New Mexico Medical Board
2055 S. Pacheco Street, Bldg. 400
Santa Fe, NM 87505
505-476-7220
Fax: 505-476-7237

March 13, 2012

I, Lynn S. Hart, Executive Director of the New Mexico Medical Board,
as a custodian of this record, certify that it is a true and exact copy of all
public records in case number 91-245, accurately recorded, maintained and
reproduced by this agency. The case involved:

Sherwood Lynn, Jr., M.D.
License # 91-245
Public File

IN TESTIMONY WHEREOF, | have hereunto subscribed my name

and caused the seal of the New Mexico Medical Board to be affixed, the day
and year first above written.

SEAL

Maﬂ#ﬂ/@&

Lyrfh S. Hart
Executive Director
Records Custodian

Website: www.nmmb.state.nm.us e-mail: nmbme@state.nm.us
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2.

Date of birth 40  Place of birth GEZorgia, 3 A

Citizenship USA by birth - yes v _no

USA by naturalization Nat. cextd#

Arxe you in compliance with the Jmmigration and Naturalization

Act of 19867 yes no

Y¥s this an application for licensure by (check one)
Endorscment _y~ Examination

List all states or province in which you arc now or have cver

held a license or permit to practice medicine.

State or Province Lic. # Date of Issue Current
yes Mo
TEXAS E648F 294 us 7¢

Wesr ViRAIN tA . 29637 _L?_/_igé_ﬁi_f

v

List all hospital staffs on which you have sexved in the past

five (5) years. (Usc attachment if needed.)

{state, country)

Name Address City State
2900 FrrsrAve Heonringrond WV
L340 AL GREERBevVD  Huubingten LIV
1203 Pose Sterlii 7 TOoA) X -
N B)E DASHWO0D Modsrond . TX
& 720 BERTRNER, Moozt ron) X
1373 Hepuanns Dy Loudreds 77X
o BESCHN, gt ron T
List all of the following to which ‘you have belonged.
HMO, PPO, IPA, PRO (Usc another sheet if mecessary.)
Name Address City Sﬁte ‘

Jeld JEXAS a—#(“?m 2800 Buceses épowv /-[{swtfo;.

/X

Spsts T ' 7
74N e Plen (PP OM;E /;wo PostOulBivel _foedlow  TX_
WM

' e fmc}

:

-

Have you cver been treated for mental illness? yes

no

Hospitalized? yes no_y~  If yes, explain on scparate page.

Do you have a physical impairment? yes no v
{If yes, explain on scparate page.)

Have you ever resigned or withdrawn your application from any

hospital staff or professional medical group? yes

no

(f yes, explain on separate page.)

Zip

' 25702

2570/
27030
ZP0Ff
%7030
FT7064
A

N
)

it




GRADUATE MEDICAL EDUCATION
Internship/Residencies/Fellowships

Month/Year Myth/Year Ngme of h spital ocation
From _ 7, &I?,:gm To _FJuwe, 1450 fzegmggcb&;,;x- fous Tond

From To
From ' To
From To
AFFIDAVIT
——
I received the degree of /Ma . from dﬂ"’ oF JExAS Méo)@é‘b%}{mp

located at A4l Aumwiie 7X on the _ g% day of Hley — , 1974

I am the person named inm the diploma submitted and am the lawful
possessor of same. The photogragh attached hereto is a true like-
ness of myself and was taken within six months prior to the date

of this application.
t - A,
Dated 3 4"‘“!’ 7/ Signed j@?g’”’v\?
/ Address _
County of é&&f;l,u State of .

In said county on this day of
A.D, 19 s personally appeared before me .
who, being duly sworn, deposes and says that he has read carefully
and truthfully answered the above gquestions and the every state-

ment recorded above is true and correct. 4

My commission expires %T/o?ﬁ‘ , 199

Foreign Medical Graduates cin CEE 5
S R A R A RARR AR AARA AR e
For: U.S. Council verification of Medical School Official
Signature (See front page.*) or Appostille

FOR BOARD USE ONLY
Application Completed
Date / /
Received by:
Notified by: mail Telephone

Notified on: / /

Temperary License Entered infe
Date Granted / / computer.
Number Date
Interviewer By

Regular License . Entered into-
Date Granted / / computer.
Number Date

By




2965710 1 %rzu)

