicat Examiners?
If *Yes" during the time pariod July 1, 2005-June 30-2007 &-mail explanation to email to
elicensenshme@medboard.nv.goy.
Have you been:
) notified that you were under Investigation for;
b) investigatad for;
c) chargad with; or
d) convicted of
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing N 5/4/2007
board, hospital, madical society, governmental entity or agency other than the Nevada State Board of
Medical Examiners?
If “Yes* during the time periad July 1, 2005-June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov,
Have you been denied membership or expelled from a medical society or other professiona medical
organization?
N 5/4/2007
If “Yas® during the tims period July 1, 2005-June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov.
Have you been denied membarship or expelled from a medica) society or other professionai medicat
organization?
N 5/4/2007
If "Yes* during the ime period July 1, 2005-June 30-2007 e-mail expianation to email to
elicensensbme®medboard.nv,goy.
Have you surrendered your state or faderal controlled substance registration or had it revoked or restricted
in any way?
N 5/4/2007
If "Yes" during the time period July 1, 2005-June 30-2007 e-mail explanation to emaii to
elicansenshme@medboard.ny.uay.
Have you surrendered your state or federal controlled substance registration or had it revoked or restricted
In any way?
N 5/4/2007

If *Yes® during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
elicensenshme@medboard.nv.goy.
Have you had hospital staff privileges deniad, suspended, limited, revoked or not renewed by the hospitai?

If you have answered “Yes* you will ba required ta submit a list of any and all resignations from sny

madical staff in lieu of disciplinary or administrative action via amail to elicansensbme@medboard. nv.gov

(Please Note: Do not inciude suspensions or restrictions for faiiure to compileta hospital medical records, N 5/4/2007
attend haospital depasrtment or stalf meetings, or maintain required maipractice insurance.)

1f “Yes" during the tima period July 1, 2005-June 30-2007 e-mail explanation to email to
elicensensbme@mardboard.ny.gov.
Have you had hospital staff privileges denled, suspended, limited, revoked or not renewed by the hospital?

If you have answered “Yas” you will b required to submit a list of any and ail resignations from any

medical stalt In lieu of disciplinary or administrative action via email to oliceosensbmeOmedboard. av.gov

(Pleasa Note: Do not include suspensions or restrictions for failure to complete hospital medical records, N 5/4/2007
attend hospital department or stalf meetings, or maintain required maipractice insurance.)

If “Yas® during the time period July 1, 2005-June 30-2007 e-mall explanation to emall to
elicensensbme@madboard.ny.gay.
Is your license currently contingent upon compllance with the Diversion program also known as the Nevada
Heaith Professionais Assistance Foundation?

N 5/4/2007
If "Yes" during the time period July 1, 2005-June 30-2007 e-mall explanation to email to
elicensensbme@medhoard.nv.goy.

Is your license currently contingent upon compilance with the Diversicn program also known as the Nevads

http://nsbme.mylicense.com/Reports/ren_questions.aspx?person=2641&year=2007&prof=2  4/25/2011
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Health Professionals Assistance Foundation?

If *Yes” during the time period July 1, 2005-June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov,

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

If "yes® please fax a copy of proof to (775) 688-2551 ATTN:Ontine Licenss Renewal.

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

If "yes” please fax a copy of proof to (775) 688-2551 ATTN:Online License Renewal.

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

If “Yes® during the time period July 1, 2005-June 30-2007 e-mall explanation to email to
clicensensbine@medboard.nv.gov.

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

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

1 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.

1 HEREBY SWEAR OR AFFIRM UNDER THE PENALTIES OF PERJURY THAT 1 AM IN FULL COMPLIANCE WITH
ANY AND ALL OBLIGATIONS, TERMS OR CONDITIONS OF MY NEVADA MEDICAL LICENSE SPECIFIED BY
THE BOARD.

I have actively practiced medicine in Nevada within the past 24 months.

I have completed the required amount of AMA Category 1 CME within the current bisnnial,
{Review CME information online at www.medboard.nv.goy)

1 understand that I may ba included in a random audit following July 18t 2007 renewal. 1 agree to retaln
CME's taken between July 1, 2005 and June 30, 2007.

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

If you answer "Yes” during the time period July 1, 2005 - June 30, 2007 email to
elicensensbme@medboard.nv.goy

If you have » medical condition which in any way impairs or kmits your ability to practice medicine, 1s that
impairment or limitation reduced or amellorated because of the feid of practice, the sstting, or the manner
in which you have chosen to practice?

If you answer “Yes” during the time period July 1, 2005 - June 30, 2007 email to
elicensensbme@medboard.ny.gov

If yau have a medical condition which in any way Impairs or Umits your ability to practice medicing, Is that
impairment or limitation reduced or ameliorated because of the fleld of practice, the setting, or the manner
In which you have chosen to practice?

If you answer “Yes” during the time period July 1, 2005 - June 30, 2007 emait to
elicensensbme@medboard,ny.gov

Are you currently supervising & Physicisn Assistant or an Advanced Practitioner of Nursing? If you answer
"Yes”® pleass email a list of names of those you are supervising to elicansanshine®@medhoacd.nv.goy

Was your license Issued contingent upon maintaining certification by the American Board of Medical
Speciakties in the speciaity of Family Practice, Emergency Medicine or Praventative medicing?

M "Yes® during the time pariod July 1, 2005-Juna 30-2007 e-mail explanation to email to
elicensensbme@medboard.ny.gov.

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

-
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PHYSICIAN Date Received by 2oard -
License No.“__"" 6 ‘//

" APPLICATION FOR REGISTRATION RENEWAL MAR 1 4 700%
FOR THE BIENNIAL REGISTRATION PERIOD 2005 - 2007

NEVADA STATE BOARD OF MEDICAL EXAMINERS File No.__
Post Office Box 7238  Reno, Nevada 89510 Phone {775} £88-2559 {For Board Use Only)

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

L~ ACTIVE STATUS $600.00

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

| REQUEST NON-RENEWAL OF MY LICENSE* THE PRACTICE OF MEDICINE INCLUDING

*IF YOU AR E N AL S THE WRITING OF PRESCRIPTIONS IN NEVADA)
FlleNoZ - Licenge No. 264%. 5

Make checks payable to:

Frank Paul SILVER M.D. NEVADA STATE BOARD OF MEDICAL EXAMINERS
341 N Buffalo #B8 (Forelgn checks must indicate *U.S. FUNDS™)
Las Vegas NV 89145-

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

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

By signing on the signature line below, | am requesting that my license to practice medicine in Nevada NOT be
renewed by the Nevada State B7rd of Medical Examiners. | will return this signed form to the Board office.

Date ?lgnature (SIGNATURE STAMP UNACCEPTABLE)

PLEASE NOTE:

= YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2005. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2005 AT 5:00 P.M. ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA
HAS NO GRACE PERIOD. (LISE 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 continuing
medical education (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or
specialty completed during the period July 1, 2003 through June 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 at least 4 hours of instruction
that includes instruction in the following subjects: (1) An overview of acts of terrorism and weapons of mass destruction; (2)
Personal protective equipment required for acts of terrorism; (3) Common symptoms and methods of treatment associated with
exposure to, or injuries caused by, chemical, biological, radioactive and nuclear agents; (4) Syndromic surveillance and
reporting procedures for acts of temmorism that involve biological agents; and (5) An overview of the information available on,
and the use of, the Health Alert Network.” Submit your proof of completion of CME with your completed Application for
Registration Renewal form. {See !last page of this form for CME statement.)

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

Name Frarss 7/7?14/ - Siher, mD
sweet 35/ A Bul¥ulo side B

cuy_&zuf?a_@;____ County_ CHIRA swe v _zp FI, 5"
Phone Number__( 202) AR E~F24¥  FaxNumber(Po2) ARE-S¢ ST




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

Name £

Street ,/L!/ /

Ci County ‘ tate ip
ty '[ [{/ S Zi

Phone Number

4. indicate below your primary and secondary scopes of practice using the foilowing codes:

SCOPES OF PRACTICE CODES

ADDICTION MEDICINE
ADOLESCENT MEDICINE
AEROSPACE MEDICINE
ALLERGY
ALLERGYAMMUNCLOGY
AMBULATORY MEDICINE
ANESTHESIOLOGY
BLOODBANKING
BRONCO-ESOPHAGOLOGY
CARDIOVASCULAR DISEASES
CATSCAN/ULTRASOUND
CHILD NEURCLOGY

CHILD PSYCHIATRY
CLINICAL PHARMACOLOGY
CRITICAL CARE
DERMATOLOGY
DERMATOPATHOLOGY
EMERGENCY MEDICINE
ENDOCRINOLOGY

FAMILY PRACTICE
FORENSIC MEDICINE
GASTROENTERQLOGY
GENERAL PRACTICE
GERIATRIC PSYCHIATRY
GERIATRICS
GYNECOLOGY

HAIR TRANSPLANTATION
HEMATOLOGY
HOMEOQPATHY

HYPNOSIS

IMMUNCLOGY
INFECTIOUS DISEASES
INFERTILITY

INTERNAL MEDICINE
LARYNGOLOGY

LEGAL MEDICINE
MATERNAL/FETAL MEDICINE
MEDICAL ACUPUNCTURE
MEDICAL ETHICS

MEDICAL GENETICS
NEQ/PERINATAL MEDICINE
NEOPLASTIC DISEASES
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Primary Scope of Practice
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NEPHROLOGY

NEURCLOGY
NEURO-OPHTHALMOLOGY
NEUROPATHGLOGY
NEURORADIOLOGY
NEUROTOLOGY
NON-CONVENTIONAL MEDICINE
NUCLEAR MEDICINE

NUTRITION

OBSTETRICS
OBSTETRICS/GYNECOLOGY
OCCUPATICNAL MEDICINE
ONCOLOGY

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

OTOLOGY

PAIN MANAGEMENT

PATHOLOGY

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

PEDIATRIC, ANESTHESIOLOGY
PEDIATRIC, CARDIOLOGY
PEDIATRIC, CRITICAL CARE
PEDIATRIC, EMERGENCY MEDICINE
PEDIATRIC, ENDOCRINOLOGY
PEDIATRIC, GASTROENTEROLOGY
PEDIATRIC, HEMATOLOGY/ONCOLOGY
PEDIATRIC, INFECTIOUS DISEASES
PEDIATRIC, INTENSIVIST
PEDIATRIC, NEPHROLOGY
PEDIATRIC, NEUROLOGY
PEDIATRIC, OPHTHALMOLOGY

&

PEDIATRIC, SURGERY
PEDIATRIC, UROLOGY
PEDIATRICS

PHYSICAL MEDICINE/REHABILITATION
PREVENTIVE MEDICINE
PSYCHIATRY
PSYCHOANALYSIS
PSYCHOMATIC MEDICINE
PUBLIC HEALTH

PULMONARY DISEASES
OCCUPATIONAL MEDICINE
RADIOLOGY

RADIQLOGY, DIAGNOSTIC
RADIOLQGY, INTERVENTIONAL
RADIOLOGY, NUCLEAR

100 RADIOLOGY, THERAPEUTIC
101 RADIOLOGY, VASCULAR

102 RHEUMATOLOGY

103 RHINOLCGY

104 SLEEP DISORDERS

105 SPORTS MEDIGINE

108 SURGERY, ABDOMINAL

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

112 SURGERY, HAND

113 SURGERY, HEAD/NECK

114 SURGERY, MAXILLOFACIAL
115 SURGERY, NEUROLOGICAL
118 SURGERY, ORTHOPEDIC

117 SURGERY, PLASTIC

118 SURGERY, THORACIC

119 SURGERT, TRANSPLANT

120 SURGERY, TRAUMATIC

121 SURGERY, UROLOGIC

122 SURGERY, VASCULAR

& (o
-
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PEDIATRIC, PHYSIATRY 123 TOXICOLOGY
PEDIATRIC, PULMONARY 124 TRANSPLANTATION
PEDIATRIC, RADIOLOGY 125 URGENT CARE
PEDIATRIC, RHEUMATOLOGY 126 UROLOGY
Code
Secondary Scope of Practice 23

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION & RECERTIFICATION

Subboard

. . Date of Date of Last Recartification
Board_Aekicay Loprd OB G YN ? L EXpiRAE IO
{Mo.JsYr.) (Mo.JYr.)

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 include all of the following:
1. The cognitive capacity to make appropriate clinical diagnoses and exsrcise reasoned medical judgments and fo leam and keep

abreast of medical developments;

2. Tha ability to communicate those judgments and medical information to patients and other heatth care providers, with or without
the use of aids or devices, such as voice amplifiers; and .



3. The physical capability to perform medical tasks such as physician axatnination and surgicatl procedures, with or withoul the use
of aids or dovices, such as corective lenses or hearing aids.
“Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic,
vision, speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, muitiple sclerosis, cancer, heart disease, diabetes, emotional or
mental ilness, HIV diseass, tuberculosis, drug addiction, and alcoholism.
“Chemical substances” is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid
prescription for legitimate medical purposes and in accordance with the prescriber's direction.

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

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

2. if you have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or
limitation reduced or ameliorated because of the field of practice, the setting, or the manner in which you have ch to
practice? 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 reasonable
skill and safety? Yes No N/A

4. Have you failed to initiate the performance of public service within ane year after the date the public service is required to
begin to satisfy a requirement of your receiving a loan dr schoiarship from the federal govemment or a state or local
government for your medical education? Yes No_i”” N/A

5. Have you been a defendant in a legal action involving professionail liability (malpractice) or had a professianal liabil im
paid in your behalf or paid such a claim yourself? Yes No

8. Have you gver been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or
violation of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical
substance is nat considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing, or
dispensing of controlled substances? Yes _ No

7. Have you ever been denied a license, permission to practice medicine or any other heaiing art, or permission to take an
examination to practice medicine or any other healing art in any state, country or U.S. territory? Yes L~ No

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

any state, country or U.S. tesritory? Yes _p— No
9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, country or U.S.
territory? Yos__L~—" No

10. Have you ever been denied membership or expelled from a medical society or other professional medical organization?
Yes No

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

any violation of a statute, rule or regulation governing your practice as a physician by any medicai iicensing board, hospital,

medical society, govemmental entity or other agency other than the Nevada State Board of Medical Examiners? /
Yes No

12. Have you ever suirendered your state or federal controlled substance registration or had it revoked or restricted in any
way?
Yes v~ No

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




CHILD SUPPORT STATEMENT

Please place a check mark next to one of the following statements:
¥ (a) 1am not subject to a court order for the support of a child;

(b} 1am subject to a court order for the support of one or more children and am in compliance with the order or amin
comphance 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 subject to a court order for the support of one or more children and am NOT In compliance with the order or
a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.

CONTINUING MEDICAL EDUCATION {CME) STATEMENT

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

_)7_(a) | completed a minimum of 44 hours of AMA Category 1 continuing medical education (CME), 2 hours of which
were in medical ethics and 20 hours of which were in my scope of practice or 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 June 30,
2005;

() | was initially ficensed in Nevada during the time period January 1, 2004 through June 30, 2004, the second six
months of the past biennial perlod 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) 1 was initially licensed in Nevada during the time period July 1, 2004 through December 31, 2004, the third six
months of the past biennial period, and completed a minimum of 24 hours of AMA Category 1 continuing medical education
{CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of praclice or specialty, and an
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism;

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

(8} 1 am exempt from submilting proof of completion of continuing medical education (CME) because | have completed
a full year of residency or fellowship training during the biennial period July 1, 2003 through June 30, 2005,

w» 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, 2003 THROUGH JUNE 30, 2005, 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.

I HAVE HAVE NOT {CHECK ONE) AGTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST
12 MONTHS.

