' . S
STATE MEDICAL BOARD OF OHIO ”/ﬂ /- /y%

REQUEST-FOR- APPE ICATION “FORMS W/
.
PLEASE - TYPE-OR-PRINT-CLEARLY »’,4%
) ‘,/
1 hereby submit the following information in order to receive an applicatio“r{%fgr li‘é%ure:
.’_:b iy ?"'
NAME : STRICKLAMD NEIL RICHARY T s
“LAST (Surname) FIRST X-r.,
e
ADDRESS: 1HO0S0 ALISoNVILLE RoADd - NOBRLESVILLE /N Zéago ak?‘l
TELEPHQNE: BUSINESS: (317 ) 773-/87& HOME: (317 ) 773-/87&
AREA CODE & NLUUMBER
BIRTH DATE: 12 / 16 /30 BIRTH PLACE: JuDyAMAPBLIS v - LesA
MO/DAY/YR -~ : CITY STATE TOUNTRY
MEDICAL -EDUCATION
MEDICAL SCHOOL
OF GRADUATION: /AD/ANA U. SCHOL UFMED.' 1O LIEST mIcHIGAN ST« [WdANAOILIS, N ¢ usa

OTHER MEDICAL

SCHOOLS
ATTENDED:
(IF "NONE
ENTER "NONE")
- / 1 /1
{ / [/
E.C.F.M.G. CERTIFICATE: YES NO o NUMBER DATE ISSUED / [/

FIFTH-PATHWAY
FIFTH PATHWAY

PROGRAM AT: C : AFFILIATED WITH:

(IF “NONL", “HOSPITAL OR INSTITUTION NAWME OF MEDICAL SCHOOL

ENTER "NONE)

ADDRESS : ' DATE: / / /
STREET & NUMBER CITY STATE LIP “FROM - 10

QUALIFYING EXAM TAKEN: DATE: /1

POSTGRADUATE -TRAINING

LIST ALL POSTGRADUATE TRAINING (INTERNSHIP, RESIDENCY OR CLINICAL FELLOWSHIP), UNDERTAKEN IN THE
U.S. ORTCANADA. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET,

HOSPITAL

METHIDIST HOSPITAL  [boo N-CAPITOL AVE - JAD IANARL/S JN
“NARE STREET ADDRESS ~ CITY STATE

POSITION] _/a7rcRw - Rerrr/a DEPARTMENT: DATE: tfu%/ 1956 JHL;/ /757

HOSR same '
STREET ADDRESS CITY STATE
POSITION| OB-Ay~ RES/penT  DEPARTMENT: AR 4 DATE: Jwiy [r957-  Jultf/Pbo

HOSPITAL:
: “NAME STREET ADDRESS CITY STATE
i POSITION: DEPARTMENT: o DATE: / /
i HOSPITAL: : : e
“WARE STREET ADDRESS CITY STATE .
POSITION: DEPARTMENT: : DATE: o

AP
“FROM: MO/YR 10: MO/YR

y ———



LICENSES -IN-OTHER -COUNTRIES

LIST ALL FOREIGN COUNTRIES IN WHICH YOU HOLD OR HAVE HELD A FULL RIGHT TO PRACTICE MEDICINE ANC
SURGERY. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

COUNTRY: -~~~ -~ ISSUE DATE: /1 LICENSE # CURRENT:YES__NO___

COUNTRY - ISSUE DATE: [/ LICENSE # CURRENT:YES__NO__

LICERSES ~IN-THE-YUNITED STATES

LIST ALL STATES IN WHICH YOU ARE OR HAVE BEEN LICENSED TO PRACTICE MEDICINE AND SURGERY

OR OSTEOPATHIC MEDICINE AND SURGERY, INDICATE THE LICENSE NUMBER, DATE OF ISSUANCE, WHETHER OR
NOT THE LICENSE IS CURRENT, AND THE BASIS OF LICENSURE (E.G., FLEX EXAM, ENDORSEMENT OF OTHER
STATE LICENSE, ENDORSEMENT OF DIPLOMATE STATUS, ETC.) IF ADDITIONAL SPACE IS NEEDED, PLEASE

ATTACH EXTRA SHEET. )
9/ . v

STATE I NDIANA ISSUE DATE: /2 /,s0 /57 LICENSE #: of 0! 2157
BASIS OF LICENSURE: CEXHM/NﬁT/oAI )

STATE: ' ISSUE DATE: /’7/ LICENSE #: CURRENT:YES__NO__

BASIS OF LICENSURE:

STATE: ISSUE DATE: !/ LICENSE #: CURRENT:YES__NO

BASIS OF LICENSURE: .

STATE -BOARD-OR "FLEX -EXAMINATIONS - TAKEN

LIST EACH AND EVERY STATE BOARD OR FLEX EXAM WHICH YOU HAVE TAKEN WHETHER IN OHIO OR ANY OTHER
STATE, TERRITORY OR PROVINCE. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

STATE: DATE TAKEN: PASS: FAIL: FUuLL ( )} PARTIAL ( )
STATE: DATE TAKEN: PASS: FAIL: FULL ( ) PARTIAL ()
STATE: DATE TAKEN: PASS: FAIL: FULL ( ) PARTIAL ()

ADDITIONAL -ELIGIBILITY - INFORMATION-= ANSWER-ALL -QUESTIONS

DIPLOMATE OF THE NATIONAL BOARD OF MEDICAL EXAMINERS? PENDING YES NO .~ DATE /
DIPLOMATE OF THE NATL BOARD OF OSTEO MEDICAL EXAMINERS? PENDING YES NO_“~ DATE /
ARE YOU APPLYING TO SIT FOR THE FLEX EXAM IN OHIO? YES N

A LICENTIATE OF THE MEDICAL COUNSEL OF CANADA? YES __ N0 *~ DATE _ / /
A U.S. CITIZEN? YES /N0 BASIS OF CITIZENSHIP_2/R7 i _ DATE: _c2/s/ %0

A GRADUATE OF A MEXICAN MEDICAL SCHOOL? YES ___ NO _»~ DATE __/ /
DEGREE OBTAINED (CHECK ONLY ONE):  ACTA TITULO MEDICO CIRUJANO

HAYE YOU ACHIEVED A SCORE OF AT LEAST TWO HUNDRED THIRTY (230) ON THE TEST OF SPOKEN ENGLISH OF
THE EDUCATIONAL TESTING SERVICE AS REQUIRED UNDER SECTION 4731.09, 0.R.C.? (THE TOEFL, ECFMG
EXAM, etc., ARE NOT EQUIVALENT AND CANNOT BE SUBSTITUTED FOR THE TSE) YES NO

OHIO RESIDENT AT THE TIME DF ADMISSION TO MEDICAL SCHOOL? YES _ NO —

IF YES, GIVE FULL ADDRESS AT THAT TIME:

STREET ADDRESS CITY STATE - LiP
CERTIFICATION

I, NMEIL R STRICKLAND, r17.D. , HEREBY CERTIFY THAT 1 AM THE PERSON REFERRED
TO TN THE FOREGOING REQUEST FOR APPLICATION FORM; THAT THE STATEMENTS THEREIN ARE
STRICTLY TRUE IN EVERY RESPECT AND THAT I HAVE READ AND UNDERSTAND THIS CERTIFICATION.

O%{WW & 1-17- 55

DATE

RETURN TO:  STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OHIO.43266-0315




- - 33

PRELIMINARY EDUCATION FORM

My name IN FULL is S7RICKLAND NEIL: - RICHARD
L v.14 FIRST WIDDLE
High School or
Equivalent: SHoRTRIBGE HS. INVANAPL!S V.4 USA
JCHOOL NAME CITY STATE COONTRY
/ //7;/5’ 6149 D/pLeMA
T T MO/YR DEGREE
Undergtaduate
College or
Equivalent: UTLER UMIVERSITY . | NDIANAPLLS /N USA "
—7 LY
& 7749 é 1352 [ B.S.
» F@H—WYR TO: MO/YR DEGREE
, = =
E o =
N [
: iy W TTTY STATE —TOURTRY
- R / ,
= EROM:WO7YR T0: MO/VR DEGREE
Medical School
of Graduation: |NDIANA UNIVERSITY NDIANAPILS (N USA
SCAOOL NAME 7CITY STATE COUNTRY
952 £/ S6 M.

