RECEIVED

State of Nevada - Board of Osteopathic Medicine JUL 30 2007
Application for Osteopathic Physician Licensurﬁw STATE EGARD OF

DSTEOPATHIC MEDICINE
r life and you are not using

1. Name: Indicate your full legal name. If your name has changed at any time during you
marriage certificate, divorce decree, etc.) supporting your name

FCVS, you must submit a copy of the legal document (
change.

1. Full Name (use no initials)

Thomdike: | or  Luynn Hols o ol -

Last Name First Name Middle Name Suffix Maiden Name

Hotgk L e (i

All other names used

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access and
which is to be used for mailings from the medical board. Each state’s law determines whether each address or phone
number is a public record in the state in which you are applying. You may wish to contact the licensing authority for that

state for further information. Many boards publish the “Public Access” address on their website, therefore you should
consider what your preferred address is for these purposes.

2. Address/Phone

Practice Address 2005 Frown Kl &t S /-/’C 200

BEPublic Access Street
(] Mailing
Demyer Co F£02.05
City : State - Zip Code
202 3(H—7.600 202 3l -2040 3035156243
Telephone Fax E-mail address Alternate Phone
vome adaress NP iy
{1 Public Access Street
THMailing
2enWwey— &% SHO205"
City State Zip Code 2o
202 il Ay
Telephone Fax E-mail address Alternate Phone

Medical Specialty: ‘ﬁlm.l \v]l MW cANn€

Are you Board Certified in the above specialty? [ Yes &I No
If yes, please complete the following:

AT

Specialty Board Certification Number Date of Certification Date of Re-Certification

3. identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.
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3. ldentification

Piteburcl,

Pk V<A

Date of Birth

Birth City  ~
(mmiddfyyyy)

£ (——
Gender ocial Security Number

|
S L
Height

1Yo

Weight

Your social security nurmber is required to facilitate re
5U.8.C. Section 552a. and 45 C.F.R. pt. 61) and for acc
666 and applicable state law). It may also be used fo
and for other investigative/enforcement purposes in
federal law (NRS 633.326).

blond e

Birth State Birth Country

Are you a U.S, Citizen? I:S}@es ] No
(_’7( €

Color of Hair

Color of Eyes

porting to the federal Healthcare Integrity & Protection Data Bank (42 U.3.C. Sections 1320a-7e(b),

urate identification under the federal and state child support enforcement law (42 U.S.C. Section
f reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and 45 C.FR. pt. 80)
compliance with state laws governing physician discipline or as otherwise required by state or

4. List name and address for an
education was received,

y and all colleges or universities attended other than schools where professional medical

4. Colleges or Universities (attach additional pages if necessary)

\Y £} Cane Lo Povdie S+

1. _LColovando (olleag

School Name <) Address
Colovado Spynss (o 60403 vk faU— /4 W[45  ZA

City State " Ziff Code Country Rttendance Dateb Graduation Degrea

From - To Date
2.

Schoaol Name Address

City State Zip Code Country Attendance Dates Graduation Degree
From-To Date

5. Medical School:
chronological order. Attach an additional sheet if necessary.

List all medical schools you have attended, even those from which you did not graduate in

5, Medical School {attach additional pages if necessary)

LL s Beach B

ety of Bew vaulamdl (oM

School Name

Address
Buldefard, ME govS usk ¢[00 ~ Gloy  LfsToy Do,
" City SMate  Zip Code Country T Attendance Dates Graduation Degrea
From - To Date
2.
School Name Address
City State Zip Code Country Attendance Dates Graduation Degree
From —-To Date
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6. Child Support Information (per NRS 633.326)

Please mark the appropriate response:

gz I am NOT subject to a court order for the support of a child.

| AM subject to a court order for the support of one or more chlldren and am in compliance with the order or am in

compliance with a plan approved by the District Attorney or other controlling public agency enforcing the order for
the repayment of the amount owed pursuant to the order; or

t AM subject to & 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 ather public agency enforcing the order for the repayment of the amount

owed pursuant to the order.
gn!re of Applicant

7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, Etc.). If additional space
is necessary, please enclose a separate sheet with your application and include all the information below.

