License Verification

Data As Of 2/28/2012

GARY B BROADNAX
LICENSE NUMBER: 0S6815

Profession
OSTEOPATHIC PHYSICIAN
License/Activity Status
Retired/

License Expiration Date License Original Issue Date
3/31/2008 06/13/1994

Discipline on File Public Complaint
NO NO

Address of Record

No current practice location in Florida - If further information is needed, please contact the
Department of Health at (850) 488-0595.

The information on this page is a secure, primary source for license
verification provided by The Florida Department of Heaith, Division of
Medical Quality Assurance. This website is maintained by Division staff
and is updated immediately upon a change to our licensing and
enforcement database.
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¥ Check Amount
Naﬁonal Womens Health Organlzauon "

i of Cehtral Florida. Inc. EESES  pojosit Date; 02:02-1999

’ - " (e - Ay
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Batch Number 000
. Validation# 98900
' . Check Amount: $ / :
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Deposit Date 02-02-1 899

o  Deposit# 167072 :
December 10, 1998 B ' ‘-Bat%%Number 000
. Validation # 9890
‘ Check Amount $ /00 .

Department of Health A . R
Board of Medicine . e ' i

2020 Capitol Circle SE
BIN #CO03

Tallahassee, FL  32399-3253 - . B

i

Dear Board of Medicine: s

The following physicians would like their licenses revised
to accomodate the dispensing of medicine from their office.

Enclosed you will find a $300 check for the three revisionms
needed.

=

The dlspens:mg locatlon is 2208 Hillcrest Street, Orlando, 32803. . -

Please continue to mail renewal licenses to the address that
is indicated on each license. :

-

) Patrick Joseph Kelly, MD, ME0069167

? Carlito Arrogante, MD, ME0024940 T

Gary Broadnax, DO, 0S0006815

espectfully,

Pat Davis




Practitioner’s Name CGARY B BROADNAX License # 0S0006815
EXHIBIT 1 - REPORT ON PROFESSIONAL LIABILITY CLAIMS AND ACTIONS

Inciude information relating fo liability actions occurring within the previous 10 years. The actions are required to be reported under section 455.697 £.S. You
must submit a completed form for each occurrence. For Allopathic, Osteopathic and Podiatric physicians, copies of reports previously submitted under the
requirements of s. 455.697, FS., (formerly s. 355.247, F.S.) may be submitted in lieu of this exhibit to satisfy this reporting requirement.

Date of occurrence: !/ / Date reported to licensee: / /

Injured person’s name: (tast, first, middle initial)

Strest Address:

City: ' : State; Zip Code:

Age: Sex;

Date of suit: / /

List other defendants involved in this claim:

1. 2.

3 4.

.Date of final claim disposition: / /

Was there an itemized verdict? CiYes [INo  (If “YES®, attach copy of settiement verdict)

Indemnity paid on behalf of this defendant: $

Loss adjustment expense paid to defense counsel: $

All other loss adjustment expense paid: B

Name of institution at which the injury occurred:

Location of injury occurrence:

____Patient's Room — Physical Therapy Dept. — Radiology — Labor & Delivery Room
—— Operating Suite — Nursery ___ Emergency Room __ Special Procedure Room
—__ Recovery Room __ Critical Care Unit ___ Other

. Final diagnosis for which treatment was sought or rendered.

Describe misdiagnosis made, if any, of the patient’s actual condition.

Describe the operation, diagnostic or treatment procedure causing the injury. Use nomenclature and/or descriptions of the procedures used. Include method
of anesthesia, or name of drug used for treatment, with detail of administration.

Describe the principal injury giving rise to the claim. Use nomenclature and/or descriptions of the injury. Include type of adverse effect from drugs where
applicable.

Safety management steps taken by the licensee to make similar occurrences less fikely.

| affirm that thess statements are true and correct and recognize that providing faise information may result in disciplinary action against my license or criminal
penalties pursuant to Sections 455.624, 458.327, 458.331, 459,013, 459.015, 460.413, 461.013, 775.082, 775.083, and 775.084, Florida Statutes.