BY SIGNING ON THE SIGNATURE LINE B
1) |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) | 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).

x%//7/~0> oy

Date/ Signature (SIGNATURE STAMP UNACCEPTABLE)
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' TTRHYSICIAN Date Recenved by Soard g
. APPLICATION FOR REGISTRATION RENEWAL Lcensetio,_ & 71 v
FOR THE BIENNIAL REGISTRATION PERIOD 2003- 2005 FEB z 4 2003 t
NEVADA STATE BOARD OF MEDICAL EXAMINERS FileNo.____
Post Office Box 7238 1leno, Nevada 80510 Phone (775) H88-2559 {For Board Use Coly)

Physicat Address: 1108 Torminat Way, Suile 301 Renno, Nevaia B502
{ herely apply for renewal of biennial regisiration and enclose the appropriate fee(s) as indicated helow:

... "CTIVE STATUS $400.00.
e INACTIVE STATUS $200.00..... (INACTIVE STATUS DOES NOT PERMIT
T IREQUEST NON-RENEWAL OF MY LICENSE* THE PRACTICE OF MEDICINE INCLUDING

{1F (OU ARE REQUESTING NON-RENEWAL, SEE BELOV
[Fiteno: ~— | [Eicendonb- iRt B
Frank P SILVER M.D. Makea chacks payable to:

THE WRITING OF PRESCRIPTIONS IN NEVADA)

341 N Buifalo #B8 NEVADA STATE BOARD OF MEDICAL EXAMINERS
Las Vegas, NV 89145 {Foreign checks must indicate “U.S. FUNDS")

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

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

By signing on the signature line below, | am requesting that my license to practice medicine in Nevada NOT he
renewed by the Nevada State Board of Medical Examiners. | will return this signed form lo the board offlce.

Date Signature (SIGNATURE STAMP UNACCEPTABLE)

PLEASE NOTE:

- YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2003. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL CORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2003 AT 5:00 PM. ARE ALTOMATICALLY
ZUSPENDED FOR NON-PAYMENT. EXTEMSIONS OF TME ARE NOT ALLOWED FOR ANY REASOM, AS NEVADA
H{AS NO GRACE PERIOCD. {USE THE ENCLOSED ENVELOPH TO MAIL YOI COMPLETED APPLICATION FOR
REGISTRATION RENEWAL FORM.)

« YOUR LICENSE WILL NOT BE RENEWED UNLESS YO ANSWER ALL QUESTIONS ONTHIS APPLICATION FOR
BEGISTRATION BENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTICNS
ANSWERED “YES.”

+ ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FCR REGISTRATION RENEWAL FORM IS PUBLIC
INFORMATION,

PLEASE TYPE OR PRINT LEGIBLY

1. 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
specialty completed during the period July 1, 2001 through June 30, 2003. Submit your proof of completion of CME with
your complated Application for Registration Renewal form. (See last page of this form for CME statement.)

2. if your name and/for 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 {elephone and fax numbers. [Please note: a notarized or cerlified
sopy of the document authorizing your name change {marriage licensa, divorce decree, stc.) must be included.]

Name e e e n s omet et e et v ot S et 85 e e 5 1 5

Street et o e st
City B o County e oAt T
Phone Numbar ( 70.2) R2L=10C Y. FaxNumber¢ R0>) 224E S

1 iF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the location of patient racords balow:

Sireet \\)\ N - i
City, _.County State iy

Phone Number —

¥



4. Indicate below your primary and secondary scopes of practice using e 1ollnwing oivles!

5COPES OF PRACTICE COES

1 ADDICTION MEDICIMNE 41 NEQPLASTIC DISEASES 41 PEDIATRIC, RHEUMATOLOGY
2 ADOLESCENT MEDICINE 42 NEPHROLOGY 82 PEDIATRIC, SURGERY
3 AEROSPACE MEDICINE 42 NEUROLOGY 3% PEDIATRIC, UROLOGY
4 ALLERGY 44 MNEURO-OPHTHALMOLOGY 84 PEDIATRICS
5 ALLERGYAMMUNCLOGY 45 NEUROPATHOLOGY 35 PHYSICAL MEDICINE/REHABILITATION
6 AMBULATORY MEDICINE 48 NEURORADIOLOGY 86 PREVENTIVE MEDICINE
7 ANESTHESIOLOGY 47  NON-CONVENTIONAL MEDICINE 47 PSYCHIATRY
3 BLOODBANKING 48 NUCLEAR MEDICINE 88 PSYCHOANALYS!S
9 BRONCO-ESOPHAGOLOGY 49 NUTRITION 89 PUBLIC HEALTH
10 CARDIOVASCULAR DISEASES 50 OBSTETRICS 0 PSYCHOMATIC MEDICINE
11 CATSCANULTRASOUND 51 OBSTETRICS/GYNECOLOGY 91 PULMONARY DISEASES
12 CHILD NEURGLOGY 52  QCCUPATIONAL MEDICIHE 92 RADIOLOGY
13 GHILD PSYCHIATRY 53 ONCOLOGY 33 BADIOLOGY, DIAGNOSTIC
14 CLINICAL PHARMACOLOGY 54 ONGOLOGY, GYNECOLOGICAL 24  RADIOLOGY, INTERVENTIONAL
15 CRITICAL CARE 65 ONCOLOGY, HEMATOLOGY 98  RADIOLOGY, NUCLEAR
18 DEAMATOLOGY 58 ONCOLOGY, RADIATION 6 AADIOLOGY, THERAPEUTIC
17 DERMATOPATHOLOGY 57 ONCOLOGY, SURGICAL 37 RADIOLOGY, VASCULAR
4 EMERGEMNGY MEDICINE 58 OPHTHALMOLOGY 98 AIHEUMATOLOGY
1 ENDOCRINOLOGY 39 OTOLARYNGOLOGY 39 AHINOLOGY
To T AMILY PRAGTICH 60 OTOLOGY 00 SLEEP DISORDEMS
Ol RO 0 31 PAIN MANAGEMENT W SPORTS MEDICINE
v S MERAL PRAGTICE 52 PATHOLOGY 192 SURGERY. ABDOMINAL
1 GERIATRN BSYCHIATRY 63  PATHOLOGY, ANATOMIG 108 SURGERY, CARDIOTHORACIC
4 GERIATRICS 34 PATHOLOGY, CLINICAL 104 SURQGERY, CARDIOVASCULAR
S GYMECGOLOGY 66 PATHOLOGY, FORENSIC 105 SURGERY. COLONRECTAL
5 HAIR TRANSPLANTATION 56 PEDIATRIC, ALLERGY 106 SURGERY, GENERAL
27 HEMATOLOGY 67 PEDIATRIC, CARDIOLOGY 107 SURGERY, HAND
78 HOMEQPATHY GB PEDIATRIC, CRITICAL CARE 108 SURGERY, HEAD/NECK
29 HYPNOSIS 69 PEDIATRIC, EMERGENCY MEDICINE 109 SURGERY, MAXILLOFACIAL
30 IMMUNOLOGY 70 PEDIATRIC, ENDOCRINCLOGQY 110 SURGERY, NEUROLOGICAL
31 INFECTIOUS DISEASES 71 PEDIATRIC, GASTROENTEROLCNGY 111 SURGERY, ORTHOPEDIC
32 INFERTILITY 2 PEDIATRIC, HEMATOLOGY/ONCOLUGY 112 SURGERY, PLASTIC
33 INTERMAL MEDICINE 73 PEDIATRIC, INFECTIOUS DISEASES 113 SURGERY, THORACIC
34 LARYNGOLOGY 74 PEDIATRIC, INTENSIVIST 14 SURGERY, TRANSPLANT
35 LEQAL MEDICINE : 75 PEDIATRIC, NEPHROLOGY 115 SURGERY, TRAUMATIC
36 MATERNALFETAL MEDICINE 76 PEDIATAIC, NEUROLOGY 116  SURGERY, UROLOGIC
a7  MEDICAL ACUPUNCTURE 77 PEDIATRIC, OPHTHALMOLOGY 117 SURGERY, VASCULAR
38 MEDICAL ETHICS 78  PEDIATRIC, PHYSIATRY 118 TOXICOLOQY
3%  MEDICAL GENETICS 79  PEDIATRIC, PULMONARY 119 URGENT CARE
© 40 NEO/PERINATAL MEDICINE 30 PEDIATRIC, RADIOLOGY 120 UROLOGY
Code Code
Primary Scope of Praclice _._35_ Secondary Scupe of Practice _‘ﬂ.__

W L T L T A e e i

All of the following questions refer to the time period
July 1, 2001, 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 ail of the following:

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

2. The ability to communicale those judgments and medical information to patients and cther heaith care providars, with or without
the use of aids or devices, such as voice amplifiers; and

3. The physical capahility to perform medical lasks such as physician examination and surgical procedures, with or without the use
of aids or devices, such as comrective lenses or hearing aids.

*Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic,
wision, speech, hearing, cerebral palay, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional or
mental lness, HIV disease, luberetosis, diug addiction, and alcoholism,

“‘Chemical substances” is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid
prescrption 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 limils your abidily to practice medicine with reasonable skill and
safety? Yes___p~ No

2. It you have a medical condition which in any way impairs of 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? Yas No N/A

3. If you use chemical substances, doas your use in any way impair or limit your ability to practice medicine with reasongble
skill and safety? _ Yos No__«7N/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 inan or scholarship from the federal government or a state or locai
government for your medical aducation? Yes No__¢~ N/A

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

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or noio contenders to any offense or
viotation of any federal, state or local faw, including any foreign country, which is a misdemeanor, gross misdemeanor, or
felony, excluding any minor traffic offense {driving or in control of a motor vehicle while under the influence of any chemical
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing, or
cispensing of controlled substances? Yes __1-~__No

7. Have you ever been denied a license, permission to praclice medicine or any other healing art, or parmission to take an
examination to practice medicine or any other healing art in any state, country or U.S. territory? fos i~ _No

8. Have you ever had a medical license or license to practice any other healing art revoked, suspandad, limited, or restricted in
any state, country or U.S. territory? Yes i~ No

9. Have you ever voluntarily surrendered a license lo practice madicine or any ather healing art in any state, country or U.S.
teitory? Yes___i~  No

10. Have you ever been denied membership or expelled from a medical society or other professional medical organization?
Yos ___+~__No

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

any violation of a statute, rule or regulation governing your practic as a physician by any medical licansing board, hospital,

medical society, governmental entity or other agency other than lhe Nevada State Board of Medical Examiners? /
Yes No

12, Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any
way? Yes__w” No

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital.
List any and ail resignations from any medical staff in lieu of disciplinary or administrative action. (Please Note: Do notinclude
suspensions or rastrictions for failure to compilete hospital medical records, attend hospital department or stalf meetings, or
maintain required malpractice insurance).
Mailing Type of Dates of Action
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.)

J
‘Hr\_
|

X

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



CHILD SUPPORT STATEMENT

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

_./ {a) | am not subject to a court order for the support of a child;

_______{b) lamsubjectto acourtorder for the support of one or mora children and am in compfiance with the order oramin
compliance with a plan approved by the district attornay or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; OR

______________ {c) ) am subject to a court order for the support of une or more children and am NOT in compliance with the order or

a plan approved by the district attorney or other public agency enforcing the order tor the repayment of the amount owed
pursuant to the order.

CONTINUING MEDICAL EDUCATION (CME) STATEMENT

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

Vo complatad 2 minimurn of 40 hours of AMA Category 1 continuing medical education (CME), 2 hours of which
sy mmedical ciiics and 20 hours of which were n my scope ot practice or specialty, during the past biennial period of July
1,001 theough June 30, 2003;

~{b) I was initiafly licensed in Nevada during the time period January 1, 2002 through June 30, 2002, the sacond six
months of the past biennial period, and completed a minimum of 30 hours of AMA Category | continuing madical aducation
(CME), 2 hours ot which were in medical athics and 20 hours of which were in my scope of practice or specialty;

____{e) 1 was initially Yicensed 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 Catagory | continuing medical education
{CME), 2 hours of which were in medicat athics and 18 hours of which were in my scope of practice or spaciafty;

) bwess initially Heansed in MNsvada durng the time pericd January 1. 2003 through June 30, 2003, the lourth six
morais of the past bienmal perod, and compietad 3 minimum of 10 otrs of AMA Category | continuing rnedical aducation
(CNE), 2 howrs of which were in medical ethics and 3 lours g which were in my scope of practics or speciaty; GR

o {®) 1 am exempt rom submitting proof of completion of continuing medical aducation {CME) because | have completed
1 full vear of resiclency or lellowship training during the Giennial period July 1, 2001 through June 30, 2003.
¥ y p g

~ ATTACH COPIES OF PROCF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS.

- IF YOU COMPLETED AFULL 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 / HAVE NOT
MONTHS.

(CHECK ONE) ACTIVELY PRACTICED MEDICINE iN NEVADA WITHIN THE PAST 12

3Y SIGNING ON THE SIGNATURE LINE BELOW:

1) |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) | 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

32) | 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: {h) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE: AND (c) WRITTEN
EXPLANATION(S) TO ANY “YES” ANSWER(S).

sate T 75hinatwe”ISIGNATURE STAMP UNAGCEPTABLE)




PHYSICIAN Date Recowed by Board
APPLICATION FOR REGISTRATION RENEWAL

License No._ .72 C{/ -

X g e
FOR THE BIENNIAL REGISTRATION PERIOD 2001- 2003 HRY 22 2081 -
.« NEVADA STATE BOARD OF MEDICAL EXAMINERS Fila No,
Post Office Box 7238  Reno, Nevada 49510 Phone (775) 688-2559 {For Buard tise Only)
I hereby apply for renewat of biennial registration and anclose the appropriate tee(s) as indicated below:
______ [j __ACTIVE STATUS $600.00
___________ INACTIVE STATUS $200.00 (RETIRED STATUS REQUIRES THAT THE
_____ RETIRED STATUS $ 50.00 APPLICANT NOT PRACTICE MEDICINE
SUPERVISING/COLLABORATING PHYSICIAN $20000 ANYWHERE)}
M.D. Make checks payable to:
NEVADA STATE BOARD OF MEDICAL EXAMINERS

341 N Buffalo #8 {Foreigh checks must indicate “U.8. FUNDS")

Las Vegas, NV 89143
PLEASE NOTE:

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

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

- ALLINFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS PUBLIC

INFORMATION,
PLEASE TYPE OR PRINT LEGIBLY

1. 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 biennial pericd of July 1, 2001 through June 20, 2003,
you must complete the enclosed Application for Approval as Supervising/Collaborating Physiclan and return it with your
payment in the amount of $200.00 in the enclosad envelope.

2. Active status registration renewal requires the submission of proof of compiation of 40 hours of AMA Category 1 confinuing
medical education (CME), which includes 2 hours of CME in medical othics and 20 hours of CME in your scope of practice or
specialty completed during the period July 1, 1399 through June 39, 2001, Submit your proof of completion of CME with
your completed Application for Registration Renewal form. {See tast page of this form for CME statement )

3, Ifyour name and/or address has changed fromn 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 nuimbers, {Please note: a notanzed or certified copy of the
docurnent authorizing yeur nama change (marriage Hcanze, diverce decree, ofe) must be includod ]

Name F:Rﬁf‘s k. P, S, l\lé’ﬂ.; n.D.
Street 3%/ al. BufA [e Surte B
ciy___AAags GQA_{‘ County (/AR Kk State MV 7in LS

Phone Number G‘ZQ,Q ) 2L ~F00Y  FaxNumber ('70 c.l> RA S-S €55
4. iF YOU HAVE RETIRED OR MOVED YOQLUIR PRACTICE, indicate the focalion of patient records below:

Name

Street

City County State Zip
Phone Number

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

-t ' i~ = - 4r J ] — z
JEttERSeN Medical Cejlese /7 |
Medical School Name and Location id Date of Graduation (Month / Day/ Yean)




