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APPLICATION FOR CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

PLEASE TYPE OR PRINT CLEARLY

IDENTIFICATION

Social Security Number: Redacted

Your social security number is required to facilitate reporting to the Healthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7¢e(b), 5§ U.S.C.
§552a, and 45 C.F.R. pt. 61) and for accurate identification under Ohio's child support enforcement law (§2301.373.0.R.C.) It may also be used for
investigation/enforcement purposes.

Full Name Last (Surname) First Middle Suffix (Jr., )
(Use no ) —
initials) SOLRS VI TRuck EsssOT7
Name (As Last (Surname) First Middle Suffix (Jr., Iy
you prefer it
inscribed on ; 7
FULCES L) O 77
your Ohio /l/ﬂﬂ/‘fm (7 57 £ Ml
license)
Maiden Name Last (Surname) First Middle Suffix (Jr., Iy
or Other Namesi
Used (If none,
enter “NONE"):
Current Home i Number and Street Apt.
Address : —_ : G520 TELD-el UWYND
MPORTANT | 2/ 3 Turw $ 7950 72 yibd
Nofity the Board : City State Zip Code Country

office immediately : aods, &M

in writing of any MV L76/ 2 & S A4
change in address

Telephone : area code & number area code & number

Number § Business: _(_ ) Home: (G/9) 57/ 024
Birth month/day/year Birth City State Country
Date 031/714¢ | Place :Qntn;PE & s 728F | Can 90/
Physical Height Weight Hair Color Eye Color {dentifying marks
Description : - ¢~/ yp*' | /¢ © SILES2 Zrownr A s

Gender & Male U Female For statistics only (optional)

Are you currently in an accredited training program in Ohio? O Yes X No

if yes, please identify name of training program and location:

OVER =




State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine

Page 2

WRITTEN EXAMINATION

Indicate which licensing examination you have passed:

3 National Boards (MD or DO)

OO0 0o

FLEX (Pre-1985)
FLEX Components 1 & 2

Other, explain:

Q USMLE Steps 1, 2, 3

QO State Board exam

){ LMCC

LICENSES IN THE UNITED STATES AND CANADA

List ALL states/provinces in which you hold or have held a license to practice medicine and surgery or osteopathic
medicine and surgery, including a temporary license, training certificate, educational permit, or other license or
certificate, whether the license is current or pot. |f additional space is needed, attach an extra sheet. (If none,
enter “N/IA”). A Form 2, Verification of License, must be sent to each state listed.

STATE/PROVINCE ISSUE DATE LICENSE NO. I.ICENSE CURRENT EXPIRE(S)
(MO/YR) YES NO
ONTH721 O /G 76 40, 420 ™ 0O 3/31 /;wol
e B 55|95 01030 = 9 Y700 )
EEp 25/ A & 99| 4o17¢ 0 s mpons
a a
Q Q
a a
Q a
a a
SPECIALTY BOARDS
NAME OF SPECIALTY BOARD YEAR CERTIFIED COUNTRY
(I none, enter “N/JA")
OF 8-> /G5 € PRVZ
RS (CCAr) JSI9F T Cn Ao ,F-

CONTINUED =




State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine ]
' Page3 !

FEDERATION CREDENTIALS VERIFICATION SERVICE  ~

Ohio requires verification of your core credentials directly through the Federation Credentials Verification
Service (FCVS).

Have you completed and forwarded the FEDERATION CREDENTIALS W.YES O NO
VERIFICATION SERVICE (FCVS) application packet to FCVS?

If yes, date forwarded: /Z/ p d 0,/ 00

ECFMG CERTIFICATE
(International Medical School Graduates only)

ECFMG Date Expirationi
Number Issued : Date :

TEST OF SPOKEN ENGLISH
(International Medical Graduates only)

Graduates of medical schools located outside the United States and Canada must achieve a score of at
least 40 (230 if taken prior to 7/95) on the Educational Testing Services Test of Spoken English (TSE),
regardless of citizenship or country of birth, unless you meet one of the following:

Have you completed two years of undergraduate college work in the O YES QO NO
United States?

Have you held a current license (includes temporary license, Q YES QO NO
training certificate or educational permits) in the United States for at
least five years AND have you been actively practicing medicine
or osteopathic medicine and surgery in the United States (includes
approved graduate medical education training) for at least five

years?

Have you completed a Fifth Pathway program? Q YES QO NO

If you answered NQ to all of the above questions you must take the TSE. Refer to the application
instructions for contacting the Educational Testing Service.

THE TOEFL. ECFMG EXAM, ETC.. ARE NOT EQUIVALENT AND
CANNOT BE SUBSTITUTED FOR THE F_ SPOKEN EN H

CONTINUED =



MALPRACTICE QUESTIONNAIRE 4 A

[ USE ONE FORM FOR EACH MALPRACTICE SUIT — DUPLICATE THIS FORM IF NECESSARY |

Peacs Eliet! Noemar)  mp 783 -044Y

Full Name of Physician Business Telephone Number
9573 Toh S Lobodesu limd Boloasy pe 276/
Address ‘ / City State Zip Code
Name of Patient:
Last Name First Name Middle Name
Age of Patient Years
Date of Occurrence: / /

Location of Incident: | /ng / J@ SPITAL
" g0 Lote Boowe Tensl
“Roleien N 2007

City County State Zip
Position in Case: [:] Intern D Resident @ Primary Physician [:I Other:
Filed Against: [:, Individual Physician [:] Group [::[ Hospital

List Names of Other
Physicians/Hospitals:

Describe the claim/suit in your own words, including all facts as stated above. Do not reference attached
documents. ) 3 e : —
O 1awsud O ed & Pllagption - Erbs Paky Baby - 8 ORW, Alrive
FOPFULTHGR INED © HELT RROFORD) Y5 1DEEP CPEEK FOINT

=12 0 07

REPIOLERAPIDS HtETHEALD
Pheng | 25 533-92/9 22270
jal 3 S33.92)%
Disposition: [X] Pending [ ] Settled

If settled, provide the following information: D In Court D Out of Court Date of settlement: _ /[

Total Amount of Settlement: $ Amount Attributable to you: $

In addition to this form, the Board must receive documentation of this information directly from the insurance company
or attorney. Have alt paperwork forwarded to the Board address. Such documentation should include: plaintiff's complaint,
settlement agreement, and/or court order. Your application will not be considered by the Reinstatement Committee unti!
this information has been received for their review prior to the scheduled Board meeting.

ﬁ:’%‘/ “é faa 2N //,/.i"/f’/ e

e AGignature Date




NOV. 6.2000  2:06PM NO. 775 P.

The Carolina
Permanente Medlcal
" Group, PA

i1

" 909 Aviation Parkway, Suite 600 ® Morrisville, North Carolina 27560-9153 » (919) 4657200

November 6, 2000

Bruce E., Norman, M.D.
4013 John S. Raboteau
Raleigh, NC 37612

Re: Bruce E. Norman, M.D.

Dear Dr. Norman:

In regponse to your request for information concerning claims and lawsuit history of the above
referenced physician, please be advised Dr. Norman was employed by Carolina Permanente

Mediocal Group (and The Carolina Permanente Medical Group, P,A.) from September 18, 1995
through November 30, 1999. The status is as follows:

Clamms: © One

Allegations: Erbs Palsy baby — parents allege a nerve injury in thig delivery is
respansibility of Dr. Norman

Dato of Loss: October 9, 1995

Coverage Occurrence

PLEASE NOTE: This case is open and active, is still in dlsoowry stnges and we have no
evidence of negligence on the part of this physician at this time,

If ] can be ofﬁxrtherassimnce, pleass do not hesitate to contact me at the following address: -
465 Deep Creek Point, Roanoke Rapids, NC 27870, Telephone: (252) 533-9219; Fax (252)
533-9218.

KAISER PERMANENTE



MALPRACTICE QUESTIONNAIRE

LG 1 g 000

| USE ONE FORM FOR EACH MALPRACTICE SUIT — DUPLICATE THIS FORM IF NECESSARY |~

Pouce Elliett Neemms 3)5-7R3-LAY

Full Name of Physician Business Telephone Number
4013 Johw S. Frbotenu Mww/ &/ﬁﬁﬂ NMNC 241>
Address State Zip Code
Name of Patient: ﬁmg’ /)}C/D /H ﬂﬂ"/v/‘)
Last Name First Name Middle Name
Age of Patient Years

Date of Occurrence: 0{2 / / /98 ﬁ wsE i / e b 199/

Location of Incident: Oﬁﬂf}ﬂ)ﬂ [)ﬂv@ﬁé /405/9/7;4&
€24 Qimp STOET

M hawnA , Ondapn LE 2849

City County State Zip
Position in Case: D Intern D Resident |z] Primary Physician D Other:
Filed Against: [ ] Individual Physician [ ] Group [ ] Hospital

List Names of Other
Physicians/Hospitals:

Describe the claim/suit in your own words, including all facts as stated above. Do not reference attached
documents.

S/P élwn%’ﬂ/, wﬂmPe{rm}z? PRATIENT HARD §L/mp/omm 1C PR . HAD

Mﬁ mw o l)/f) /Q//}/J lQ&Z'?MQAJ T RKE @a IRING QL//???ﬂ/'? L PHEITEN T HEtED

5MWM7/0 Efmﬁm} )4 BESANBE T BpBuy's Dl ,3%1 JOEMGNES . CASE aem%'
Disposition: [ Pending [ ] settled K DpoPPEI ' AN Tt ULL7 s/ 997

If settied, provide the following information: D In Court |:] Out of Court  Date of settlement: __/ _/

Total Amount of Settlement: $ Amount Attributable to you: $

In addition to this form, the Board must receive documentation of this information directly from the insurance company
or attorney. Have all paperwork forwarded to the Board address. Such documentation should include: plaintiff's complaint,
settlement agreement, and/or court order. Your application will not be considered by the Reinstatement Committee until
this information has been received for their review prior to the scheduled Board meeting.

ﬁ /%f‘tamn S ¢

Signature Date




MALPRACTICE QUESTIONNAIRE T.0342000

| USE ONE FORM FOR EACH MALPRACTICE SUIT — DUPLICATE THIS FORM IF NECESSARY |

Bewee E ot Noewm, D 95783 LY

Full Name of Physician Business Telephone Number

90/3 Tohu!S. Kebpleau Lpup_ /@lmﬂ NE 271 5

Address State Zip Code
Name of Patient: 0}1\}?/,1} V2 // m@.\//ﬂ/ &

Last Name ./ First Name Middle Name
Age of Patient Years
Date of Occurrence: ___/L/___/ ﬁ&a
Location of Incident: &j /mw P Q@EB/J Z U%Q’ fﬁ

24 Alma Stest

“shawn , Ondpero  Lie 289

City County State Zip
Position in Case: [:| Intern |:] Resident @] Primary Physician |:| Other:
Filed Against: [ ] individual Physician [¥X] Group [ ] Hospital

List Names of Other

Physicians/Hospitals: An Eg#/\ﬁ ’7l/5 f

Describe the claim/suit in your own words, including all facts as stated above. Do not reference attached
documents.

8/b/L mm/’/c”ﬁc TICE an;u/f BEU?T@D /0 EompPLI CATon) D/,oéwv//( mp/)easa@/l/

/ugeug /)ALQ7 /JH7/6’A/7 HME&EO RgsuLT wﬂs g/ /Mgg ,Dgpm Sét eéggzﬂs»,e

ANGBTHESI A AFTER EXF)/H//W:W/WU %VO[{,Q DSy [//j,@}) LOMPLAIVAN T

Disposition: [ _] Pending [ ] settled M DEPPED - LACE OF EVIDENCE

If settled, provide the following information: [ _| In Court [ ] Outof Court  Date of settiement: __ /[

Total Amount of Settlement: $ Amount Attributable to you: $

In addition to this form, the Board must receive documentation of this information directly from the insurance company
or attorney. Have all paperwork forwarded to the Board address. Such documentation should include: plaintiff’'s complaint,
settlement agreement, and/or court order. Your application will not be considered by the Reinstatement Committee until
this information has been received for their review prior to the scheduled Board meeting.

f@ %”%}M S S 5 e

Signature Date




Maums Agoness

Tatrmont

Dow's Lake Count
875 CARLING AVENUE

POBoxsxs SN T
OtTawA ONTARIO
Canapa K1G aHr

Tiie CanaDIAN
MenicaL March 27, 1995

PRATECTIVE
ASSOCIATION

To Whom It May Concern:
RE: Doctor Bruce E. Norman

The Canadian Medical Protective Association is a mutual defence organization
which a Canadian physician may join to be eligible for assistance in the event of
medico-legal difficulty arising from his/her professional work. Assistance at the
Association includes provision of legal Counsel and payment of fees, payment of costs,
and satisfaction of any court award or settlement that might be necessary. Membership
is arranged on an occurrence basis.