Signature of Physician:

Our records indicate the following reported claims:
Incident Settismant Incident Settlement incident Settiement incident Settiement Incident Settiement
Date Date Date Date Date Dats Date Dats Date
04/11/1996 12 '7

(%] il
____'_—5__@‘;1"[:._._.
b

®
B




License Verification

Data As Of 2/28/2012

GARY B BROADNAX
LICENSE NUMBER: OS6815

Profession

OSTEOPATHIC PHYSICIAN

License/Activity Status

Retired/

License Expiration Date License Original Issue Date
3/31/2008 06/13/1994

Discipline on File Public Complaint

NO NO

Address of Record

No current practice location in Florida - If further information is needed, please contact the
Department of Health at (850) 488-0595.

The information on this page is a secure, primary source for license
verification provided by The Florida Department of Health, Division of
Medical Quality Assurance. This website is maintained by Division staff
and is updated immediately upon a change to our licensing and
enforcement database.



STATE OF FLORIDA
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

INACTIVE RECEIPT

NOTICE: THIS IS A RECEIPT FOR YOUR INACTIVE RENEWAL FEE. THIS ISNOT A LICENSE AND MAY NOT BE
USED FOR PURPOSES OF EMPLOYMENT. YOU WIiLL NOT RECEIVE A LICENSE TO PRACTICE YOUR PROFESSION IN
THE STATE OF FLORIDA UNLESS OR UNTIL YOU REACTIVATE TO ACTIVE STATUS. SHOULD YOU WISH TO DO SO,
PLEASE CONTACT THE DIVISION OF MEDICAL QUALITY ASSURANCE AT (850) 488-0595 FOR INFORMATION.

.GARY B BROADNAX RECEIPT PRINTED: 03/18/2004

EOPY CORPY €O
COPY COPY COPY.

(7/98) RETAIN THIS COPY FOR YOUR RECORDS OS 6815 13440

EXPIRATION DATE. MARCH 31, 2006
YOUR LICENSE NUMBER IS 0S 6815 ,PLEASE USE T IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL
SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

[ ] REQUEST DUPLICATE LICENSE

SIGNATURE REQUIRED
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
P.0.BOX 6320
TALLAHASSEE, FLORIDA 32314-6320
D NAME CHANGE (ATTACH LEGAL DOCUMENTATION) D MAILING ADDRESS CHANGE
FROM:
FIRST MIDDLE
TO:
LAST FIRST MIDDLE .
CITY STATE ZIP
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 323998-3260
GARY B BROADNAX
PO BOX 2246

AUGUSTA, GA 30903
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Clinical Instructor

Nedical College of Geoxgia

Juns 1978

Chief, Department of Cbstetrics and Gynecology
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July 1978
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and Gynecological surgery Consultant
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l Regional Comsultant:

artin Army Community Hoapital
o Fort Bemning, GA d

' 2. Blanchfield Aray Community Nospital

2 Fort Caapbell, Xy
Monorief Army Comaunity Hospital
yort Jackson, SC

Noble Army Community Bospital
Fort NoClellan, AL

*

Sayne-Jones Axmy Community Hespital
Foxt Polk, IA il

ST Lyster Aray Comsunity Nospital
. Fort Ruaker, AL
Puttle Aray Community Hompital
: . Fort Stewaxt, GA
II - CORKITTRES:
. : Chairman, Eisenhower Army Nedical Center Risk
. . Sanagement Committes, 1986 - 1989
N Risenhower Quality Assurance Committes
I! ‘.;m, Bisenhower Therapsutic Agents Board
Risenhower te Kealth Care Sxecutive
Composi Systea

Mesber, Executive Committes - Department of
OB/GYR, Nedical College of Geoxyia

. Nember, Medical Advisory Committes, Planned
W«mwmh
Nember, Resident Selection Committes, Departmsnt
of OB/GYN, Nedical College of Georgia




Diplomats, Amsrican Board of Obstetrics and
mg,mmumum
Geoxgia Obstetrical and Gynecological Sooiety

Obstatrical and Gynecologiocal Society
m. 198¢ - 1988

mmmm‘umw‘m
BORORA/ANARDS

§

and Gynscologists

President - Aungusta and
Socisty, 1984 ~ 1988 Gynecological

Nargaret Sanger Award, Plarmed Parsnthood
Pedaration of America, 1989

HEILIZARY
Bromse Star with Oak leaf Cluster
Heart

&mw 1

with Cak leaf Cluster
Army Achievement Nedal

Order of Rilitary Nedioal Nerit

Vietnamese Gallantry Cross

Vietnan Service Nedal

National Defense Nedal

Combat Nedical Badge

mmW Wings
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FRESENTATIONE (continued) -
18 - 11th Annual 8till
Healthy y 2. Still
Bospital, Jefferson City, Eissouri, 1983
. Rissouri Bociety of
ot Mot ionn Gl To0s o0 Sineral Prestioe. “inots
City, Missouri, 21986 .