, fV
NEW MEXICO BME, P 0 BOX 200031 SANTA FE, NEW MEXICO 87504 ngigyt,,
SECTION B JULY 1, 1992 - JUNE 30, 1995 TRIENNIAL RENE?AL

PLEASE REVIEW INFORMATION PROVIDED, V"ANSWER ALL QUESTIONS™ AND MAKE CORRECTIUN# fEA%;E SPACE

PROVIDED.
FEES - CHEOK ENGLOSED ¢ }/‘7/’0;

FEES ARE NON-REFUNDABLE NMSA 613 g
. 8555572 = T=WESH MY LICENSE TO REMAIN ACTIVE. Og

ACTIVE STATUS & 25.00 I WISH MY LICENSE TO BECOME INACTIVE. 6’
WITH AN INACTIVE LICENSE I UNDERSTAND THAT, I MAY NOT PRACTICE MEDICINE INCLUDING THE
WRITING OF PRESCRIPTIONS. (NMSA 61~6-33)

LICENSE #: iEpen: DEA #: SN BIRTH DATE: 40

HAME

BUS-ADDR '+ FIRST STEP CLINTC =

BUS-ADDR - : 2505 5 TELSHOR BLVD SRR S hio e~ Bl of

CITY/ST/ZIP: LAS CRUCES NM 88001 e e T e e e
BUS-PHONE : 505-521-3045 - -

OUT-OF-STATE PHYSICANS PRACTICING IN NEW MEXICO, PLEASE PROVIDE NEW MEXICO BUSINESS ADDRESS:

HOME-ADDR

HOME-ADDR &

CITY/ST/ZIP:

HOME-PHONE : - -
YOU ARE RESPONSIBLE FOR noupvms THE BOARD OF ANY ADDRESS CHANGE. HMSA 61~6-28.
HOSPITAL Pg;&;@as&sm NEW HOSPITAL PRIVILEGES SINCE LAST RENEWAL:
e 2\;16 £
MR o Ry B
".ﬁ*{f/, NAY §500 1

OTHER STATE LICENSES:

ST: TX LIC#: E6484% 5T: WV LICE: 1B837 ST LIC%:

ST: LICR: ) ST: LICSR:

SPECIALITY (1) DBSTETRICS/GYNECULOGY ARE YQU BOARD CERTIFIED V//ES ____ND
%&H&W‘@%&Hﬁ%ﬂs‘% LA ARE YOU BOARD CERTIFIED__ YES___NO
LIST ALL PA'S AND/OR NURSE PRACTITIONERS THAT ARE CURRENTLY UNDER YOUR SUPERVISION:

PA: NP

Pas RP:

Are you known by any other nama(s)? Aj” {Specify)

Have you ever been convicted of a misdemeanor or Ffelony? N0 _ v YES jjpedﬂgw7.7§kﬁgrs

Has any licensing authorijty, professional organization, medjeal institution or other
meuically related entity ever instituted disciplinary action or proceedings against

vou _ V¥~ NO YES

Have vou evar surrendared your license privileges or membershiv to any licensing authority,
professional organization, medical institution or other medically related entity?

v_No YES

"IF YOU ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, ATTACH DETAILED EXPLANATION AND
DOCUMENTATION.”

I verify that all above information is true and accurate.
SYGNATURE: % __ DATE: 4- 7~ 7z

(Must be 519 by phyélcxan)




MALPRACTICE SETTLEMENTS

1.

THIRD JupiciAL DiSTRICT, Dona ANA CouNty, STATE oF New
Mexico, Cause # CU-94-64,

- —— V. MEMORIAL MEDICAL CENTER AND SHERWOOD LYNN.
CASE OF FAILED TUBAL LIGATION WITH RESULTANT MULTIPLE FETAL-
NEONATAL ANOMALIES. New Mexrco Risk MANAGEMENT SETTLED IN
NovemBer, 1994,

CABELL COUNTY, WEST VIRGINIA CIRCUIT COURT CrviL Acvion # 93-
-881, - V. JOHN MARSHALL MEDICAL SERVICES,
SHERWOOD LYNN, ALLAN CHAMBERLAIN. CASE OF EARLY ABDOMINAL
PREGNANCY TREATED WITH METHOTREXATE WITH RESULTANT
STOMATITIS, MYELOSUPPRESSION AND PSYCHOTRAUMA. CASE SETTLED
IN May, 1995,