FROM: MO/YR TO: MO/YR DEGREE

FOR -BOARD “USE ONLY

- CERTIFICATE OF
PRELIMINARY EDUCATION

No: 070
DATE ISSUED: *3// /70

. This is to certify that this applicant has met
preliminary education requirements for the study of
medicine in conformity with the statutes of Ohio and
the regulations of the State Medical Board of Ohio.

R2R...

Entrance Examinéer

i B ot

Secretary




. STATE OF OHIO
- ".,THE STATE MEDICAL BOARD
Safte 510
65 South Front Street
Celumbus, Ohio 43266-0315

PRELIMINARY EDUCATION FORM
My name IN FULL is_ S 7 RICKLAND

NE RICHARD
LAST FIRST MIDDLE
High School
.orgEquivalent: SHIRTRDGE  HS. INBIAN AP S sV L SA
SCHOOL NAME CITY STATE COUNTRY
2/ /1Y 61/ ) Y
M GREE
Undergraduate
College or
Equivalent: BLTLER LMIVERSIT Y JUDIRNAIBC/S V74 LS A
SCHOOL NAME CITY STATE COUNTRY
7, 149 ) 152 B.s.
FROM (DATE) TO (DATE) DEGREE
SCHOOL NAME CITY STATE COUNTRY
M (DATE) T0 (DATE) DEGREE
Medical School
of Graduation:_/AMD/IANA UNWERSTY (NDAN AL S /A US4
SCHOOL NAME M CITY STATE COUNTRY
7 52 ) S D .
FROM (DATE) 70 (DATE) DEGREE
wn
A
? =
P m
S &
' =2
N LD
3 %
S
o B
o



W
\ 0 APPLICATION FOR MEDICAL & OSTEOPATHIC LICENSURE
¢

) STATE MEDICAL BOARD
77 SOUTH HIGH STREET
, _ 17TH FLOOR
Y’ ‘ COLUMBUS, OHIO 43215
ALL RESPONSES MUST BE TYPED
1.  SOCIAL
SECURITY Redacted
NUMBER

2. . FULL NAME

(Use no
initials) STRICKLAND NEIL RICHARD
“LAST (Surname) . FIRST MIDDLE SUFFIX (Jr., TI)
3. NAME R
(As you pre-
fer it
inscribed on
your Ohio
license) STRICKLAND, NEIL RICHARD .
~LAST (Surname) FIRST MIDDLE SSUFFIX (dre,, 1D
4, ALTERNATE
NAMES
{IF “NONE"
ENTER 4
"NONE") NONE
“LAST (Surname]) FIRST MIDDLE SUFFIX (Jr., 11D
5. CURRENT
ADDRESS 14050 Allisonville Road
R & NAME I
Noblesvill Indiana 46060 USA
CITY STATE Z1P CODE COGNTRY
6. PHYSICAL .
DESCRIPTION 71" 210 Gra¥ Blue Sternotomﬁ scar
7. SEX MALE [X 1] FEMALE. [ ] FOR STATISTICS ONLY (Optional)
8. CITY IN
OHIO WHERE
YOU PLAN
TO PRACTICE: cincinatti
CIiY — OR COUNTY
PLANS OF PRACTICE:One day per week,outpatient Gyn only
9.~ SPEGIALTY
E§ BOARDS NAME OF BOARD CERTIFIED YEAR
EE (USk, Canada SPECIALTY BOARD YES NO CERTIFIED COUNTRY
" and=foreign
< coufitries) L1 1
& 0N
I [ ] [ ]
w =
= < [ 1] [ 1
- o
(7]
FOR OFFICE USE ONLY 34 £ZE§§7
s-7
Jh-73 42
/AL S0
j/[}ivaAét,/7Z‘7
4
*%**PAPERCLIP (DO NOT STAPLE) YOUR CHECK OR MONEY ORDER HERE***




RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation" or "looking for residency program", as
well as your permanent address for this period. For any time in which you worked for an
"emergency medical group" or did Tocum tenens you must 1ist all hospitals where you worked. If.
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate the
percentage of working time spent in clinical and administrative duties.

s T e 7

If you requike more
space attach separate sheets.

ENTER NAME OF HOSPITAL/ i
DATES UNIVERSITY WHERE TRAINED \(/
IN OR EMPLOYED, OR OTHER "= - - -
CHRONO- WORKING OR NON-WORKING < :
LOGICAL ACTIVITY AND COMPLETE . POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT ] %

Ful 15 13 £ . . R .
a. month year nggmh t%q} ﬁ'nti vlg?s? Ptlyt}ﬁ\l.‘her otating
intern 100
T0 1701 N.Senate Blvd.

Tndianagolis, IN 46202

7 |57 ’
month year Street Address City/State Zip

7 57 am ~ .
b. month year l-Fosp?tﬁ?UﬁMY?ity/Other OBG Resident 100

T0
7 |60
month = year |Street Address - City/State Zip

7 a same as above OBG Private Pr. [100
¢. month year |Hospital/University/Other

TO0

)

67
month~ year | Street Address City/State Zip

7 160 Community Hospit f {
d. month year Hospital/ll)r,livers%lty?(}th%r Indpls

TO 1500 N. Ritter Ave.
Indianapolis, IN 46219
present] . . OBG Private Pr. [100
month year | Street Address City/State Zip

same as above

2
~J
~

e

year | Hospital/University/Other
-« ?? ’
& =
= o Emergency 90 10
& { o~ 6|87
ul

—; moAth year Street Address City/State Zip

o

STATE
90 JA



ENTER NAME OF HOSPITAL/

DATES UNIVERSITY WHERE TRAINED
IN OR EMPLOYED, OR OTHER
CHRONO- WORKING OR NON-WORKING
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT L3 L3
f. month year [Hospital/University/Other
T0
month year |Street Address City/State Zip
g. month year |Hospital/University/Other
TO
month year |Street Address City/State Zip
I | |
h. mon year |Hospital/University/Other
T0
month  year |Street Address City/State Zip
i. month year |Hospital/University/Other
T0
month year | Street Address City/State Zip
j. month year Hospifa]/University/other
TO
month  year |Street Address City/State Zi
k. month year |Hospital/University/Other
T0
month year | Street Address City/State Zip
1. month year |Hospital/University/Other
TO
month year Street Address City/State Zip




ADDITIONAL INFORMATION

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.

1. Have you ever been denied staff membership at
* any hospital, nursing home, clinic, health maintenance
organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had
admissions monitored, had privileges Timited, had privileges
suspended or terminated, been put on.probatioh,- or been
requested to withdraw from 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 other than reasons of failure to
maintain records on a timely basis or failure to attend
staff or section meetings?

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

4, Have you ever been warned by, censured by, disciplinéd 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, or postdoctoral training program?

5. Have you ever transferred from one postdoctoral training
program to another?

6. Have you ever, for any reason, l1ost Specialty Board
Certification in the U.S. or elsewhere?

1. Has any board, bureau, department, agency, or other body
limited, restricted, suspended, or revoked any professional
license, certificate, or registration granted to you, or
imposed a fine or reprimand against you?

8. Have you ever voluntarily surrendered any professional
license, certificate, or registration issued to you by
a board, bureau, department, agency, or other body?

9. Have you ever been requested to appear before any board,
bureau, department, agency, or other body concerning
allegations against you?

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

11. Have you ever been notified of any charges or complaints
S fi1dR against you with any board, bureau, deparment, agency,
' ggor ogper body with respect to a professional license?
[~
12.Are §5u now or have you ever been addicted to or excessively
Z'used alcohol, narcotics, barbiturates, or other drugs
waffeeting the central nervous system, or any drugs which may
uJ“éusigphysica] or psychological dependence?
-

ava )
o

STATE MED

YES
(1
[ 1]

[y

L1
[ 1
[ 1]
(1]
(1
[ 1]
[ 1]
[ 1]
L1

No
LA

(7]

§e%1

[
[/1
[v1

2l

(1]

[1

[vT

I




13.

14.

15.-

16.

17.

18.

19.

Have you ever been a:patient (voluntary or otherwise) in any
institution for the treatment of emotional or mental illness,
drug addiction or abuse, or alcohol problem?

Have you ever been treated but not hospitalized, for emotional
or mental illness, drug addiction or abuse, or alcohol problem?

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

Have you ever been convicted or been foundrguYiiy of a violation
of federal Taw, state law, or municipal ordinance other than a
minor traffic violatijon?