Same, el o x st v, :
Sonntel e, Fitvah Tatand, South Gatalinas T
South Carolina, 1989 o ’

Redleat devositioe, Satensporis, Iaiiana, 1089 e
: T, B

Jost
South Carelina, 1539

P e A s T
Sclances, Garaisch, Mest Germany, 1990 . .

Oraecology Nadical Bducetion Progres, S

Services tniversity of Health Sciences, S

Garxnisch, West Germany, 19%0 :
obstetrics and

Oattoraed’ of Bealth Solences
Services University of Health So 0
Garmisch, West Germany, 1990

.,. e -
Sl Doty o ey
of Bealth

University Solences, Willingen, Germany, 1992
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Lawion Chiles, Gotvrmer Civeonpe Shudet, Secniary '

APPLICATION BY: BNNB '
EXPIRATION DATE: 5/8/98

T0: Gary Burks Broadnax, D.O. From: Nelissa Coggins
1409 Waters Rdgs Drive
Auguste, GA 30901-1048

This is to advise that we havs received your application for
Licensurs, the items indicated below are needed to complets your file.

1.

exenption to
. (. ) Notariszsd copy of legal name change dooument.
/:. {W) Verificsticn of licensurs from the state(s) of: GA
8. { ) 3 letters of recommendation from physicians (MND
latters must he on letterhesd paper and addressed 70 THE DOARD OF

OSTROPATHIC .
16, { ) Proof of 3 hours HIV/AIDS CNE credits.
11. (XX} Other: ANA-approved training

{ ) Internship Bvaluation: 8tatf Privileges Verification: .
Walter Rebd Army Nedicai conter * |

{ ) Residency Evaluation:

IF YOUR I8 CONPLETE 30 DAVS PRIOR 70 THE DATE OF THE MNEXT
NEETING, IT CAR BE SCREDULED ON THE AGENDA AT THAT NEETING. WE CANNOT ASSURE
THAT LESS THAN THIRTY DAYS PRIOR TO A BOARD NEEXTING

!
1
]
E

Tologhons (904 922633

B R e TN
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Active Dispensing Osteopathic Physician License # OS 6815 expires January 31, 2002.

To awoid a delinquent charge, the fee of $554.00 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $754.00.

Current Mailing Address:

GARY B BROADNAX Licénsaes Last Narrie First Mﬁm

1408 WATERS EDGE DRIVE
AUGUSTA, GA 30901

Atn:
Street Address:

' Current Practice Location: ; New Practice Lﬁcatizﬁn:
1409 WATERS EDGE DRIVE Attn:
AUGUSTA, GA 30901 Street Address:
City: State: Zip:
Phone: ( )

Description Department Information Information is Accurate Correct Information
Social Security # ) Yes () No
Date of Birth 06/01/45 (D Yes C O No
Sex Male () Yes C ) No
Race White (O Yes (O No

Race Options: White, Black, Native, Asian, Other, Hispa

nic& notgiven

ONTHEF

MILETARC ST e &
O | am requesting Military Restricted Status. (Military Restricted must submit
your current active duty orders or a letter from your Commanding Officer.)
(O Please remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Officer.)

2
N RS

bores e
proof of active military duty. Attach a copy of

A. Internet E-Renewal: Web address http://www.doh state.fl.us/erenewal
E-Renewal allows you to make address changes. E-Renewal does not allow you to renew online by adding or removing a
status, such as paying a delinquency fee or changing a license status. Due to high wlume, allow sufficient time to renew
since e-Renewal will not be available after midnight Eastern Time (ET) January 31, 2002. E-Renewal will require the
following information:

PIN Number:
License Number: OS 6815
B. U.S. Mail:
Mail this completed renewal form and fee payable to the Department of Health to:

P.O. Box 6320
Tallahassee, Fiorida 32314-6320

File Number: 5554 20 20 Sequence Number: 11 |mm
. 8

8 6 8 1 5 =«




FINANCIAL RESPONSIBILITY

The Financial Responsibility options are divided into two categories, coverage and exemptions.
" Choose only ONE option of the ten provided pursuant to s.459.0085, Fiorida Statutes.