Texas State Board of Medical Examiners

1101 GAMINO LA COSTA, SUITE 201 pee v grgn. 5= 1{§12) 4521078
P.0. BOX 13562, CAPITOL STATION RECRN gﬁ
AUSTIN, TEXAS 78711

JuE 17 €5
NEW MEXICO STATE ROARD
OF MELICAL EXAHINERS Pk :
LAHY ELIG-OLD SANTA FE TRAIL MEGI, (5.5, 0 9ERS
FOST OFFICE BOX 20001
SANTA FE: NN B7504

FREERREREERRRRRKLERERNKREREKLERRERKKRIRKKAE KKK ERERKKKE KK KRR R R Rk R kR R

FPhusiciant SHERWODRD £ LYNN JRs HMD
Livensel E4484

Dzate Issued!? 08~29-~74

Licensed Rutl Exemination

Iiate of Rirthi 490

Medical Schooli UNIV OF TEXAS: H4AN ANTONID
Graduation Years: 1974
Permit Exrirest 11-30-21

This is to certifu that the above-named rhusigian is licensed
to praciice medicine in Texas snd that the board has not filed

ans formal comrlaints or siatements of chardgee sdainst this
rhusician.

PSR EI ISR EITILLLLITLEELLELLTLEEFETIRILLIEOLISTLEEIIIT LI TETF IS L

_Cf%ééklfhﬁﬂwléééi@&él@éﬁ:l_-_, ,,,,,,,, - Dete! JUNE 12, 1991

Redistration Division

ROARD S8EAL

To exredite the hoard’s verification eprocessy the shove format
is the standard format rrerzred for rhusicians licensed by this
agencd. If vou have any further aquestionsy rlease contzet the

Registration Division.
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In applying for a license to practice medicine
Board of Medical Examiners requires this form

JUi OF g9
BOARD OF MEDICAL EXAMINERS

TRATET
491 Old Santa Fe Trall, Lamy Building e ¥ Emaic
P.O, Box 20001
L L em Sania Fe, NM 87504 N i
e (505) 827-9933 foran
HOSPITAL AFFILIATION e A R
U

M vanry

; LTS
in ‘New México, the
to be completed by

the Chief of Staff or Administrator in each hospital where I have
held privileges, consultation or teaching appointments during the
past five years (including internship and/or residency) preceding

my application.

This form is your authority to release and report

any information in your files of record, favorable or otherwise,
directly to:

j Ay
Applicant g¥gnatufe
Applicant Name:
Address:

New Mexico Board of Medical Examiners
Post Office Box 20001 ]
Santa Fe, New Mexico 87504

,» M.D. Date: . 3 fore Gr

P

:fﬂgfzwoop é. Lw!/d, JR

(0) r¥oi Gixys Ave.
'mm;mﬁw\/ 15703

/

******************************************************************

What privileges were extended to the 1i t?
gnlim%teeg Ob-Gyn privileges app-ican

not to exceed 2 years

2. For how long?
3. Were limitations imposed on such rivileges? No XX Yes __
If yes, please explain: n/a
4. Were staff privileges ever removed or restricted? No X_
Yes __  If yeS, please explain:
5.° Derogatory information, if any: None
Hospital Name: __St. Mary's Hospital
Address: 2900 Fixst Avenue
Huntington,- WVA 25702 . N
* - ) ,‘ vinlp
ASS'T EXEC DIR - MED AFFRS.

st ipgen

Date: il 05 188

3 &

{Seal)

DO NOT SUBMIT THIS FORM WITHOUT A HOSPITAL OR NOTARY SEalL
(Please use reverse side for comnents)

STATE OF WEST VIRGINIA

COUNTY OF CABELL '
The foregoing instrument was acknowledged before me this June 5, 1991, by

Mabel M. Stevenson, M.D.

T B I gLl P,
g)oku»._..!.:‘,vvv_ i‘:'_,:\ff\;""'x“’.‘“.“ﬁ‘?.n;- .
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My ‘comitission Sipifes November 14, 2000.,
S s iFiiimgy @ LS e

§ A NOTARY PUBLIC

. 0' je 2-:30 .