Have you ever forfeited collateral, bail or bond for breach or
violation of any law, police regulation, or ordinance other

than for minor traffic violation, been summoned into court

as a defendant, or had any lawsuit (other than malpractice suit)
filed against you?

Have you been a defendant in a legal action involving professional

1jability (malpractice), or had a professional 1iability claim paid

on your behalf or paid such a claim yourself?

Have you ever been denied, or relinquished, participation in any

(1]

el

(1

el

(1

(1

third party reimbursement program, whether governmental or private,
or had such participation limited, restricted, suspended, or revoked;
or been warned, reprimanded, requested to appear before, or fined by

20.

the responsible body?

Have you ever been denied licensure, application for licensure, or
privilege of taking examination, or withdrawn any application, in
any state, territory, province, or country for any reasons?

[ 1]
[ ]
[ ]
[ 1
[ 1]
[T
[ 1]
[ ]

28



Additional information

3. Resigned voluntarily from partnership in Emergency

Medicine to resume private Gyn practice in June, 1987.

18. Legal

a.1972 Court judgement my favor. Gynecology case

b. Out of court settlement for 20,000 dollars jointly with
Dr. J.R. Brillhart and Community Hospital of Indianapolis
on a cerebral palsy baby. 1976




FORM 1 AMG
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 physicians must be sufficiently acquainted with the applicant for
at least SIX months. Relatives may not serve as recommending physicians.

physicians are strongly urged to include additional comments,
questions must be answered,

restrict it in any way.
included.

Recommending

This form must be notarized. All
This form is not intended to standardize the recommendation or

However, its form is designed to insure that certain information is

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT IS ATTACHED

L, Ted W Grisell

, a 1icensed,@nd practicing physician in the state of
Name of Recommending Physician R

Tudiang affirm that _Ale | Stinic lel OtVLd , has been known
Name of Applicant

to me personally and professionally for [ Z years and that he/whe is of good moral and

ethical character. Further
applicant.

I rate his/her medical khow1edge and technique as:
His/wer—command of the English language is:

, the photograph affixed hereto is a genuine likeness of the
I offer the following support of his/#er application for full licensure:

ExcellesX
Exce /e vt

I rate his/®er ability to work well with peers and medical staff as: E£&ﬂ143¢{§44@¢

His/#er-relationship with patients is:

Additional comments:

Exce((ewd

I hereby recommend him/fee for full licensure to practice medicine/osteopathic—medicine in
Ohio.

S

Stignature of Recommending Physician

5317 &, /6 St
s TN Y628

Address of Recommending Physician
(Include City, State, Zip)

(SEAL)

LN
Subscribed and sworn to this (:EE day of

A (T PHOTO

462;45{:éfff;§¢bAZ//QZz //;;él\

S”gnature‘ﬁ? AppTicant

S9-S0

Date Photo Taken

Jan_

Ted W. Srise /] MD
Name of Recommending Physician
(Please print or type)

3?2 -302 -8RI
TeTephone Number
(Include Area Code)

01021489 Tulang
State of Licensure and License Number
of Recommending Physician

, 19 20

MW H S

Ng'tary Public

ﬂM-u~\(b¢$Zh
IGE S R
Date Commissior Expires ¢ WAawaw
e 4
g
£ 3
o =
Upon completion return to: 3
=® i
STATE MEDICAL BOARD 2 =
77 SOUTH HIGH STREET 'j =
17TH FLOOR -

COLUMBUS, OHIO 43215 E



FORM 1 i
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 physicians must be sufficiently acquainted with the applicant for
at least SIX months. Relatives may not serve as recommending physicians.
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 insure that certain information is
included.

Recommending

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT 1S ATTACHED

]‘.' : e
I,  Maywa o Tpomivons MDD , a licen
Name of Recommending Physician :

TPl g affirm that Léiu,

sed and practicing physician in the state of

.j:“—, {7 /79

, has been known
Name of Applicant

to me personally and professionally for Je

years and that he/she is of good moral and
ethical character. Further, the photograph affixed hereto is a genuine likeness of the

applicant. I offer the following support of his/her application for full licensure:
I rate his/her medical knowledge and téchnique as: 5“’“"*“///~—
His/her command of the English language is: et

I rate his/her ability to work wel)l with peers and medical staff as: <;=z¢£1—x’//'
His/nher relationship with patients is: é;&4é?¢x,4//”

Additional comments: 4 s2l) yendk o hn. oitidim VD e—icel JEF
7 7 =

7

I hereby recommend, him/her for full licensure to practice medicine/osteopathic medicine in
%%

Clagre =1 [l O {4/’77’&"9 W7 rvmo st 10
Signature of Recommending Physician Name of Recommending Physician
U9 2 0 B (Please print or type)
Iﬁ/ﬁ/ﬂ—a-f/l—/lﬂ.w)‘ g A//LI,/[ . F/T - Fig- 75 «7>J”'
Address of Recommending Physician Telephone Number
(Inciude City, State, Zip) (IncTude Area Code)

' s aeen LM JELSE
(SEAL)

State of Licensure and License Number
of Recommending Physician

S0uwnU 0n, , 1990
-

W
Subscribed and sworn to this \;)’ day of

Notary Public

ALy

Date Commission Expires

T PHOTO Upon completion return to;, 1
STATE MEDICAL BOARD 2 =z

e 77 SOUTH HIGH STREET —

) 17TH FLOOR ® 5

. (W' ﬁ//ﬁ COLUMBUS, OHIO 43215 3 -

- - Cee V- B3
Signature of Applicant = 5

/- G- 90

Date Photo Taken




FORM 2 & -
o e
T Fy,
CERTIFICATE OF POST-GRADUATE TRAINING 2y

MAIL TO HOSPITAL OR INSTITUTION OF POSTGRADUATE TRAINING IN THE U.S. OR CANADA

Dear Sir:

I am applying for a license to practice medicine in the State of Ohio., The State Medical Board
of Ohio requires that my postgraduate training be certified. Please complete the form and
return it directly to the State Medical Board.of Ohio at the address listed below. Thank you.

This certifies that I, RICHARD STRICKLAND, M.D. has rendered satisfactory
iﬁame of Ippilcanfi

and continuous service as a(n) [ ] intern
[4] resident in  QR/GYN
{7 clinical fellow {Uepartment]
at i i i » 1701 North Senate Boulevard
Eiame o* ﬁosp{taii Center {Complete Address of Hospital)
from 07/01/56 ; to 06/30/60 . It s
beginning (month/day/year) ending (month/day/year)
further certified that the above name [x] was awarded a certificate on 06/30/60
[ ] was not {month/day/year)
and that the training [y was " accredited by ACGME/ADA.
{ ] was not

A"
ignature o irector or Program Director
(Original signatures only, name stamps will not
be accepted)

J. Thomas Benson, M.D.
Name (Please print or type)

12/21/89
Date

If the hospital has no seal, please indicate and have form notarized.

Upon completion return to: STATE MEDICAL BOARD
77 SOUTH HIGH STREET
17TH FLOOR
COLUMBUS, OHIO 43215




8 STATY

SV

-/ EVAN BAYH - Governor

Ohio State Medical Board
77 S High St 17th F1r
Columbus, OH 43215

To Whom It May Concern:
THIS IS TO CERTIFY THAT:
BECAME A LICENSED:
NUMBER:

DATE OF ISSUANCE:
EXPIRATION DATE:

STATUS:

LICENSURE BASIS:

STATE OF INDIANA STATE e

. "";i""zf LRI .?:\v

- Health Proféssions Bureau
_ One American Square
Sdite. #1020, Box 82067

IndianapdHs, Indiana 46282

(317) 232-2960

Neil Richard Strickland
PHYSICIAN

01018157

September 04, 1957 V//
June 30, 1991

CURRENf

State Board Examination

Anatomy, Histology & Embryology 075

Ophthalmology & Otology (out of 20) 19

Pathology & Bacteriology 079  Surgery 085
Physiology 079 Chemistry (out of 50) 40
Sanitation & Hygiene (out of 50) 40 Medical Jurisprudence (out of 10) 10
Medicine 088 Neurology (out of 10) 08
Materia Medica & Therapeutics 094 Obstetrics 093
Gynecology (out of 50) 44  Pediatrics (out of 10) 09
Physical Diagnosis 081

General Average 84.40

Unless otherwise indicated this 1icense has not been disciplined by

the State of Indiana.