6. Indicate balow your primary, secondary and teriary practice speciaities using the following codes:

SCOPE OF PRACTICE
SPECIALTY CODES

1 ADDICTION MEDICINE 40 NEUROLOGY 79 PEDIATRIC, UROLOGY

2  ADOLESCENT MEDICINE 41 NEURO-OPHTHALMOLOGY 80 PEDIATRICS

3 AEROSPACE MEDICINE 42 NEUROPATHOLOGY 81 PHYSICAL MEDICINE/REHABILITATION

4 ALLERGY 43 NEURORADIOLOGY 82 PREVENTIVE MEDICINE

5 ALLERGY/IMMUNOLOGY 44 NON-CONVENTIONAL MEDICINE 83 PSYCHIATRY

6 ANESTHESIOLOGY 45 NUCLEAR MEDICINE 84 PSYCHOANALYSIS

7 BLOODBANKING 48 NUTRITION 85 PSYCHOMATIC MEDICINE

8 BRONCO-ESOPHAGOLOGY 47 OBSTETRICS 88 PUBLIC HEALTH

9 CARDIOVASCULAR DISEASES 48 OBSTETRICS/GYNECOLOGY 87 PULMONARY DISEASES
10 CATSCANAULTRASOUND 49 OCCUPATIONAL MEDICINE 38 RADIOLOGY
11 CHILD NEUROLOGY 50 ONCOLOGY 83 RADIOLOGY, DIAGNOSTIC
12 CHILD PSYCHIATRY 51 ONCOLOGY, GYNECOLOGICAL 90 RADIOLOGY, INTERVENTIONAL
13 CLINICAL PHARMACOLOGY 52 ONCOLOGY, HEMATOLOGY 91 RADIOLOGY, NUCLEAR
14 CRITICAL CARE 53 ONCOLOGY, RADIATION 92 RADIOLOGY, THERAPEUTIC
15 DERMATOLOGY 54 ONCOLOGY, SURGICAL 93 RADIOLOGY, VASCULAR
16  DERMATOPATHOLOGY 56 OPHTHALMOLOGY 94 RHEUMATOLOGY
17 EMERGENCY MEDICINE 58 OTOLARYNGOLOGY 95 RHINOLOGY
18 ENDOCRINOLOGY 57 OTOLOGY 96 SLEEP DISORDERS
19 FAMILY PRACTICE 58 PAIN MANAGEMENT 97 SPORTS MEDICINE
20 GASTROENTEROLOGY 59 PATHOLOGY 98 SURGERY, ABDOMINAL
21 GENERAL PRACTICE 60 PATHOLOGY, ANATOMIC 99 SURGERY, CARDIOTHORACIC
22 GERIATRICS 61 PATHOLOGY, CLINICAL 100 SURGERY, CARDIOVASCULAR
23 GYNECQLOGY 62 PATHOLOGY, FORENSIC 1 SURGERY, COLONRECTAL
24 HEMATOLOGY 63 PEDIATRIC, ALLERGY 102 SURGERY, GENERAL
25 HOMEOPATHY 64 PEDIATRIC, CARDIOLOGY 103 SURGERY, HAND
26 HYPNOSIS 65 PEDIATRIC, CRITICAL CARE 104 SURGERY, HEAD/NECK
27 IMMUNOLOGY 668 PEDIATRIC, EMERGENCY MEDICINE 108 SURGERY, MAXILLOFACIAL
28 INFECTIOUS DISEASES 67 PEDIATRIC, ENDOCRINOLOGY 106 SURGERY, NEUROLOGICAL
29 INFERTILITY 68 PEDIATRIC, GASTROENTEROLOGY 107 SURGERY, ORTHOPEDIC
30 INTERNAL MEDICINE 69 PEDIATRIC, HEMATOLOGY/ONCOLOGY {08 SURGERY, PLASTIC
3 LARYNGOLOGY 70 PEDIATRIC, INFECTIOUS DISEASES 108 SURGERY, THORACIC
32 LEGAL MEDICINE 71 PEDIATRIC, INTENSIVIST 110 SURGERY, TRANSPLANT
33 MATERNALUFETAL MEDICINE 72 PEDIATRIC, NEPHROLOGY 111 SURGERY, TRAUMATIC
34 MEDICAL ACUPUNCTURE 73 PEDIATRIC, NEUROLOGY 112 SURGERY, UROLOGIC
35 MEDICAL ETHICS 74 PEDIATRIC, OPHTHALMCLOGY 113 SURGERY, VASCULAR
3 MEDICAL GENETICS 75 PEDIATRIC, PHYSIATRY 114 URGENT CARE
37 NEO/PERINATAL MEDICINE 76 PEDIATRIC, PULMONARY 11§ UROLOGY
38 NEOPLASTIC DISEASES 77 PEDIATRIC, RADIOLOGY
39 NEPHROLOGY 78 PEDIATRIC, SURGERY

Code Code
Secondary Specialty _«’-?_L____ Tertlary Speciaity _Li__

L L e e e i

Code
Primary Speciatty __ A3

All of the following questions refer to the time period
July 1, 1999, through the present date only.

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

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

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

2. The abiiity 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 examination and surgical procedures, with or without the use of
aids of devices, such as corrective lenses or hearing aids.

sMadical condition” includes physiological, mental or psychological conditions or disorders, such as, but not imited to, orthopedic, vision,
speech, hearing, cerebral paisy, epilepsy, muscular dystrophy, muttiple sclerosis, cancer, heart disease, diabetes, emotional or mental ifness,
HIV disease, tuberculosis, drug addiction, and alcoholiem,

“Chemical substances” is to be construed to include alcohol, drugs or medications, including those taken pursuantto 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 skill and
safely? Yes i~  No

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

3. If you use chemical substances, does your use in any way impair or imit your ability to practice medicine with reasonable skill
and safety? Yes No _i~"N/A

4. Have you failed to initiate the performance of public sefvice 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 govemment or a state or local government
for your medical education? Yes No___ 1/ N/A

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a profassional liability claim
paid in your behalf or paid such a claim yourself? Yes _ /", io

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or

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 offenss) or which is related to the manufacture, distribution, prescribing, or dispensing of
controlled substances? Yes No

7. Have you ever been denied a license, permission to practice medicine or any other healing ant, or permission to take an
examination to practice medicine or any other healing art in any state, country or U.S. territory? Yes No

8. Have you ever had a medical license or license to practice any other healing art revoked, suspénded, limited, or restricted in
any state, country or U.S. territory? Yes _ v~ No

9, Have you ever voluntarily surrendered a license to practice medicine or any other healing artin any state, country or U.S.
territory? Yes__ .~ No

10. Have you ever been denied membership or expelled from a medical society or other professional medical organization?
__Yes__ i~ No

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; 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, hospitat,
medical society, governmental entity or other agency other than the Nevada State Board of Medical Examiners? /

Yos No

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any way?
Yes___ i~ No

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. List
any and all resignations from any medical staff in lleu of disciplinary or administrative action. (Please Note: Do not include
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or
maintain required malpractice insurance).
Mailing Type of Dates of Action
Hospital Address Action From (Mo.fYr) To (Mo./Yr)

|

ify

(If more space is neoded, altach a separate sheet,)



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

(a) 1am not subject to a court order for the support of a child,

{b) 1am subject to a court order for the support of one or more children and am in complianca with the order oramin
compliance with a plan approved by the disirict aftorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; OR

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

CONTINUING MEDICAL EDUCATION (CME) STATEMENT

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

‘ 7 {a) 1compieted a minimum of 40 hours of AMA Category 1 continuing medical education (CME), 2 hours of whichwere
in medical ethics and 20 hours of which were in my scope of practice or specially, during the past biennial period of July 1, 1999
through June 30, 2001;

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

{c) 1 was initially ficensed in Nevada during the time period July 1, 2000 through December 31, 2000, the third sicmonths
of the past biennial period, and completed a minimum of 20 hours of AMA Category | continuing madical education (CME), 2
hours of which were in medical ethics and 18 hours of which were in my scope of practice or specialty;

{d) iwas initially 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 C ate_qcry ! continuing medical education (CME), 2
hatsrs of which were in madical sthics and 8 hours of which were in my scope of praclice or specialty; OR

fe) 1am exempt from submilting proof of completion of continuing medical education (CME) because | have completed
a full year of residency or fellowship training during the biennial period July 1, 1999 through June 20, 2001.

o ATTACH COPIES OF FROOF OF YOUR COMPLETION OF CONTINUING MEDICAL ZDUCATION {TME)} HOURS.

» FYOU COMPLETED AFULL (EAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE SIENNIAL PERIOD
JULY 1, 1999 THROUGH JUNE 130, 2001, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.

» YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION Wil.L NOT 8E RETURNED TO YOU.

[ HAVEM';{__ HAVE NOT {CHECK ONE} ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12
MONTHS.

8Y SIGNING ON THE SIGNATURE LINE SELOW:

1) {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;

3) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DEMIED IF | HAVE NOT
PLACED A CHECK MARK NEXT TO (a), (b), OR () UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3} | UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL MILL SE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: {a) THE APPRCPRIATE COPIES OF
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSHIP TRAIMING COMPLETION;
{b}) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN EXPLANATION(S) TO ANY
“YES" ANSWER(S).

P g N .

R .

Pate Sionature {SIGNATURE STAMP UNACCEPTABLE)




PHYSICIAN Date Received by Board %\F
APPLICATION FOR RENEWAL REGISTRATION License No, {

NEVADA STATE BOARD OF MAY 14
MEDICAL EXAMINERS 1393 MAY 2 0 199 vo._
Post Office Box 7238 Reno, Nevada 89510 Phone (775) 688-2550 (Board Use Only)
. herw,appw for renewal of biennial registration and enclose the appropriate fee(s) as indicated below:
ACTIVE STATUS - $600.00
INACTIVE STATUS $200.00
RETIRED STATUS $ 50.00
SUPERVISING/COLLABORATING PHYSICIAN $200.00
Feank P, Silver, MD Make checks pavabl
2031 MoDaniel 5t #21 dhecks payable to:
Ny ananted Bt RID esa NEVADA STATE BOARD OF MEDICAL EXAMINERS
78as ERA {Foraign checls must indicate "U.S. FUNDS")
PEALGBG L
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, 1999. 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 speciaity 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 time for processing, please compiete and return your Application fov Regisiration Renewal foim
and Application for Approval as Supervising/Callaborating Physician form (if applicable) with your proof of 40 hours AMA
Category | CME and the correct fee(s) BY JUNE 30, 1999. Use the enclosed self-addressed envelope to return your
completed form(s) and fee(s).

5. [f your name and/or address has changed from that printed on this form, clearly indicate the change in the space provided.
A notatized or certified copy of the decument authorizing your name change {marriage license, divorce decree, etc.; must be
included.

name_ZRAN 1 P Swuvir MO
sret 34/ N BUEEALE, S7E B .
City L/.‘) f? L/Eé?/gz,fthunty é/_‘,@,‘? /T State /’/Ekgféé Zip Y?/ y"f

5. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, INDICATE THE LOCATION OF PATIENT RECORDS BELOW:
Name Ff/?/),’/{ [~ o L4 "/‘ﬁ”/g ‘i /;)2_‘2(
R . ; &y — . i B
sweet_34/ N Hourrbhio ST7F O ,
oy LS VEL B Scomy_(CLA L [r st A zp 77 &5




7. Are you currently active in iedicine?

a
e |
a.[

] YES, in training.
] YES, working part-time
1 NO, other (specify

1 NO, refired.

bh. [\/{YES, working full-time
d. [

)

3. Please indicate your primary, secondary and terfiary specialties and percent of practice time spent in each, using the

following codes: SCOPE OF PRACTICE
SPECIALTY CODES
102 ADDICTION MEDICINE 31 NEOPLASTIC DISEASES 62 PEDIATRIC, RADICLOGY
i ADOLESCENT MEDICINE 32 NEPHROLOGY 63 PEDIATRIC, SURGERY
2 AEROSPACE MEDICINE 33 NEUROLOGY 64 PEDIATRIC, UROLOGY
1 ALLERGYAMMUNOLOGY 34 MEUROPATHOLOGY 65 PEDIATRICS
101 ALTERNATIVE MEDICINE 35 NEURORADIOLOGY 86 PHYSICAL MEDICINE/REHABHITATION
4 ANESTHESIOLOGY 36 NUCLEAR MEDICINE &7 PREVENTIVE MEDICINE
5 BLOODBANKING 37 NUTRITION 68 PSYCHIATRY
i BRONCO-ESOPHAGOLOGY 38 OBSTETRICS/GYNECOLOGY 59 PSYCHOANALYSIS
T CARDIOVASCULAR DISEASES 39 OBSTETRICS 70 PSYCHOMATIC MEDICINE
4 CATSCAMULTRASOUND 40 OCCUPATIONAL MEDICINE 7% PUBLIC HEALTH
4 CHILD NEUROLOGY 4 ONCOLOGY 72 PULMONARY DISEASES
1 CHILD PSYCHIATRY 45 ONCOLOGY, GYNECOLOGICAL 73 RADIOLOGY
11 CLINICAL PHARMACOLOGY 42 ONCOLOGY, HEMATOLOGY 74 RADIOLOGY, DIAGNOSTIC
12 CRITICAL CARE 43 ONCOLOGY, RADIATION 75 RADIOLOGY, NUCLEAR
13 DERMATOLOGY 44 ONCOLOGY, SURGICAL 76 RADIOLOGY, THERAPEUTIC
14 EMERGENCY MEDICINE 48 OPHTHALMOLOGY 77 RHEUMATOLOGY
1 ENDOCRINOLOGY 47 OTOLARYNGOLOGY 78 RHINOLOGY
16 FAMILY PRACTICE 48 OTOLOGY 79 SLEEP DISORDERS
17  GASTROENTEROLOGY 49 PAIN MANAGEMENT 100 SPORTS MEDICINE
18 GENERAL PRACTICE 50 PATHOLOGY 30 SURGERY, ABDOMINAL
19 GERIATRICS 51 PATHOLOGY, ANATOMIC 103 SURGERY, CARDIOTHORACIC
0 GYNECOLOGY 52 PATHOLOGY, CLINICAL 81 SURGERY, CARDIOVASCULAR
“1  HEMATOLOGY 53 PATHOLOGY, FORENSIC 91 SURGERY, COLON/RECTAL
105 HOMEOPATHY 54 PEDIATRIC, ALLERGY 82 SURGERY, GENERAL
X HYPHOSIS 55 PEDIATRIC, CARDIOLOGY #3 SURGERY, HAND
23 IMMUNOLOGY 93 PEDIATRIC, CRITICAL CARE 84 SURGERY, HEAD/NECK
24 INFECTIOUS DISEASES 97 PEDIATRIC, EMERGENCY MEDICINE 82 SURGERY, MAXILLOFACIAL
25 INFERTILITY 56 PEDIATRIC, ENDOCRINOLOGY 93 SURGERY, NEUROLOGICAL
26 INTERNAL MEDICINE 57 PEDIATRIC, HEMATOLOGY/ONCOLOGY 85 SURGERY, ORTHOPEDIC
27 LARYNGOLOGY 58 PEDIATRIC, INFECTIOUS DISEASES 86 SURGERY, PLASTIC
7B LEGAL MEDICINE 5% PEDIATRIC, INTENSIVIST 87 SURGERY, THORACIC
29 MATERNALFETAL MEDICINE 60 PEDIATRIC, NEPHROLOGY 88 SURGERY, TRAUMATIC
106 MEDICAL ACUPUNCTURE 98 PEDRIATRIC, NEUROLOGY 8% SURGERY, UROLQGIC
107 MEDICAL ETHICS 101 PEDIATRIC, OPHTHALMOLOGY 9¢ SURGERY, VASCULAR
30 NEO/PERINATAL MEDICINE 61 PEDIATRIC, PHYSIATRY 94 UROLOGY
95 PEDIATRIC, PULMONARY
Code Pgrcent of Time Board Certified (Indicate Yes/No)
Primary Egﬂ 2]
Secondary (o] G
Tertiary
PLEASE INDICATE ALL AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD OR SUBBOARD CERTIFICATIONS:
Date of Date of
Initial Cortification Last Ceqtification
Hoard e @R\CAN %ﬁ&? &‘WN* it 27
(MaJYr.) (Mo.JYr)
Subboard
0./Yr.) )MoIYr.)
sorvd_hnERICIC BAMRD  THDETARINT INEDieAL Bt - Ak
(Mo./Yr.) Mo./Yr.)
Subboard
(Mo./Yr.) (Mo /Y1)

9. Form of employmentis__ \OQ \

SELF-EMPLOYED:
Solo Practice
100

1003

Partnership or Group Practitioners

SALARIED, EMPLOYED BY:

1012 Other (specity)

Individual Practiioner
1004 Partnership or Group of Practitioners
1005 Group Health Plan Facility (such as HM.O))

. {Use one of tha following codes.)

SALARIED, EMPLOYED BY: (continued)

1006
1007
1008
1009
1010
oM

Other Non-Government Employer (hospital, school, etc.)
Federal Government (armed sarvices personnel only)
Federal Govermnmesnt (civilian, P.H.S, efc.)

State Government
County Government
L.ocal Government




All of the following questions refer to the time period
July 1, 1997, 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 appropniate clinical diagnoses and exercise reasehed medical judgments and to 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 amplifiers; and

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

“Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic, vision,
spaech, hearing, cerehral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, emotional of mental
iiness, HIV disease, tuberculosis, drug addiction, and alcoholism.