CATEGORY | - CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

O,

-l
s

Oa

Os.

| do not have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of
$100,000/$300,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

| have hospital staff priviieges and | have established an irrevocable letter of credit or escrow account in an amount of
$250,000/$750,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

i do not have hospital staff privileges and | have obtained and maintain professional liability coverage in an amount not less
than $100,000 per claim, with a minimum annual aggregate of not less than $300,000 from an authorized insurer as defined
under s. 624.09, F. S., from a surplus lines insurer as defined under s. 626.914(2), F.S., from a risk retention group as defined
under s. 627.942, F.S., from the Joint Underwriting Association established under s. 627.351(4), F. S., or through a plan of
self-insurance as provided in s. 627.367, F.S. | further certify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance; | will
purchase retroactive coverage for the two years proceeding my inception date of coverage. | further certify that in the event my
coverage is terminated or that | desire to become uninsured and meet the financial responsibility requirements through other
provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which may have occurred during the two years
preceding my becoming uninsured.

| have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09, F. S., from a surplus
lines insurer as defined under s. 626.914(2), F. S., from a risk retention group as defined under s. 627.942, F.S_, from the Joint
Underwriting Association established under s. 627.351(4), F. S., or through a plan of self insurance as provided in s. 627.367, F .S.
I further certify that | have been continuously insured with an entity as outiined above for the past two years (retroactive coverage)
or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. | further certify that in the event my coverage is cancelled or that | desire to become uninsured and
meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for
incidents which may have occurred during the two years preceding my becoming uninsured.

I have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgements up to the
minimum amounts pursuant to s. 458.320(5)(g)1 or 459.008S(5)(g)1, F. S. | understand that | must either post notice in the
form of a "sign” prominently displayed in the reception area or provide a written statement to any person to whom medical
sefvices are being provided that | have decided not to carry medical malpractice insurance. | understand that such a sign or
notice must contain the wording specified in s. 458.320(5)(g) or 450.008S(5)(g), F. S.

CATEGORY |l - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

Oes.

7.
Oes.
Oao.

I practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or
subdivisions;

I hold a limited license issued pursuant to s. 458.317 or 459.0075, F. S., and practice only under the scope of the limited license;
| do not practice medicine in the State of Florida;
| meet ali of the following criteria:

(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years,
(b) 1 am retired or maintain part time practice of no more than 1000 patient contact hours per year,
(c) I have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;

(d) I have not been convicted of or pled guilty or nolo contendere to any criminal violation specified in Chapter 458 or 459,
F.S.;and

(e) I have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period
of three years or longer, or a fine of $500 or more for a violation of Chapter 458 or 459, F.S., or the medical practice act of
another jurisdiction. A regulatory agency's acceptance of a relinquishment of license stipulation, consent order or other
settiement offered in response to or in anticipation of fiing of administrative charges against a licehse shall be construed as
action against a license. | understand if | am claiming an exception under this section that | must either post notice in the
form of a sign, prominently displayed in the reception area or provide a written statement to any person to whom medical
services are being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or
notice must contain the wording specified in s. 458.320(5)(t) or 459.0085(5)(t), F. S.; or

(10. 1 practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitais. (Interns and

residents do not qualify for this exemption).
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COPY - NOT A VALID LICENSF. - COPY

AT LEAST 90 DAYS PRIOR TO THE

EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
RENEWAL WILL BE SENT TO

YOUR LAST KNOWN ADDRESS.

COPY - NOT A VALID LICENSE - COPY 1R oous then

PLEASE CALL (85D) 410-3358.