If other information is needed, please contact

our office by mail or by telephoning (317) 232-2960.

Verified By:

"R endensor

Ms. Rejina D. Henderson

Records Division Coordinator

Boards of Chiropractic Examiners @ Dental Examiners @ Health Facility Administrators @ Medical Licensing @ Nursing @ Optometry @ Pharmacy @
Professional Sanitarians @ Speech-Language Pathology & Audiology @ Psychology @ Veterinary Medical @ Hearing Aid Dealer Advisory Committee

@ Committee of Podiatric Medicine @ Physical Therapy Committee



FORM 3

CERTIFICATE OF STATE BOARD
*++T0 ALL STATE BOARDS-DO NOT COMPLETE UNLESS LICENSE. IS CURRENTLY RENEWED***

i B

This form must be com

liconse pleted for applicants who are applying foﬁiéﬁﬂé};émeﬁtgdf;aﬂother state

Acting on behalf of the

Name of State Board
1 do hereby certify that Dr.

Name of Licensee

was on the day of 19 » granted a license to practice
in the State of based upon
written examination of:
{ ] FLEX Examination administered-in this state [ | Written examination prepared by this
state
[ ] Examination administered in , [ 1 Other (Please specify)

but accepted as if taken in this state

»#al_icense current? Yes No If not, please explain

I further certify that the aforesaid physician in his/her written examination before this Board
on , obtained a general average of or a FLEX Weighted
Average of in the following subjects:

SUBJECT PERCENTAGE SUBJECT PERCENTAGE

or a Component [ score of on . and Component [l score of on
month/year

month/year - °

Is the applicant currently the subject of a pending investigation by a licensing or .

disciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT STATE

LAW

If yes, please attach details. Include information as to whether licensee is aware of
investigation.

Have formal disciplinary proceedings been initiated against applicant or applicant's license by
a disciplinary authority in your state? VYes NO CANNOT ANSWER UNDER CURRENT
STATE LAW .

If yes, please attach details.

Has the applicant ever been warned, censured or in any other manner disciplined or has
applicant's license been revoked, suspended, or in any other manner limited by a licensing or
disciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT STATE

LAW
1f yes, prease attach

details.
NOTE: If any portion of the above certification is deleted or modified, please attach an
explanation.

(AFFIX BOARD SEAL)
(NOT VALID WITHOUT SEAL)

Signature of Secretary, President
or Executive Secretary, Qriginal
siqnatures only, name stamps will

not be accepted.
Upon completion, return to:

STATE MEDICAL BOARD

77 SOUTH HIGH STREET Date
17TH FLOOR ‘
COLUMBUS, OHIQ 43215 .



AFFIDAVIT AND RELEASE
STATE! o

AFFIDAVIT AND Gﬁ~jﬁﬁq,7 PH Lo pe The affidavit and release below must be completed
RELEASE OF : by ALL applicants. The form must be notarized.
APPLICANT FaiTare of any applicant to submit the affidavit

completed and notarized with the application will
result in your application being returned to you.

COUNTY OF _pamilton

I, Neil Richard Strickland, M.D. hereby certify under oath that I am the
person named in this application for a 11cense ) pract1ce ‘medicine or osteopathic medicine in
the State of Ohio; that all statements I have er shall make with respect thereto are true, that
I 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 app11cat1or
are strictly true in every respect.

I acknowledge that I have read the general information and instructions for all applicants and
the Routes to Licensure and I have answered all questions in compliance with these instructions
and understand that the fee I sgbmitted is not, refundable or transferable.

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

I further understand that failure to complete this application as requested by the Board withir
six months can be considered as abandonment of any request for licensure and that any fee I
submitied is not refundabie or transferabie.

I 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 dat:
and to permit the State Meds cal Board of Chio 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.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or
representatives, and any person furnishing information, any and all liability of every nature
and kind arising out of investigation made by the State Medical Board of Ohio. I 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 professiona] association.

I further understand that a certificate io practice medicine or osteopathic medicine in Ohio
will be considered on the truth of the stidtements and documents contained therein_or to be

furnished, which if false, can subject me to permanent enl‘lL:itzziiiz;Z tifigate.

1gndturé of Applicant L
Subscribed and sworn to before me this /J k2 day of e, 1990

NBtary PubTic &¥gnature

Lo, ST 199
Date Commisgion Expires

(NOTARY SEAL)
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- AMERICAN MEDICAL GRADUATE GATED  02/227/
ENDORSEMEMT 0F QUT-OF-STATE 1.ICEMSES

NAKME?! STRICKLAHI: HEIL RICHARD
SCHOOL: IMNOIANA HN SCH MEU, IMDIANAPQOLYS IN
DEGREE CONFERRED: MD
DATE CONFERRED! 046/11/56

HOSFITAL?
CITY? aT7!
STARTIMG DATE! / ENDING DATE:! 7/

RESIDENCY L e

|
]
[
1
i
i
[
i
!
i
1

HOSFITALY WETHODIST HOSP
CITYY IMLPLS ) S
STARTIMG DATE?! 07/57 EMDIMEG DATE
HOSFITAL!
CITY? S
STARTING DATE: / ENDING DATE

DATE OF EXAM! 09/57 STATE EXAM WAS TAKEN? 1IN SCORED 04, 4%

LETTERS OF RECOMMENTNAT TON L L oo o o ot e e e oo e et e e e e e e

NAME Y TED GRISELL MR CITYY INMDFLS STATEY TN
MAME T WAYME THOHFSON NU CITY? IWDRLS STairkEd IM

SPECIALITY QFkPTﬁLITY
COLE: EQARD
cane:

CONE

T ———

AMA/HIDAS X
TEE 8SCORE:! X
FED IWFQ: X
REC FORM! X .
ECFAG!: ¥ ¢

I AFFROVE I DISAFFROVE | ARETALE ! i
fonaln o aerEstar wn R
L N Y P A
EAYHOND A4LEBERT : : |
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacatfon" or “looking for residency program*, as
well as your permanent address for this period. For any time in which you worked for an
"emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I:
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. 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 attach separate sheets.

ENTER NAME OF HOSPITAL/ [ )
DATES UNIVERSITY WHERE TRAINED \(; /
IN OR EMPLOYED, OR OTHER "= - - o -
CHRONO- WORKING OR NON-WORKING : )
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT % %

2. tosth year  |HeSSPSYIGH IRERLBtner Rotating

intern 100
T0 1701 N.Senate Blvd.
Indianapolis, IN 46202
7 57
month year Street Address City/State Zip
b. month year Jk%sp?taﬁ?Uﬁ‘R&Y?'lty/Other | OBG Resident 100
TO
! 7 160

‘month year |Street Address - City/State Zip

’ 7 _len same as above
¢. month year |Hospital/University/Other

OBG Private Pr. [100

TO

month year Street Address City/State Zip

7 _[60 Communi Hospit fI J
d. month year Hospita'l/tL?r,ﬁverﬁtyﬁth%r ndpls

T0 1500 N. Ritter Ave.
Indianapolis, IN 46219
present . . OBG Private Pr. 100
month year | Street Address City/State Zip
|
1 177 same as above
‘~e. month year | Hospital/University/Other
P
[
- T Emergency 90 10
. 6| 87

Sl

th  year Street Address City/State Zip

STATF yrov”

HYRLS




AMERICAM MEDICAL GRADUATE DATES (27227
ENDORSEMENT 0F OUT-0F-STATE LICENSES

NAME! STRICKLAND: NEIL RTCHARD
SCHOOL.: IMDIANA NN SCH MEUD, IMDIANAPCLIS IN
DEGREE CONFERRED: MD
DATE CONFERRED! 04/11/56

HDEFITAL
CITY!: s
STARTING DATE: 7/ ENDING DATE?