Examination Most Recent Date taken(Month/Year) Passed (P) or Failed (F) Number of attempts
[] State Board Exam Orp OF __
State
W NBOME Part | 1602 far OF 4
T NBOME Part I & 1100 Rp OF A
LINBOME Part Ii QA (Lo‘br7 e OF L
3 COMVEX Oe OF -
[J COMLEX Op OF —_
[JsPEX Op OF _
[ FLEX Pre-1985 Or OF R
[J FLEX Component 1 Op OF _—
(] FLEX Component 2 Op OF _—
(] NBME Part | e OF -
(] NBME Part i Oer OF -
] NBME Part Il Op OF -
1 USMLE Step | Or OF —
(] USMLE Step Il Op OF -
[J USMLE Step 11l tr OF -
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8. Postgraduate Training: List all postgraduate programs you have attended, even those you did not compiete. Attach
an additional sheet if necessary. If you are not using FCVS, you must complete the attached “Postgraduate Training
Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy of your

certificate of program completion to this Board. Additionally, the postgraduate program must provide this Board with the

Program Director's recommendation letter, The postgraduate program must forward all decumentation directly to this
Board.

8. Postgraduate Training {copy and attach additional pages if necessary)

Complete name and address of hospital where training was conducted (Do Not Abbreviate)

1 Ceam pln St 30seph's _fespriz e

Hospital Name

Z00 S rpnkdim SK-Suik 20% Denrer, (0 Gozos™ USHA
Hospital Address City State  Zip Code Country

PGY: I__(e.g., 1,2, 3, etc.) S'Internship [iResidency OFellowship OResearch Cother,

DepartmentlSpeclalty:ﬁlVVl} ]ML M‘C&z Cj lfLu@
From: LO ! O @ L‘ To: (_Q ! @ §

Month Year Month

2 Souvens 41

Hospital Name

Successfully Completed? MES O Ne [ In Progress

Yaar

Hospital Address City State Zip Code Country

PGY: h (e.g., 1.2, 3, etc.) [ Internship Wesldency [CFeltowship CResearch other

Department/Specialty: E A Y ]Vl" MQCU Unrt

From: _ Le 1 @ "E7 To: o T lo Successfully Completed? Mes T No [JIn Progress
Month Year Month Yeaar

s Soyme s # Y

Hospital Name

Hospital Address City State Zip Code Country

PGY: 3 (e.g., 1,2, 3, etc) [JInternship Eﬁesidency OFellowship [JResearch [JOther

Department/Specialty: WLWVT l\)IL M“Cgﬂ{ 4 e

From: U? i O (.0 To: (.? [ © :] ) Successfully Completed? [] Yes [] No gﬂn Progress
Month Year Month Year

4,

Hospital Name

Hospital Address City State Zip Code Country

PGY: __ {e.g.1,2,3,etc) []Internship [CJResidency CIFellowship [JResearch JOther

Department/Specialty:

From: ! To: !

Successfully Completed? [J Yes [] No [ in Progress
Month Year Month Year
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9. State or Professional Licensure: You must complete the attached “Licensure Verification”

states in which you have held any healthcare license or certification. The verifying entity must forward all documentation
directly to this board. Some state boards charg

e a fee for this information. Contact the state board where you hold or
held a license to determine their requirements.

form and forward it to all

9. State Licensure -DO only - all others complete the section below; attach additional pages if necessary

1. State_{ gQ Type W ” License Number L’t(‘f S-I,Qq/ Status ach V€\ssue Date Q “ lo}

{Special, Training, or Full License)