EXPIRATION DATE: MARCH 31, 2004
YOUR LICENSE NUMBER IS OS 8815 PLEASE USEIT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL

SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,

OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED

UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL

SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

[ ] REQUEST DUPLICATE LICENSE

SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3280

D NAME CHANGE (ATTACH LEGAL DOCUMENTATION) D MAILING ADDRESS CHANGE
FROM:
LAST FIRST MIDDLE
TO:
LAST FIRST _ MIDDLE e, STATE 7P
DH 2103, 5/08
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32398-3260

GARY B BROADNAX
PO BOX 2246
AUGUSTA, GA 30903




FLORIDA DEPARTMENT OF

Jeb Bush

Robert G. Brooks, M.D.
Governor

Secretary

August 15, 2001

GARY B BROADNAX, D.O.

1409 WATERS EDGE DRIVE
AUGUSTA, GA-30901

Dear Dr. BROADNAX

The information published in your practitioner profile is printed below. In carrying out our legislative mandate to
publish physician profiles, we want to do everything we can to ensure the information that is published is correct.
You have the opportunity to review the data for any changes, corrections, and/or omissions. Under Section
456.042, Florida Statutes, you have thirty (30) days from the date you receive this letter to submit changes to 4052
Bald Cypress Way, Bin # C10, Tallahassee, Florida 32399-3260. If you have no changes, your profile will remain
as it appears on the World Wide Web. Listed below is information that you should review carefully.

Florida law requires you to report all disciplinary action taken by facilities, including those outside the state of
Florida. Piease review and identify any action which was taken by a hospital or ambulatory surgical
center in Florida, this discipline will not be published in the profile.

In addition, state law requires that all criminal convictions must be reported to the department pursuant to
Section 456.039(1)(a)7, Florida Statutes. If your criminal conviction was expunged or the records were sealed,
please send a copy of the court order expunging or sealing the records. :

() My profiling information is correct

O My profiling information is incorrect; changes are noted below.

L Practitioner Information
License Number :6815 License Status : ACTIVE CLEAR
Profession : Osteopathic Physician Year Began Practicing :01/01/1973

Primary Business:

1409 WATERS EDGE DRIVE
AUGUSTA GA 30901

Secondary Locations:

Staff Privileges:
This practitioner does not currently hold staff privileges at any hospital/medical/health institution in Florida.
To confirm out-of state staff privileges please see other afiliations.

Faculty Appointments:

This practitioner has had the responsibility for graduate medical education within the last 10 years.

4052 Bald Cypress Way, Bin # C10, Tallahassee, Florida 32399-3260

68151




This practitioner currently holds faculty appointments at the following medical/health related institutions of
higher learning:

Title : Institution : City : State

1. FACULTY : MEDICAL COLLEGE OF GEORGIA : *** : GEORGIA

Participates in Medicaid Program:
No
L. Education and Training

Medical School : Dates of Attendance : Graduation Date : Degree Title
1. CHICAGO COLLEGE OF OSTEOPATHIC : 09/01/1969 - 06/01/1973 : 06/01/1973 : DO

Other Heaith Related Degrees:
The practitioner did not provide this mandatory information.

.  Professional and Postgraduate Training
This practitioner has completed the following graduate medical education:
Program Name : Program Type : Specialty Area : City : State/Country : Dates Attended

1. WALTER REED ARMY MEDICAL CENTER : INTERNSHIP : OBG - OBSTETRICS AND GYNECOLOGY
: WASHINGTON : DISTRICT OF COLUMBIA : 7/1/73 - 6/30/74

2. WALTER REED ARMY MEDICAL CENTER : RESIDENCY : OBG - OBSTETRICS AND GYNECOLOGY
: WASHINGTON : DISTRICT OF COLUMBIA : 7/1/74 - 6/30/77

IV. Specialty

This practitioner holds the following certifications from speciaity boards recognized by the Florida board
which regulates the profession for which he/she is licensed:

Specialty Board : Certification

1. AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY : OBG - OBSTETRICS AND GYNECOLOGY

V.  Optional Information

Committees:/Memberships

This practitioner has not indicated any committees on which they serve for any health entity with which they
are affiliated.

Professional or Community Service Awards

This practitioner has not provided any professional or community service activities, honors, or awards.

Publications

This practitioner has not provided any publications that he/she authoredin peer-reviewed medical literature
within the last ten years.

Languages Other Than English

This practitioner has not indicated that any languages other than English are used to communicate with
patients, or that any translation service is available for patients, at his/her primary place of practice.