HOSFITALY METHODIST HOGH
CITY: IMDFLS STy IN
STARTING DATE: 07/57 ENDING DATE! 07740
HOSFITAL?
CITY:? ST
STARTING DATES / ENDING DATE:® /

STATE B0ARD EXAM

DATE OF EXAM: 09/T7 STATE EXAM WAS TAKER?! 1N SCORE! 4, 4%

NAME?S TED CRYSELL #D LTy: TMDOPLS STATE?t TH
HAME: WATNE THOMFPSOM MI CITY! IHDPLS STATELD IN

SFECIALITY SFECIALTTY
COLE: BEOARINS
cane:

Cone:

NOT TH ] L=

AtAsADAL ¥

TEE SCORE! ¥

FEIY INFO? X

REC FORM? X

ECFMG? bt
I APFROVE | DISAFFROVE | ARSTALI 1
L I E R T A T I I T T R R O T 2 ’ B LR T N O T N ' I S ] |
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation" or "looking for residency program“, as
well as your permanent address for this period. For any time in which you worked for an
"emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. 1I:
fn private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses, Failure to include complete addresses will result in delay in processing
your application. 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 requige more
space attach separate sheets.

ENTER NAME OF HOSPITAL/
DATES UNIVERSITY WHERE TRAINED \(/ s
IN OR EMPLOYED, OR OTHER .- - - U -
CHRONO- WORKING OR NON-WORKING - -
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT ] 2
|§H115 54 + . .
a. month year P%?p\l‘t%qﬁrﬁv}é??ﬁiﬁa%her Rotating
intern
100
To 1701 N.Senate Blvd.
Tndianapolis, IN 46202
7 57
month year Street Address City/State Zi
._1__J21_J amel
b. month year |HOEPStaAFuRRR¥Sity/0ther OBG Resident 100
- TO
|1 7 l690
month year |Street Address - City/State Zip
l_7 lso same as above OBG Private Pr. |100
c. month year [Hospital/University/Other
T0
? 67[
month year | Street Address City/State Zip
7 160 ’ Communi Hospit
d. month year Hospitalf%ivefﬁty?&th%? Indpls
T0 1500 N. Ritter Ave.
Indianapolis, IN 46219
present . . OBG Private Pr. 100
month year | Street Address City/State Zip
1 |77 same as above
€. month  year | Hospital/University/Other
T =
& T0
- - Emergency 90 10
o. 6|87
month  year Street Address (City/State Zip

STATR YR




AMERICAN MEDICAL GRADUATE DATEY 02722/
ENODORSEMEMT 0F DUT-OF-STATE LICEMSES

NAKE! STRICKLANIs NEIL RICHARD
SCHOOL Y IMOIANA !N SCH MEU, IMDIANAFPOLYS IN
DEGREE CONFERRED! MD
DATE CONFERREDIN! 04/11/%64

HOSFITAL:
CITY: ST?
STARTIHG DATE! / ENDIMG DATE! /

RESTIDENCY e C e

HASFITALY METHORIST HOSP
CITY?! IMDFPLS S
STARTING DATE: 07/%57 ENDING DATE
HOSFITAL?
CITY!: ST
STARTIMG DATE? / ENDING D'ATE? /

PATE OF EXAM! 09/57  STATE EXAM WAS TAKEN! 1N SEORE! 04, 4% :
LETTERS OF RECOMMENDAT TOM o o o o o oo oo e oo+ e e e e e f
NAME?! TED GRYSELL MDD CITYY THDFLS GTATFY TH
NAME! WAYME THOHFGOM MO CITY! INDPLS STATE: IM
spECTIALITY . R SPrrTAIIfY
COUE: EOARD
cone!
COME ! 3
NOT TN oK M4 4
AMAN DAl Y
TSE SCORE! ¥
FED INFO! ¥
REC FORHM! %
ECFHG ) :
| APFROVE | TDISAFFROVE | ARSTAIN | .
T T T
RONALL! €. AGRESTAs MD 1 [ [ !
Ches e reaa ekt aarsrraasaal s ot
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation" or “looking for resfdency program", as
well as your permanent address for this pertod. For any time in which you worked for an
"emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I:
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. 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 attach separate sheets.

. ENTER NAME OF HOSPITAL/ }
DATES UNIVERSITY WHERE TRAINED \({ /
IN OR EMPLOYED, OR OTHER "= - - U -
CHRONO- WORKING OR NON-WORKING i
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT 4 2
Ing% L1 £ . .
a. month year l-fg'saprt%qﬁrﬁv}elgss&lﬁa%her Rotating
- intern
100
10 1701 N.Senate Blvd.
Indianapolis, IN 46202
7 |57 .
month year Street Address City/State Zip
_;l___LEL_J am )
b. month year l-Fosp?taﬁ?UﬁRfy?ity/Other OBG Resident 100
T0
| 7 lsg
month ~year |Street Address - City/State Zip
60 same as apove OBG Private Pr. 100
¢. month year |Hospital/University/Other
T0
? 67
month  year | Street Address City/State Zip
7 |60 Community Hospit fI <
d. month year Hospital/ﬁ%iver i%y?&tﬁ%r ndpls
To0 1500 N. Ritter Ave.
Indianapolis, IN 46219
present . . OBG Private Pr. 100
month year | Street Address City/State Zip
|
L L same as above
‘~e. month year Hospital/University/Other
S (!
- Emergency 90 10
L |c. 6| 87
L . month year Street Address City/State Zip
A = =
£ F 3
S o 85
o =5
<
<D

Yy gy




. AMERICAN HEDICAL GRADUATE OATE!  02/22/
- ENDORSEMENMNT 0OF OQUT-DF-STATE LLICEMSES

NAKE! STRICKLAND: NEIL RICHARD
SCHOOL. 3 IMDIANA UN SCH MED, INDIANAPOLIS IN
DEGREE CONFERRED! MD
DATE CONFERRED! 04/11/%56

HOSFITAL
CITY

HOSFITALS! HMETHORIST HOSF
CITV: IMDPLS STS IN
STARTING DATE:? 07/57 ENDING DATE? 077640
HOSFITAL?
CITY: ST
STARTING DATE: / ENDING DATE? /

STATE BO0ARD EXAM

DATE OF EXAM?! 09/57 STATE EXAHK WAS TAKER! 1IN SCORED 04,47

NAME ! TED GRYSELL HD CITY: [MOPLS STATE TN
NAME D WAYME THOHPSOM MD CITY! IHOPLS STHAYED IM

SFECIALITY SFECTALTTY
COLE! EOARDS
cope:
CODE:
NOT IN 0K M/a
ANALADAL %
TSE SCORE! ¥
FED INFOS ¥
REC FORM! ¥
ECFHG ¥
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as “"vacation" or “looking for residency program®, as
well as your permanent address for this period. For any time in which you worked for an
"emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. 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 requixe more
space attach separate sheets.

ENTER NAME OF HOSPITAL/

s »%\LKUM }

DATES UNIVERSITY WHERE TRAINED
IN OR EMPLOYED, OR OTHER -
CHRONO- WORKING OR NON-WORKING
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT 2 %
a. montg year tfggg\ht%qﬁrﬁv%?ssptlﬁﬁ%her Rotating
intern
100
10 1701 N.Senate Blvd. ;
Indianapolis, IN 46202
7 |57 ;
month year Street Address City/State Zip ;
b. month year I-Fosp?tﬂ?Uﬁ‘Rfé??ity/Other | OBG Resident 100
. T0
7 ls0
month year |[Street Address - City/State Zip
} - lgn same as above OBG Private Pr. |100 :
c month year |Hospital/University/Other * ] )
TO
e
month year | Street Address City/State Zip
[ 7 |60 Communi Hospit £ d
d. month year Hospita1/tu¥liversqty7&thce’r Indpls
T0 1500 N. Ritter Ave.
Indianapolis, IN 46219
present . . OBG Private pr. (100
month year | Street Address City/State Zip
I
1 177 same as above
€. month year Hospital/University/Other
© =
2 70
- v Emergency 90 10
L month year Street Address City/State Zip
S «
t . ::
“ £ =5
o [ws]
2=
o EE
s £



AMERICAN MEDR1CAL GRADUATE DATE:Y 02722/
ENDORSEMENT 0OF NUT-OF-STATE [LICEMSES

NAME: STRICKLAND: HNEIL RYCHARD
SCHOOL 3 IMOIANA UM SCH MEUs IMODIANAPQLYS IN
DEGREE CONFERREDY MD
DATE CONFERRED?! 04/11/56

HOSFPITAL?
CITY: ]
STARTIHMG DATE? / ENDIMG DATE

HOSFITALY WETHOURIST HOSPE
CITY: IMDFLS s
STARTING DATE: 07/57 ENDING DATE
HOSFITAL?
CITY: ST:
STARTING DATES / ENDING DATES /

DATE OF EXAM: 09/57 STATE EXAM NAS TAKEN? 1N SCORET 24,47

LMD LIy THORLS STATE! TW

NAME S TED GRISEL
THOHFSOM MDI CITY?! IHDFLE STankEt IM

NAME T WavhE

SPECIALITY SFECTIALTTY
CODE: BOART
CoDE
cane:

NOT IN OK M/A
AMASADAL X
TEE SCORE? X
FED INFQU X
REC FORM? X
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the

present time using MONTH and YEAR.