2. State Type License Number, Status Issue Date
(Special, Training, or Full License)

3. State Type License Number Status Issue Date
(Special, Training, or Full License)

4. State Type License Nurmber ‘ Status Issue Date
(Special, Training, or Full License)

5. State Type License Number Status Issue Date
{Special, Training, or Full Licanse)

6. State Type License Number Status Issue Date
{Special, Training, or Full License)

7. State Type License Number Status Issue Date
{Special, Training, or Full License}

8. State Type License Number Status Issue Date
(Special, Training, or Full License)

9. State Type License Number Status Issue Date
(Special, Training, or Full License)}

10. State Type License Number Status Issue Date

(Special, Training, or Full License)

All Other Healthcare Licensure/Certification (e.g., RN, PA, etc.) - attach additional pages if necessary.

1. State Type License Number Status

Issue Date
2. State Type License Number Status Issue Date
3. State Type License Number Status Issue Date
4. State Type License Number Status Issue Date
5. State Type License Number Status___ Issue Date

Applicant Name: Lowvi WOVW(M \‘g’ Date: (£ !Zl'fl{/ C)q,—
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10. Chronology of Activities: Please provide a
with your graduation from medical school to the
Use an additional page to account for non-pro

experiences, including mifitary duty.

present date,

chronological listing of all medical and non-medical activities beginning
leaving no time period unaccounted for in your resume.
fessional activities and any other gaps in time between professional

10. Chronology of Activities {copy and attach additional pages if necessary)

- ot not ned any oler euplowment weqond 1p vesrden

Dates: Fromi/To

Practice/Employment

ooz (WAl 1T G

1.

Lo L 6 s sy

From: Practice/Employment Name
Practice/Employment Address City State Zip Code Country
o Positian & Department; % Clinical ____ % Administrative ____
ClEmployment  [JStaff Privieges  [JAffiliation [JCther
2.
From: Practice/Employment Name
Practice/Emplayment Address City State Zip Code Country
e Position & Department: % Clinical ___ % Administrative
UEmployment  [JStaff Privileges  [1Affilation [ ]Other
3.
From: Practice/Employment Name
Practice/Employment Address City State Zip Code Country
T Pasition & Department: % Clinical ____ % Administrative
LIEmployment [1Staff Privileges [lAffiliaton [ JOther
4,
From: Practice/Employment Name
Practice/Employment Addrass City State Zip Code Country
T Position & Department: % Clinical % Administrative ____
[JEmployment [JStaff Privileges [JAffiliation [JOther
5.
From: Practice/Employment Name
Practice/Employment Address City State Zip Code Country
T Position & Department: % Clinical ____ % Administrative ____
OJEmployment  []Staff Privileges  [JAfiiliation  [JOther

NV DO License Application
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11. Questions: Please answer yes or no to the following
x 11 piece of paper. Each numbered question corres

1. Have any disciplinary or administrative actions ever been taken against any healing art license which you now
hold or have held? Include any disciplinary and administrative actions by the U.S. Military, U.S. Public Health
Service or other U.S. federal government entity. 1. (Oyes 9ZNO

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

2. (Jyes [ﬂﬂo

3. Have you ever had a medical license revoked, suspended, or limited in any state, or U.S. territory?

3. Clyes gNo .

4. Have you ever voluntarily surrendered a license to practice in the healing arts in any state, country or U.S.
territory? 4, Clves \Qﬂo

3. Have you ever failed a state licensure examination, any part of FLEX, COMLEX, USMLE, or NBOME even if
subsequently passed? 5. OYes @\lo

6. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked or non-renewed, or have you
ever resigned from a medical staff in lieu of disciplinary or administrative action? (This does not include
suspensions or restrictions for failure to complete medical records). 6. [Cyes &INO

7. Have you ever been investigated for, charged with, or convicted of unprofessional conduct, professional
incompetence, gross or repeated malpractice, or any other violation or statute, rule or regulation governing the
practice of medicine by any medical licensing board or other agency (including Federal), hospital or medicat
society? : 7 [lves TNo