Doctor Norman was a member of the Association between July 1976 and
December 1981. He then rejoined in 1983, and remains a member. During his 16
years of membership, he needed assistance with two litigations. The first was reported
in 1987, when a lady awoke from routine diagnostic laparoscopy with a right thoracic
nerve palsy. The matter was fully evaluated. We received good expert support and
the litigation was resolved by a discontinuance, and there was no payment to the
plaintiff. -

In 1992, litigation was commenced against Doctor Norman. He performed a
laparotomy and removal of ovaries in a post hysterectomized patient with chronic
pelvic pain. Subsequently, she was found to have ovarian remnants. This litigation
has proceeded only slowly. We have good expert support, and we are in a position
to have the litigation dismissed on summary judgment. We expect the litigation to be
resolved in the near future. We do not expect to make a financial settlement on this
file.

Yours very truly,

Ruth A. Cottrill, M.B., Ch.B.
Assistant Secretary-Treasurer

RAC/cp

(613) 725-2000
1-800-267-6522

1eany IRE 4ANR



Yk, Farmers Insurance Group of Companies
Healthcare Professional Liability

4 .\
A croup 28

o\

T
XA Truck Insurance Exchange, Los Angeles, CA
[] Mid Century Insurance Company, Los Angeles, CA
[] Farmers Insurance Company of Washington, Los Angeles, CA Lige
[ ] Texas Farmers Insurance Company, Los Angeles, CA e Yahll| 0
Insured: Carolina Premier Medical Group Policy Number: 1180-1000
909 Aviation Parkway, Suite 600
Mormisville, North Carolina 27560-9153 Claims Made D Occurrence
Insured Physician: Type:
Address: [] A Named Insured
[] A Locum Tenen
Specialty: [] An Additional Insured
Subunit #: [J An Additional Named Insured
Retro Date:

This certificate or verification of insurance is not an insurance policy and does not amend, extend or alter the coverage afforded by the policy referred to
above. Notwithstanding any requirement, term or condition of any contract or other document with respect to which this certificate or verification of
insurance may be issued or may pertain, the insurance afforded by the policy is subject to all the terms, exclusions, and conditions of such policy. Insured

has Single Limit as indicated below.

Effective Date Issue Date
December 1, 1999 to until December 1, 2000 12/20/99
Coverage Limits of Liability
Professional Liability - per occurrence $5,000,000

Professional Office Premises Liability
A. Bodily Injury Liability
B. Property Damage Liability
Annual Aggregate Limit of Liability per Policy Year Shall Not Exceed $N/A
Description of Operations/Vehicles/Special Items/Remarks:
RE: Evidence of Professional and General Liability Insurance as respects Bruce B. Norman, M. D.
Notice of cancellation of the coverage automatically terminates coverage. After cancellation this certificate becomes void and without
effect. A breakdown of the limits will be provided upon demand.

Certificate Holder  Carolina Premier Medical Group
909 Aviation Parkway, Suite 600
Morrisville, North Carolina 27560-9153

I. LOCUM TENENS AND ADDITIONAL INSUREDS SHARE LIMITS OF LIABILITY WITH THE NAMED INSURED.

II. SHOULD THE ABOVE DESCRIBED POLICY BE CANCELLED OR THE TERMS AND CONDITIONS OF THE POLICY BE
CHANGED BEFORE THE EXPIRATION DATE THEREOF, FARMERS INSURANCE GROUP OF COMPANIES IS UNDER NO
OBLIGATION OR LIABILITY OF ANY KIND TO NOTIFY THE CERTIFICATE HOLDER.

III. PHOTOCOPIES OF THE CERTIFICATE OF INSURANCE ARE DEEMED AS VALID AS THE ORIGINAL.

O &%

Authorized Representative (if applicable)
Farmers Insurance Group of Companies
Healthcare Professional Liability
P.O. Box 4998
Los Angeles, CA 90051-4998
(800) 344-3611

S12/20/99




CMG g
ENDORSEMENT OF LMCC

NAME: NORMAN, BRUCE ELLIOT
SCHOOL:  QUEENS UNIV, KINGSTON ONTARIO
DEGREE CONFERRED: MD
DATE CONFERRED: 6/74

INTERNSHIP/RESIDENCY:

HOSPITAL:  ROYAL VICTORIA HOSP

CITY: MONTREAL STATE:  CANADA
STARTING DATE:  7/74 ENDING DATE:  6/76
EXAM:
EXAM TAKEN LMCC PASSED

ALL AMA, AOA, TSE SCORES, FED REPORTS, REC FORMS AND ECFMG VERIFICATIONS HAVE
BEEN OR WILL BE CHECKED PRIOR TO A LICENSE BEING ISSUED AS IT APPLIES TO THE
APPLICANT.

1/20/01
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RESUME OF ACTIVITIES - MEDICINE OR OSTEOPATHIC MEDICINE

privileges and include complete dates and addresses.

List ALL activities in chronological order beginning with medical school graduation, using MONTH and YEAR. For any
non-working time, you_MUST state on the resume exactly what your activities were, such as "vacation" or "seeking
employment”, as well as your permanent address. If in private practice, indicate the hospitals where you hold or have held
If you worked for a physician staffing group or did locum tenens,
you must list all facilities where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY
OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in clinical and
administrative duties. If you require more space, please attach separate sheets. You must account for ALL time.

From
Month/Year

717

To
Month/Year

Hospital, University or Other
ROISL VIR0 AP 77I

Complete Street Address

/g’] ///Vg ﬁﬂfﬂ/ﬂgl

~City State/Country Zip Code

From Hospital, University or Other
Month/Year
LUF AL pr1cTv2s R S22 779«
717 Complete Street Address
To
Month/Year ég/] /0 IVE ﬂﬂﬂfﬂg
6 76 City tate/Country Zip Code
/ onitenl  Quepec. 134 14
From Hospital, University or Other
Month/Year
ALK Lo e L0 TP
7 176 Complete Street Address
To
Month/Year 3/// Fim )1P/U£’ L()
City State/Country Zip Code

Position &
Department

S IRASESFT
SR &AL
JNTEZV S A /2

Position &
Department

2AD SEA2
RS f )0/ T
OLSLE 7

Position &
Department

Va4
S TT &

— AN TT I
Yo PP i

% Clinical

/00

% Admin.

€178 | yopdeen] ke 138 181

% Clinical
/60

% Admin.

% Clinical

70O

% Admin.

/ (A
217 NoeTH /ol Oniaero
From Hospital, University or Other Position & % Clinical

% Admin.

% Clinical

/00

% Admin.

Month/Y D rt t
onth/Year P ” /9/;/‘/}4/_//2/4{ P epartmen
L 177 Complete Street Address Vs ad
To - /AT e
Month/Year 90 Lq/VKH S 77255// =) 7T IS
Y, City State/Country Zip Code T itk S
/ PRAMPION DNTRLIS L pl) 97 e D
From Hospital, University or Other Position &
Month/Year ﬁ(j - 2 S Department
Iz VN CTE A ) J A
718/ Complete Street Address IRL AT
ATH S22
T
¢ & City State/Country Zip Code ) M‘/ o

Mon+ecnl Bucbee pzn 44 1

OVER =




RESUME OF ACTIVITIES - MEDICINE OR OSTEOPATHIC MEDICINE

PAGE 2

From
Month/Year

71€3

Hospital, University or Other

KOIGQL yicrz e Az

To
Month/Year

Complete Street Address

687 bwe Ruenue W

/21537

From
Month/Year

7153

City State/Country
| Queber H3P 1A

Hospital, University or Other

Zip Code

L ETr L)2 pTETH A5/

To
Month/Year

Complete Street Address

Q100 MPRLOWE HUENUE

2 1€7

From
Month/Year

/I SH

City State/Country

MOWTRERL OUEBEL HyA 3L
Hospital, University or Other

OS N D CSonsrm +25 1>

Zip Code

To
Month/Year

Complete Street Address

2 AlmA Steee T

€957

From
Month/Year

g 95

City State/Country
Oshawa Owdpeso

Hospital, University or Other

e Hae P72

To
Month/Year

Complete Street Address

YYD LAKE Boon& Ter L

iz

From
Month/Year

/

City - State/Country

RARLEIGH nC

Hospital, University or Other

Zip Code

Q6077

To
Month/Year

Complete Street Address

/

From
Month/Year

/

City State/Country Zip Code

Hospital, University or Other

To
Month/Year

Complete Street Address

/

City - State/Country Zip Tode

Position &
Department

BLY 1 TTIAE
PRV 4470

% Clinical

/00

o8/ Sy e

Position &
Department

DM TTINE

% Admin.

% Clinical

/00

v €655

Position &
Department

FXj i) pss )

% Admin.

% Clinical

G0

2772 led

S At OB

P EF SU/2882)

Position &
Department

Vs adbradda

% Admin.

/O

% Clinical

OO

R I L sz SaS
OL >N

Position &
Department

% Admin.

% Clinical

Position &
Department

% Admin.

% Clinical

% Admin.




ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE

If you answer "YES" to any of the following questions, you are required to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper. You must submit copies of all relevant documentation, such as
court pleadings, court or agency orders, and institutional correspondence and orders. Please note that
some questions require very specific and detailed information. Make sure all responses are complete.

(Please place a M in the yes or no box)

YES | NO
1. Have you ever been denied staff membership at any hospital, nursing home, a y
clinic, health maintenance organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had admissions monitored, ] ‘Sk
had privileges limited, had privileges suspended or terminated, been put on

probation, or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar institution
in which you have trained, been a staff member, or held privileges, for reasons
other than failure to maintain records on a timely basis, or failure to attend staff or
section meetings?

3. Have you ever resigned from, withdrawn from, or terminated, or have you ever a ‘§(
been requested to resign from, withdraw from, or otherwise been terminated from,
a position with a medical partnership, professional association, corporation, health
maintenance organization, or other medical practice organization, either private or
public?

4, Have you ever resigned from, withdrawn from, or have you ever been warned by, ] Ef
censured by, disciplined by, been put on probation by, been requested to withdraw
from, dismissed from, been refused renewal of a contract by, or expelled from, a
medical school, clinical clerkship, externship, preceptorship, residency, or
graduate medical education program?

5. Have you ever transferred from one graduate medical education program to ] b8
another?

6. Have you ever, for any reason, lost specialty board certification in the U.S. or ] -
elsewhere, or been denied such certification, or denied examination for such
certification?

7. Has any board, bureau, department, agency or other body, including those in a . S
Ohio, in any way limited, restricted, suspended, or revoked any professional
license, certificate or registration granted to you; placed you on probation; or
imposed a fine, censure or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any Q %
professional license, certificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application
for licensure, relicensure, or examination, in any state (including Ohio), territory,
province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, application Q y
for licensure or relicensure, or the privilege of taking an examination, in any state
(including Ohio), territory, province, or country?

OVER =




MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 2

10.

Have you ever been requested to appear before any board, bureau, department,
agency, or other body, including those in Ohio, concerning allegations against
you?

YES

NO

Q

x

1.

Have you ever entered into an agreement of any kind, whether oral or written, with
respect to a professional license, in lieu of or in order to avoid formal disciplinary
action, with any board, bureau, department, agency, or other body, including those
in Chio?

12.

Have you ever been notified of any investigation concerning you by any board,
bureau, department, agency, or other body, including those in OChio, with respect
to a professional license?

13.

Have you ever been notified of any charges, allegations, or complaints filed
against you with any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

14.

Have you ever been denied or have you ever surrendered a state or federal
controlled substance or drug registration; had it revoked, terminated, or restricted
in any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

15.

Have you ever pled guilty to, been found guilty of a violation of any law, or been
granted intervention or treatment in lieu of conviction regardless of the legal
jurisdiction in which the act was committed, other than a minor traffic violation?

16

Have you ever forfeited collateral, bail, or bond for breach or violation of any law,
police regulation, or ordinance other than for a minor traffic violation; been
summoned into court as a defendant or had any lawsuit filed against you (other
than a malpractice suit)?

17.

Have you been a defendant in a legal action involving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a claim yourself? If yes, include the case name, case number, court and address,
date filed, and a summary of the underlying events. Indicate current status,
including amount of settlement or judgment, if any. In addition, ask your
malpractice insurance carrier(s) to provide a complete claims history report for the
last 10 years to the State Medical Board of Ohio. If your current carrier has
provided coverage for less than 10 years, ask your previous carrier to submit a
claims history report to the Board.

18.

Have you ever been denied professional liability insurance or coverage, or had
such insurance or coverage canceled, limited, or restricted in any way?

B

19.

Have you ever been denied or relinquished participation in any third party
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked; or
been warned, reprimanded, requested to appear before, or fined by the
responsible body?

20.