For any non-working time you must state on the resume

exactly what your activities were, such as "vacation" or “looking for residency program", as

well as your permanent address for this period.
"emergency medical group” or did locum tenens you must 1ist all hospitals where you worked.

For any time in which you worked for an

I-

in private practice, indicate the hospitals where you hold or have held privileges and include

complete addresses.
your application.

DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM.
percentage of working time spent in c¢linical and administrative duties.

space attach separate sheets.

ENTER NAME OF HOSPITAL/
UNIVERSITY WHERE TRAINED

N el

Failure to include complete addresses will result in delay in processing
Be sure to indicate the

If you require more

DATES
IN OR EMPLOYED, OR OTHER .
CHRONO- WORKING OR NON-WORKING - )
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT % %
a. mont% year %E&Pz‘%‘?}ﬁrﬁ v}e]?ssptiy?a%her Rotating
. intern
100
10 1701 N.Senate Blvd.
Indianapolis, IN 46202
7 |57
month year Street Address City/State Zip
7 57 am
b. month year |HoaBTtdATuRRR¥Sity/0ther OBG Resident 100
I
T0
! 7 160
month year |Street Address - City/State Zip
’ 7 legn same as above OBG Private Pr. [100
¢. month year [Hospital/University/Other T
T0
? 67
month year | Street Address City/State Zip
7 _[60 Communi Hospit £
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation" or "looking for residency program", as
well as your permanent address for this period. For any time in which you worked for an
*emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. 11
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. 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 requixe more
space attach separate sheets.

DATES

ENTER NAME OF HOSPITAL/

e
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RESUME

List ALL activities in chronological order from the date of medical school graduation fo the

present time using MONTH and YEAR.

For any non-working time you must state on the resume

exactly what your activities were, such as "vacation" or “looking for residency program”, as

well as your permanent address for this period.

For any time in which you worked for an

"emergency medical group" or did locum tenens you must 1ist all hospitals where you worked. I:
in private practice, indicate the hospitals where you hold or have held privileges and include

complete addresses.
your application.

space attach separate sheets.

ENTER NAME OF HOSPITAL/

Failure to include complete addresses will result in delay in processing
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
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as “"vacation" or “looking for residency program”, as
well as your permanent address for this perfod. For any time in which you worked for an
*emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I:
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. 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 requige more
space attach separate sheets.
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S ) - ) » \/ N
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the

present time using MONTH and YEAR.

For any non-working time you must state on the resume

exactly what your actfvities were, such as “vacation" or “"looking for residency program”, as

well as your permanent address for this period.

For any time in which you worked for an

"emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I:
fn private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses.

your application.

space attach separate sheets.

ENTER NAME OF HOSPITAL/

Failure to include complete addresses will result in delay in processing
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
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RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation” or "looking for residency program", as
well as your permanent address for this perjod. For any time in which you worked for an
“emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application. 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 requige more
space attach separate sheets.

ENTER NAME OF HOSPITAL/ i
DATES UNIVERSITY WHERE TRAINED \(/
IN OR EMPLOYED, OR OTHER = - - \/ .

CHRONO- WORKING OR NON-WORKING - )
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
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intern 100
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Indianapolis, IN 462602
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STATF y7r”



AMERILAMN MELLILAL BRALUAIE DATEY 02722/
ENDORSEMEMT 0DF NUT-DF-STATE LICEMSES

NAKME?! STRICKLAMD: HEIL RICHARD
SCHOOL : IMOIANA 1IN SCH MEL, INDIANAPOLYS IN
DEGREE CONFERRED:! MD
DATE CONFERRED:! 0&/11/56

HOSFITAL®
CITY: ST
STARTIMG DATE: 4 ENODIMG DATE: !

HOSFITAL! KETHORIST HOSGF
CITY! IMDPLS ST? IN
STARTING DATE: 07/57 ENIING DATE! 07/40
HOSFITAL?
CITY:
STARTING DATE? / ENDING UAT

mwm

DATE OF EYAM! 09/57 STATE EXAM WAS TAKER?! 1N SCORE?!D 04,47

NAMES TED GRISELL HD CLTY Y IMBPLS STATEY T
NAME T WAYME THOHKPSOM MD CITY! IHDPLE STatkE: IM

SFECIALITY SFECTIALTTY
COLE? BEOARDE
cone:
cang:

NOT TN 0K Mg
Arin a0/ ¥
TSE SCORE! b4
FENn INFO! X
e
¥

REC FORM?
ECFHG

I AFPROVE I DISAFPROVE I ARSTAIH !
LR N S Fyorox orox oy} v P Moy oS T OYOFo:ovoro: E » | L L ¥ ' L R D T T ) I EE A > |
FDNAL" C« AGRESTAr WD ! ) ! |
(R AR A A N R A - N 2 2 A 2 2 T - T B T T N N N T l LI I LR S T | > » E LI 2 I I - l r e 3 B '
RAYMOND ALEBERT I I I t
¢ ¥ 4 Y 2 X }OFOFOXOEY P oZ oYY EoEYTYopoPoFoRoY:omoyodo3od l LI I R N v A I | * Y Xy vy rox ' ¥ * ‘ '
HENRY G. CRAMBLETT: HH 1 | | !
LA AR AR I A A A N B A A R A PR A R N IR I I R B B I ) I 2 r oy Yoy oyoy oy} ' Ty P P Y Yo oror oy ororoy | 13 LI T I
JURITH &, DANIELS» MD | ! | |
LR N I I R AL N R B N A I N ) ‘ o>y oy EEE ' AR 2 2R T R I ' Yoy oy or oy ororororob ,
THOMAS E. GPETTEF; MI | | ! !
(AR B A A A N A 2 A I A R R N A A I B D 2 N R T ) I *F 22y > ¥ | LR A I 4 Py or o2 2 I * 22 %2 2 LR '
TIMODTHY JOST | | | |
LR N A 2 ) YT YT} 5 YR oY OV OY YR OPYORYoPoYoyo¥oR | YY1 o¥ 2} oryorod I Py N I T ' > LR t '
FONALD . fﬁFLHNQf|y DEp ! ! ! !
LR L B A I 2 N 2 N 2 T TN ST N T R ' ¥ o Ll I i3 r ¥ v I PoT oY oF XY ov i v l
CARLA &, 0O/D4Y. HMD | | { 1
LK IR A YR oLy oY orovov oM ororovoeobodobovou I FIE R - B A l Py oy Yoy ¥ y) 3 ¥ oro:ow I v ¥oror oo oY ov % & |
JOHN E, FHUFH- DG | ! 1 |
LK - S ] LR A N T A ' HE A l b Poror oMoy oor oE 2oy l ¥ 2 P A |
CAROL FnLFEC ! ! ! |
LA N T A 2 T T S - 2 - T A S T - ' I S l PO ¥ vy vy R 3 or oo} } R A ’
JOHMHATHAN €. ROEE,MI ! ! !

|

LR B R I 2 2 A ):'1:':"?25}}:":)'4:-'0.")‘:}'45IZ B * ok K - B

TIMOTHY L. qTEFHEN‘-‘- JE . MDD ! | 1 j
I A :

L T T R S R S R O A A B N TN T T R




RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as “vacation" or "looking for residency program”, as
well as your permanent address for this period. For any time in which you worked for an
*emergency medical group” or did locum tenens you must 1ist all hospitals where you worked. I:
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Faflure to include complete addresses will result in delay in processing
your application. 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 requige more
space attach separate sheets.
ENTER NAME OF HOSPITAL/ | /
DATES UNIVERSITY WHERE TRAINED \(, /
IN OR EMPLOYED, OR OTHER "- = - o :

CHRONO- WORKING OR NON-WORKING
LOGICAL ACTIVITY AND COMPLETE . POSITION & CLIN. ADMIN.
ORDER ADDRESSES DEPARTMENT 2 3
IEHJ¥I 8¢ , t . . .
a. month year H%?ppt%qﬁrﬁvg??&wm‘her Rotating
intern 100
1o 1701 N.Senate Blvd.
Indianapolis, IN 46202
7 |57
month year Street Address City/State Zip
7_|ﬂ_l am )
b. month year |HORPFtATuRRRY¥Sity/0ther | OBG Resident 100
. T0
‘ 7 |60
month  year |Street Address . City/State Zip
same as above OBG Private Pr.
¢. month year |Hospital/University/Other vate Pr. 1100
T0
? 67
month year Street Address City/State Zip
7 160 Commun Hospit f
d. month year Hospitaff%ivefﬁ%y?&th%r Indpls
T0 1500 N. Ritter Ave.
' Indianapolis, IN 46219 .
present . OBG Private Pr. 1100
month year | Street Address City/State Zip
|
1 177 same as above
‘~e. month year Hospital/University/Other
R
G A T0
- . Emergency 90 10
< ‘ 6| 87
month year Street Address (City/State Zip




sttt Hisetrics

(>AND GYNECOLOGY, INC&)

Jeffrey A. Boester, M.D., FA.C.O.G. Steven A. Foley, M.D.