- « + 1
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R
o gy,
£ et BOARD OF MEDICAL EXAMINERS &p
R 491 Old Santa Fe Trail, Lamy Building 4 3
P.0. Box 20001 M %9y
Santa Fe, NM 87504 Rty s,
(505) 827-9933 gy {\ﬁi’g o
HOSPITAL AFFILIATION ’M”VE@S

In applying for a license to practice medicine in New Mexico, the

Board of Medical Examiners requires this form to be completed by

the Chief of Staff or Administrator in each hospital where I have

held privileges, consultation or teaching appointments during the

past five years (including internship and/or residency) preceding
- my application. This form is your authority to release and report
any information in your files of record, favorable or otherwise,
directly to:

-

New Mexico Board of Medical Examiners
Post Office Box 20001

%@? Fe, New Mexico 87504 |

s . .
‘) 2 , M.D. Date: /07/;“’5‘) ?‘/
Applicant Sdemature

Applicant Name: / Jﬂg@w&dp é' . L‘/A/Af, Uk

Address:

4

************************************************************#*****
1. What privileges were extended to the a plicant?
Full privileges in OBGyn Depar&xent
2. For how long? 1 _year (85/86)
3. Were limitations imposed on such privileges? No . X Yes _
If yes, please explain:

4. Were staff privileges ever removed or restricted? No X_
Yes If yes, please explain:

—

5. Derogatory information, if any: None.

Hospital Name: Brackenridge Hospital
Address: 601 East 15th Street
Austin, Texas /8701

Chief of Staff{or JAdministra : 7 dJohn Dandridge, Jr., Adfpinjstrator
Signature: bate: _///9/7]
(Seal) ﬂ"’ . e 4 °

cmmememeo—————__DO_NOT._SUBMIT THIS_FORM.WITHOUT-A-HOSPITAL-OR—NOTARY-SEAL-———————0
. (Please use reverse side for comments)




LY 2N

Ae

-

BOARD OF MEDICAL EXAMINERS

.,
491 Old Santa Fe Trail, Lamy Building n 0
P.0. Box 20001 1
Santa Fe, NM 87504 ,g,éb%; 8o, &
(505) 827-9933 iCq; iy, °
éﬁal R
HOSPITAL AFFILIATION Wiz,

In applying for a license to practice medicine in New Mexico, the
Board of Medical Examiners requires this form to be completed by
the Chief of Staff or Administrator in each hospital where I have
held privileges, consultation or teaching appointments during the
past five years (including internship and/or residency) preceding
my application. This form is your authority to release and report
any information in your files of record, favorable or otherwise,

directly to:

New Mexico Board of Medical Examiners
Post Office Box 20001

% ?ta Fe, New Mexico 87504
¢ /{ﬂ : M.D. Date: 5 %&%
Applicant Sichatur e

Applicant N{az%‘ej: 7/4/45!2&300/) é’ L\/AM/ IR

2ddress:

4 / Fd
******************************************************************
1. What privileges were extended to the applicant?

OBSTETRICS & GYNECOLOGY
2. For how long? 9-4-87 to 1-11-89
3. Were limitations imposed on such privileges? No XX Yes -
If yes, please explain:

4. Were staff privileges ever removed or restricted? No _XX
Yes _  If yes, please explain:

5. Derogatory information, if any: No derogatory information
in file,

Hospital Nanme: Si. lLuke's Episcopal Hospital

Address: 6720 Beriner, Houston, Texas 77030

Chief of Sta r Administpgtor: _ Joan Lawson - Director, Medical Staff Service
Signature: P 17 A 2t D Date: _ 4 =2 /-2/
(Seal) -

DO NOT SUBMIT THIS FORM WITHOUT A HOSPITAL OR NOTARY SEAL
(Please use reverse side for comments)

Subscribed and sworn to me this 21st day of June, 1991.