Have you ever been denied privileges, or had privileges revoked, suspended,
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

X

CONTINUED ©




MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION 'IBQEE_P 3
[

YES | NO
21. Have you ever been diagnosed as having, or have you been treated for, U )L'
pedophilia, exhibitionism, or voyeurism?
22. | a) Within the last ten years; have you been diagnosed with or have you been a v. 4
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?
b) Have you, since attaining the age of eighteen or within the last ten years, a p’

whichever period is shorter, been admitted to a hospital or other facility for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

If you answered “YES” to any part of this question, please provide details on a separate
sheet, including date(s) of diagnosis or treatment, and a description of your present
condition. Include the name, current mailing address, and telephone number of each
person who treated you, as well as each facility where you received treatment, and the
reason for treatment. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

“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; and

2. The ability to communicate those judgments and medica! information to patients and other health 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 physical examination and surgical procedures, with
or 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, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy,
multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, specific learning
disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

YES | NO
23. | Do you have, or have you been diagnosed as having, a medical condition which in a ‘ﬂ
any way impairs or limits your ability to practice medicine with reasonable skill and
safety?

a) Are the limitations or impairment caused by your medical condition reduced Q a
or ameliorated because you receive ongoing treatment or received treatment
in the past (with or without medication) or participate in a monitoring
program?

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your medical condition reduced a d
or ameliorated because of the field of practice, the setting, or the manner in
which you have chosen to practice?

600




MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 4

“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
prescribers direction, as well as those used illegally.

24

Do you use chemical substance(s) which in any way impair or limit your ability to
practice medicine with reasonable skill and safety?

YES

NO

Q

)-%

a) Are the limitations or impairment caused by your use of chemical substances
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program?

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

Q

b) Are the limitation or impairments caused by your use of chemical substances
reduced or ameliorated because of the field of practice, the setting, or the
manner in which you have chosen to practice?

For purposes of question 25 the following phrases or words have the following meaning:

]

“Currently’

does not mean on the day of, or even in the weeks or months preceding the completion

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, or within the past two years.

“llegal use of controlled substances” means the use of controlled substances obtained illegally (e.g.
heroin or cocaine) as well as the use of controlied substances which are not obtained pursuant to a valid
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

25.

YES | NO
Are you currently engaged in the illegal use of controlled substances? a ,K
a) If*YES,” are you currently participating in a supervised rehabilitation program Qa a

or professional assistance program which monitors you in order to assure
that you are not using illegal controlled substances.
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State Medical Board of Ohio

N

77 S. High Street, 171h Floor o  Columbus, Ohio 43266-0315 e 414/ 466-3934 e  Website: www.state.oh.us/med/

MEDICINE OR OSTEOPATHIC MEDICINE
FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized. ALL
questions must be answered. This form is not intended to standardize the recommendation or restrict it in any way. However,
its form is designed to ensure that certain information is included.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

1, A’W SQ N Ua'(/o ke& , a licensed and practicing physician in the state of N C/

(recommending physician, print name) (state of residence)

affirm that BYULCL Orman has been known to me personally for years and that he/she is of
(applicant, print name)

good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. | offer the following in
support of his/her application for licensure:

¢ | rate his/her medical knowledge and technique as:

¢ His/her relationship with patients is:

+ | rate his/her ability to work well with peers and medical staff as:

¢ His/her command of the English language is:

¢ Additional comments:

| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.

Address of Number & Street Telephone
Recommending 409 Bery Y D. Sims W\/

Number
Physician City . h State N Zip Code (include area code) q \Q'?ﬁ (- l397"
Raleig ¢ 230612
Signature of Recommending Physician (name stamps not acceptable) State of Licensure

& License Number NC/ 8 5 5 % O

Subscribed and sworn to before me this [Z 2~/H day of

/lwmlwu .2000
Con iy, 1D eolon

Notary Public Signature

g-10- oY

Date Commission Expires

Sighatu plicant
Date Photo Taken:__ 72/ 1 O¢>
Mo/Yr

RETURN COMPLETED FORM TO THE STATE MEDICAL BOARD OF OHIO AT THE ABOVE ADDRESS.




State Medical Board of Ohio

77°S. High Street, 17th Floor o  Columbus, Ohio 43266-0315 o 614/ 466-3934 Website: www.state.ch.us/med/

OHIO STATE MEDICAL 8-

MEDICINE OR OSTEOPATHIC MEDICINE DECTZ 2000
FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
. recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized. ALL
questions must be answered. This form is not intended to standardize the recommendation or restrict it in any way. However,
its form is designed to ensure that certain information is included.

-

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

—_

1, JO}"‘ Sm*‘r)\ , MO , a licensed and practicing physician in the state of )\/ c
(recommending physician,’ print name) (state of residence)

affirm that ’8( v ASLYSia AN has been known to me personally for 2-3 years and that he/she is of

(applicant, print name)
good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. | offer the following in
support of his/her application for licensure:

¢ | rate his’lher medical knowledge and technique as: Rx¢e/ bnk

¢ His/her relationship with patients is: o tt/lent

¢ Irate his/her ability to work well with peers and medical staff as: 20 <&/ lent-
¢ His/her command of the English language is: Evocp flord~

+ Additional comments:

| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.

Address of Number & Street oy ot hoan Troce (. Telephone _
Recommending : ? 3 o &L N Number C}/ 9 &7‘5
Physician City State ] Zip Code (include area code) 90 7
Polesi NS 2765
Signature of RecommendingvPhysician (namerstarpps pot acceptable) State of Licensure S/
RS il e qz\ r-J‘ V%H) & License Number N 3/6 /
Vv

Subscribed and sworn to before me this “2“” day of

nﬁMﬁUL 2000 .
(oopnie. LOb5T

Notary Public Signature
ALttt 2-10-2004

Signature of Applicant Date Commission Expires

Date Photo Taken:_// | QO
Mo/Yr

RETURN COMPLETED FORM TO THE STATE MEDICAL BOARD OF OHIO AT THE ABOVE ADDRESS.




£ 3725~

Ohio
77 S. High Street, 17th Floor ®  Columbus, Ohio 43266-0315 - . ie. www.state.oh.us/me
43266-03 UU bEél‘ﬁ:%AH §WMED’CALI136A;?/L
DEC1 8 209

MEDICINE OR OSTEOPATHIC MEDICINE
FORM 2 - VERIFICATION OF LICENSE

I am applying for a license to practice medicine or osteopathic medicine in the State of Ohio. The State Medical Board of Ohio
requires that this form be completed by each state or Canadian province in which | hold or have held licenses, whether now
current or not. Please complete the form and return it directly to the State Medical Board of Ohio.

TO BE COMPLETED BY APPLICANT

ame Last First Middle Suffix @r., )
O A LI e Lol s O7 7
Current Number & Street License Number
Address | g 7 TFoOH  JEANTE AL
Ci State Zip Date of Birth i  Month/Day/Year
Aﬂzé‘/é—// < 276/2 O35 | PR 1/715F
Medical/Osteopathic

School of Graduation | XL/ &g 't UM eHI2 1 7> AT NESTIN  QATHC s (o

| hereby authorize the licensing agency of the State of ___ £~ 2& &4 to fumish the information
below to the Stale Medical Board of Ohio.

Signature of Applicant. |-~ . @W Date //// 3@2

TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE

T Vahpn Cogelpni Hedeca ! foar?

“Name of Licensee ast First N Middle Suffix (Jr.,
’Wman, SBeuce "~ EJleeE -
License Number Issue Date License current? vt Yes O No
ﬁ: /6 #o month/day/year ;| ? 1’2,2 / 7 If not, please explain !
Yes No Cannot answer under
current state law

Is the applicant currently the subject of a pending investigation by a licensing or ] 2/ Q
disciplinary authority in your state? P

Have formal disciplinary proceedings been initiated against applicant’s license by a Q Ié Q
disciplinary authority in your state?

Has the applicant ever been warned, censured or in any other manner disciplined or Q p{ a

has applicant's license been revoked, suspended, or in any other manner limited by
a licensing or disciplinary authority in your state?

If yes, please attach complete details.

(B2 P e

AFFIX BOARD SEAL Signature
NOT VALID 7 ¢
WITHOUT SEAL Title
J 2 [ — 2SIV
Date

RETURN COMPLETED FORM TO THE STATE MEDICAL BOARD OF OHIO AT THE ABOVE ADDRESS.

/bo‘/




COMPOSITE STATE BOARD OF MEDICAL EXAMINERS

N

MEDICAL DIRECTOR
Jim H. McNatt, MD

STATEt*cpypy

2 Peachtree St.,, NW ¢ Aflanta, Georgia 30303 ¢ Phone: (404) 656-3913 ¢ Fax (404) m% iy
www. sos. state.ga. us/ebd-medical 6 ZUOU

EXECUTIVE DIRECTOR
Karen Mason

Wednesday, December 20, 2000

TO WHOM IT MAY CONCERN:

This is to oermy that BRUCE NORMAN, MD was issued Phvsician license number 40176, on
June 8, 1995. It is further certified that the status of this License is: Inactive.

The license expiration date is December 31, 1997.
A review of public records indicates that no disciplinary orders have been docketed.

This day Wednesday, December 20, 2000.

Composite State Board of Medical Examiners
,;l . .

Karen Mason

Executive Director

S e st

Our maliing address of record for this licensee:
4013 JOHNS RABOTEAU WYND
RALEIGH, NC 27612

A Unit of Community Health
An Equal Opportunity Employer



State Medical Board of Ohio

DECZGﬁ]ﬂ

MEDICINE OR OSTEOPATHIC MEDICINE
FORM 2 - VERIFICATION OF LICENSE

775. High Street, 17th Floor o Columbus, Ohio 43266-0315 o 14/ 466-3934 Wehg . www.state.oh.us/med/
T e ’:3

I

| am applying for a' license to practice medicine or osteopathic medicine in the State of Ohio. The State Medical Board of Ohio
requires that this form be completed by each state or Canadian province in which | hold or have held licenses, whether now
current or not. Please complete the form and return it directly to the State Medical Board of Chio.

TO BE COMPLETED BY APPLICANT

ame Last First Middie —Suffix (Jr., N
Pl e LS cé Lkt sO7 7
Current Number & Street License Number |
Address s/ 7 Tk (A e
Ci State Zip Date cyinh Month/Day/Year
Rozessn e 22/2 | 930745 3 1/715F
Medical/Osteopathic

School of Graduation QUksn's Y2 ek720 1 7> ATNSE ST GATZHC o Can -

| hereby authorize the licensing agency of the State of __ (24 /(X to furnish the information
below to the State Medical Board of Ohio.

Signature of Applicant ﬁ % Date //// ?@

TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE

State
ame Ot Licensee Last First Middle Suffix (Jr., M
License Number Issue Date License current? ¢ QO Yes O No
month/day/year : / / If not, please explain |
Yes No Cannot answer under
current state law

Is the applicant currently the subject of a pending investigation by a licensing or a ] a
disciplinary authority in your state?
Have formal disciplinary proceedings been initiated against applicant’s license by a | Q a
disciplinary authority in your state?
Has the applicant ever been warned, censured or in any other manner disciplined or a Q :‘: Q
has applicant's license been revoked, suspended, or in any other manner limited by r
a licensing or disciplinary authority in your state? ‘_

If yes, please attach complete details.

AFFIX BOARD SEAL Signature &
NOT VALID
WITHOUT SEAL Title

Date

RETURN COMPLETED FORM TO THE STATE MEDICAL BOARD OF OHIO AT THE ABOVE ADDRESS.




AFFIDAVIT i 60

I, Connie Wooten, Notary Public for the State of North Carolina, County of Wake, certify
that the attached documents are true copies of such documents that they represent and
that I personally made the copies and notarized such copies.

Subscribed and copied by me this 6™ day of November, 2000.

(onps gtz 1 fiojpo

Connie Wooten — Notary Public

County of Wake — State of North Carolina

My Commission expires September 10, 2004.
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NORTH CAROLINA MEDICAL BOARD
PHYSICIAN CERTIFICATE OF REGISTRATION

Lol

REGISTRATION

{ REGISTRATION REQUIRED  CEATIFICATE NO.

03/17/2001

THIS IS TO CERTIFY THAT THE PHYSICIAN NAMED BELOW HAS REG-

8 Y e CH L R ) R ) e U B Y

ISTERED WITH THE BOARD AND HAS PAID THE REGISTRATION FEE
FOR THE YEAR ABOVE AS REQUIRED
BY THE GENERAL STATUTES OF NORTH CAROLINA, SECTION 90-15.1
AND RULES PROMULGATED PURSUANT THERETO.

LICENSE NO:

BRUCE ELLIOTT NORMAN MD
4013 JOHN S RABOTEAU WYND
RALEIGH, NC

EUCY G ) e e e e ) e el ) e ) e e e e e e )

27612-5330

!

EXECUTIVE DIRECTOR

G 4 Cl el e e e et e et

L]

EREEEE AN RRERRAIE

THIS IS YOUR REGISTRATION
CERTIFICATE FOR YOUR WALLET.
PLEASE DETACH AND DISCARD
THIS PORTION.

NORTH CAROLINA ME6I A{UQQARD

REGISTRATION
CERTIFICATE REGISTRATION REQUIRED

03/17/2001

THIS IS TO CERTIFY THAT THE PHYSICIAN
NAMED BELOW HAS REGISTERED WITH THE
BOARD AND HAS PAID THE REGISTRATION FEE
FOR THE YEAR ABOVE AS REQUIRED BY THE
GENERAL STATUTES OF NORTH CAROLIN
SECTION 90-15.1 AND RULES PROMULGATED
PURSUANT THERETO.