May 3@, 193@

State of Ohio R 90
State Medical Board JN U

77 S. High St., 17th Floor

Columbus, OH 43215

To Whom It May Conceran,

This letter is written at the request of Dr. Neil Strickland M.D. for
the purpose of confirming his medical staff membership at:

Community Hospitals of Indianapolis
15900 North Ritter Avenue
Indianapolis, IN 46219

Dr. Strickland joined the medical staff at _Community Hospifigl of
Indianapolis in July of 196@ as an active member of the medical staff.
In 1979 he changed his department membership from the Department of
Obstetrics and Gynecology to the Emergency Room Department. In 1987
he became a courtesy member of the Department of Obstetrics and

Gynecology. He presently retains his medical staff membership
category of courtesy in the Department of Obstetrics and Gynecology.

I have no record of any quality assurance problems, probationary
actions, or restriction of priviledges during Dr. Strickland’s
membership in the Department of Obstetrics and Gynecology at Community
Hospitals of Indianapolis. Dr. Strickland voluntarily ceased the
practice of Obstetrics in 1976, but continued to practice Gynecology
until he began working in the Emergency Room in 1979. He again
resumed a Gynecologic practice in 1987 when he became a courtesy
member of the Department of Obstetrics and Gynecology.

I hope that this information is helpful to you. If you have any
further gquestions, please feel free to contact me.

e

Sinci{ f/}/ .
L Ay VS ez
Jefthey 4/ Boester, M.D., FACOG

(
JAB/Ccsg

7250 Clearvista Drive, Indianapolis, Indiana 46256
Suite 240 (317) 842-4341



77 South High Street
17th Floor /

... ... .. .. ... .. ... SIATE OF OHIO . .. . - M?v,,<P4L£4{M777 R
o THE STATE MEDICAL BOARD ;?QQZZZI ’7]£y¥
7|

. Columbus, ohio 43266-0315

11/27/89

Dear Doctor: Strickland,

Your Request for Application Form has been received. However, the following
must be completed:

Complete the Medical Education portion

List all postgraduate training (internship, residency or
clinical fellowship) undertaken in the U.S. or Canada.

List all licenses in other countries in which you hold or
have held a full right to practice medicine and surgery.

List all licenses in the United States or Canada in which
you hold or have held a license to practice medicine and

surgery.
List each and every State Board or FLEX exam which you have !}
taken. ' q\% ?\—\
D2
Answer all questions under Additional Eligibility Informaﬁgnnqlﬁa
Sign and date the enclosed form - =§£
2 2
¥ _Complete the Preliminary Education form - E;

on as possible

Thank you,

Only those sections marked with an "X" apply to you. All responses must be
completed on the enclosed form(s).

Sincerely,

o iy

Penny McKenz
Chief, Licensure

PM/ad

Enclosure






| HEREBY CERTIFY THAT | HAVE RECEIVED MY WALL CERTIFICATE

umeer _SFF 55 on op’(érga

NEL R STRICELAMD, /71D

Name

Sowviler RD
/7050 77 A A 1ETeA CouM Ty

Street Address ™ ey
DLESVTLLE, WY, gbo

Sidnature

PLEASE CHECK IF THIS IS A (HANGE& ?F ADDRESS

LY T

MED 1013 (4/89)

As soon as you know your new address, mall this card to all the people,
businesses, and publications who send you maill.
For publications, tape an old address label over name and old address sections and

complete new address. /(/ ¢ ﬂ W / /_, ,Zy f/ /éﬁ')

Print or Type—Last Name, First Name, Middie Initial

You;F
name NEIL R. STRICKLAND, M. D
No. and §uge() 5 () ALLISONV!L'_ E PD Apl.Suilet’ PO. Bax R.D. No.
2::’ _NOBIFSYILLE, IN 48080
ress | Fost Ottice State 2IP Code
LItENMSE NO. SFF5S
No. and Street Apt. Suite Na. PO. Box R.D. No.
NEIL R . gTR &
Now sl A9S0ALLISONWIL ICKM,.NZ.'/%;"'GB ' L
Address | Fes office State Fl SHERS, IN 46038 2ZIP Code

Signature Date new address in effect Account No. (If any)
Sign : ﬂ 35-05-
Here WW [(-1-F/ | 99ss

o
PS FORM 3576, JAN. 1984 ou.s. c.r.0. 1s8s-470-019 RECEIVER: Be sure to record the above new address in your address book at home or office.
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ViD & DO SPECIALTY CODES CURRENTLY ON RECORD

STREET
COUNTY

IF THE SPECIALTY CODE(S) ARE IN ERROR,
ENTER ALL SPECIALTY CODE NUMBERS.

STREET

21 GYNECOLOGY

1

( DATE)
DATE DUE

DETAGH HERE AND REMIT THJS PORTION WITH FEE
07/01/92

QESESERE ¢t

STATE MEDICAL BOARD OF OHIO

AMOUNT DUE
$160.00
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77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315

HHERERTRREINREN

14050 ALLISONVILLE RD

35-05-9955
NEIL RICHARD STRICKLAND,M.D.

OHIO STATE MEDICAL ASSOCIATION

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION
PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN

EVERY RESPECT.

| THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE
STATE OF OHIQ, THAT | HAVE COMPLETED DURING THE LAST BIENNIUM

IDENTIFICATION NUMBER
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DETACH HERE AND REMIT THIS PORTION WITH FEE
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MD & DO SPECIALTY CODES CURRENTLY ON RECORD

GYN GYNECOLOGY

STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
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! CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF

SPECIALTY CODE(S) CORRECT AS.LISTED
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—
L
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i
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S QF CONTINUING MEDICA!

MED
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OHIO, THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1992-1994
OHiC STATE
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PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY

| RESPECT.

{ SIGNATURE OF APPLICANT )

IDENTIFICATION NUMBER

DATE DUE
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STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ¢ Columbus, Ohio 43266-03135 « (614) 466-3934

Date:  gJune 28, 1996

NEIL R STRICKLAND MD ' -
22210 HINKLE CREEK RD ;

NOBLESV]LLE N 46060
Dear Doctor:

Please be advised that in reviewing your renewal application card for your Ohio license, we find that you failed to
answer the following question(s). To continue processing your renewal, answer each checked question below:

AT ANY TILME SINCE SIGNING YOUR LAST APPLICATION FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU:

(only those questions marked witha v apply to you)
i i | YESi NO
‘ Q | 1) Been found guilty of. or pled guilty or no contest to a felony or misdemeanor? I Q| @
\: a 5 2.) Been found guiltv of, or pled guilty or no contest to a federal or state law regulating the possession, | O I
! distribution or use of any drug?
| |
i Q | 3) Been addicted to or dependent upon alcohol or any chemical substance; or been treated for, or a gl
! been diagnosed as suffering from, drug or alcohol dependency or abuse? You may answer
' “NO" to this question if you have successfully completed treatment at a program approved by
this board and have subsequently adhered to all statutory requirements as contained in sections
| ! 4751.224 and 4731.25, O.R.C., and related provisions, or you are currently enrolled in a board
1\ ‘ approved program. Any questions concerning approval can be directed to the board offices.
a 1) Had malpreciice insurance canceled or iimited jor other than failure to pay premiums? a ol
a | 3.) Had any disciplinary action taken or initiated against you by any state licensing board other than a @
the State Medical Board of Ohio?
Q | 6) Surrendered, or consented to limitation upon: a) a license to practice medicine: OR b) State or Q &
federal privileges to prescribe controlled substances?
Q | 7.) Had any clinical privileges suspended, restricted or revoked for reasons other than failure to a g’
maintain records or attend staff meetings?
|
a \ 8.) Referred a patient, or participated in an arrangement or scheme for referral of a patient, for a =
, clinical laboratory services to a person or facility in which either you or a member of your
II immediate family has an ownership or investment interest, or any compensation
‘T\ _ arrangement?
\ |
N YOU DID NOT ANSWER ANY OF THE QUESTIONS. ANSWER EACH QUESTION (1 - 8) ABOVE.
\

OVER &



"DETACH HERE AND REMIT THIS PORTION WITH FEE

1
|

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

GYN GYNECOLOGY

e

N Y O

CODE2

s

CODE3

PR

i

T AS\LISTED:
-

CODE?