"Chemical substances” is to ba construed to inciude aicohol, drugs or medications, including those taken pursuant to a valid prescription
for legiimate medical purposes and in accordance with the prescnber's direction,

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

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

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

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

3. Ifyou use chemical substances, does your use In any way impair or limit your ability to practice medicine with reasopatile
skill and safety? Yes No _[~~ N/A

4. Have you failed to initiate the performance of public service within one year after the date the pubiic service is required to
begin to satisfy a requirement of your receiving a foan or scholarship from the federal government or astate or local
government for your medical education? Yes L~ No N/A

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

6. Have you ever been investigated for, charged with, convicted of, or plead guiity or nolo contendere to any offense or
violations of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing,tr
dispensing of controlled substances? Yes No

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

8. Have you ever had a medical license or licenss to practice any other healing art revoked, suspended, limited, or restricted
in any state, country or U.S. territory? Yes L No

Y. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, country gyﬂ/S
.aritory? Yes__ L~ No

10. Have you sver been denied membership or expelled from a medical society or other professional medical orgiiizaﬁqn?
: Yes -"No




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

11, Have you ever been investigated for, charged with, or convicted of any violation of a statute, rule or regulation gove:‘c; ing
Yes

No

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

way? Yes__ 1.~ No

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

Maiting Type of Dates of Action
Hospital Address Action p. From (Mo./¥r.) To (Mo./¥r.)
i // //_’J;/;/
LA

d L A

(if more space is needad, attacH a separate sheet.)

PLEASE CHECK ONE OF THE FOLLOWING:

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

I am subject to a court order for the suppoit of one or more children and am in comptiance with the order or am in
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; or

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

Signature____ e Nt = g—
(SIGNATURE STAMP UNACCEPTABLE)

PLE&GHECK ONE OF THE FOLLOWING:
1. 1have eamed a minimum of 40 hours approved AMA Category 1 continuing medical education (CME), 2 hours
of which were in medical ethics, and 20 hours of which were in my scope of practice or specialty during the bienniat period
July 1, 1997, through June 30, 1999.
i 2. 1 was initiaily licensed in Nevada during the second six months of the biennial period July 1, 1997, through June
30, 1999, and have eamned a minimum of 30 hours approved AMA Category | continuing medical education (CME).

3. | was initially ficensed in Nevada during the third six months of the bienniat 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 ficensed in Nevada during the fourth six months of the biennial period July 1, 1997, through June 30,
1999, and have earned 2 minimum of 10 hours approved AMA Category | continuing medical education (CME).
5. | am exempt from submitting proof of contiruing medical education (CME) because | have completed a full year
of residency or fellowship training during the biennial period July 1, 1897, through June 30, 1999,

IMPORTANT
ATTAGH COPIES OF PROOF OF DECLARED CME CREDITS - PROOF OF CME CREDITS WILL NOT BE RETURNED.

Signature__

d (SIGNATURE STAMP UNACCEPTABLE)

{ HAVE St HAVE NOT ACTIVELY PRACTICED iN NEVADA WITHIN THE PAST 12 MONTHS. {(CHECK ONE)

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

Joh 229420y Y -27-97

( T
Business Telephone # Date Sﬁnature (SIGﬁTURE STAMP UNACCEPTABLE)

- N




* Date raceived by Board

APPLICATION FOR RENEWAL REGISTRATION(y 4 License No._ o
NEVADA STATE BOARD OF N
MEDICAL EXAMINERS Bor <UN {51997 File No. .
Post Office Box 7238 Reno, Nevada 89510 Phone (702) 688-2559 (Board Use Only)
« hereby apply for renewal of biennial registration and enclose the appropriate fees as indicated below:

__ACTIVE STATUS $600.00 PLEASE NOTE: NEVADA HAS NO GRACE PERIOD.
INACTIVE STATUS $150.00 LICENSES NOT RENEWED BY
RETIRED STATUS $ 50.00 JULY 1, 1997 ARE AUTOMATICALLY
P.A. SUPERVISING PHYSICIAN $200.00 SUSPENDED FOR NON-PAYMENT

Frank P. Silver, MD

Make checks payabla lo: .
2031 McDaniei St #210 DA STATE BOARD OF MEDICAL EXAMINERS
N Las Vegas, NV 89030 (Foreign checks must Indicate “U.S. FUNDS™)

iNSTRUCTIONS - TYPE OR FRINT LEGIBLY

1. YOUR GCURRENT M.D. LICENSE EXPIRES ON JUNE 30, 1997. THIS IS THE NOTICE TO RENEW YQUR M.D,

LICENSE.

2. To be eligible to act as a supervising physician for a physician assistant, complete the enclosed Appiication for Approval

as Supetrvising Physician form.

3. ACTIVE STATUS REGISTRATION RENEWAL. REQUIRES THE SUBMISSION OF PROOF OF 40 HOURS OF AMA

CATEGORY 1, 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

and the correct fee(s) PRIOR TO JULY 1, 1997. Use the enclosed self-addressed envelope to retumn your completed form(s)

and fee(s).

5. If your name and/or address has changed from that printed on this form, clearly indicate the change in the space provided.

A notarized or certified copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be

included.

Name Ft’*ctn:& P S lver, np

N ra
steet AU 2f M Dan el sh M Aer

ciyA/ Ly s L’cfhcj'crs County C.lp - K State___A/ V> Zip_ 8203

6. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, PLEASE 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 currently active in medicine? :
b.[ Y] YES, working full-time

a.{ ] YES, in training.
¢.[ | YES, working part-ime d [ ] NO, retired.
e ] NO,other (specify )

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

SPECIALTY CODE:

1 ADCAE SCEHT ME Uil IME W HELURORADIOLOGY o4 PED. UROLOGY

¥ AEROGPACE ME EACING W HUCLEAR MEDICINE 08  PEDATRICS

3 ALERGYAMMUNGLOGY 37 NUTAIMION 48 PHYSICAL MEDREHAS

4 ANGSTHERIOLOGY 38 OBFTETRICGYNECOLOQY W PHYSICIAN ASSISTANT

5 IWCOORANKING ¥ OBsTETRICS 57 PREVENTIVE MED

4 RONCO ESOPHAGOLOGY 40 OCCUPATIONAL MED o8 PSYCHIATRY

T CATENOVAST TASEASES 4t ONCOLOGY 29 PEYCHOAHALYSIS

A AICCANALTRASOUND 45  ONCOLOGY. GYNECOLOGIC 0 PIYCHOMATIC MEDICINE
9 JHH D NEDROLOGY 42 ONCOLOGY, HEMATOLOGY 1 PUBLIC HEALTH
1 CHRD POYCHATRY 43 IONCOLOGY, RADIA 12 PULMOHARY (NSEATES
15 CLNICAL PHARMACOL 44 ONCOLOGY, SURGICAL 1 RADIOLOGY
12 CRINCAL CARE 4" T4 RADIOLOGY, DIAGHOSTIC
13 DERMATOLOGY 47 OTOLARYNGOLOGY T8 RADIOLOGY, NUCLEAR
14 EMERGENCT MEDICINE L] 4 78 RADIOLOGY, THERAPEUT
1% CNDOCRINOLOGY 49 PAIN MANAGEMENT TT  RHEUMATOLOGY
W FAMILY PRACTICE 30 PA ™ RHINOLOGY
{7 LAGTPOENTEROLOGY 51 PATHOLOOGY, ANATOMIC M SLEBP DISORCERS
it GFNERAL PRACTICE 52 PATHOLOGY, 100 SPORTR
¥ CERATRNS 53 PATHOLOGY, FORENSIC M SURGERY, ABDOMINAL
M CVNECOLQGY 54 PED. ALLERGY 8% SURGERY, CARDIOVASG
P A MAIIDGY 58 PED. CARDIOLOGY 91 SURGERY, COLUNRECTAL
e ENONIS 09 PED. CRITICAL CARE 02 SURGERY. GENERAL
U RO OGY 97 PED. EMERGENCY MED 3 SURGERY, HAND
SN VRORNS CISEASES 58 , ENDOCRINOLOGY 84 SURGERY, HEADNECK
SL NELR LY 4T PED, HEMATONCOLOGY a2 SURGERY, MAXILLOFAC

11 TP HAL M TACINE 50 PED. INFECTIOUS DIS 3 SURGERY,

[ UARN IR Gy 9 PED. INTENSAMET N6 SURGERY, QRTHOPEDIC
ST AL M EHUINE @ PED. NEPHROLOGY M SURGERY, PLASTIC
S MATLTNALKE TAL LAEDY o8 . HEURCLOGY 81 SURGERY, THORALIC

W NELAEHINATAL MED 191 PED. OPHTHALMOLOGY M SURGERY, TRAUNATI
1 NEOPLASTIC ONSEASEY 81 PED, PHYSIATRY w A

2 BEFHEROGY 95 PED. PULMONARY 81 SURGERY, VASCULAR

W HEUROLOGY 42 PED. RADILOOY ™
M NEUROPATHOLOGY a3 PED. SURGERY

g‘ g i Emﬂ.&nw le Yos/No)
Primary - E : —
Secondary
Terdary N
PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICGATION:
! ' é ([ - 6 E) ’/ Date of l?lﬁal ?mzzmm Date of Last Cortification
Board ;
v / (ModYe} (Mo.JYr.)
Subboard
(Mo.fYr.) (Mo./Yr.)
3. Form of employment is LQQ ! {Usa the following codes)
SELF-EMPLOYED SALARIED. EMPLOYED BY (continued)
1001 Solo Practice 1008 Other Non-Government Employer (hospital, schod, elc.}
1302 Partnership or Group Practitioners 1007 Federal Govemmeni (armed sarvices parsonnel only)
SALARIED. EMPLOYED BY. 1008 Federal Governmaent (civillan, P.H.S., etc)
1003 Individual Practitioner 1009 State Government
1004  Partnership or Group of Practitioners 1010 County Govemment
1005  Group Health Plan Facility (such as H.M.Q.) 1011 Local Government

1012 Other (specify)

All of the following quastions refer to the time pericd 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 these meanings:
“Ability to practice medicine” is to be construed to include all of the following:

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

2. The abiiity 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 physician capability to perform medical tasks such as physician examination and surgical procedures, with or without the
use of aids or devicaes, such as comective lenses or hearing alds.

“Madical condition” includes physiological, mental or psychological conditions or disorders, such as, but not fimited to, orthopedic, vision,
speech, and hearing, cerebral paisy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, hoart disease, diabetes, emotional or mental
Hness, HIV disease, tubserculosis, drug addiction, and alcoholism,

“Chemical substances” is to be consirued 1o include alcohol, drugs or medications, inchiding those taken pursuant to a valid prescription
ton Jngitmate medicat purposes and in accordance with the prescriber’s direction.

“Currently” <nes not mean on the day of, or even in the weeks or months preceding the completing of this application. Rather, it means
reently enough so that the use of drugs may have an ongoing impact on one’s functioning as z licensea,



ALL QUESTIONS ANSWERED ‘YES’ MUST BE EXPLAINED GN A SEPARATE ATTACHED SHEET OF PAPER
1. Do you have a medical condition which in any way impalrs or limits your ability to practioe medicine with reasonable skill and safety? | Yes __f__/Jlo

2, If you have a medical condition which in any way impairs or limits your ability to practice inedicine is that impairrnent of liritation reduced or amlij?led.
hecause of the field of practice, the setting, or the manner in which you have chosen to practice? Yas No " N/A

.. Ifyou use chermical substances, does your use of chemical subslanca{s) in any way impair or limit your ability to prastice medicine with reasonal kil
and safety? Yeas No NA

4. Have you failed to initiate the performance of public service within one yez afler the date the public service is required to begin to satisfy a raqtymt
of your recelving 2 loan or scholarship from the federal gavemment or a state or local government for your medical education? Yas No

5. Have you been a defendant in a legal action involving professional liability (mafpractice) or had a professiona liability clalm paid I‘n/our behalf or paid
such a claim yourself? - vV Yes No

8. Have you ever been investigated for, charged with, convictad of, or plead guilly or nolo contendere 1o, any offense or violation of any federal, state or
locat law, including any foreign country, which is a misdemeanor, gross iisdemeanor, of felony, exchiding any minor traffic offense (Driving or in control
of a motor vehicie while under the influence of any substance is not considered a minor traffic offensae) of which is related to the manufacture, dlstrlyon.

prescribing, or dispensing of controlled substances? Yes No
7. Have you aver been denied a license, permission to practice medicine or any viher healing arts, or perission o take an examination to practice dee
or any cther healing arts in any state, country or U.S. territory? . Yes No
3. Have you ever had a medical licanse revoked, suspended, limited, or restricted in any state, country or U.S. lerritory? Yeos ‘-/ No
9. Have you ever voluntarlly surendered a license o praclica a healing art in any state, country or U.S. temitory? Yes & No
10. HaveyouevarbeendmbdmenbamhipaemﬂedﬁomamdledsodeWwomerpmfessbndmdicalmnizamm Yes b/ No

any medical licensing board, hospital, medical sociely, governmental entity or other agency?

11. Have you ever been Investigated for, charged with, or convicted of any violation of a stalute, rule or regulation governing mepracticeafmedt}nby
Yos Mo

12. Have you ever sumendered your state or federal controfied substance registration or had it revoked or restricted in any way? e Yes__ ¥ _ MNo
13. Ust all hospitals where you have had staff privieges denied, suspended, limited, revoked of not renewed by the hospital. List any and all resignations
from any medical staff in lisu of disciplinary or adminisirative action. (Please Note: Do not include suspensions or restrictions for failure to complete hospital
medical records, attend hospital department or staff meetings, or maintain required malpractice insurance).
Maliing Type of Dates of Action .
Hospital Address Action From {Mo./Yr) To (Mo.JYr,)

if more space is needed, attach separate sheet,
PLEASE CHECK ONE OF THE FOLLOWING:

/ 1. | have eamed a minimum of 40 hours approved AMA Category t continuing medical education {CME) for the biennial pericd July 1, 1895, through
June 30, 1997.
2. 1was initially ficensed in Nevada during the second six months of the blennial period July 1, 1985, through June 30, 1997 and have eamed a
minimurm of 30 hours approved AMA Category | continuing medical education (CME).
3. | was initially licensed in Nevada during the third six months of the biennial period July 1, 1995, through June 30, 1997 and have eamad a
mininwm of 20 hours approved AMA Category | continuing medical education (CME).
4, | was initialiy licensed in Nevada during the fourth six months of the biennial period July 1, 1995, through June 3, 1987 and have eamad a
mAnimum of 10 howss approved AMA Category | continuing medical education {CME).
5. 1am exempt from submitting proof of continuing medical education (CME) bacause | have compleled a full year of residency or {eliowship baining
dyung\the biennial period Julv 1 1995, through June 30, 1997,

Siglalur%_*_ . -

— e analure stamp unacceptable
IMPORTANT: ATTAGH COPIES OF PROOF OF DECLARED CME CREDITS. PROGF OF CME CREDITS WILL NOT BE RETURNED.
t HAVE HAVE NOT ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTHS. (CHECK ONE)

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

RE TRUE. \
23009

JA-LY3 905

Business Telephone # ; Date

L Ny !
Signature {SIGNATURE STAMP UNACCEPTABLE)




APPLICATION FOR REGISTRATION RENEWAL ' .| Livenee No..

Nate Received
Y Bfﬂﬁﬂ chm

NEVADA STATE BOARD OF - PileNo,
MEDICAL EXAMINERS I‘Y o‘m
Post Otftee lox 7238  Reno, Nevada #0310 Phone (702) Ga8-25%

This shaded mtlon for BOARIJ U@IE ONLY:

creby apply for renewal of hienndal registration and enclose the appropriate fees as indicated below:

ACTIVE STATUS 5420 PLEASE NOTE: NEVADA HAS NO GRACE PERIOD.

A ! ' 3 a LICENSES NOT RENEWED BY JULY
H TIVE STATUS 5150 (see attached NRS 6§30.255 & 630.257
NAC o0 (see attache ~ )t..u-nm b 1. 1995 ARE AUTOMATICALLY SUS-

RETIRED STATUS $ 50 (see attached NRS 6:30.256 & 630.257) nacrosiamor  pENDED FOR NON-PAYMENT.
. P.A. SUPERVISING PHYSICIAN 3200

T - N e Hnmuheck‘mm ) '
o . mnmmmwmm
L . G e (Roreign checks mun indiusie LS. FUNDS") - -

INSTRUCTIONS - TYPE OR PRINT LEGIBLY

YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 19985. THIS IS THE NOTICE TO RENEW YOUR M.D.
LICENSE.

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, 1995.
Submit your proof of CME with your completed Application for Registration Renewal form.,

In order to provide sufficient time for processing, please complete and 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 1 CME and the correct fee(s) PRIOR TO JULY 1, 1998, Use the enclosed
self-addressed envelope to return your completed form(s) and fee(s).