BRUCE ELLIOTT NORMAN MD EXECUTIVE DIRECTOR

LICENSE NO: 9501030 P.0. BOX 20007
RALEIGH, N.C. 27619

PLEASE DETACH
AND DISCARD THIS PORTION.
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MEMBERSHIP CERTIFICATE Cor.
o | € LEGE

' : -
CPSO Registration No.: 25171 | Sorons
SURGEONS

ONTARIO

Dr. BE Normun

is a Member
17, e, . . Of
e College of Physicians und Surgeons of Cutari
0.

Effective to:  May 31 2001

7.{. o e

Registrar

The College of Physicians and Surgeons of Ontario
80 College Street
Toronto, Ontario

M5G 2E2

Tel: (416) 967-2600 Toll free (800) 268-7096

Fax: (416) 961-3330

Ny

Signature of Member :




Bruce E. Norman, MD

4013 John S. Rabotean Wynd HE C

Raleigh, North Carolina 27612 -
DOB: March 17. 1949

SS # Redacted
Home Phone: (919) 571-8024
E-mail: bnjnS@prodigy.net
Place of Birth: Winnipeg, Manitoba, Canada

Nationality: Canadian

i

4 26ng

PROFESSIONAL EDUCATION AND HONORS:

I initially enrolled in Queen’s University, Kingston, Ontario K7L 3N6 in Chemical Engineering and
completed two years in that program. [ then subsequently transferred over to the curriculum of Medicine.

I completed my medical degree in June 1994 and then subsequently did a straight internship from July
1974 until June 1975 in general medicine at Royal Victoria Hospital, 687 Pine Ave. W., Montreal, Quebec
H3A 1A1, which is affiliated with McGill University.

It was during this internship that I decided to switch over into the residency program in OB/GYN.

I compieted my second year residency in that program at McGill University, Royal Victoria Hospital,
from July 1975 until June 1976.

1968 - 1970 Queen’s University Chemical Engineering -
Kingston, Ontario K7L 3N6 Switched to Medicine 1979

1970 - June 1974 Queen’s University Medical Degree
Registrar’s Office
Richardson Hall, Room 103 Completed LM.C.C. - 1974
Kingston, Ontario K7L 3N6

Honors Faculty Engineering Queen’s Scholarship for standing 1% in 1%
University year engineering (awarded to 3

place (me) as 1% and 2™ already
on scholarship

Faculty Medicine Queen’s (1) 1% year medicine prize for

University standing third.

(2) 4™ year medicine prize for
honors in OB/Surgey/Med.
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Bruce E. Norman, MD
Education and Professional History

July 1974 - June 1975 Royal Victoria Hospital Straight Surgical Residency
687 Pine Avenue W
Montreal, Quebec H3A 1A1 Hospital Affiliations:

+ Royal Victoria Hospital
Dr. L. D. McClean e St. Mary’s Hospital
Chief of Service/Program Director Montreal Children’s Hospital

Royal Victoria Hospital 2" year resident - OB/GYN
Montreal, Quebec H3A 1Al

July 1975 - June 1976

Drs. F. Naftolin/Dr. F. Tweedie
Chief of Service/Program Director(s)

—

At the end of the above residency, I decided for several reasons to go into general practice. I subsequently
moved to Toronto (Brampton). I then spent the next five years in Family Medicine eventually serving as
Chief of Family Practice.

July 1976 - June 1981 Left to practice Family Medicine

Jane- Clair Medicine Center
(Group Dissolved)

North York, Ontario

July 1976 - January 1977

Bramalea Medical Group
45 Bramalea Road
Brampton, Ontario

York Finch Hospital
2111 Fimhave W.
North York, Ontario

Peel Memorial Hospital
20 Lynch Street
Brampton, Ontario L6W 278

Dr. B. Shore, Chief of Staff

Active Staff, Dept. of Family
Medicine
July 1976 - December 1976

Chief of General Practice
1980 - 1981

Active Staff, Dept. of Family
Medicine

January 1977 - June 1981

I re-applied to the OB/GYN residency program at McGill University in Montreal and was accepted back
into the R-3 level and began in July 1981 and finished June 1983. I subsequently spent the next two
years at McGill and obtained my fellowship in the Royal College of Physicians and Surgeons in June

1983.

I then went into the private practice of OB/GYN and was affiliated with Westmount OB/GYN Group from

July 1983 to December 1983. At this time, I relocated to the Oshawa Clinic and worked there from

January 1984

Resumed OB/GYN Residency
Program July 1981 - June 1983

July 1981 - June 1982 Queen Elizabeth Hospital 3" year resident - OB/GYN

McGill University 2100 Marlow Avenue

Montreal, Quebec Montreal, Quebec H4A 3L6

July 1982 - June 1983 Queen Elizabeth Hospital 4™ year resident - OB/GYN
2100 Marlow Avenue Chief Administrative Resident
Montreal, Quebec H4A 3L6

June 1983 F.R.C.S. (Canadian)

June 1983 American Fellowship Written

Exam




Bruce E. Norman, MD

Education and Professional History
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Private Practice - OB/GYN

July 1983 - December 1983

Westmount OB/GYN Group
Sherbrooke Avenue
Montreal, Quebec

(Group may not be in practice
now)

Royal Victoria Hospital
687 Pine Avenue W
Montreal, Quebec H3A 1A1

Active Staff: Dept. OB/GYN
July 1983 - December 1983

Queen Elizabeth Hospital
2100 Marlow Avenue
Montreal, Quebec H4A 3L6

Dr. R. Cook

January 1984 - August 1995

Oshawa Clinic

117 King St. E.

Oshawa, Ontario L1H 189
(905) 723- 8551

Oshawa General Hospital
24 Alma Street
Oshawa, Ontario L1G 2B9

Active Staff: Dept. of Surgery

Chief, Section of Obstetrics and
Gynecology 1988 -1991

Chief, Department of Surgery
1992 - 1995

R. S. Davies, MD
Chief of Staff

I relocated to the state of North Carolina in 1995 where I went to work for The Carolina Permanente
Medical Group, PA, a group model for Kaiser Permanente where I practiced OB/GYN, became Chief of
OB/GYN and then became the Statewide Medical Director for the Medical Group.

Kaiser Permanente then left the North Carolina market and The Carolina Permanente Medical Group
reorganized and became an independent group December 1, 1999 which was renamed Carolina Premier
Medical Group. I became the CEO/President of this organization.

October 31, 2000 --- Carolina Premier Medical Group was sold to Scott Medical, LLC and | became the

Chief Medical Officer.

September 1995 - December 1,
1999

The Carolina Permanente
Medical Group, PA

909 Aviation Parkway, Suite 600
Morrisville, North Carolina
27560

Rex Hospital
4420 Lake Boone Trail
Raleigh, North Carolina 27612

Active Staff: Dept. OB/GYN

December 1, 1999 - October 31,
2000

Carolina Premier Medical Group
909 Aviation Parkway, Suite 600
Morrisville, North Carolina
27560

Rex Hospital
4420 Lake Boone Trail
Raleigh, North Carolina 27612

Active Staff: Dept. OB/GYN

November 1, 2000 - Present

Scott Medical Group, LLC
2828 Croasdaile Drive
Durham, North Carolina 27705

Rex Hospital
As above




Bruce E. Norman, MD

Education and Professional History

Professional Experience

October 31 - Present

Scott Medical Group, LLC
Chief Medical Office

CPMG - windup of sale to Scott Medical Group, LLC

CEO/President

December 1999 - October 31

Carolina Premier Medical Group, PA (CPMG)
CEO/President

1995 - December 1999

The Carolina Permanente Medical Group, PA (Kaiser Permanente)

¢ Statewide Medical Director
o Triangle Area Medical Director
e  Chief of OB/GYN Department

1989 - 1995 Oshawa General Hospital

e  Chief, Department of Surgery

o Chief, Section of Obstetrics and Gynecology

Department of Surgery

1984 - 1995 Clinical Practitioner - OB/GYN
1984 - 1995 Queen’s University

e  Lecturer/Clinical Coordinator, Family Practice
1979 - 1981 Peel Memorial Hospital

o  Chief of General Practice

e  Secretary, Medical Advisory Committee
1977 - 1981 Bramalea Medical Group

Brampton, Ontario

¢  General Practice
1976 - 1977 Jane-Clair Medical Center

North York, Ontario

¢  General Practice

EDUCATION AND CERTIFICATIONS

1998 American Board Certified - OB/GYN
1983 F.R.C.S. (Canadian) Certified
1982 - 1983 Chief Administrative Resident - Obstetrics and Gynecology (R-4)
1981 - 1982 Third year Resident - Obstetrics and Gynecology (R-3)
1975 - 1976 Second Year Resident - Obstetrics and Gynecology
1974 - 1975 Straight Surgical Internship




Bruce E. Norman, MD
Education and Professional History

1974 Queen’s University
¢ Doctor of Medicine
1970 Completed two years Chemical Engineering
Medical School Award e 1% year medicine - prize for standing 3™
e 4™ year medicine - prize for Honors in Obstetrics, Surgery and
Medicine
Pre-Medical School Awards Queen’s University Engineering Program

e 1% year scholarship for standing 1¥ in class

PROFESSIONAL MEMBERSHIPS

American College of Physician Executives

American Medical Association

Society of Chief Medical Officers

American Association of Health Plans

North Carolina Association of Health Plans

North Carolina Medical Society

Ontario Medical Association

Canadian Medical Association




§923 cherrycrest lana
. charlotte, nc 28217
704-527-5119

o . V-
Lead (pirecting) Instructors Name ? g 4 __A. MSQ.\S ID No.(initials + last 4 numbers of SSN) ®“ ) m"h.\ A8

Home Address (if changed since last class)

EOPW\%PW\_"V»D—..% _Zm.—-mco.—.om zmvom.—._zm —uO—Ng innovative solutions

]

4

Telephone County where class taught: _L{J QK. ZipCode: __A 813
umber of class participants: gz::ozc‘ mt Non-minority ||..w|»404>_.
Type of course: (J Training 0 Adult Heartsaver (1 Adult and Pediatric Heartsaver K HealthCare Provider
] Renewal (1 ACLS Provider (3 Pediatric Basic Life Support [J PALS Provider
-
(Print) Namas of Assisting 1D Number (initials and | Address : Member of innovative solutions - N
Instructors St tast 4 numbers of SSN) (if changed since last report) community training center? Yes{Nc
{if not, send a copy of this report to your CTC}) -1

-

@,\pmm arn T35

For ACLS or PALS - Madical Diractor Name

The above Instructors have .am:.o:m:.mnmn the knowledge and skills of a current BCLS, ACLS, or PALS Provider and Instructor:

10-12- 99 [ranbama St o

Date Course Completed Signature of Lead/instructor/Course Director

W BCLS/ACLS/PALS Instructor Reporti of thi ..moo...a for at least two years.
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-3[1('()LI.‘[:GI—ISTKEF.?'.TOI_(()NTO.::CAEADA MSGZE2 : : ' TELEPHONE: {416):967-3600 '1'0u.‘FR1=.1.~‘.:,(errn3@&7@,

| PRIVATE AND CONFIDENTIAL SIS i ES: : ms
Sl ) /DL] I:(nE
CERTIFICATE OF PROFESSIONAL CONDUCT i RHY\]CI \\S

ISSUED TO: NS . REGARDING:

OF
i ; ‘/ "j\\\Tr A nie
Ohio State Medical Board Dr. Bruce Elliot Norman Ol [ X\R[O
77 South High Street Z 2709 Blue Ridge Road
17th Floor =+ : ; 3 ; i Raleigh, North Carolina -
Columbus Ohio s ‘i United:States

© 43266-0315 S ol 27613

YEAR AND SOURCE OF MEDICAL DEGREE: 1974, Queen's University, M.D.