ROSAMOND €. HOECHSTETTER

Holary Public, State of Texas
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BOARD OF MEDICAL EXAMINE

RE'":CE ! VED 491 OId Santa Fe Trail, Lamy Building @E@EEWE@

<4

DY

; s P.to.FBoaaog%
WL 02 199 “(05) dor-o93 - JUN 17 991
NM BOARD HOSPITAL AFFILIATION
MBI EXAM%Z s HOSPITAL AFFILIATION MEDICAL STAFF RELATIONS

In applying for a license to practice medicine in New Mexico, the
Board of Medical Examiners requires this;'form to be completed by.,
the Chief of Staff or Administrator in each hospital where I havey
held privileges, consultation or teaching appointments during the’
past five years (including internship and/or residency) preceding
my application. This form is your authority to release and report
any information in your files of record, favorable or otherwise,

directly to:

New Mexico Board of Medical Examiners
Post Office Box 20001

%A‘v santa Fe, New Mexico 87504

% 57 1,? + M.D.  Date: 37""8‘4)/
Applicant gignatuvire -

Applicant Name: ___J#ER 200D & Ay, Te.

Address:

******************************************************************
1. What privileges were extended to the applicant? Obstetrics/
Gynecology

2. For how long? _-8-7-80 ~ 11-1-88
3. Were limitations imposed on such privileges? No _XX  Yes

If yes, please explain:

4, Were staff privileges ever removed or restricted? No KX
Yes __  If yes, please explain:

5. Derogatory information, if any:

3 yd

Hospital Name: _HERMANN F h)
Address: N !
2D
Chief of Staff or Admini atqgr, Terry K. Satterwhite, M.D.
Signature: /W’z’ %?m.’mt). Date: _§-25-91
(Seal) .

DO NOT SUBMIT THIS FORM WITHOUT A HOSPITAL OR NOTARY SEAL .
{Please use reverse side for comments)




AMA PHYSICIAN PROFILE

AMERICAN MEDICAL ASSOCIATION
515 NORTH STATE STREET
CHICAGOs ILLINDIS 60610

DIVISION OF SURVEY AND DATA RESGURCES DATE: 06-10-§
DEPARTMENT OF PHYSICIAN DATA SERVICES TINE: 8216 F
MNAMEz LYNNy SHERHWOOD CHANGy JR  NeDe

ADDRESS:

BIRTHPLACE: SAVANNAHsGA
BIRTHDATE= ‘40 .
MEMBER OF AMA: 1991 ACTIVE MEMBER
MEDICAL SCHOOL . ..
UNIV OF TX MED SCH AT SAN ANTDNIﬂ’ SAN ANTUNIU TX 78284~
YEAR OF GRADUATION: . 1976 .
LICENSES (INITIAL YEAR GRANTED BY STATE)- N
TX 1976
WV 1988 .-
NATIONAL BOARD CERTIFICATION: NODNE-REPORTED .TO.DATE
SPECIALTY BOARD CERTIFICATION: .AMERICAN. BOARD GOF OBSTETRICS ANB. GYNECGLGGY

PHYSICIAN*S PROFESSIONAL ACTIVITIES— OFFICE BASED PRACTIC&
SELF DESIGNATED.SPECIALTIES .

PRIMARY: OBSTETRICS AND GYNECDLOGY

SECONDARY: UNSPECIFIED .

TERTIARY: UNSPECIFIED

CURRENT MEDICAL TRAINING: NONE REPORTED 7O DATE

PRIOR MEDICAL TRAINING:  RESIDENT :
HOSPITAL: UNIV TX HEDICAL ScHoOL HOUSTON 7X 171025

DATES OF TRAINING: 07/77-06/80 —— (CONFIRMED}
SPECIALTY: OB8STETRICS AND GYNECOLOGY .
SPECIALTY: UNSPECIFIED
PRIOR MEDICAL TRAINING: INTERN .
HOSPITAL: BAYLOR LOLL HED-AFFIL HOSP HOUSTAON TX 77030
DATES OF TRAINING: - 07/76-06/77 — {CONFIRMED)
SPECIALTY: OBSTETRICS AND GYNECOLOGY
SPECIALTY: UNSPECIFIED

FELLOWSHIP: NONE REPORTED TO DATE
fHE‘FDLLGHING IS HISTORICAL. CHECK WITH. PRIMARY SOURCES FOR CURRENT STATUS:

NATIONAL SCIENTIFIC MEDICAL :SOCIETIES:
AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