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

Name

Street

City County ) State Zip Code

. 1F YOU HAVE RETIRED OR MOVED YOUR PRACTICE, PLEASE INDICATE THE LOCATION OF FORMER

PATIENT RECORDS BELOW:

Name

Street =

City County State Zip Code

YOUR LICENSE REGISTRATION WILL NOT BE RENEWED WITHOUT SUBMISSION OF
THE CORRECT FEE(S}), PROPERLY COMPLETED 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 80 DAYS FOR THE PROCESSING OF YOUR REGISTRATION RENEWAL.



PLEASE PROVIDE ALL INFORMATION AS REQUESTED.

1. Are you currently active in medicine?

a. YES, in training.
b. { ¥} YES, working full-ilme.
e. { ) YES, working part-time.
d. () NO, retired,
e. { ) NO, other (specify
2. Please indicate your primary, secondary and tertiary speciaities and pereent of time spent in ¢ach, using the following
codes.
SPECIALTY CODE:
I ADOLESCENT MEDICINE 3% NEURORADIOLOGY 84 FED, UROLOGY
2  AEROSPACE MEDICINE 28 NUCLEAR MEDICINE 85 PEDIATRICS
4 ALLERQY / IMMUNOLOGY 37 NUTRITION 66 PHYSICAL MED / REHAB
4 ANESTHESIOLOGY 38 OBSTETRIC / GYNECOLOGY 96  PHYSICIAN ASSISTANT
5 ALOODBANKING 39 OBSTEIRICS 47 PREVENTIVE MED
#  PRONCO-ESOPHAGOLOGY 40 OCCUPATIONAL MED 88 PSYCHIATRY
7 CARDIOVASC DISEASES 41 ONCOLOGY 50 PSYCHOANALYSIS
3  CATSCAN / ULTRASOUND 18  ONCOLOGY, GYNRCOLOGIC 70  PSYCHOMATIC MEDICINE
3 CHILD NEUROLOGY 42  ONCOLOGY, HEMATOLOGY 71 PUBLIC HEALTH
10 CHELD PSYCHIATRY 13  ONCOLOGY. RADIATION 73 PULMONARY DISEASES
11 CLINICAL PHARMACOL 44 ONCOLOGY, SURGICAL 73 RADIOLOGY
12 CRITICAL CARE i3 OFHTHALMOLOGY T4 RADIOLOGY, DIAGNOSTIC
13 DERMATOLOGY 4T  OTOLARYNGOLOGY 76  RADIOLOGY, NUCLEAR
14  EMERGENCY MEDICINE 48  OTOLOGY 76 RADIOLOGY, THERAFEUT
i ENDOCRINOLOGY A3 PAIN MANAGEMENT 77 RHEUMATOLOGY
18 SAMILY PRACTICE 50 PATHOLOGY 78 RHINOLOGY
17 GANTROENTEROLOGY 51  PATHOLOGY. ANATOMIC 79 SLEEP DISORDERS
18 GENERAL PRACTICE 52 PATHOLOGY. CLINICAL 100 SPORYS MEDICINE
19 GERIATRICS 53 PATHOLOGY, FORENSIC 30 SURGERY, ABDOMINAL
20 AYNECOLOGY 34 PED, ALLERGY 31 SURGERY, CARDIGVASC
21 MEMATOLOGY 586 PED, CARDIOLOGY 31 SURGERY, COLONRECTAL
22 HYPNOSIS 99 PED, CRITICAL CARE 52 SURGERY, CENERAL
23  MMUNGCLOGY 27 PED, BMERGENCY MED 59 SURGERY, HAND
24 INFRCTROUS DISEASES 58 PED, ENDOCRINOLOGY 54 SURGERY, HEAD/NECK
25 INFERTILITY 57 PED, HEMAT / ONCOLOGY 92 SURGERY, MAXILLOFAC
28 INTERNAL MEDICINE 38 PED, INFECTIOUS DIS 93 SURGERY, NEUROLOGICAL
37 LARYNGOLOGY 59 PED. INTENSIVIST 35 SURGERY, ORTHOPEDIC
28 LEGAL MEDICINE 60 PED, NEPHROLOGY 38 SURGERY, PLASTIC
19  MATERNAL / FETAL MED 98 PED, NEUROLOGY 87 SURGERY, THORACIC
30 NEG/PERINATAL MED 101 PED, OPHTHALMOLOGY 58 SURGERY, TRAUMATIC
3l NEOPLASTIC DISEASES &1 PED, PHYSIATRY 80 SURGERY, URCLOGIC
32 NEPHROLOOY 98 PED, PULMONARY 90 SURGERY, VASCULAR
33 NEUROLOGY 02 PED, RADIOLOGY 94 UROLOGY
34 NEUROPATHOLOGY 63 PED, SURGERY
Code Percent of Time Board Certified (Indicate Yes/No)
Primary a8 I C . . A
Secondary
Tertiary — ,

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION:

Date of Initial Certification  Date sf Last Resertification

Dourd f)B{/ & ;fn/

1w/e7
MosVr)

MasYe)

Subboard _
{MoJsYr) {MoVr)
3. How many hours per weck do you spend in cach of the following activities?
¢/ nours Patient care or services
- hours Administration (schoois, agencies, associations, ete.)
hours Teaching medical courses
... hours Research . |
/0~/5___hours Other {specify Y 23 ._',‘,c,/\f }
4. Form of employmentis s/Z22f . {(Use the following codes.)
SELF-EMPLOYED
1001  Solo Practice 1008 Other Non-Government Employer (hospital, school, etc
1002 Partnership or Group Practitioners 1007 Federal Government {(armed setvices personnel only)
1008 Federal Government [civilan, BH.S., etc.)
1003  Individual Practitioner 1010 County Government
1004 Partnership or Group of Practiloners 1011 Local Government

1008  Group Health Plan Facllity (such as HM.0J) . 1012 Other {specify )




All 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 APPLICATION.

For the purpose of the following queations, these phrases or words have these meanings:

"Ability te practice medicine™ is to be conutrued to include ail of the following:
t. The cognitive capacity to make appropriate clinical dlagnoses and exercise reasoned medical judgments and to learn and keep abreast of medical
developments; and
2. The ability to communicate those judgments and medical Information 10 patients and othier health care providers, with or withoot the use of aids or
devices, such as voice amplifiers; and
3. The physician capability to perform medical tasks such an phyaician examiastion and aargicsl procedures, with or withont the use of aids or devices,
such as corrective ienses or hearing aids.
“Medical condition” inciudea physiciogicsl, mental or paychotogical conditions or disorder, such 2s, but not Havited to, orthopedic, vianal, speech, and
hearing impairments, cerebral palsy, cpilepay, muscular dystrophy, multiple sclerosis, heart di . dlabeles, mental retardation, smotionat ur
mental iiiness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and alcohuHsm,
“Chemical substances” is to be construed to inciude alcohol, druge or medieations, inctuding those taken parsuant to a valid prescription for legitimate
inedical purposnss and i accordance with the prescriber’s direction, ae well as those used illegally.

“Currently™ does not mean on the day of, of cvei in the weeks of months preceding Lthe completion of this application. Rather, t means cecendy cuough so
hat the use of druage may have an ongoing impact on sue's unctioning as a licensee, or wilhin the past two years.

*iliegul use of controlled dangerons schetances™ means the use of controlied dangerous substances oliained iliagally (¢.¢. hecoln or cocalae) 29 wefl as he
use of conirotied dangerous substances which are not obtalned pursuand to 2 vaild preseripion or not teken in accordance with the directions of 8 Lcensed
health care practitiones,
1. Have you failed to repay, in sccondance with the terms of the loan, any direct Joan or loam which in insured o guaranteed by the Fedarn)
Government or a state or Jocal government which you received to iinance all or any part of your medical educatdon? G ven TNo
2. Do you bave a medical condition which ln any way inpalrs or Hmits your abliity to prachice medicine with reasonable skill and safety? ) ¥Yea ¥No
3. Doen your use of chemical subwtance{s) in any way Impalr or Hmit your ability to practice medicine with reasonable skill and satety? JYeas Do
4. Are the limitations or impairments cavsed by your medical condition reduced or ameliorsted because of the ileld of practce, the

setting, or the manger in which you have chosen to practice? IYen wNo
5. Huawve yom been dlagnoacd a8 having, or have you been iveated for pedopliila, exhiditdonlsm, or voycarism? 2 ¥es o
8. Are you currenily engaged in the leysl use of conlrolled dangerous subatances? '] Yes o
7. Have you been a defendant in a legai action lnvolving professional Mablilty (malpractice) or had a professional Hanility cialm patd in

your behalf or paid such a claim yourself? o Yen O No
B. Have you been investigated for, charged with or convicled of, or pled rolo contendere to a viclation of any lederal, state or loeal .

iaw relating to the manufactare, dintribution, prescribing, or dispenaing of controjled substances? 3 Yes Who
9. Have you been arreated, lnvestigated for. charged with or coavicted of, or pled nolo contendere to any offense, misdemeanor or

{etony In any staie, the United States, or a foreign country? i1Yes WfNo

Have yon previcusly applied for medical Hicepsure in Nevada {lncluding a resldency program)? Ww¥es JNo

11, Have you fajled to iajtlate the performance of pubile service within one year after the date the public service I8 required Lo begin to
satisly a requirement of your receiving a loan or scholarship from the federal government or a state or local government for your

medical education? i1Yes #¥No
12. Hawve you been denied a license, permission to practice medicine or any other healing artn, or permission to take an

examiaation to practice medicine or any other heallng arts in any state, country or U.S, territory? QYes o
13. Hawe you had & medical license revoked, suspended, limited, or restricted ln any state, country or U.S, territory? 1Yes @No
14. Have you voluntarily sucreadered a ficense o practice in the heating arts In any state, countsy or U.S, tesritory? UYes o
15, Have you been denled membership or expelled from a medical soclely or other profesaional medical organlzation? 3Yes @No

18. List ail hospitals where you have had stalf privileges denied, suspended, Hmited, sevoked or not renewed by the hospiial. List any and
all resignations from any medical ataff in Hew of disciplinary or administrative action. (Plesse Note: Do not include suapensions or
resirictions for fullure to complets hoapital medical records, attend hospial department or staff meetings. or maintusin reqolred suatpraciice insurance.)
Malitng Type of Dates of Action
Hospital Addreas Astion From (Mn./¥r]} To (Mo.¢)

17. Have you been investigated for, chasged with, or convicted of any violation of a statute, rule or regulation governing the practice of .
medicine by any medical licensing board, hospital, medicat society, governmental entity or other agency? i Yes ‘A
18. Have you surrendered your state or federal controlled substance reglatration or had it revoked or resiricted W any way? () Yeu ‘fd

CONTINUING MEDICAL EDUCATION

530,183 Continuing education: Gensrnl requiremonts; exemption; fallure to comply.

1, Except as otherwise provided in subsection 2 and NAC 530.157, each holder of a license to practice medicine shail, at the time of the biennial registrs-
om, submit to the board by the Ainsi date set by ihe board for submitting applicaiions for bienalal regiatration evidence, In sitch form as the bourd revuires,
" ~t he has compieted 40 fall hours of continuing medical education during the preceding 3 years {n cae or more aducstional programa. Sach edacational

T inust

(a!] Offer, upon successful completion of the program, a certificate of Category 1 credit as recognized by the American Medical Asrociation to the holders of
the licenue:

{b) Be approved by the board: and

{t} Be aponsored in whole or in part by an organizaton accredited or deemed to Y2 28 equivalent organtzadon o oifer aach programs by (he Amer!ran
WMedical Association or the Lintson Committee on Continuing Medical Sducation.

2. Any holder of » license who has completed a fall year of residency or fellowship any time during the perfod (or Heanial crgistration immediately



preceding the subnission of the application for Dlenadal vegdstrarion {s cuempt feom e vequirements st forth i subsection 4,

1.1 the holder of a Heense fails to submit evidence of bis cowpletion of continuing medicel edugation vithin the tnwe aod in the wanger presciibed by
Luhsection 1, bis Heense will not be renewed, SHch 0 perscn may ot resume the practice of medicloe unless, within 2 years after the end of the bleanial
perted of registration, he:

{u} Puys a fee to the board which is twice the fee for biennini registration otherwise preseribed by subsecidon L of NRS 830.290:

1) Submits to the board, in such wrm as it requices, evidence that he has completed 40 full hours of continuing medles] edgcation in adrdition to that
atherwise required by subsection I or NAC 830.137; and

{c} 13 found by the board 1o be oliierwise qualified for acttve status pursuant to the provisions of this chapter and chapter 630 of NRS,

(Atded to NAC by Bd. of Medlcal Exam'os, 7-31-85, off. 8-1-85; A 623-86; 11-21-38; 9-12-91}

F)LEASE CHECK ONE OF THE POLLOWING:

|t (J ‘/

s

\ f S_V 1.1 have camed a minimum of 40 howrs approved AMA Category | continuing medienl edueation (CME) for the bienainl period July 1. 1093 through
N

Jhane 50, 1995,
. 2.1 was initjally licensed in Nevada duosing the second six months of the biennial perivd July 1, 1993, throwgh June 30, 1995 and have earned a
mioimum ot 30 hours approved AMA Category I continulng medical education {CME).
3. Fwas initfally licensed in Nevada daring the third six months of the biennial perfod July 1, 1893, through Jone 30, 1385 and have earned A minimum
Ll 20 howes spproved AMA Category 1| continuing medical education (CME).
4. | was initfally licensed in Nevada during the fourth six months of the blennial period July L, 1993, through June 30, 1995 and have caned a
minimom of 10 bours appeoved AMA Category I continuing medical education {CME).
5. 1 am exempt from submitting proof of continuing medical education (CME) because 1 have compieted a full year of residency or fellowship taining
dnring the bienniad periad July 10 1992 through June 30, 1996,

signature f e -y T Y e I
(SIGNATURE STAMP UNACCEPTABLE)

IMPORTANT: AYTACH COPIRS OF PROOF OF DECLARED CME CREDITS.
PROOF OF CME CREDITS WILL NOT BE RETURNED,

I hereby cerdly that I am the person naned in this Application for Registration Rencwal of license to péactlce medicine in the State of Nevada: that all
statemenis [ have made herein ere true; that | am the original and lawful possessor of and person numed in the vurious documents and credentials furnished
to the Board in connection with this renewal application.

1 HAVE l/HAVE NOT .l  ACTIVELY PRACTICED IN NEVADA WITHIN THE PAST 12 MONTHS. {CHECK ONE)
If you have not practiced medicine in the State of Nevada during the period July 1, 1994, through June 30, 1695, please contact the Board office for further

instrwection.

L¥- 4091 ’f/f«f/ A . S . —

Business Telsphone # Dare N T Gignature (BIGNATURE STAMP UNACCRPTABLE)

£30.288 Blennial registration: Fes; failure to pay fee; revocstion and restorstion of license: notice to licenses.

1. Each holder of a license to practice medicine must pay to the secretary-treasurer of the Board on or before July 1 of ¢ach altemate year the applicable
fee for bienndal registration. This fee must be collected for the period for which a physician is licensed.

2. When a holder of a icense fails to pay the fee for biennial registration after it becomes due, his license to practice medicine in this state Is automatically
suspended, The holder may, within 2 years after the date his licensne is suspended, upon payment of twice the amount of the current fee for biennial
registration to the secretary-treasurer, and after he {3 found to be in guod standing and qualified under the provisions of ihis cheapter, be reinstated to
practice,

T, The board shall notify a licensee:

{1) At least onee that his fee for biennial registraiion is due; and

1) That tis Heense is suspended for nonpayment of the fee. A copy of this notice muyl be seat to the Drug Enforcement Administration 0. . Uuited
Staies Department of Justice or its successor ngency.

[Added to NRS by 1985, 2223; A 1687, 166)

630.2408 Insctive licensess: Leaving state; ceasing or falling to practice: reinstatement.

1. Any licenaee who changes the locstion of his practice of wedicine from this state to another state or countiy, has never engaged in the practice of
niedicine in this state after licensure or has ceased to engage o the practice of medicine in this state for 12 consecutive months must be placed on inactive
status.

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

[a) Notify the board of his intent to resume the practice of medicine in thiy state;

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

{¢) Complete the farm for registration for active status;

{d) Pay the applicable fee for blennial registratlon: and

{e) Satisfy the board of his competence to practice medicine.

3. I the bosud determines that the counduct or competence of the registrunt during the period of inactive status would have warranted denial of an
appHention for a license to practice medicine in this state, the board may refiise to place the registrant on aclive status.