CPSO REGISTRATION NUMBER: 28171

STATUS OT RI‘GI‘?TRATION' ‘Active Member

CURREVT CLASS OF CERTIFICATE OF REGISTRATION AND EFFECTIVE DATE: Indcpendem Pra(,tlu: 26 May 1976
HISTORY OF RE ISTRATIO |
': F:rst certificate of rq,xstrauon issued: Independent Practice certificate : 51 Ertecnve 26 May 1976

SPECIALTY QUALIFICATIONS FROM THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS ‘OF CANADA
AS RECORDED ON THE REGISTER:

Obstetrics and Gyniecology 2l Effective: 06 Jun 1983
FRCSC: Eftectwe 17 Sep 1983

LIFICATIONS FROM THE COLLEGE OF FAMILY PHYSICIANS OF CANA A AS R
REGISTER:

CORDED ON‘ THE

None

 CURRENT REFERRALS TO THE DISCIPLINE OR FITNESS TO PRACTISE COMMITTEES
AS AT THE DATE OF ISSUE OF !I-IIS CER FIFICATE:

None

- ANY RESTRICTION OR CANCELLATION OF HOSPITAL PRIVILEGES WITHIN THE LAST TEV YEARS :
INSOFAR AS ANY REPORT THEREOF APPEARS IN THE RECORDS OF THE C( QLLE;QE_

None
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PRIVATE AND CONFIDENTIAL 'ms =

< fDLLEl:.L

| : : e PR Z ..:; ] e | )
ke CFRTIFICATE OF PROFESSIONAL CONDUCT e oo R]I)ﬂYbI(]X\S

_ SURGHONS
 ONTARID

ISSUED TO: TN -_:'REGARmNG

E Ohio State Medical Board ' Dr. Bruce FHIO[ Norman

E 77 South High Street . -__ ZrL : 2709 Blue Ridge Road

| 17th Floor = O HESN . Raleigh, North Carolina

| ~ Columbus:Ohig. - = : oo United States i
432606-0315 > o e G e e X

| DATE OF ISSUE: 15 Jan 2001

> .. > i ~ JOHNM.BONN
 CERTIFICATE NUMBER: 4002330 _ REGISTRAR

it Nut OfﬁClal without sngnature of chlsti ar and i impression of Coliege seal
sl S et ] s 1 ISR .. No further entries below this line

i i L ek s e 2R L
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FILE No.140 02,02 01 11:36  ID:MEDICAL STAFF SVC FAX:919 784 3440 PAGE 1

JAN 23 2001

State Medical Board of Ohio

[N S A . e e
77 S. High Street, 17th Floor o Columbus, Ohio 43266-0315 « 414/ 468-3934 o  Website: www.state.oh.us/med/

Direct Dial 614-728-3056
Fax 614-644-1464 or 466-4670

January 10, 2001

Dear Doctor:

Dr. _Bruce £, Norman. MR who isfwas ___Physician Admitting Privileges OB/GYN 9/95-present
is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out the following evaluation so that we can
process hisfher application for licensure. To ensure processing of the physicians application please complete this form and return by
mail or FAX to our office within two (2) weeks. Your immediate attention to this matter will be greatly appreciated by the applicant as
well as by us. Information provided is considered confidential under Section 149.42 (A)(2)(a). Ohio Revised Code. Thank you for your
time and assistance.

(1)
3]
©)
Q)
(5)
(6)
M
®
9

How long have you known him/her? 9 f V181X

What iswas your supervisory capacity? C) k& (7 ﬂw‘?{ 03// 2%

At what hospital? /?ﬁ.ﬁ( //ﬂLP

How would you rate his/her medical knowledge and techniques?__ .7 ¢ /// 3/

In your opinion is he/she a person of good moral and ethical character? _:-ILCQ' J

Does helshe work well with peers and medical staff? féyé_éo :

Does he/she relate well to patients? %
How is hisfher command of the English language? (if applicable) 4]&_

Would you recommend him/her for licensure? _,%f

Additional comments, please: (if needed, an extra sheet of paper may be used)

Signature\of Physician

Please retumn this form to the Ohio State Medicai Board
at the above address, or faxresponse to above number,

Sincerely,
Mundsy Yobiek

Mendy Yokich
Licensure Assistant

Name of%hysician {please ﬁo of pnint clearty)

osition

/9 28i-fp28

Telephone number (include area codej



JAN 23 2001

State Medical Board of Ohio

77 S. High Street, 17th Floor &  Columbus, Ohio 43266-0315 o 614/ 466-3934 o  Website: www.state.oh.us/med/
Direct Dial 614-728-3055
Fax 614-644-1464 or 466-4670

&9 .
January 10, 2001 FFRag: -+
Dear Doctor:
Dr. _ Bruce E. Norman, MD who is/was Physician Admitting Privileges OB/GYN _ 9/95 - present

is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out the following evaluation so that we can
process his/her application for licensure. To ensure processing of the physicians application please complete this form and return by
mail or FAX to our office within two (2) weeks. Your immediate attention to this matter will be greatly appreciated by the applicant as
well as by us. Information provided is considered confidential under Section 149.42 (A)(2)(a), Ohio Revised Code. Thank you for your
time and assistance.

(1) How long have you known him/her? q ///.0/" $
(2) What isiwas your supervisory capacity? C. AZ& (Vg I‘ zﬂ 3[ 43 // (/W

(3) Atwhat hospital?__/2es L/rs p

(4 How would you rate his/her medical knowledge and techniques? (- 7t 4 / / ’4,7/

(5) In your opinion is he/she a person of good moral and ethical character?___(/ Cf -

(6) Does he/she work well with peers and medical staff? ((/%éq :

(7) Does he/she relate well to patients? M# '

(8) How is his’fher command of the English language? (if applicable) /Y’/.s?o / .

(9) Would you recommend him/her for licensure? ,%W

Additional comments, please: (if needed, an extra sheet of paper may be used)

Please return this form to the Ohio State Medical Board
at the above address, or fax response to above number.

Sincerely,
Mendy Yolick
Mendy Yokich

M Licensure Assistant
éfﬁ% o0

Slgnaturexéf Physician
Ctprge. 7 ox/a///

Name ofdbhySICIan (please !%e or print clearly)

C fiﬁﬂWm //5/5 "///V

Position

/9 1%i-£028"

Telephone number (include area code)




MEDICINE OR OSTEOPATHIC MEDICINE POl g J’GU
AFFIDAVIT AND RELEASE OF APPLICANT "

The affidavit and release below MUST be completed by ALL applicants. The form must be notarized. Failure of any
applicant to submit the affidavit completed and notarized with the application will result in your application being considered
incomplete.

ss STATE OF: PVIRTH (RIL A A
COUNTY OF: Y.V
|, JRuele 420477 SNV 478~ | hereby certify under oath that | am the person named in this

application for a license to practice medicine or osteopathic medicine in the State of Ohio; that all statements | have 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 to this Board 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 respect.

| acknowledge that | have read the general information and instructions for all applicants and that | have answered all
questions in compliance with these instructions and understand that the fee | submitted is not refundable nor transferable.

| further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, |
hereby authorize and consent to have an investigation made as to my moral character, professional reputation and fitness
for a license to practice medicine or osteopathic medicine. | agree to give any further information which may be required in
reference to my past record. | understand that | will not receive a copy of any reports or know their contents and | further
understand that the contents of any investigative report will be privileged.

| further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an
ongoing process. | will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any
of the questions contained in the ADDITIONAL INFORMATION section of the application if such a change occours at any
time prior to a license to practice medicine or osteopathic medicine being granted to me by the State Medical Board of Ohio.
| further understand that failure to complete this application as requested by the Board within six months can be considered
abandonment of any request for a license to practice medicine or osteopathic medicine and that any fee | submitted is not
refundable or transferable.

| authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), court,
association, institution, or law enforcement agency having control of any documents, records and other information
pertaining to me to furnish to the State Medical Board of Ohio any such information, including documents, records regarding
charges or complaints filed against me, formal or informal, pending or closed, or any other pertinent data and to permit the
State Medical Board of Ohio or any of its agents or representatives to inspect and make copies of such documents, records,
and other information in connection with this application, subsequent licensure or practice thereunder.

| hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person
furnishing information of any and all liability of every nature and kind arising out of investigation made by the State Medical
Board of Ohio. | authorize the State Medical Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal or foreign); or to any hospital,
nursing home, clinic, health maintenance organization or similar institution; or to any professional association.

| further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered
based on the truth of the statements and documents contained herein or to be furnished, which if false, can subject me to

denial of said certificate.
P

SignaturMpplicant

Subscribed and swom to before me this 6 day of i i 2020 O |
(NOTARY SEAL) Signature of Notary Public

q-10-200Y

Date Commission Expires




FOR BOAR E ONLY

NAME:

CERTIFICATE NO.:

DATE ISSUED: , 20

APPLICATION FOR CERTIFICATE TO PRACTICE
MEDICINE OR OSTEOPATHIC MEDICINE

FILED: , 20

DETERMINATION:

BOARD ACTION:




The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service

Federation Place
400 Fuller Wiser Road, Suite 300 wm
Euless, Texas 76039-3855 OHI0 STATE MEDICAL
Telephone: (817) 868-4000
FEB 2 0 2001

Fax: (817) 8684099

Physician Information Profile

This report is compiled exclusively for:

Name: Bruce Elliott Norman
SSN: Redacted
DOB: 03/17/1949
Recipient: State Medical Board of Ohio

NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her
medical credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this
report were received directly from the issuing institution per written request made by FCVS. All documents bearing the
official FCVS seal are ceritified to be an exact reproduction of the original. Where required, original documents are
provided according to the agreements with the institution issuing such document. FCVS maintains all original documents
(excluding third-party examination transcripts) in the physician's source file.

The Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United
States, Inc. as a reference source for its member boards and other authorized entities. The Physician Information Profile
may not be republished, sold, resold or duplicated, in whole or in part, for commercial or any other purposes, or for
purposes of compiling lists or files without the express written consent of the Federation's Executive Vice President as
authorized by its Board Of Directors. The use of this Physician Information Profile to establish independent data files or
compendiums or information is strictly prohibited.

Copyright ©2001 by the Federation of State Medical Boards of the United States, Inc., 400 Fuller Wiser Road, Suite 300, Euless, Texas 76039-3855.

Rev. 8/11/00 Request ID: 5874218
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FCVS Reports



FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name: Bruce Elliott Norman

Other Name Used: N/A

Gender: Male

Date of Birth: 03/17/1949

Place of Birth: Winnineg Canada

SSN: Redacted

Current Address: 4013 John S Raboteau
Raleigh, NC 27612

Permanent Address: Same

Telephone Numbers: Bus: N/A
Fax: N/A
Home: 919-571-8024
Other: N/A

Physical Description: Height: 510"
Weight: 160 Ibs
Eye Color: brown
Hair Color: Silver

Physical Marks: Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution: Queens University, Kingston, Ontario, K7L3N6 Canada
Dates of Attendance: 09/1968 - 05/1970
Degree Awarded: N/A
Medical Education:
Current, valid ECFMG N/A
ECFMG Number: N/A
Date Issued: N/A
Medical School: Queens University Faculty of Health Sciences
Office of the Registrar

Richardson Hall, Room 103
Kingston, ON Canada K7L3Né6

Dates of Attendance: 09/01/1970 - 05/00/1974
Graduation Date: 05/25/1974
Degree Awarded: Doctor of Medicine



Unusual Circumstance: None

Post Graduate Medical Education:

Institution: Royal Victoria Hospital
687 Pine Avenue West
Montreal, QC Canada H3A1Al
Post Graduate Year: 1
Program Type: Internship
Department: Surgery
Dates of Attendance: 01/01/1975 - 06/30/1975
Completion: Yes
Accreditation: ACGME
Post Graduate Year: 24
Program Type: Residency
Department: Obstetrics and Gynecology
Dates of Attendance: 07/01/1975 - 06/30/1983
Completion: Yes
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A
Examination History:
Transcripts Enclosed For: LMCC Qualifying Examination Part I

LMCC Qualifying Examination Part II

Board Action:

A Report of the results from a search of the Board Action Data Bank is enclosed.



Omission / Discrepancy Report

Physician Identification:

Name: Bruce Elliott Norman
DOB: 03/17/1949
SSN: Redacted
Packet ID: 17278
Request ID: 5874218
REPORT OF OMISSIONS
Omission 1:
Section of Profile: Medical Education
Omission: Queens Univ Fac Med did not certify the medical school diploma.
Follow-Up: FCVS has contacted the institution and requested a seal or notarization be affixed to

the diploma.

REPORT OF DISCREPANCIES

Discrepancy 1:
Section of Profile:

Discrepancy:

Follow-Up:

Post-Graduate Education

The applicant reports Leave during attendance at Royal Victoria Hospital
(documentation provided). The institution reports no unusual circumstances.

A written explanation from the applicant is included immediately following the
Postgraduate Medical Education form.

Discrepancy 2:
Section of Profile:

Discrepancy:

Follow-Up:

Examination History

The applicant reports sitting for LMCC Examination Part A & B in 04/1976. The
LMCC transcript indicates the examination date was 05/01/1974.

Left to Recipient's discretion.

MISCELLANEOUS INFORMATION

Miscellaneous 1:
Section of Profile:

Issue:

Post-Graduate Education

The attendance dates reported by Royal Victoria Hospital (Dept of Surgery) are



Follow-Up:

irregular, beginning in 01/01/1975 and ending in 06/30/1975.

This information is provided as information only.

Miscellaneous 2:

Section of Profile:

Issue:

Follow-Up:

Continuity of Education

There is a gap of approximately 7 months between graduation from medical school at
Queens Univ Fac Med (05/25/1974) and entrance into the postgraduate training
program at Royal Victoria Hosp (begins 01/01/1975).

This information is provided as information only.

Packet Id: 17278

End of report for Bruce Elliott Norman

Request Id: 5874218 Report Created By: ACT



Board Action Databank Search

State Queried For: State Medical Board of Ohio
Physician's Name: Norman, Bruce Elliott
Date of Birth: 03/17/1949
Medical School: 063030 - Queens Univ Fac Med
Year of Graduation:
Social Security Number: Redacted
ECFMG Number: N/A
Results:
WE HAVE NO UNFAVORABLE INFORMATIO
N
REGARDING THE ABOVE NAMED PHYSICIN
FEB 14 2001
;JAMES A
EXECUTIVEF\‘/IEVE'%%ENSI]%ENT
REV 10/30/00 Request ID: 5874218 Packet ID: 17278
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Identity



AFFIDAVIT AND RELEASE

1, the undersigned, hereby certify under oath that | am the person named in this application, that all statements | have or
shall make are true, that | am the 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 | furnish with my application are strictly true.