8. Have you ever been denied membership or expelled from a medical society or other professional medical
organization including the AOA, AMA, any member specialty board of the AOA or ABMS? 8. [ ]Yes '&f\lo

9. Are you currently in treatment for a mental iliness, drug addiction, or acute substance, drug or alcoho! abuse?

9. Clves {ANo

10. Do you regularly take any prescription drug for therapeutic purposes? 10. [yes ~=No

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

11. Clyes [SNo

12. Are you now or were you in the past, addicted to controlled substances, including, but naot limited to narcotics or
alcohol? 12. Clyes BKaNo

13. Have you ever been investigated for, charged with or convicted of, or pled nolo contend ere to a violation of any
federal, state or local law relating to the manufacture, distribution, or dispensing of controlled substances, or t
drug addiction? 13. (yes &ﬁNo

14. Have you ever been arrested, investigated for, charged with or convicted of, or pled nolo contend ere to any
offense, misdemeanor or felony in any state, the United States, or a foreign country? (Except violations of traffic
laws resulting in fines of $75.00 or less). 14. Oyes  ENo

15. If granted a license, do you intend to practice in Nevada? 15, I;&Ves MNo

-

questions. All, ‘yes’, answers must be explained on a separate sheet of 81/2
ponds to a numbered, ‘yes’, or, ‘no’, check box on the right side of this page.

fyes, LOCATION __ \{ek~ fo o dttoymine d
When: % LY wnke Z200F
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Affidavit and Authorization for Release of Information: You must attach a recent (less than 6 months old) passport

quality, color photograph of yourself to this form, Take the form to a notary public and sign the form in the presence of the
notary public. The notarized form then must be sent directly to this Board.

Affidavit
And
Authorization For Release of Information

I, the undersigned, being duly sworn, hereby certify under oath that | am the

or shall make with respect thereto are true, that | am the original and lawful possessor and person named in the various forms and

credentials furnished or to be furnished with respect to my application and that all documents, forms or copies thereof furnished or to be
furnished with respect to my application are strictly true in every aspect.

person named in this application, that alt statements | have

| acknowledge that | have read and understand the Application for Physician Licensure and have answered all questions contained in

the application truthfully and completely. | further acknowledge that failure on my part to answer questions truthfully and completely may
lead to my being prosecuted under appropriate federal and state laws.

| authorize and request every person, hospital, clinic, government agency (
or law enforcement agency having custody or control of any documents, re
Board any such information, including documents, records regarding charges or complaints filed against me, formal or informal,

pending or ctosed, or any other pertinent data and to permit the Board or any of its agents or representatives to inspect and make
copies of such documents, records, and other information in connection with this application.

local, state, federal or foreign), court, association, institution
cords and other information pertaining to me to furnish to the

| hereby release, discharge and exonerate the Board, its agants or representatives and any persen furnishing information, of any and all
liability of every nature and kind arising out of investigation made by the Board.

I will immediately netify the board in writing of any changes to the answers to any of the questions contained in this application if such a
change occurs at any time prior to a license to practice medicine being granted to me by the board

| understand my failure to answer questions contained in this application fruthfully and completely may lead to denial,
revocation, or other disciplinary sanction of my licensure or permit to practice medicine.

Applicant’s Signature (must be signed in the presence of a notary)

Thorndi ke

Applicant’s Printed Last Name

Lori Lynn Holst

Applicant’s Printed First Name, Middle Initial, and Suffix {e.g.,Jr.)

Date of Signature

— —

NOTARY

Dated fa‘zg le/ )7 Signed y‘én/w PALL o
State of C f)-e(}-—LA Ao County of _W

ré
SUBSCRIBED AND SWORN TO before me this & day of 200 7
My commission expires: £ ~/ 5§ ~© g (NOTARY isuc SIGNATURE & SEAL)
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