{Added to NRS by 1988, 2222; A 1987, 196: 1993, 2209

630.236 Retived licensecs: Duties; requirements for reinstatement.

1. if a licensee retires from the practice of mediciig, he shall notify the board in writing of his intention io retice, and the board shail record the fact of
retirement, A licensee who is retived may not engage in the practice of medicine. Aoy Heensee who is retired and esives to retuin to the practice of medicine,
arust, before resuming the practice of medicine in this stute:

{a) Notify the boaird of hia intent to resume the practice of medicine iu this state;

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

{c) Complete the fosm for registration for active status;

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

(¢) Satisfy the homrd of his competence to practice medicine,

2. If the board determines that the conduct or competence of the reglatrant during the period of retirement would have warraated denial of an applicaidon
for a license to practice medicive in this stote, the board may refuse to place the registrant on actve statuy,

(Added to NRS by 1985, 2222; A 1987, 19%)

630.267 Re-examination of inactive or retired licensee. If s licensee does not practice ailopathic medicine for a period of more than 12 consecutive |
mmonths, the boact muy require him to take the same examination to test medical competency as that given o applicnnts for a Hcense,

(Added to NRE by 1986, 2222 A 1893, 2300}



APPLICATION FOR REGISTRATION by Senie vt Lcense No, 0o
NEVADA STATE BOARD OF [ : File No. ___

MEDICAL EXAMINERS APR 5 '993 ' New 3 .H : :u;-( wal'J/

Past Office Box 7258  Reno, Nevada 59510 Phone [702) GR4- 2550

Thia shaded rection lor HOARD USE ONLY

hereby apply for certiftcate of Dlennial cetstrallon and enclose the appropriate foe as indicated below:

QACTIVE STATUS $3:20.00 NOTE: NO GRACE PERIOD - LICENSED NOT RENEWED BY JULY 1

U INACTIVE STATUS $150.00 ARE AUTOMATICALLY SHSPENDED FOR NON PAYMENT.

0 RETIRED STATUS § 5000

a T 7 :
. Silver, ¥

Frank P. SLivet, i Mmrmc»pmuem L
2831 NeDaniel ST B2 Mo’m‘m
N Las Vegas UL UL | ammmemmmme us, mns';

L -

INSTRUCTIONS - TYPE OR PRINT LEGIBLY

. YOUR CURRENT LICENSE EXPIRES ON JUNE 30, 1983. This is the notice to renew your M.D. license. You
may apply for your license renewal upon receipt of this notice.

2. IN ORDER TO PROVIDE SUFFICIENT TIME FOR PROCESSING, PLEASE RETURN THIS RENEWAIL.
APPLICATION WITH THE CORRECT RENEWAL FEE PRIOR TO JULY 1, 1993,

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

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
{marriage 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
AMA CATEGORY I CONTINUING MEDICAL EDUCATION (CME).

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



2

£

4.

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

Are you currenily active in mediclne?
a. { FPES, in trainhgg.

b, | /KE& working fildl- Hine,

<. { ) YES. working part-time,

d. ) NO, rvetired.
e. [ )NO,other{specily }

Please indicate your primary, secondary and tertiary specialties and percent of time spent In each, using the lollowing
esodes:

SPECIALTY CODE:

1 ADOLESCENT MEDIUINE L OMIFERTILITY 19 PAIN MANAGEMENT 72 FULMONARY DISEASES
2 AEROSPACK MEDICING 26 INTIERNAL MEDICINE 50 PATHOLOGY 73 RADIOLOGY
3 ALLERGY/IMMUNOLOGY 27 LARYNGOLOGY 41 PATHOLOGY. ANATOMIC 74 RADIOLOGY. DIAGNQSTIC
4 ANESTHESIOLOGY A5 LECAL MEDICINE §2 PATHOLOGY, CLINICAL 75 RADIOLOGY, NUCLEAR
5 ELOODBAIIKING 26 MATERNAL/FETAL MED 53 PATHOLOGY, FORENSIC 76 RADIILOGY. THERAFEUT
& BRONCO-ESOPHAGOLOGY 30 IO PFRINATAL MED 54 PED. ALLERGY 77 RHEUMATOLOGY
T CARDIOVASH DHSFASES O NEOPLANTI DISEARES 45 PED, CARDIOLOGY T AHINOLOGY
3 CATSCAN/ULTRASOUND 52 NEPTROLOY 513 PRI, ENDOCIRINOLOGY 79 SLEEP DISORGERS
9 CHILD NEURQLOGY W NENIHAGY 57 PED, HEMAT/ONCOLOOGY 20 SHRGERY. ABDOMINAL
10 THILD PRYCHIATRY S NEFROPATTHOLOGY 33 PED., INFECTIOUS LIS 3! SURGERY. CARDIOVASC
11 CLINICAL FHARMACOL 135 NEHROHALIOLOGY 59 PED, INTENSIVIST 52 SLRGERY, COLON/RECTAL
12 LAUTICAL CARE S L LCAR MEDICINE 80 PED, NEFHROLOGY 83 SURGERY, GENERAL
i? DERMATOLOGY 7 IITRITION 31 PED, PHYSIATRY - 81 SURGERY. HAND
i+ EMERGENCY MEDICINE W OOUSTETRIC/CGYNECQLOGY 62 PED. RATHOLOGY 35 SURGERY, HEAD/NECK
15 ANDOCRINOLOCY ") CLSTETRICS 133 PED. SURGERY 30 SURGERY. MAXILLOFPAC
16 FAMILY (HACTICE 40 CEEATIONAL MED 4 PEN, UROLOGY 47 SURGERY, NEUROLGGICAL
17 CASTROENTEROLOGY - 41 ONCOQLOGY o8 PEDRIATRICS 48 SURGERY. ORTHOPEDIC
18 GENKERAL PRACTICK 12 ONCOLOGY. SYNECOLOGIC €8 PHYSICAL MEL/RENAB #19 SURGERY, FLASTIC
19 CGERIATRICS 43 ONCOLOGY, HEMATOLOUGY G7 FREVENTATIVE MED . 9 SURCERY, THORACIC
20 GUYNECOLIGY 14 ONCOLOGY. RADIATION 68 PSYCHIATRY O SURGERY. TRAUMATIC
11 HEMATOLOGY 385 DNCOLOGY, SURGICAL 69 PSYCHOANALYSIS 92 SURCERY, UROLOGIC
w2 ITPNOSIS 16 OFHTHALMOLOGY 70 PSYCHOMATIC MEDICINE #2 SURGERY. VASCULAR
a5 IMMUNOLOGY 47 UTOLARYNGOLOGY 71 PUBLIC HEALTH 94 UROLOGY
24 INFECTIOUS DISEASKS 48 OTOLOGY ’
Code Percent of Time Board Certified (Indicate Yes/No)
Primary o'~ N Qﬂo *
secondary e N S
Tertiary
PLEASE INDICATE OARD QF MEDICAL SPECIALTIES BOARD CERTIFICATION:

Board
Subbeard

How many hours per week do you spend in each of the following activities?
hours Fatient care or services
______hours Administration (schools, agencies, association, ete.}
hours Teaching medical courses
____hours Research

- hours Other (specify }

Form of employment is M . {Use the following codes.)

SELT-EMPLOYED

1001 Solo Practice 1008 Fuderal Govermmezat (vivillan P.H 5., eloy
HEE Partoership or Group Praciilioners 008 Stale Covernnient
SALARIED, EMPLOYED BY HeIT County Guvermment
1003 Individuat Practitioner 1011 Local Government
FVA 2 Parinership or Group of Practitloners Ha v Dther {gpecify 1

1008 Group Health Plan Factilty (sueh as H.M.0.)
tos ther Non-Covernment Empioyer (hospital. schocl. i}
1007 Federal Goverument {armed services personnet only)



All of the following questions refer Lo the thne perlod of July 1, 1991, through the present date only. FOR ALL YES
RESPONSES, PLEASE EXPLAIN ON A SEPARATE SHELET AND RETURN WITH THE RENEWAL APPLICATION.

5. Have you been rejected for membership by any medieal soclety?

“  Have you been denied a Hcense to praclice medicine?

. Have you been denied staff membershtp with any leensed hospital, nursing home or other
hospital care facility with an organized medical stafl?

8. Have you been censured, reprimanded. disciplined, had privileges limited, had privileges
suspended, been put on probation, or been requested Lo wilhdraw froum any licensed hospital,
nursing home, clinic, or other hospital care facitity with iy organized medical stafl, In which you
trained, h:ave been a staff member. have heen a pariner, or have held hospital privileges?

9. Have you lost American Board certiflcation hecause of disciplinary action?

10.Have any U.S. state and/or Canadlan provincial licensing or diseiplinary agencies Hmited,

restricted. suspended or revoked a lcense you have: held or taken any other disciplinary action
against you?

11.Have you voluntarily surrendered a license issucd to you by any state and/or Canadlan
provineial licensing agency while an investigation or other disciplinary action was pending?

12.Have you been notified of any current/pending charges or cornplaints tiled against you with A ¥

any state and/or Canadfan provinctal licensing or diseiplinary agency?

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

14. Have you been diagnosed or treated for mental Hiness?

5. Have you been chemically dependent?

15. Have you interrupted your training because of illness or bupairment?

17.Have you been unable to practice medicine because of 1liness or impairment?

18. Have you been denled a controlled substances registration eeriifleate by the Drug Enforcamcont
Administration {DEA) or State Board of Pharmacy or other lawtul authorlty concerned with
conirolled substances or been censured, reprimanded, vestricted. voluntarily surrendered,
placed on probation or had such authority revoked?

19.Have you been indlcted, arrested, charged with, convicted, ped gullty or nolo contendere
in any criminal prosecution under the laws of any staie or of the United States, for any offense
reasonably related to the qualifications, functions or dutles of a physician, for any offense an

easential element of which is traud, dishonesty or an act of vivlence, or for any offense Involving
moral turpitude?

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

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

22.Have you been terminated from, sanctioned or penalized by, or had to repay monies to any State
Medicald or Federal Medicare Program as a result of administrative or criminal action?

Yes O
Yes [

Yes Q

Yes
Yes Q
Yes Q
Yes O
Yes Q)
Yes 2
Yes 0
Yey 1)

Yes il
Yes i

Yes i

Yes Q

Yes
Yes

Yes [

Name

P E LIST CURRE HOSPITAL AFFILIATION(S): .
TIAWME . IR 1%ey Jare N RAup .
Address
g - e \ . \' [ A&

2
=

NEASANSSNNS NN

=
=)

§ & g

=2
1=

=z Z
2 C

NQ :

sz

W

=
<

“\ L i o Wb -‘
Narmge g N
\t A\ \ ;.‘, A ) rMyao
" Name
Name Address

CONTINUING MEDICAL EDUCATION
630.183 Continuing education: General requirements; exemption; fajlure to comply.

1. Except as otherwise provided in subsection 2 and NAC 630.157, each holder of a license to practice medictue shall,
at the time of the bienntal registration, submit to the board by the final date set by the board for submitting applications
for biennial regisiration evidence, in such form as the board requires. that he has completed 40 full hours of continuing
medical education during the preceding 2 years in one or more educational programs. Each educational program must:

(@) Offer, upen suceessful completion of the program, a certiflcate of Category 1 credit u1s recognized by the American

"edical Association to the holder of the lcense:
(b} Be approved by the board; and

{¢) Be sponsored In whole or i part by an organization accredited or deemed to be an equivalent organization to offer such
programs by the American Medical Association or the Liaison Comyuittee on Countluuing Medical Education.



2. Any holder ol a licanse who has compleled il vear of residency or fellowship any ttnie durng the pertod lor biermial
reatstration pamediafety precesding the submission of the application {or bennmal registration is exempt from the
requirenmients sel forth in sabsection ]

3. 1 the holder of a ticense Fdls to submit evidence of his eomopletion of contining medical education within the ime
annd f the manner preseribed by subseetion L ds lieense will not be renewed. Such a person may not resume the practies
of medicine unfess, within 2 years alter the end of the biennial period of vegistration, he:

{a) Pays a fee to the Loard wlicl is twiee the fue for biennial registration otherwise preseribed by subsection 1 of NRS
G0.290;

{b) Submits to the board. i1 such fonn as it requires, evidence that he bas completed 40 full hours of continuing medical
education in addibion to thal otherwise required by subsection 1 or NAC 630.157; and

(c) Is found by the Board to be otherwise qualitied for active status pursuant to the provisions of this chapter and chapter
530 of NRS,

{Added to NAC by i3d. of Medical Kxamrrs, 7-31-85. eff. 8-1-85: A 6-23-86; 11-21-88; 9-12-91)

PLEAS HECK ONE OF THE FOLLOWING:
i. Thaveearnedaminimualof 40 hours approved AMA Category [ continuing medical education {CME) for the period
July 1. 1991, through Juie 30, 1993.

2. [am exempt because | have completed a full year of residency or fellowship training during the peried for biennial
registration immediately preceding the submission of this application.

3. 1 am exempt as 1 am applying for INACTIVE or RETIRED status.

¢

Signature —
& ‘é,. (SIGNATORE-STAMP | INACCEPTABLE]

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

Date of Birth: i_ L3 3? Social Security Nur?PeE _ .

monily/day/year DEA Numbes: ___

~t
Medical Schoot: Th v - - § N~
City State
-\
Internship: . A A} 3
\ tate
-\ {} \. ! o
Residency: e A -’ v
City State
City State
City State
Fellowship: & c— D :"" ol
City State

i hereby certify that I am the person nawed in this application for renewal of license to practice medicine in the state of
Nevada; that all ements | have made herein are true; thai { am the original and Jlawful possessor of and persoa named
in the varlousAocuments and credentials turnished to the Board in connection with this renewal application.

I HAVE

A PR 1\ T "{!411,{3_3 « 1

Business Telephone # “Hsignature (SIGNATURE $TAMP UNACCEPTABLE)

HAVE NOT Q ACTIVELY PRACTICED IN NEWW]THIN THE PAST 12 MONTHS. (CHECK ONE)
.

g

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




T T Heeteedt :
i R o Bivense No. ... ... ...

\PPLICATION FOR REGISTRATION | "W
w APRIz1o0r |

NEVADA STATE BOARD OF
MEDICAL EXAMINERS
St OffEee Box 7238 Reno, Nevida 89530 Phone (702) 329-2559

PN e
Newll .-

‘ ] Renvwal i
Vil sl Seacton Kr BOANL LSE ONLY

| Liereby apply ior coritleate of blennint renlstratlon and enclose the appropriate fee as indieated below: |

M ACTIVE STATUS $400.00
e corare .rre NOTR: NO GRACE PERIOD - LICENSES NOT RENEWED BY JULY 1
1 INACTIVE STATUS $150.00 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT
£1 RETIRED STATUS 5 5000 o )
NRSA3D explanation of status on reverse side
B oy
' i

" Make chechs iapable to: o
BOARD OF MEDICAL EXAMINERS - -
(Fsveign ctivcks muwt indicate “C.9. FUNDS)

Frank 1. ALLVER D D

v F ke plodd flead OA

ML Vemgas TRAVANE S R LU R B 1o 1o 1)
fm A

ekt

Saxal Secnrily 7
NAME Silver., Frank P.
Farnad, Firnt MElhdie

————

Tshasitencsans o b |

702 642 4091

BUSINESS OR MAILING ADDREss. 1401 E.Lake Mead Blvd. N. Las Vegas,NV 89030

et Adedtoss or PO Dox Mule No Clty Hute

Higa Venles

1f you have retired or moved your practice, please tndicate the locationof - BOARD OF CERTIFICATION

former patient’s vecords for the lasi 5 years below:
*

JAME Yes ' No et 11+ s
ADDRESS AM.Bd.ol_The American-Board -of-0B-GYN .-
PHONE # [ J Date of Certification or Receriification....... L9872 . ..
Primary Specialty (List oniy one) . GYN Sub-Specialties: .

1 certity thagessthin the past 24 months, | have completed a mintnium of 40 hours r)fCautiuulng Medical Education, AMA-Category 1 and that § have
in ny m.;.’mmm..u,m ~f erzh. T nnderstand that the CME vequirement s mandated by NRS 630.25.3 and NAC £30.153.