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION"
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 every person, hospital, clinic, government agency (local, state, federal or foreign), institution or law
enforcement agency having custody or control of any documents, records and other information pertaining to me to
fumish to the Federation Credentials Verification Service any such information, or true and correct copies of documents
or records.

I hereby release, discharge and hold harmless the Federation Credentials Verification Service, its agents or
representatives and any person furnishing information, records or documents of any and all liability. | authorize the
Federation Credentials Verification Service to release information, material, documents, orders or the like relating to me
or this application to any entity at my request.

E Zrisng

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

IS pIA

Applicant’s Printed Last Name

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

[[-[0- 2000

Date of Signature (must correspond to date of notarization)

State of SUNZTH (B REL/AZF  County of //(/ﬂj y

| certify that on the date set forth below the individual named above did appear personally before me and that | did |dent|fy
this applicant by: (a) comparing his/her physical appearance with the photograph on the identifying document presented
by the applicant and with the photograph affixed hereto, and (b) comparing the applicant’s signature made in my presence
on this form with the signature on his/her |dent|fy| 3 ocument. The statements on this document are subscribed and
swom to before me by the applicant on this day of rean L 200 .

Notary Public signature: @9 7?/711,('_ [ﬁﬁlf@v

My commission expires: q -1p- 9«904

Notary:
The physician has been instructed to sign the front of the photograph.
Your seal (or stamp) must be partly upon the photo and partly upon
the signature of the applicant.

PACKET ID: Federation Credentials Verification Service



N

" Maritaba Family Services
Services & la famille Manitoba

;. /Date de naissance 3
: - /MARCH: 17; -1949
&4 . Name of Father/Nom du pére "' 5
‘WILFRED. HENRY. NORMAN :
** Maiden Name of Mothet/Nom de |eune mle de 1a mére
-CORIME ADELE "STRONG

Reguslrahon No./N® d‘enreglstrement
49-06-004205

i ISSUEb .'
" DELIVRE. i~ :
NOVEMBER 17, 1992

i CERTIFIED EXTRACT FROM THE F!EGISTBATION OF BIRTH _
ISSUED AT WINNIPEG
“EXTRAIT OFFICIEL DU BULLETIN D' ENREG|STREMENT DE NAISSANCE
. -DELWRE A WINNDPEG

- Place of Birth/

Lieu de naissance

" WINNIPEG

4 Date of Reglstratlon/Date denreg«strement
" MARCH 22, 1949 ]
‘GivenUnder My Hand

" ACCORDE de.ma malin,

SEAL

VERIF!ED /m

ACTING DIRECTOR OF VITAL STATISTICS
: DIRECTRICE INTERIMAIRE DE L'ETAT CIVIL




Section 111

Medical Education



F EDERPQON CREDENTIALS VERIFICATION SERVICE (FCVY

VERIFICATION OF MEDICAL EDUCA

{This form must be completed by the medical schoo

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all iformation pertaining to their education at your institution. Please complete this form and

forward it to FCVS in the enclosed postage-paid, self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. #f your office also processes
transcript requests, please attach the individuai's official transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION

Name of Institution: Queens University Faculty of Health Sciences

Complete Address: Rm. 224 Botterell Hall

Street Address

Street Address

Kingston, Ontario K7L 3N6

City State ' Zip Code(Postal Code)

If name of institution was different when this individual attended, please note this name below:

Enroliment and Participation: Our records indicate that NORMAN, Bruce Elliott
(type/print individual's name: Last, First, Middle, Suffix)

attended our medical school for total of weeks of continuous on-campus education on the following dates
(mnvddfyy):
From To
Sept. ;7 ; 1971 May / ;1972
Sept. ) 5 ) 1972 May / {1973
June 4 /1973 May / / 1974

This individual (check one):

X

was awarded the degree of 0ctor of Medicine onMay 25 ;1974

(mmJ/dd/yy)

was NOT awarded a degree (please attach an explanation)

<o 55

(A -
The Wﬂmm Service is a division of The Federation of State Medical Boards of the United States, Inc.

Rev. 10/3000 Packet ID: 17278 Request ID: 5874218 viw {063030] Page 1 of 2




(1
- FEDERATION CREDENTIALS VERIFICATION SERVICE’{CVS)
h VERIFICATION OF MEDICAL pUCATION (continued)
Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any

part of the individual’s medical education. Please circle the appropriate response. “Yes” responses to any of
these questions requires a written explanation.

Questions Response
Did this individual ever take a leave of absence or break from their medical education? Yes @
Was this individual ever placed on probation? Yes @
Was this individual ever disciplined or under investigation? Yes
Were any negative reports regarding this individual ever filed by instructors? Yes @
Were any limitations or special requirements imposed on the individual because of Yes @

questions or academic incompetence, disciplinary problems or any other reason?

Premedical Education: Dves your school have a premedical education requirement? No

If yes, include where your records indicate the individual completed his/her premedical education and the basic
science courses taken (attach additional pages if necessary):

Premedical Institution(s): ucens Wnyecsit
= |

Check Courses Taken: v Physics o Biology/Zoology
v Organic Chemistry | Y Inorganic Chemistry
Thelma Rikley

Certification: By my signature, {,

, certify that the above
(type/print name)

information is an accurate account of the above named individual's official records maintained in this and is true
and correct to my knowledge.

- ~ | signature: /\M

Title: Manager, Undergraduate Meanl Education

AFFIX INSTITUTIONAL SEAL
HERE

(If your institution does not have an
official seal, this form must be

i‘ notariz AL
| VER’H: D) | Fax (613 533688

; | Email: __rikleyt@post.queensu.ca

Date of Signature; __January 19, 2001

Telephone: (613 ) 533-2542

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, inc.

Rev. 10/3000 PacketID: 17278 Request ID: 5874218 vJw [063030) Page 2 of 2




Office of the University Registrar

SURNAME NORMAN
GIVENNAMES BRUCE ELLIOT STUDENTNUMBER 0 55-79%0 ommmn—.m ca<8mq
Kingston, Canada
PRIOR NAME PAGE | OF 3 K7L 3N6
BASIS OF ADMISSION LATEST PROGRAM
He0e PROVIDEDBY
mcﬂwﬁ DESCRIPTION ’ % ENROULEY |
YEAR TERM COURSE RPT  WGT. MK. GR. ML ENRL. AVG. 0+ 50+ 60+ 65+ 70+ 75+ B0+ 90+
1968 F REGISTERED IN BeSCe ENGINEERING
1968 F ENGD 100 0S5 PA COMPUTER PROGRAMMING
1968 F MATH 126 15 90(1350) MATH-CALCULUS
1968-59 FW CHEM 118 24 86(2064) GENERAL CHEMISTRY
1968-69 Fw ENGD 110 20 76 (1S520) ENGINEERING GRAPHICS
1968-69 FV¥W GEOL 010 13 92(1196) INTRODUCTION TO GEOLOGY
1968-69 FVW PHYS 111 14 82(1148) MECHANICSs WAVES & HEAT
1968-69 FW PHYS 112 14 72(1008) ELECTRICITY, MAGNETISM & LIGHT
1969 L MATH 127 15 89(1335) CALCULUS, ALGEBRAs GEOMETRY
SESS WGTS=%115 NUM MRK WGTS=%115 POINTS=x9621 SESS AVG=4G621/11S = 84%.
RANK IN: PROGRAM **%0/%%x%Q0 YEAR #*%xkx3/%4360 :
1969 SEPT AWARD GRANTED: Je.Pe. BICKELL FOUNDATION SCHOLARSHIP
1969 F CHEE 210 11 82 %902 THERMODYNAMICS I
1969 F CHEE 211 08 81 %648 CHEMICAL ENGINEER COMPUTATIONS
1969 F CHEM 248 12 74 %888 PHYSe. CHEMISTRY FOR ENGINEERS
1969 F CIVvL 227 08 67 %536 INTRODe STRENGTH OF MATERIALS
1969 F MATH 226 09 86 %774 ORDINARY DIFF. EQUATIONS
1969-70 FW CHEM 288 18 90 1620 ORGANIC CHEMe FOR ENGINEERS
1969-70 FWw ENGL 010 18 75 1350 MODs ENGe & NORTH AM. LITERATW
1969-70 Fw MATH 291 04 87 %348 MATHEMATICS PROBLEMS .
1970 w CHEE 212 11 78 %858 TRANSPORT PHENOMENA 1
1970 w CHEE 213 11 83 %913 CHEMICAL PROCESS n>rncr>ﬁnozm
1970 ] MATH 227 09 72 %648 VECTOR ANALYSIS
SESS #GTS=%119 NUM MRK WGTS=#%119 POINTS=49485 SESS AVG=%9485/119 = 80X
CUM WGTS=%119 NUM MRK WGTS=#%119 POINTS=#49485 CUM AVG=44%948S5/%119 = 80X
RANK IN: PROGRAM »»wU\w&&o YEAR % %27/%353
1970 F nmmnm4mnmo IN M, U.
1970-71 FW ANATY 510 1«00 80 A GROSS ANATOMY
1970-71 Fw ANAT S11 100 81 A HISTOLOGY & EMBRYOLOGY
1970-71 Fv BCHM S10 100 80 A BIOCHEMISTRY
1970-71 Fvw EPID 512 100 64 C BIOSTATISTICS
1970-71 FW PHGY S10 1.00 74 B PHYSIOLOGY
1971 SEPT AWARD GRANTED: DANIEL MACTAVISH BAKER SCHOLARSHIP
1971 SEPT AWARD GRANTED: We.We NEAR AND SUSAN NEAR PRIZE
1971 F PATH S20 1.00 73 8 GENERAL PATHOLOGY
1971-72 FW MEDS 520 1«00 76 B INTRO«. TO CLINICAL SCIENCE
1971-72 F¥w MICR 520 1.00 80 A MICROBIOLOGY
1971-72 Fv PAED 520 1«00 70 B PAEDIATRICS
1971-72 Fw PHAR 520 1.00 81 A MEDICAL PHARMACOLOGY
1972 L PATH 521 100 79 B SPECIAL PATHOLOGY
1972-73 FW ANAE 532 100 PA ANAESTHESIOLOGY
—.oo nozzczu4< Im>rdz

1972-73

Fv

EPID S30

~
-
n

...... kkhhkkhkAhkkkk

UNIVERSITY REGISTRAR % W ‘ m mvouo

DATE PRINTED 2000 DEC 07

—mmcmc .qc m.qc—umz.—.. DATEISSUED 2000 DEC 07
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SURNAME NORMAN Office of the University Registrar
QIVEN NAMES GRUCE ELL IOT STUDENTNUMBER 0 5S5-7950 p—mmmb.m Cﬂ?ﬁa&q
Kingston, Canada
PRIOR NAME PAGE 2 OF 3 K7L 3N6
BASIS OF ADMISSION LATEST PROGRAM 4 0 D o
mcﬁwﬂ DESCRIPTION # % m}%wga—‘
YEAR TEAM COURSE RPT.  WGT. MK. GR. ML ENRL. AVG. 0+ 50+ 60+ 65+ 70+ 75+ 80+ 90+
1972~-73 FW MEDS S30 1.00 79 B THIRD YEAR MEDICINE
1972-73 Fw MEDS 531 100 79 8 CLINICAL MEDICINE
1972-73 Fw MEDS 532 1.00 PA MEDICINE €& THE LAYW
1972-73 F¥ 086Y 530 1.00 78 B OBSTETRICS & GYNAECOLOGY
1972-73 FW OPTH S32 100 78 B OPHTHALMOLOGY
r 1972-73 Fw oTOoL 532 100 63 C OTOLARYNGOLOGY
. 1972-73 Fu PAED 530 le00 72 B PAEDIATRICS ‘= 3RD YEAR
1972-73 FW PSIY 530 100 80 A PSYCHIATRY=3IRD YEAR .
1972-73 FW RADD $S32 100 PA DIAGNOSTIC RADIOLOGY
1972-73 FVW SURG $30 1.00 74 B SURGERY-3RD YEAR .
¢ 1972-73 FwW SURG 531 100 74 B CLINICAL SURGERY
11973 w RADO 532 1.00 89 A THERAPEUTIC RADIOLOGY - 3RD YR
1973-74 Fw ANAE 544 1.00 PA ANAESTHESIOLOGY
197374 FW MEDS 540 1«00 HN FOURTH YEAR MEDICINE
1973~-74 FV¥W 08GY 542 1«00 HN OBSTETRICS & GYNAECOLOGY
1973-74 FW OPTH S44 1.00 PA OPHTHALMOLOGY
1973-74 FW OToL S44 1,00 PA OTOLARYNGOLOGY
1973-74 Fw PAED 542 1.00 PA PAEDIATRICS - 4TH YEAR
1973-74 FW PSIY 542 1.00 HN PSYCHIATRY - 4TH YR
1973-74 FW RADD 544 100 PA OIAGNOSTIC RADIOCLOGY - 4TH YR
1973-74 F¥ RADO 544 100 PA THERAPEUTIC RADIOLOGY - 4TH YR
1973-74 FVW RHBS 544 1.00 PA REHABILITATION MEDICINE
1973-74 FW SURG 540 100 HN SURGERY - 4TH YEAR
1973-74 Fw UROL 544 1.00 PA UROLOGY
1974 JUNE AWARD GRANTED: HANNAH WASHBURN POLSON PRIZE
1977 AUG 2S5 uwwn»ﬁa<m ACCOUNT, ACADEMIC PERFORMANCE: BRUCE ELLIOTT

MR«

NORMAN ENTERED OUR FACULTY IN SEPTEMBER OF 1970,

HAVING COMPLETED TWO YEARS IN THE FACULTY OF APPLIED SCIENCE:
AT QUEEN®*S UNIVERSITY AND HAVING SATISFIED THE HIGH
STANDARDS OF THE ADMISSIONS AND PROGRESS COMMITTEE FOR

STUDENTS WITH ONLY TwO
CAN BE SEEN FROM THE
THE CONFIDENCE IN MRe
COMMITTEE
FOUR
PERIOD OF TIME.