REPORT ANY CHANGE OF ADDRESS

i

3

'SPECIALTY CODE(S) CORRECT

)

IF CORRECTIONS ARE NECESSARY, PLEASE

| ENTER ALL SPECIALTY CODES.

HMUEANIRIERBRTATI)

STATE MEDICAL BOARD OF QHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
CERTIFICATION
{ CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF
OHIO, THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1996-1998
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED

RS Y [ m: .

RN P95

NEWAL |S TRUE AND CORRECT IN EVERY

1 1

L

|

|

[

( DATE)
DATE DUE

( SIGNATURE OF APPLICANT )
AMOUNT DUE

X 27

OHIO STATE MEDICAL ASSOCIATION, v,

| AND APPRQVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION "

PROVIDED ON THIS APPLICATION FOR

| RESPECT.

|
|

| BY THE

4
—
-
— —=
B c
o0
(=2}
~
1
(=]
~
un
o
@]
=
(=S
oA
*
o 0
~ g mo
~ N [0
nouNxOo
- [x] \O
[a AN CI RS
o
n L
ord
n AN
I M|
D G ]
N ZWa
D
o = om >
[ %]
n oM
= I
| N
0N NQ
o 2N &

IDENTIFICATION NUMBER

I
|

L
i

ZIP CODE

[
]
STATE

S00000 & 7500

[

|
0935057555

COUNTY
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L -
CODE2 CODE3 - -

REPORT ANY CHANGE OF ADDRESS

]

P CODE

O

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

GYN GYNECOLOGY

0000030500

CODE1

SPECIALTY CODE(S) CORRECT AS LISTED

L1 ]
0935055555

L

| wish to apply for Emeritus status:

L

COUNTY

\CI_II_YIIIIWIIIILLIIIIﬁKA_T_g

STREET
STREET

IF CORRECTIONS ARE NECESSARY, PLEASE

ENTER ALL SPECIALTY CODES.

4

( DATE)
DATE DUE

DETACH HERE AND REMIT THIS PORTION WITH FEE
10/01/99

HESERERE I

STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
AMOUNT DUE
$305.00

CT IN SY RESPECT.

v

( SIGNATURE OF APP_LICANT )

IDENTIFICATION NUMBER

CERTIFICATION
I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

OHIO STATE MEDICAL ASSOCIATION
X

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED

ON THIS APPLICATION FOR RENEWAL IS TRUE AND CO,

TR

NEIL RICHARD STRICKLAND,M.D.

22210 HINKLE CREEK RD
NOBLESVILLE IN 46080

35-05-9955-8

THAT | HAYE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998-1999 REGISTRATION

PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE
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CODE2 CODE3

RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL
16101610

ZIP CODE

LAY
STATE

/0000030500

LUl E )

CODE1
.
[

SPECIALTY CODE(S) CORRECT AS LISTED

0935055965 Gu"

]

IF CORRECTIONS ARE NECESSARY, PLEASE

ENTER ALL SPECIALTY CODES.

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

GYN GYNECOLOGY

LS%[FT%«TZ'-MOI LI INIKILIEL ICIRIEIEIKI IRIOIAS] | |
=}

N OIBIL B SV L LLE]

CITY
B LTI oI

STREET
COUNTY

(DATE)
DATE DUE
10/01/01

///333 7-/4-0/

HESESEHE &

STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127
CERTIFICATION
1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,
AMOUNT DUE
$305.00

( SIGNATURE OF APPLICANT )
26060

IDENTIFICATION NUMBER

—w e W

—_

OHIO STATE MEDICAL ASSOCIATION
X

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED
ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY RESPECT.
NEIL RICHARD STRICKLAND,6M.D,
22210 HINKLE CREEK RD
NOBLESVILLE IN 46080

35-05-9955-5

THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1999-2001 REGISTRATION
PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

e e e _m e
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2\élo

RiD
ZIP CODE

L

CODE2 COODE3
a

L

CODE1

Li L

—

L TiNeE] citblic
|

/

Z[/ SPECIALTY CODE(S) CORRECT AS LISTED

ET

R

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

GYN GYNECOLOGY

[

e ) LT e iy

NI BV LB SV L L)
COUNTY

CITY

STREET

IF CORRECTIONS ARE NECESSARY, PLEASE

ENTER ALL SPECIALTY CODES.

;s = ,)
/ S ? RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.

( DATE)
$50 Late Fee Due After

01/01/04

DETACH HERE AND REMIT THfl/S PORTION WITH FEE

2

{ SIGNATURE OF APPLICANT )

RRECT |N EVERY RESPECT.
30500

DATE DUE
10/01/03

NEIL RICHARD STRICKLAND , M.D.
18871 LITTLE CHICAGO RD

NOBLESVILLE IN 46060

STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127
CERTIFICATION
1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,
L IS, TRUE AND (
Ll A,

7

et
AMOUNT DUE
$305.00

C
0935059955

-~

X

THAT | HAVE COMPLETED OR WiLL HAVE COMPLETED DURING THE 2001 - 2003 REGISTRATION
OHIO STATE MEDICAL ASSOCIATION
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED

PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

ON THIS APPLICATION FOR RENE!
35-05-9955-S

IDENTIFICATION NUMBER
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Renewal ID 228064 Page 1 of 2

Date Posted: 2/15/2007 2:55:21 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 35.059955
License Name NEIL STRICKLAND
Email Address

Fees

Relicensure Fee $305.00
Late Fee $50.00

Total Fees $355.00

Specialty Codes
1. Please select one specialty from the field below
....... EMERGENCY MEDICINE
2. Please select one specialty from the field below, if applicable.
....... GYNECOLOGY
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=228064 01/23/2012




Renewal 1D 228064

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

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.
------ metw
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}

1 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, I hereby swear or affirm that the information | have

provided in the application is complete and correct, and that 1 have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=228064

Page 2 of 2

01/23/2012



Renewal 1D 345608

Date Posted: 11/23/2007 6:20:14 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 35.059955
License Name NEIL STRICKLAND
Email Address npstrickland@fuse.net
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... EMERGENCY MEDICINE
2. Please select one specialty from the field below, if applicable.
....... GYNECOLOGY
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?
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Renewal 1D 345608

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, 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.
ooooooo metw
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 1 have complied
with all criteria for applying on line.
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Renewal ID 916876

Date Posted: 8/15/2009 2:07:47 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 35.059955
License Name NEIL STRICKLAND
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... 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?

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

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation 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]

1 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 I have complied
with all criteria for applying on line.
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Renewal ID 1538075

Date Posted: 7/14/2011 1:23:50 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "l 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 35.059955
License Name NEIL STRICKLAND
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

....... YES
Specialty Codes
1. Please select one specialty from the field below
....... 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?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1538075

Page 1 of 4

01/23/2012




Renewal ID 1538075

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

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

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation 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}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 10-14

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose
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3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

....... 0
4. "Education" - preceptor, mentor, etc.
....... 0
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 10-14
2. Enter the number of hours per week spent in "Hospital (in-patient care)"
....... 0
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45429
2. Enter the first county:
....... Montgomery
3. Enter the second zip code:
....... 45241
4. Enter the second county:
....... Hamilton
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered]
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Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... 2-5
3. Multi-specialty Group

....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

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, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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