Sigratun€_ » N - _Date
“~ iNo Fubbet sipnps)

PN W 1. ¥ R ———

SINCE YOUR LAST REGISTRATION: il siny quisstion i answered “ves altach a detailed explnation )

L. Have yeni been investigated Ly, or charged orconvicted ef unprofesstonal
conduct, professional incompelence or gross o repeated imalpractice
by nny medical Hoensing board or other agency. huspital or__mediu;l{-
soctety? Yes £} No

2. Have you heen astested, fined {over $100), charged with or C‘U!lvi(‘ttg,
ol a crime, indicted, imprisoned or placed on probation? Yes{] Nao

3. Have you been investigated, anested. charged or convicted for the
possession, use of. or Illegal sale or dispensing of conirofted '?ubfs:}anﬁc-:«i;}
s ]

A Have you been dendod a medical license or surrendercd your license
16 praciiee irtanother jurisdiction nr ind your itedical license or right to
practice medicine revoked, suspended or Brmited in .'muthvvnnsdicrion.
esf] No#¥
5. Have you had statf privileges In a haspitol denied, suspended. limited,
revoked or not renewed. or have you resigned from a medical staff inlien
of disciplinary or adminisitative action. excluding failure to complete,

medical records? Yes {3 NofE
6. Have any malpractice setilements, awads or judgments been made
agatnal you in any jurisdiction? Yosfl Nof

STAFF PRIVILECES: List all Nevada Hospitals in which you have any stafl privileges: iNaune and Location)

| _Community Hospital N.Las Vegas,NV 89030

, Valley Hospital Las Vegas,NV 89102

3

University Medical Center Las Vegas, NV 89102

T certify that sl iny siatements in this application are true. Ehave
o~

Signature: ... e s

ave not O actively practiced in Nevads within the past 12 menths, (Check one}

(Mo rubber sunmps)
HNOTE: Hawe pou sig bolly "signature” Hres,

isate 4/4/9Y



A30.255 Inactive licensees: Leaving state; ceasing or failing to practice;
soinstatement,

Fo Any licensee who changes the location of his practice of medicine
dom this state to another state or country, has never engaged in the
sractice of madicine in this siate after licensure or has ceased to engage
n ihe practice of medicine in this state for a period of 12 consecutive
monihs must be placed on inactive status upon notification of the board.

2. Before resuming the practice of medicine in this state, the inactive
reqistrant shall:

{a} Motify the bcard of his intent fo resume the practice of medicine in
this state;

ib) Fite an affidavit with the board describing his activities during the
aeriod of nis inactive status;

fc) Complete the form for registration for active status; and

{rf) Pay the applicable fee for biennial registration.

3. If the board determines that the conduct of the registrant during the
seriod of inactive status would have warranted denial of an application for
3 license to practice medicine in this state, the board may refuse to place
e registrant on active status,

iAdded to NRS by 1985, 2222}

n130.256 Ralired licensees: Duties; reinstatement. If a licensee retires
from the practice of medicine, he shali notify the board in writing of his
intention 0 retire, and the board shall record the fact of retirement. A
acansee who is retired may not angage in the practice of medicine. If a
licensee who is retired desires to return to the practice of medicine, he
shall apply to the board for registration and pay the applicable fee for
hiennial registration.

{Added 10 MRS by 1985, 2222)

330.257 Re-axamination of inactive or vetired licensee. !f a licensee
Jdoes not practice allopathic or homeopathic medicine for a period of more
than 12 consecutive months, the board may require him to take the same
axamination to test medical competency as that given to applicants for a
Hconse.

{Added to NRS by 1985, 2222)

AEMINDER: NEVADA LAW REQUIRES NOTICE

' TO THE BCARD PRIOR TO CHANGING
YOUR PRACTICE LOCATION OR
CLOSURE OF GOFFICE.
{NRS 830.254)



—

Lo \
E ’ Ilw. il't‘l ‘:' D License N 26’+1
APPLICATION FOR REGISTRATION - deense o, 2041
NEVADA STATE BOARD OF APR 2 4 1989 File No.— .
MEDICAL £XAMINERS New 3 Renewal 3K,
¢+ Office: Dox 7238 Reno, Nevada 80510 Phone 1702) 329.2559 |NEVADA STATE BOARD OF o1 it 1SE ONLY

1 neveby apply for certificate of btenndal cegistration and enclose the appropriate fee as indicated below:
Foacnve seans
LY INACTRIVE STATHS

SRR

e e NOTE: 8O GRACE PERKID -~ LICENSES NOT RENEWED BY JULY |
B15600 ARE AUTOMATICALLY SUSPENDED FOR NON PAYMENT,
L) 3 IRES D) STATHS RIRF XY ¢]

NRSG30 explumation of stadas on reverse side

- a1 "'1
Frank 7 S3ILVER MD Make chechs payable i
' BOARD OF MEDICAL EXAMINERS
{Poredgn checks must indicate “ULS. FUNDS™
1401 ® Lake Mead Blwvad
L. ¥ Tas Vegas Ny 33430 |
TYPE OR PRINT LEGIBLY
name_ Silver Frank P. Soclal Security #
! Last First Middie tsiness Phowed ¢ U O42=00971

1401 E., Lake Mead Blvd, ¢-1 /‘/Las Vegas Nevada 39030

BUSINESS OR MAILING ADDRESS

Sireet Address or X Q. Box Sulle No. City State Zip Code
i you have rvetivedt or moved your practice, please indfcate the location  BOARD OF CERTIFICATION
of lormer patient’s records below:
ME Yes No
ADDRESS AM. Bd. of
PHONE # ( ) Date of Certtilcation or Recertification

OB/GYN Sub-Specialties:
T certify that within the past 24 wonths, [ have compieted a minlmum of 40 hours of Continuing Medical Education. AMA-Ca

tin my files decamentation of such. T inderstand that the CME requirement is mandated by 630253 and(?: 630.153.
Date ¥ ! ?,I 89 .
SINCE YOUR LAST REGISTRATION: (Il any question is answered “yes.” atlach a detalied explanation.)

!
Signed:._£ yr
1. Have you heen investigated, chaiged or convicted of unprofessional 4. Have you been denied a wedical ficense or sucrendensd vony lieense
conduct, professional incompetence or gross or repeated practtce to practice in another juvisdiction or Lad your wediead Heeygse rwnk:-*
by any medical Neensing board or other agency, hosplial or medies suspended or fimited o anolber jurisdiction, Yosi1 Nn

soeiety’ Yes [ No 4 . .

f"('i( fy? 5. Have you had stail privileges in a1 hospilal desticd, suspended, limided,

2. tHave you been arresied, fined (over $100). chauged with or cmlvlchg revoked or not renewed, or have you resigned from s enedical stalf in live

of a crinze, indicted, imprisoned or placed on probation? YesO Ne of disctplinary or administrative action, excluding fatlure to comp!eg
Vesd Nol

3. Have you been investigated, arvested. charged or convicted for the medical records?
possession, use of, or tllegal sale or dispensing of controlled substances' 6. Have any malpractice settlements, awards or judgments heen m
YesO No against you in any jurisdiction? Yesl No

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

Primary Specialty (List only one}

tegory 1 and that ! have

P s

o
{No rubber stamps)

. UMc .
3 Community 5
4___Valley 6

-ertify that all the above statements are true and that | have aciively practiced in Nevada within the past 12 months.

Date \[!I?/@(i

Si s.{naturl.-.__,,_f_j_;_

INO ruboer stanps)



630.255 Inactive licensees: Leaving state; ceasing or failing to practice;
reinstatement.

1. Any licensee who changes the location of his practice of medicine
from this state to another state or country, has never engaged in the
practice of medicine in this state after licensure or has ceased to engage
in the practice of medicine in this state for a period of 12 consecutive
months must be placed on inactive status upon notification of the board.

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

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

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

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

(d) Pay the applicable fee for hiennial registration.

3. If the board determines that the conduct of the registrant during the
period of inactive status woulid have warranted denial of an application for
a ficense to practice medicine in this state, the board may refuse to place
the registrant on active status.

{Added to NRS by 1985, 2222)

630.256 Retired licensees: Dufies; reinstatement. If a licensee retires
from the practice of medicine, he shall notify the board in wrjting of his
intention to retire, and the board shall record the fact of retirement. A
ticensee who is retired may not engage in the practice of medicine. If a
ticensee who is retired desires 1o return to the practice of medicine, he
shall apply to the board for registration and pay the applicable fee for
biennial registration.

(Added to NRS by 1985, 2222}

$30.257 Re-examination of inactive or retired licensee. If a licensee
does not practice allopathic or homeopathic medicine for a period of more
than 12 consecutive months, the board may require him fo take the same
examination to test medical competency as that given to applicants for a
license.

{Added to NRS by 1985, 2222)

REMINDER: NEVADA LAW REQUIRES NOTICE
TO THE BOARD PRIOR TO CHANGING
YOUR PRACTICE LOCATION OR
CLOSURE OF OFFICE.
(NRS 630.254)



R ECETY bz
APPLICATION FOR REGISTRATION eV E Ol e/

NEVADA STATE BOARD OF JUN 05 1987 FleND.
MEDICAL EXAMINERS NEVADA STA Hewis  Renewi &
Post Office Box 7238 Remo, Nevada B9310 Phone (702) 329-2559 MEMA R %)!\RD 1S ONLY
\\h?ypfy for 2 1987-59 certiflcate of bienmial regisimition and enclose the appropriate tee as indicated below:

WACTIVE STATUS £300.00

I'T INACTIVE STATUS 5150.00 NRS630 explanation of status on reverse side

{1 RETIRED STATUS 5 5000

i_ " - . . - s ‘ l_. . ‘. “-l

b e e . Make checks payable to:

BOARD OF MEDICAL EXAMINERS
{Foreign checks must indicate "1.8. FUNDS"™)

L. -
s N TYPE OR PRINT LEGIBLY
NAME Silver, ¥'rank N Skl Sevurity *
- e e o G

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

GUSINESS OF MAILING ADDRESS s e s e e i e e
St Address or Eod Uox sutie No. ity State AP Uik

If you have retired or moved your practice. please hwlicate the location  BOARD OF CERTIFICATION
of former patient’s records helow:

namg Lrank P, Silver, H.D. Yes X N‘,L)—'Zrﬁfp )y S
opRESs, 1401 2. Iake Mead 8lvd, B. IV,NV 89030 am.pd.of 0B/GYN e
FHONE # (202 ) H42-14091 Date of Certilication or Recertification 11/12/67

Primary Spectalty (List only ane) QB/GYN Sub-Speclaities:

1 certify that since July 1, 1985, [ have completed a nintmum of 40 hours of Continuing Medical Education, AMA-Calegory 1 and that | have in my
files documetitation of such. ! understand thai the CME requirement is inandated by 630.253 and NAC 630.153.

3 A
_ 5/28/87

Signed: . " e Date

1Ne rubher stamps please}

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

i. ilave you been investigated. charged or convicted of unprofessional 4. Hawve you heen 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 revoled.
by arg?medlcal licensing board or other agency, hqsp!ta\l( orL l'neg:c.aél/ suspended or limited o another jurisdiction. Tes No @
sotlel () ¥

) . N . 5. Have you had stafl priviieges 1 a hospial denied. suspended. flimitat
2. Have you been arrested, fined lover 3100), charged with or convicted revoked or ‘ ) : )

R oy : . swoked or nod renewed, or have you eesigned Trom aanedical skl indiea
of a evime. indicted, imprisoned or placed on probation? Yes(] No ﬁ/ of disciplinary or administrative action’? © sl No#l
3. Have you been investigated, arrested, charged or convicted for the
possession. use of, ot illegal sale or dispensing ol controlled substances? 6. Have any malpeaciioe setlements, awards or judgments beeyhade

Yes OO against you in any fjurtsdiction’? Yed M Nel)

STAFF PRIVILECES: List all Nevada Hospitals in which you have any staff priviieges: (Noinwe sind Location)
iiniversity Hedical Center, LV,HV

L. A
9 Valley Hospital, LV,NY .
5 Community Hospital, LV,NV .

certiy that all the obove atatenients are true and that [ have actively practiced in Nevada within the past 12 monihs,

ﬂ

. :;
signature o g | . o s oo Date 5/28/87 e




6530.255 Inactive licensees: Leaving state; ceasing or failing to practice;
reinstatement.

1. Any licensee who changes the location of his practice of medicine
from this state to another state or country, has never engaged in the
practice of medicine in this state after licensure or has ceased to engage
in the practice of medicine in this state for a period of 12 consecutive
months must be placed on inactive status upon notification of the board.

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

(a) Notify the board of his intent to resume the practice of medicine in
this state;

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

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

(d) Pay the applicable fee for biennial registration.

3. If the board determines that the conduct of the registrant during the
period of inactive status wouid have warranted denial of an application for
a license to practice medicine in this state, the board may refuse to place
the registrant on active status. .

(Added to NRS by 1985, 2222)

830.256 Retired licensees: Duties: reinstatement. If a licensee retires
from the practice of medicine, he shall notify the board in writing of his
intention to retire, and the board shall record the fact of retirement. A
licensee who is retired may not engage in the practice of medicine. If a
licensee who is retired desires to return to the practice of medicine, he
shall apply to the board for registration and pay the applicable fee for
biennial reqgistration.

(Added to NRS by 1985, 2222}

§30.257 Re-examination of inactive or retired licensee. if a licensee
does not practice atlopathic or homeopathic medicine for a period of more
than 12 consecutive months, the board may require him to take the same
examination to test medical competency as that given to applicants for a
license.

(Added to NRS by 1985, 2222)



WU O Compm R AT
APPLICATION FOR REGISTRATION o S o) Nevinka ""‘"t-““ No. ——
NEVADA STATE BOARD OF File No, .
MEDICAL EXAMINERS New O Renewad 13

P * Olfice Box 7238 Reno, Nevada 89510 Phone (702] 329-2559

This shwhesd sevtlosta Tor SIARTEUSE ONILY
_

1 hereby apply lor 4 [DE5 S7 cortiticiee of hwyﬁlhlruunn il enclose the appropetate promted fee as idiciied below.
AACTIVE STATLS #5040
L1 INACTIVE STATES ST
CORETIRED  INO FEE REQUIRED FOR LRG89
Delinguent atier Seprember 15, 1885,
1041
r © e et M
Frank P SILVER PRACHICE: W horks me oni)
o irDireet Patient Care 1] Resicdent
1401 E Lake Mead Bivd 1 Administration [ Miditary
: 7 . o NV (3 Medieal Teaching 3 Retdrexd
N Las Veagas -
#9030 4
TYPE OR PRINT LEGIBLY
Y, 1 TRy k) I\ ] Sockal ©
NAME EELCE -1 AT D .
Last Firu Middie Business Phone 1271 5L WAL
TRt 0L Toaka ond Trpe aena, leyadm 20070
BUSINESS OR MAILING ADDRESS T ; RS : o A
RIS RN C R IR A LT Uy Sk Zip Uk
NE W ADDRESS: If your address will change within the next two wunths, show new address below.
(If wonger than lwo montha, 1ify this otfice by leticr nst prior 10 chunging location.)
ANDRESS WILL CHANGE OM: . . . . B L T
BUSINESS OR MAILING ADDRESS -
Steves Abebrass o 020, 13y e Ny, {uy Suale Zip Codke
If ryt:m have retired or moved your practice, please indicate the location  BOARD CERTIFICATION:
of former patient’s records below:
o
NAME e YOS B ' ST | /- SO .
ADDRESS A Bdof_nateltrios o Gimecsla gy ——
TPy
PHONE ~ { 1 Nate of Certification or Recertification 11-2-%7 i
Primary Specialty (List unly one} GRS YN Sub-Specinlties: ... e e £ e st £ e < et

SINCE YOUR LAST REGISTRATION:

L. Have yons beeny snvestigen), chorsed or convieted of 1eayariessonat
condue!, professional incoepetenne o gross of repeated malprac:
e by any miedical Heesdng board e ollier ageany, tempital or
mcdicil sviety? --p

— B .
Yes I3 Na Tl 1 ves™ atach acdetailed explasation

2. Have vou been iivestigared, charged ora mwicted for thie possexsion,
use of, or illel sale or dispensing of conmrolled snbsunces’!

Yes 0 NoliD IEtves" i adetailed explination

3. Hitve v seirrensedereed vonn Tieense 1o prasctioe meddio see e anotlaer
Juirksediotien” -
Yeu U Ne @ & I vess" sntach a detded expliasicion
4 Have iy nadprstice settements awards or dgment been nuwde
aiddnist vou (o any jurisdietion®?
Yo oo No DD I ves” attaeh adetiiled expliciition

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

Tallay Hpanital .