BEGINNING WITH THE SESSION 1973/74.

YEARS OF UNIVERSITY EDUCATION.
APPENDED LIST OF YEAR END STANDINGS,
NORMAN BY THE AOMISSIONS
WAS AMPLY JUSTIFIED BY HIS PERFORMANCE DURING OUR
YEAR CURRICULUM WHICH HE COMPLETED IN THE REQUISITE

AS
AND PROGRESS

FACULTY CHANGED ITS

METHOD OF EVALUATION FROM MARKS TO AN HONQURS/PASS/FAIL

SYSTEM WITH DETAILED NARRATIVE ACCOUNTS.
NORMAN®S FOURTH AND CLERKSHIP YEARe

FROM ALL SERVICES IN MRe.

AS CAN BE SEEN FROM THE YEAR END STANDINGS,

THESE ARE AVAILABLE
HE OBTAINED

DATE PRINTED 2000 DEC 07

TRANSCRIPT VALID ONLY IF BEARING EMBOSSED SEAL AND OFFICIAL SIGNATURE

DATEISSUED 2 000 DEC O7

UNIVERSITY REGISTRAR % “ ‘ m Wouo



SURNAME NORMAN

Office of the University Registrar

QGIVEN NAMES BRUCE ELLIOT STUDENTNUMBER 0 §5-7950 Emmﬂﬁ ca<onmmq
Kingston, Canada
PRIOR NAME PAGE 3 OF 3 K7L 3N6
BASIS OF ADMISSION LATEST PROGRAM 4 _ 5 o vmo< _ _U"C u<
SUBJECT DESCRIPTION ’ % ENROLLED IN MARK RANGE
AND
YEAR TERM COURSE RPT.  WGT. MK. GR. ML ENRL. AVG, 0+ 50+ 60+ 65+ 70+ 75+ B0+ 90+

HONOURS IN MEDICINE, SURGERY, OBSTETRICS AND GYNAECOLOGY AND
IN PSYCHIATRY. ALL THE NARRATIVE ACCOUNTS BASED ON HIS
ROTATIONS WERE COMMENDATORYe IT WAS OBSERVED THAT HE WAS A
VERY HARD WORKERes HAD EXCELLENT JUDGMENT AND THAT HE WOULD
BE WELCOMED BACK TO QUEEN®S FOR GRADUATE WORK. HIS ELECTIVE
WHICH WAS TAKEN EXTRAMURALLY IN THE COLLEGE OF PHYSICIANS
AND SURGEONS OF COLUMBIA UNIVERSITY WAS EQUALLY SUCCESSFUL
AND IN THE OPINION OF HIS SUPERVISORS THERE HE WAS IN THE
UPPER THIRD OF HIS MEDICAL STUDENT CATEGORY. IT WAS FURTHER
OBSERVED THAT HE WAS AN ATTRACTIVE, INTELLIGENT YOUNG MAN
WHO WILL UNDOUBTEDLY CONTINUE TO HAVE A SERIOUS ATTITUDE
TOWARDS HIS SPECIALTY INTEREST AND PROVE A CREOIT TO HIS
TRAINING. .

AS EXPECTEDes MRe NORMAN GRADUATED WITH HIS M.De DEGREE
IN MAY OF 1974 AND BASED ON HIS PERFORMANCE IN THIS FACULTY,
HE SHOULD HAVE A VERY PROMISING FUTURE.

HE IS OF EXCELLENT CHARACTER.

Te Fe MCELLIGOTTs M. Uo
ASSOCIATE DEAN, CZOMN%)OC)*N )T-—n.)nﬂw

—— o et - o

1974 MAY DEGREE GRANTED: MeDeo

dhhkhhhkhkhhkkkhhhkhkhhkhhkhkkhkhhkhkhkkkhkhkkhkkkkhkhkkkEND OF TRANSCRIPT** »**lﬁ*tt#** khkkkkhkhkhhhhhkhhkhhkhhkkhkkhkhbkhkkhhhhkk

DATE PRINTED DATE ISSUED UNIVERSITY REGISTRAR
2000 DEC 07 2000 DEC 07 03

TRANSCRIPT VALID ONLY IF BEARING EMBOSSED SEAL AND OFFICIAL SIGNATURE



EACULTY OF ARTS AND SCIENCE, SCHOOL OF
BUSINESS, SCHOOL OF PHYSICAL AND HEALTH
EDUCATION, SCHOOL OF GRADUATE STUDIES
AND RESEARCH
GRADING:
Prior to September 1965:
Courses numbered under 10 (General Courses)
Grade A 75 - 100%

B 62 - 74%

C 50-61%

Pass mark 50%
Courses numbered 10 and over (Honours courses)
Grade A 75 - 100%

B 66 - 74%

C 55 - 65%

3] 50 - 54%
For 1965-66
Courses numbered under 100 (General Courses)
Grade A 75 - 100%

B 82 - 74%

C 50 - 61%

Pass mark 50%
Courses numbered 100 or over (Honours Courses)
Grade A 75 - 100%

B 86 - 74%

(o] 55-65%

D 50-54%
Since September 1966:
Grade A 80 - 100%

B 65 - 79%

C 50 - 64%

F 0-49%

PA Pass

Pass mark 50%
In the school of Graduate Studies, the pass mark in a
primary course is 65%.
CQURSE WEIGHTING:
Prior fo September 1972:
Course waighting was indicated as hours of lecture
per week per session (a fult course was normally 3.0,
a half course was normally 1.5).
Since September 1972:
Full course/half course system such that a full course
(1.0) is approximately equal to 3 lecture hours per
weoek per seseion and a half course (0.5) is equal to
approximately three lecture hours per week per tem.
Normal full time course load for one session ranges
from four fo six fuif courses (4.0 to 6.0).

EACULTY OF HEALTH SCIENCES

School of Medicine

GRADING:

Each Department or Course provides the student with
a set of educational objectives at the beginning of the
period of instruction together with a description of the
evaluation techniques to be used and a
criteria-related statement of honours/passiail levels.
At the end of the period of instruction, a report on the
student's standing in each course is made to the
Medical Schoo! Office in the form of an
honour/pass/ail designation together with a narative
description of hisher performance where appropriate.

TRANSCRIPT LEGEND

EACULTY OF EQUCATION
GRADING FOR B.Ed PROGRAM:
Prior to September1972:
Curriculum and Foundations courses (numbered
EDUC 101 to EDUC 160 inclusive) were graded:
A 80 - 100%
B 65 - 79%
[ 50 - 84%
E 35 - 49%
F 0-3%
Pass mark 50%
Courses in Supporting or Related Studies (numbered
EDUC 174 - EDUC 194 inclusive) and Professional
fssues (EDUC 100) were graded PA or F.
For 1972 - 73, 1973 - 74:
Grades were rsported in one of three ways:
1. PAor FA (PA = 70, FA = 35)
2. Numeric 0 - 100, pass mark = 50%

3. Letter grades.

A+ =92% A=B7% A- = 82%
B+=77% B8=72% B-=67%

C+ = 62% C=57% C-=52%
E=42% F=27% | = Incomplete
Since September1974,

H = Honours,

PA = Pass

F = Fail

PN = Pass - no honours available in this course
CR=Credit

IN = Incomplete

NW = courge not taken

‘There ara no numerical equivalents.

GRADING FOR SUMMER COURSES:

For 1972:

PA or FA

For 1973 to 1978:

Grades were given in one of three ways:

1. PAorFA

2. A, B, C, E, F (letter graces equivalent to Arls
and Science grading)

3. Numeric 0 - 100

Since 1978: same as B.Ed program

COURSE WEIGHTING:

Prior to September 1979:

Credit hour system - six credit hours for example
implies that total in-campus leaming time for that
course is six hours per week. Normal full-time
program load for one session ranges approximately
from 30 - 33 hours.

Since 1979: Arts and Science welghting is used.

EACULTY OF APPLIED SCIENCE
GRADING:

Prior to September 1967:

Divigion | 75 - 100%

Division Il 62 - 74%

Division 1l 50-81%

Pass mark 50%

Since September 1867:

Numeric system only.

A graduation average of 55% or more for all work at
Queen’s, not including that of the first year, is

required to qualify for the degree of Bachelor of
Science (B. Sc.) In the Faculty of Applied Sciencs.
S = Substituted course (not included in averages)
The pass mark is 50% in ali courses, although prior to
May 1990 it was possible to graduate with as many
as three courses in the 40% to 49% range.
COURSE WEIGHTING:

Prior to September 1968:

Course weighting was usually indicated as lecture
hours per week per session. A normal full load was
approximately 25 to 30 lecture/iab hours, depending
on the program,

Since September 1968:

Each course was assignad a unit weight associated
with the number of lecture, tutorial and laboratory
hours per week per term in that course: Three units
per lecture hour per week per term plus one unit per
laboratory or tutorial hour per week per term.
Sessional loads range normally from 100 to 130 units
depending on the program.

Since July 1897:

The unit weights are assigned as follows: 1 AU for
each hour of lecture, 0.5 AU for each hour of labo~
ratory or tutorial. E.g. a course with {(36-6-8) 51}
offers 36 hours of lectures, 12 houra of laboratories
and 18 hours of tutorials. For practical components
of the curriculum grades of “pass™ and “not com-
plete” are Introduced. The normal sessional load
for full-time students ranges from 450 to 550 AU.

FACULTY OF HEALTH SCIENCES

School of Nursing

GRADING:
A 80 - 100%
B 85 - 79%
[ 50 - 64%
F 0-49%

Clinical courses are Pass/Fail. Pass mark for any
required Nursing theory course is 60% except
Nursing 323. Pass mark for all non-nursing cours-
es Is 50% including Nursing 323.

COURSE WEIGHTING:

Prior to Septernber 1981:

Course weighting was tha same as the Faculty of Arts
and Science (Full course/half course system).
Since September1961:

Each course was assigned a unit weight associated
with the number of hours of lecture, seminar, clinical
laboratory and field work In the course. Sessional
loads normally range from 99 to 126 units.

FACULTY OF HEALTH SCIENCES
School of Rehabilitation Therapy
GRADING:

A 80 - 100%

8 65 - 79%

[o] 50 - 64%

F 0-49%
Courses prefixed with OT, PT or RHBS

C 60 - 84%
Prior to September 1974:

Pass mark 50%
Since September 1974:
Note in ALL mandatory courses, whathar conducted
through the Faculty of Health Sciences or another
Facutty the pass mark is 60%.
The passing grade for elective coursas taken outside
the School - the passing mark is at the level as
deemed by the appropriate Faculty.
COURSE WEIGHTING:
Priot to September 1972:
Course weighting was indicated as hours of lecture
per week per session (a full course was normatly 3.0,
a halt course was normally 1.5).

Since September 1972:
Full course/hatf course system such that a full course

o gl

Septernber t966 to February 1970:
A 80 - 100%
8 65 - 79%
(o] 58 - 64%
D 50 - 57%
F 0-49%
February 1870 to August 1996:
Grade: A B+ B
C+ Cc D
P F
Since September 1996:
Grade: A A- B+ B
B- C+ o] D
P F

Numerical equivalents not provided. A grade of P
denotes a pass in a course graded only on a pass/fail
basis. A grade of A is "excellent’; a grade of B is
"good®; a grade of C is ‘fair".

COURSE WEIGHTING:

Course weights are indicated as lecture hours per
week per term. The Term” column shows whether a
course Is a 1-tem or a 2-ferm (sessional) course.
Nommal full-time course load for one term is five
courses.

SYMBOL CODES

AE Audit and exam

AG Aegrotat grade

AU Audit only

cC Correspondence course
CR Credit

DR Dropped {no academic penalty}
ED Exam deferred

EX Exempt

GD Grade deferred

P In progress

NC Non-credit

NW Not written

PR Preregistered

X Exam only

b In progress

JERM CODES

F Fall

w Winter

FW Fall and Winter

N Spring

] Summer

NS Spring and Summer
Please note:

Grade point average is not calculated by Queen's
University.