PROFESSORIAL APPOINTMENT: NONE REPORTED TO DATE

COPYRIGHT 1991 AMERICAN MEDICAL ASSOCIATION. SEE REVERSEe. #%#AMA FILES CHECKE
24




BUUALIL AN f Ll ) = JJLTII

Medicine Pass
Surgery Pass
Research in Neurochemistry Satisfactory

- 11/1/75 - 5/30/76

M.D. DEGREE AWARDED MAY 29, 1976

Obstetrics and Gynecology Residency: Univef’sil,ty of Texas Affiliated Hospitals
Houston, Texas

I

YrgLea3y
-~
-
l‘:#’n’i g

-

Registrar




f?E:{3Z57b?523
To: Tue New Mexico $ BoarD M
OFEMES¥CAEXEX2MI;Q;§ oA Mgnimf%ggzgg
RS

FroM: SHerwoop C. LynN, JR.

RE: HospiTaL AFFILIATIONS /
New MeExico LICENSURE

IN APPLYING FOR_STAFF PRIVILEGES AT MEMORIAL MEDpIcAr CENTER
IN LAs CRuces, I RECALLED TWO OTHER HOSPITALS IN TEXAS AT
WHICH ] HAD PRIVILEGES: BRACKENRIDGE IN AUSTIN AND LAKE
LivinesToN Mepicar CENTER IN LIVINGSTON.

BRACKENRIDGE

WHILE ON THE FULLTIME FACULTY AT THE UNIVERSITY oF TEXAS
MEprcaL ScHooL AT HOUSTON, WE HAD A RESIDENCY ROTATION IN
AusTIN. WHEN DR. STRINGER RETURNED TO GYN ONCOLOGY TRAINING
AT THE M.D. ANDERSON HOSPITAL, HE WAS REPLACED AS SATELLITE
RESIDENCY DIRECTOR BY A MAN WHO HELD THE POSITION FOR ABOUT
FIVE MONTHS AND WAS FORCED TO STEP DOWN DUE TO HEALTH
PROBLEMS. DURING THE SPRING AND SUMMER oF 1983, As UT
HousToN FACULTY AND UNDERGRADUATE EDUGATION DIRECTORs I WENT
TO AUSTIN WEEKLY ON THURSDAY AFTERNOONS TO MAKE TEACHING
ROUNDS, TO “STAFF” THE FRIDAY MORNING CLINIC AND TO LECTURE.
I ALsO HAD OR PRIVILEGES BUT NO PATIENT WAS EVER ADMITTED
UNDER MY NAME. IN SEPTEMBER, 1983, Dr. PAUL WEINBERG ToOK
OVER AS DIRECTOR OF THIS PROGRAM AND I CEASED GOING TO
AusTIN TO TEACH. ’

Lake LivinestoN MeEpicaL CENTER

IN THE SPRING OF 1985, DR. WEINBERG ASKED ME TO TEACH DR.
RavyMonD LuNA OF LIVINGSTON TO DO LAPAROSCOFIC STERILIZATION.
Dr. LUNA HAD BEEN'A STUDENT AND RESIDENT OF DR. WEINBERG'S
IN SAN ANTONIO AND HAD LIMITED LAPAROSCOPIC EXPERIENCE. WE
MET ON SEVERAL OCCASIONS IN HousToN AND DR. LUNA GAINED THE

"MECESSARY EXPERIENCE FOR OBTAINING PRIVILEGES IN LIVINGSTON.

THERE WERE NO OTHER GYNECOLOGISTS AT HIS HOSPITAL SO I WENT
ON STAFF TO HELP RAY SET UP A LAPAROSCOPY PROGRAM; WHICH WE
DID. OVER THE ENSUING THREE YEARS, ! WENT OVER TO
LIVINGSTON ON SEVERAL FRIDAY/SATURDAY'S T0O HELP RAY IN THE
OPERATING ROOM. No PATIENT WAS EVER ADMITTED UNDER MY NAME.

HoSPITAL AFFILIATION FORMS HAVE BEEN SUBMITTED TO BOTH OF

THESE HOSPITALS, . .
- emstat Prefill

. {outoconazoke nitrate)
f fvrngs ,\_/%Z&{gdufz
: lgiﬁ%;é;&. JZKE? éu%¢afeq(

A anes 7o

| ‘i;ggggg (jgdbkg7 }7?@aaavv?bélé£gi70’2é
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