Enoen Moyada conerial 2
38 oonnentty Yogpltal 4. —_
Make checks payatile to: BOARD OF MEDICAL EXAMINERS 1 certify that abiwe ertamanto o tmad
{Foreign checks must indicate ~U.S. FUNDS™)
Signatu ) - —- M.D.
No rubher phrase P




APPLICATION FOR REGISTRATION

NEVADA STATE BOARD OF
VEDICAL EXAMINERS NOV 13 1984

[RLITTTITERIPA Y A A Al BT

Pt Offee s 77 3 Reey, Slovanby e dnla

v 00
Newvicki Livense No, ' Fite No, J—

Llinquesit ofter Miacbe 20 1HRG

Bate of Lrcense Newi] Renewal (¥}

Flhis sttirded] e o tor JEIARL Uit ONLY

Ui ey gy for o 00 cothle e of Ann ol coned ration AND) ERCLOSE thee Tee fon 53 EOLO0

r 241 K T
G y 4 PrSOTICE: t0hek Do Onty)

2oV Lf‘\ ’ . l‘ ' \ “\‘ i tJ ot Pattent Care [ Resident

el . LARE e ALY _ Shvdiinisivalion i Mititary

WL LAY votamy vy it 23 o0 SR Fenedning £ Retired
P A

TYPFE OR PRINT LEGIBLY
} } 11-. .-\,r-' 1': [‘:?ln}( 'rj . E“'l'"" BRI
NAME L e e e e o e L o e
sest il Middie: i"" gl S Linal

1401 &, Lakeread Blvd. N. Tas Vogas, W 310730

PYISENICRNS OB AEATLNG ATHDIRRSS

L1 T [RTR

IOV ADDRESS: 1 your address will change within the nest lwo months, show aew sehideg s Tobow,
(1 boiger Phan twn winithes, iy g oo, by Retior jusre prior g0 clumiging hocatkon,

ADDRESRS WILL CHANGE QN2 L s e VL
TSR OR MALLI 2 DI ESS, et e - o
Srreet et o U0 B e o, “itghe o _;:'l||-! ‘ ki o
if you have retired or muved your pracuice. picase indleate the locution  30ARD CERTIFICATION:
ul former patient’s reoords pelow:
MAME ———— ettt | o e84 e e £ 11 e+ A8 e A b 1 1 VB v e e Mo
ADDRESS e eione AM. . of . J——— et 4t b et e sinests
PHOGNE, 5 B i e o e saeees s o o o Ut of Certilicution or Recortilication e
_ o Gb-GYN
Priviss v Speciaily (Risooaiyonel oL Sub-Specialties: o
SING FOYOUR LAST REGRSTRATIOMN:
e vot heoen invesTitoted. eharpod o eaviciod of npprofessional 3, H
T = ave you sorrendered your Hoense 10 s & :
ronchisd, professienad wonpeiener or gess or r"pt'.:ilcd malprac- -uu‘-du Tinn? Y o practiceinedicioe in anothue
tee by ooy onedioad Boenniog bodad or niber ageney. hosplial or + v \ ) )
rriecHenl sty Yea i No P 05 yes” uttach o delaidled explnnat ion
e i ] P 1% Wves T ik dogailed explanation . Have ST A T RCE seliiements, v o 1|u||jnu e seen made

against vou oy any jurisdiction

S,
Testh No ¥ IF“ves"atGeh a detniled explvcation

el anivicted Yor f.hl:‘pﬂ.‘-'a" -
o cemtiobted sabsinces?
fach cdeiailed cxpionndi

2 Have vouris i sd e ehirg
v OF, o

Vet

S PAFF PRIVELEGE: T int ol Neweda Plospitads in whic h yuu haye any 5t¢wfp! mh V? {N: lIl’li‘ :md Focation)
,Outncrn Nevada gpﬂorlﬂl Hox p a8 wmaq. uy do;pital as VLgah.&V
L. 3 - : ‘

rth a3 Vegas Comguniby. Hos “
3 Yo Fe ) % E: -.JJV(,%:{& NY
Aalie chee ks payable to: BOARD OF MEDICAL EXAMINERS 1 cextify that .Mﬁ?abm'e SLAATIEN S Are L
{Ropekar cllecks st indicate “TLR FUNDGS™ -
Signature .. . . S ' & X
Ne rabber stus ]‘f ‘(:u- LS




APPLICATION FOR REGISTRATION

Post Olfice Box 723%  Reno. Nevads 39510 Phone (7002) 320-2560

NEVADA STATE 830ARD OF
MEDICAL EXAMINERS

NOY 29 1983

Delinquent after March i, 1984

Nevada License No, .. oié.....‘..‘([__.__h__.___ Date of License __... ¢}

oo W ]

this shaded section for BOARD USE ONLY

Remewsal

172

{ hereby apply for a 1984 certiticate of annnal registration AND ENCLOSE L fre tor 375.00.

r €4l B
SILVER, FRANK P ML
t4d1 £ LAKE sHcAw BLVE
NU LAS VEGAS Ny gL 30
L 4
' TYPE OR PRINT LEGIBLY
e Sucind Mecnyity ©
NAME Silver Frank Ds .
1ast First Midie Phoasiniess Phyoane §

BUSINESS ADDRESS .~ L1401 Z. Lake .ead. .. orth Las Yegas,

MAILING ADDRESS .

iy

v

1401 E. Lake iwead North Las VYegas,

Nevada 39030

ke

Nevada 39030

Tt

' 202-642-4091

i Cote

Srprd e

NOTE: Business Address will be uased as diteetory address gidess requesied otherwise IN WRITING!

NEW ADDRESS: If your address will change within the next two months, show new sddress halow,
I Jonger than two mostls., nutity ilis office by letler just prior to changlog locatio.)

ADDRESS WILL CHANGE ON:

BUSINESS ADDRESS _

€ty Btute
MAILING ADDRESS
City Stale Zip Cuxte
If you have retired or moved your practice, please indicate the location  BOARD CERTIFICATION:
of former patient's records below:
NAME ies A Ne S .
ADDRESS AM. Bd. of - . -
PHONE * { } Date o Certification or RecettBICatBOn s s o

Primary Specialty (List only one) _Qbstetrics

Sub-Specialties: ___Gynecology

PRACTICE: (Chieck Gar Ouby
fas any disciplinary action been taken Yes No '
against you in any jurisdiction (] Direct Patient Cavre ____________| W]
sinee your last registration? If “yes” atiach a detailed explanation
AMmindstration [}
Medical Teaching .0
Hag uny salpractice action been Laken Yes o new caching H
against you in any ion . L} . Military . i
sice your last registration? H “yes” attach a detailed explanation
Retived ... i
STAFF PRIVILEGES: List atl Nevada Hospitals in which you have any staff privileges: {(Nawe and Location}
1 .outhern Nevada memorial 2, Valley Hospital
3. North las Vegas . e 4,
Make checks payable 1o BOARD OF MEDICAL EXAMINERS 1 cestify thatailthe above gtatements are teue
tForelgn checis must Indleate "ERS, FUNDS™
Signature b R EN
Mo tubbey stampmkuse v ¥




AFFIDAVIT AS TO MORAL AND PROFESSIONAL CHARACTER
{To be fitted in by two physicians in applicant's county)

..................... LeSEREBAUREs. .. orrremrsmrrrrrmrrssnns MdDuy DI dtly sworn, deposes and says:

! reside at ._...._5030.0xford. Avenue in the County of ___Thiladelphta. ... .
inthe State of ........... Rennsylvania - nd am personally acquainted with
Droe Fraok. R Silver vy 30 know hodm to be the identical person
named in the accompanying diploms, and ... he Is of good rmral and professional character.
Subacribed and swom to befors me this .. 25,6 | Name ....< 10 S T D
day of .. Lt " L AD. 193 } Address .. 5030 OXFOXA AYRRUE...............

Voo s L e e Piladelohin, Pa. 19124

ﬂ‘ %Mst§vn 3 1972

{Suggestion: Endorsement by the Secretary of County Madical Society)
Charles Q. Griffith .. M.D,, being duly sworn, deposes and says:

| reside at ... 1782 Vashington. lane .....oeeneeene. , in the County of ......... MONEZOMBEY. ... eeceeernirerrrarnsey
in the State of ..........Eennaylvania and am personally acquainted with
Or. .........Frank P. Silvey and know h.im.__ to be the identical person
named in the accompanying diploma, and .......he is of good moral and profu:ioml ﬂmchr
Subscribed and sworn to before me this A5 .44... | Name Olon ke W /
day of ..M le +AD.19.0r. } Address .....%780 Washington lane

VI T LOVISTZA .
Neteey Puttic. r-.um nhll m«mm '!n _ Mesdowbrook, Penusvlvania

Wy Dgmmeggn Tye

9.

Credentials verified .........concovceeens 19,

9.
19.. .

Secretary

Credentials retumed ...y 190

s 19.......
. | -

Nevada Basic Sclence Certificate No. ...

MEDICAL EXAMINERS

DO NOT FILL THE BLANKS BELOW
RECIPROCITY
NEVADA STATE BOARD OF

Approvedbyboard ..o 19
Temporary permit (ifany): Now..oo oo

Certificate No.
Fee paid

on ..July 16

g i 18i3. 1.
T HREIaT
9353%; Py
HELER éli
14 78 3 | . $ 43
I M REH A K A

Date of graduation 1961
your spacialty Oh=-Gyn

internship ...
Total years of practice

Age_.37....
from _Jiudy. L.61 to



Signsture of
applicant Cevopomessssoemsossasmesessemsstsisnese. e

rd

The above photograph and signature must be
certifled by your State Board of Endorsament.

PHOTOJRAPH KOT AVAILABLE FOR COMPARISON,

!

Signature of

FINGER PRINTS OF RIGHMT HAND

CERTIFICATE OF STATE ENDORSEMENT

v Al ¥R Ra_Cagicley of ... Harrislwrg, Pennsylyania...........cooe.
Secretary of the ........Porneylvenia............. Stata Board of Vadical Eduoation. & Licsnmare..... )
hereby certify thet Dr. ... Frank Silver of
Fhiladelphia, Pemmsylvania was granted on the .20%h. day of . July , 1962,
Certificate No. ........283%4 by the .....Pannayivania,

State Board of ... Medical Bdwomtion & Licsnsure .. ... upon examination by the said Board in

the following subjects:

mmm & Bacteriology, 77 Chemistry, Physiology & Pharmacology, B3
.......... rting .. pereent Pothology ......... roting-...... . -poreent-

Patholo 83 Obetetrios, Qynecology & Pedistrins, 85

Gln&y ......... Foling-........... porsent- Piyelolegy-........ oting-. . .. poroent-
Symptomatology & 'J!hmpmticn. 15 Surgery, 34

Muterie-Medion-and :

Therapeuties- . . . . sating-.......... poreent- practics . ....... sating ........... percent-
Public Health, Janitation & MHedical Juriaprudenocs, 79

Qbotetries-. . ....... ling.......... poreent. Sugerr- .......... ating-.... . pescont

ot ...

) further certify that the ratings herein given are true and correct and that the said applicant was
awarded a general average of .£0.9 percent thereon. | further certify that no cerlificate issued by
this Board to the said ... Frank. 3ilver. has ever besn revoked or suspended,
and that from the records now on file in this office | believe hitm to be of good moral character and worthy
of professional recognition, and recommend him to the Nevada State Board of Medical Examiners as a
fit and proper parson to receive reciprocal recognition by the Nevada State Board of Medical Examiners.

In testimony thereof witness my hand and seal. 2 ; L@{ 4@1‘ -

[SEAL} Boerd of _MNedioal Sduaasion. & td
Post office address ... ...27%. Boaa_Sireat,. Harrisimng,. Ponnaylvsaia.. 37120

Dated ot . Harrisimrg, Penosylvania
this 10th _ dayof .May . ,19.72

NO The icant should, in ali cases, fill in the information Ired in this cartify to tha same before the
1.ier‘l'(Eof a mllpl ':3 on forward the application to the rotary of meiu his original certificate

o2 verification and eattlf!



STATE OF pm%uy

................ ““‘""1“"“‘ County } =

Before me personally appeared ........................ER.&&K...,.-...EQ.&L..L_....SJ.LL&EZL.* whose signature,
recent photograph, and fingerprints of right hand on page 4 of this from and made oath and says that
all of the foregoing statements are true and comect.

Sworn and subscribed to this .2 £ &4 . day of

{sEAL)

mmmmunanmumymmammwmm‘mm
Certificate, Intern Cortificate, Nevads Basic Sciences Cartificate, fee and application shouid In all cases be sent together, It
possible, to the Nevada State Board of Medical Exsminers, 3660 Baker Lane, Reno, Nevada. (Photostatic coples are scceptable)

HISTORY OF YEARS OF PRACTICE SINCE GRADUATION (inciuding Residences)

Where? What Dates?
Hazareth Hospital (Internship) 1961-1962
Bpiscopal Hospital 1962 ~ 1965

Ob-Gyn Residency

Private Practice 1965 through present time
Philadelphia, Pa.

Have you ever been convicted of afelony? __No_______ Moralscherge? ..._Ro ______
Have you ever been addlchd to the use of narcotics? ... N0 Alcohol? .No
Have you ever been axpelled from a Medical Soclety Yes.. ......... orNo. . Ne .

if Yes, please give detalls on separate sheet.
List all State and County Maedical Socleties of which you are, or have bean, 2 member.

American Medical Association
Philadelphia County Medical Society
Philadelphia Obstetrics Soclety

American College of Obstetrics-Gynecology

Give the name and address of all Hospitals of which you are, or have been, a Staff member.
{Do not give Residences.)

gpiscopal Hospital, Pront St. and Lehigh Ave., Phila., Pa. 19125
Nagsreth Hospital, 2601 Holme Avenue, Philadelphia, Pa. 19152
Nottheastarn Hospital, 2301 E, Allegheny Ave., Philadelphia, P2, 19134

Temple University Hospital, Instructor, 3401 N. BroadSt., Phila., Pa. 19140

List Special Socleties snd Boards of which you are 3 member.
Anerican Board of Obstetrica~Gymecology



APPLICATION FOR CERTIFICATE TO PRACTICE MEDICINE IN NEVADA

NOTE — No certificate will be Issued encept in strict accordsnce with reciprocst agresments. The fes of TWO HUNDRED
DOLLARS ($200) must accompany the application, together with State certificate, intem certificate, snd college diploms.
{Photostatic copies are acceptable) No certificate as to the possession of thesa cradentials will be accepted in lleu thereof,
All spplications must be on file with the Secretary of this Board at least ONE MONTH prior to the dete of Bosrd mesting,

| Frack.P.. Silver,. M.D. depose and say that | am
an appiicant for a certificate to practice medicine, surgery and obstetrics In the Stata of Nevada under

reciprocal agrements with the State of ... Pennaylvanin

That | am a citizen of ... Inited States. . ... ..and a native of ... Pennsylvanis...——cemee
If not a citizen of the United States, have you applied for U. S. citizenship?

Aged ....37.. years, and a resident of ............ 115 Maxtin Road, Elkina Park

County of ... Philadelphi s ,Stete of _____Peanaylvania... . ... __, where
| have been engaged in the practice of medicine foraperiod of ...........1............ years preceding the date of

this application. That | received my medical education in

.Thames_JefSexaon Medical Collage - 1937 - 1961
(Give namas of alt madies! sohesls and dates of aitendence)

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

{Give the nome of yeur medical sohsol of gredustien)

located in __Ehiladelphia Stete of .. Pennsylvania on the
..... SER..... day of .June , 19.62.; That | was grantad Certificate No. _02839%............. by the
......... _Pannaylvsnia State Board of __Madical Exswiners ... ... ...
dated _Iuly A6 ... 1962 upon ...........Hritten Exsmipation

(Writhen examinstion or diploms)

That | am the identical pnnon to whom sald D[plomaﬂ&rﬂﬂcthmodglmllymhd.
Sigwd .., . Applicant

(Nome must be BEnwms nd Aulh, B00 n Indtiele}

DECLARATION AS TO PREVIOUS REGISTRATION OR EXAMINATIONS

1y e EXATE B, Silver, M.D. , hareby deciare that | am the applicant
who signed the foregoing application; that the photograph of myself hersunto attached was taken on or
aboutthe ... A2th _ dayof.April . 19.72, myage then being ._37.... years. | further state

that | am not registered as a physician in any other State except as follows:

and that no certificate issued to me by any State Board has even besn revoked or suspended.
{ further state that | have not, previous to this date, applied for examination, license or registration to any
State Examining Board except as follows:

N

Signed e e MOy e by , Applicant
{Nawre Wt be slgned In Tall, uns ne initiale}