THE SENATE OF

QUEEN’S UNIVERSITY

AT KINGSTON

witnesses that

Bruce Elliot Norman

having completed the prescribed program and
having been recommended by the

Faculty of Health Sciences

is hereby granted the Degree of

Doctor of Medicine

with all its rights, privileges and responsibilities.
In testimony whereof by the authority of Senate
we hereto sign our names and affix the seal of Senate.

Given at Kingston, Canada, this 25th day of May, 1974.

P fRahl

5\‘\‘1&‘* Hery Secretary of Senate
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Postgraduate Training



F Yration Credentials Verification Service” “CVS)
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, 1 X 76039
Tel: (817) 868-5000 Fax: (817) 868-5099

QE@EHWE
-

Verification of Postgraduate Medical Education

Institution: Royal Victoria Hospital

Address: 687 Pine Avenue West
Montreal, QC H3A1A1

Attention: Administrative Servikes

University: MCGill University

© Affix your institutional |

. sealin this space. If .
: no seal is available, -

Verification For: Name: Narman. Bruce Elliott

SSN: Redacted

DOB: 03/17/1949

Physician's Name on Record (If different from above):
Program PGY:_I | Department: i - ern
Particlpation: —X Intemship | £ 0% 4 1 11978 To: 06 /30 [ 1975
Important: ) .
Report Incomplete __ - Residency
posigraduate years Fellowship Successfully Completed?: _X_Yes No In Progress
(PGY) separate from -
those that were Research | Accreditedby: X ACGME X AOA  __ NotAccredited Other:
successfully completed.
Hthe postgraduate year PG\(;I tI I—h'IV Department: Obstetrics/Gynaecoloqgy
's cumenty n progress | —— memsP | from: 07 s 1 71975 To: 06 /30 /1983
report the expecte .
Sompletion date in the A Restdency S ssfully Completed?: _X Y N nP
"To" field. Fellowship ucce y Completed?: es o n Progress
Report Internships, ‘ Research | Accreditedby: X ACGME X AOA  _ NotAccredited Other:
Residencies and
Fellowships separately.

PGY.____ | Department:
Use one section per I
department. If the — Intemship | erom: 4 / To:__ |/ /
department is rotating or .
transitional, please — Residency
provide a schedule of Fellowship Successfully Completed?: Yes No In Progress
rotations. —

Research | Accreditedby: _ ACGME __AOA _ NotAccredited Other:

Unusual Did this individual ever take a leave of absence or break from their training? Yes No
g::u:star;cos. Was this individual ever placed on probation? Yes No
easonse. Omitad Was this individual ever disciplined or piaced under investigation? Yes No
responses require Writen | oo oy negative reports ever filed by instructors? Yes No
explanation. R : . L

Were any limitations or special requirements placed upon this individual because
n ary, you may of questions of academic incompetence, disciplinary problems or any other
continue you explanation | reason? Yes No
on a separate sheet of . .
paper. 7 A Please explain any "Yes" response from above:

=RIF 1=t

Certification:

Completion of the following is certification that the information above Is an accurate account of this individual's records
and is true and correct. This section MUST be signed by the Program Dii {M.DJD.O. only).

Name: Joanne MacPhail Signature:

: youmusthlvethis Title: e i . SBa.teofsm“amm; January 221 2001
. formnotarized. ervices UH

b Tek 514-843-1594 Fax 514-843-1661  E-Mai:

Rev. 10/30000 PacketlD: 17278 RequestID: 5874218 vaw [18267}
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The Tederution of Stute Medicn! Roards of the United Siates, l?,c.
Federntion Credeatials Verifieation Service

Federation I'lnee l
' 400 Fublee Witen Rond. Sune XR)
Eulsyy. TX 76039.3855 :
“relephenw (40 7) SOR-50M0 I
FAX. (817)N0K.307

" Fax Cover Sheet

TO: fuanne MacPhuyil
Ass't w Lirectnr Prul/1Josp Scrvices. MUHC
Rovs! Victoria Hospital
$14.843-1061

" DATE: Februsry 7. 2001 U R G E N T

FROM: Joyce Wingard Packet {D: 17278
Requess ID: 5874218
B Llliott Norman,

The form yuu recently submitied tn FCVS for Dr. Nurman was ither incumplete ne royuires frther claritication.
. Please addresa these tteme listed below, inigial thy ghange and retum by fax to the sbuve atinher.

Pleass mati 8 hard copy of yaur chunges to my atteniion.

1. Unusual Cireumstances.
The Verification Furtn ontited any infurmation as o whether any unusus!
circumstances may have oecurred during any part of the applcuni's posigraduatce
. education. Pleuse respond 1o cach of the following questions and provide an
explanation for sny “yes” responus. :
Did this individual ever take 3 leave of ahsence or break frimn their nedwcat
\ edueatinn?
Y V' Nao-
Wis this individuul ever placed un probation?
__ Ya A No
\

co°d 18°6d SIS WY 1991 £v8 IS 91:27 T002-80-20




F.br07 -01 0z:81P

‘ Nubnber ul Pages Sear- 2

Wug this individual ever diseiplined or under iovesugation?

- V& ) Na

tm——— . —— G- . -

— 1 fep— - —
)

Wero any negative ( v regarding thic individual ever filed by instrucloes?
Yes g‘.

e - et .0

S—— L ] . o ——

Were any limitations or special regquicements imposcd un the  individuat
bevause of questions or academic incumpeieixe, disciplinary prublena or any

other reason?
V/iw

JH T

"FTae mformation contuincd i thiy dacument may be CONFIDENTIAL amd y atso be LEGALLY PRIVLEGED,
intended only for the sddressce. 11 you are m the adressee, you are herchy notilied that any use or dissumination
is wrivdy proliibited. Teasc nutity FSMIV by telephume as soou as passihle of you received this dacument in error.

£0°d

1S°8d SIS WOV 199t £v8 viIs CT:BT TooZ-6o-20




- 17. Postgraduate

Medical
Education

List afl of the
posigraduate medical
education programs
you aitended in
chronological order.
Usae one page per
institution

vf.\‘ Appllcumh'intyourcocnplmllr-\ﬂ;’\ K Jfﬂ/e/ﬂ/flld
Use one (1) page per institution. This page represents institution(s).
(RloA#L] A/ Icbrolz|z]Aa]l Aol A4 T T T 1111
%mﬂ&u&rﬂ ]@[UIEJNL{/IEJ IJ T I TTITT]
e lelr|eld] lunplel@lslslAA [ 1T T 1T [T TTTT1]

ANEEEEEEENEEEENEEENEEEEEREREEN

Compiete Neme of Afiisted University or Collage (Do not abbreviate)

g7l [pwkd Bivial VI T I TP T P T TT T T T TT]

Address Line 1

HANEEEEEEENEENEEEEEEEENEEEEEEEN

Address Line 2
IaIuIEI
SRS

o AE A TTT T T T[T T TTT1]
FERIAD-(T1 1]

cledatos | [ [ [ [ ]]

Country {U.S. or Caneds only)
e /L gslulzlglelaA [ [ [ [ | [ 1T 1T 1T T TTTT]
-4 Deprmant
G e v [o[7] (T2 ] (210) ETZE] ™o
PaY:_2_ Io‘ap.MIZIﬂr'kJ?"[ﬂI/JfI‘I KIYMKICWILIﬁéDﬂTj
%MI., w0 7] (7171717 ™[ 6] [Z12]78] men D Drwope
PaY:_3_ Igmmlklc rlelrl2slc|s| |sixhielce it iolé]>] | |
s |rom (o7 [ETEI7] =[] ZTEIEE] e e e
PaY: Z_ Lo’.l{“LCH&LﬂBPJCV | Ll>igiclolt ol ] | |
e e G [7I21EE] =[218) ZIRTHE] g™ i S seme
Unususl Circumstances (circie Yes or No): '
Did you take a leave(s) of sbsence of break(s) from your medical education? e wo
Were you ever placed on probation? YES s
Were you ever disciplined or placed under investigation? YES &
Were any negative reports ever flled against you? YES @
Were any limitations or special requirements imposed on you because of
academic incompetence, discipiinary problems, of for any other reason? ves o)

question. Please explain any “Yes” response from above:
-WMM&’TA‘W L F7E SIS Ao
é- é 2 -; é ~ » »
PACKET ID: FCVS Appiication - 6

Varsion 3.02




Section V

Examination History/Score Transcripts



Medical Council of Canada
Le Conseil médical du Canada

Suite 100, 2283 boul. St. Laurent Blvd.
Ottawa, Ontario, Canada K1G 5A2

W. DALE DAUPHINEE, M.D., FRCPC
Executive Director/ Directeur général

10 January 2001 "CONFIDENTIAL"

Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service

Federation Place

400 Fuller Wiser Rd Ste 300

Euless Texas 76039-3855

USA

SUBJECT: Dr. Bruce Elliott NORMAN

D.0O.B. 17 March 1949
L.M.C.C. No. 40420

The enclosed certificate is submitted to you on behalf of the person named. I hope that this will
provide a satisfactory statement of this Licentiate's registration with this Council.

Sincerely

sl
P4/Néeen Nolan

) Director

J Credentials and Registrations
jm
Enc.

Mailing Address: P.O. Box/CP 8234, Station ‘T", Ottawa, Ontario, Canada K1G 3H7
Telephone (613) 521-6012 FAX (613) 521-9417



THE MEDICAL COUNCIL OF CANADA
P.O. Box 8234, Ottawa, Ontario, Canada, K1G 3H7

STATEMENT OF REGISTRATION PRIVATE AND CONFIDENTIAL

N.B. - This statement is issued subject to the following explanation:

@ Licensure of medical practitioners in Canada is in the hands of the medical licensing authorities of
Canada, on whose behalf the Medical Council of Canada holds professional examinations leading to
enrolment in the Canadian Medical Register as Licentiate of the Medical Council of Canada (L.M.C.C.).
A person so qualified may obtain a license to practice if considered otherwise suitable by the medical
licensing authority.

2 This form of statement pertains only to Licentiates awarded standing upon success in the examinations
inaugurated December 1, 1969 and whose names are entered in the Canadian Medical Register. These are
conducted by the objective, multiple-choice method and embrace the subjects of (a) medicine, (b) obstetrics
& gynaecology, (c) paediatrics, (d) public health & preventive medicine, (e) psychiatry, and (f) surgery.
They may include such questions concerning the basic medical sciences as pertain to the practice of
medicine. They consist of two separate Parts, namely, Part A, the Clinical Sciences Examination, and
Part B, the Clinical Competence Examination. Part A is a multiple-choice examination containing
questions in the subjects listed above in this paragraph, presented in interdisciplinary form so that the
subject origin of a question is not announced to the candidate. Part B is a multiple-choice examination to
test clinical competence and ability to manage patients.

3) The pass mark in each of Part A and Part B is a converted score of 60.

A statement is made below of the marks in each of the six subjects contained in Part A. This is for
information only, and no pass level is stipulated for these subject marks. Note also that the Part A mark
itself will not necessarily be an exact average of the six subject marks.

@ The information obtained by the Medical Council of Canada does not enable it to certify reliably
concerning a licentiate's character or habits, nationality or citizenship, educational record or standing, or
provincial registration or license as a practitioner. This information should be obtained from the
Canadian medical licensing authority where the physician is licensed to practice.

(5) This statement is not evidence of the identity of its holder with the person named herein, and must not be
used as such.

I hereby certify that Dr. Bruce Elliott NORMAN having passed the required examinations, was registered on the
Canadian Medical Register as Licentiate of the Medical Council of Canada under the registration number 40420 on
30 April 1976. 1 further certify that the examination results of this licentiate are as follows:

Part A: 76 Part B: 72
Part A Subjects
MeQiCINe.c.vieirerscnreresesesrensresssrsesssnsosssnes 75 Public Health & Preventive Medicine....ccceevrvrerannne 80
Obstetrics & GYnaecology c.c.eerevececrerenennss 80 | 2377611 17: 14 U U N 75
PaediatriCSeeeeerererrerereacencecceronneesenesrovancanss 76 SUIGEIY teeririiiiiriiiinierencncoserscaresssaseesaensaneces 71
The examination was taken by this candidate in May 1974 )—{97\/

Date 10 January, 2001 /éLl/fﬂ ..... Registrar
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Renewal 1D 112052

Date Posted: 12/5/2005 1:25:05 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree” button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.079099
License Name BRUCE NORMAN
Email Address

Fees

Relicensure Fee $305.00
Total Fees $305.00

Specialty Codes

1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=112052
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Renewal ID 112052

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this beard, filed any charges, allegations or complaints

against you?
....... NO
5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?
....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO
Social Security Number
1.
....... Redacted
Nurse Collaboration Info
1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... NO
2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.
....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, 1 hereby swear or affirm that the information I have

provided in the application is complete and correct, and that [ have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=112052
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