4052 Bald Cypress Way, Bin # C10, Tallahassee, Fiorida 32399-3260

6815-2



Other Affiliations

This practitioner has provided the following national, state, local, county, or professional affiliations:
1. GEORGIA ©OBSTETRIC AND GYNECOLOGICAL SOCIETY

2. AUGUSTA OBSTETRIC AND GYNECOLOGICAL SOCIETY

3. STAFF PRIV/UNIVERSITY HOSPITAL/AUGUSTA,GA

4. STAFF PRIV/MEDICAL COLLEGE OF GA/AUGUSTA GA

E-Mail Address
Not Provided
Other State Licensure

This practitioner has not indicated any additional state licensure.

VI.  Financial Responsibility
1 do not practice medicine in the State of Florida.

VI. Criminal Offenses

The criminal history information, if any exists, will be incomplete; federal criminal history is not
available to the public. The criminal history information provided by the practitioner has not been
-completely verified at this time. All criminal history checks should be completed by March 2000.

This practitioner has indicated that he/she has NO criminal offenses.

VI. Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include disciplinary action taken by a
hospital or ambulatory surgical centers licensed under chapter 395, F.S.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a specialty board.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a licensing agency.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against himvher
within the previous 10 years by a health maintenance organization, pre-paid health clinic, nursing home,
out-of-state hospital or out-ofstate ambulatory surgical center.

This practitioner has indicated that he/she has NEVER been asked to or allowed to resign from or had any
medical staff privileges restricted or revoked within the previous 10 years by a health maintenance
organization, pre-paid health clinic, nursing home, out-of-state hospital or out-of-state ambulatory surgical
center.

IX. Liability Claims Exceeding $5,000.00 (Within last 10 years)

Settlement of a claim may occur for a variety of reasons that do not necessarily reflect negatively on
the professional competence or conduct of the physician. A payment settiement of a medical
malpractice action or claim should not be construed as creating a presumption that medical
malpractice has occurred.

There have not been any reported liability actions, which are required to be reported under section 455697,
F.S., within the previous 10 years.

4052 Bald Cypress Way, Bin # C10, Tallahassee, Florida 32389-3260

6815-3




If you wish to make changes to the profile after it has been pUinshed, please submit them to 4052 Bald Cypress
Way, Bin # C10, Tallahassee, Florida 32399-3260.

If you have any questions or comments, please call (850)488-0595, Press 6, Monday through Friday, 8:00 a.m. to
5:00 pm., ET.

Sincerely,

Bureau of Operations

4052 Bald Cypress Way, Bin # C10, Tallahassee, Florida 32399-3260

68154
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AC#COP Y STATE OF FLORIDA '

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE p
DATE LICENSE NO. CONTROL NO. w Sg g

ZL
01/13/2000 0S 6815 2340 3 § 257 £
3 kg <
THE OSTEOPATHIC PHYSICIAN R Eé ] 8
NAMED BELOW HAS MET ALL REQUIREMENTS OF 3 3£ 8 &
THE LAWS AND RULES OF THE STATE OF FLORIDA.  QUALIFICATION(S): £3 5 x 2
[ : B g
. VX £, § S
: 28 :
AUGUSTA, GA_ 30901 z gig2 o« £
ge— JB5F & ¢
543 ESEE & ¢

AT LEAST 90 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
RENEWAL WILL BE SENT TO

COPY - NOT A VALID LICENSE - COPY (%5, Aarsiom sotacss.

YOUR NOTICE 60 DAYS PRIOR
TO THE EXPIRATION DATE,
PLEASE CALL (850) 410-3359.

EXPIRATION DATE: JANUARY 31, 2002
YOUR LICENSE NUMBER IS OS 6815 JPLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL.
SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

(] REQUEST DUPLICATE LicENSE

SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

[_] NAME CHANGE (ATTACH LEGAL DOCUMENTATION) [_] MAILING ADDRESS CHANGE
FROM:
MIDDLE
TO:
LAST FIRST MIDDLE
CiTY STATE . ZIP
DH 2103, 5/98
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

GARY B BROADNAX

1409 WATERS EDGE DRIVE
AUGUSTA, GA 30901
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Florida Department of Health - Board of Osteopathic Medicine
, , License Renewal Notice
Inactive Osteopathic Physician License # 0S 6815 expires March 31, 2008,

The fee of $230.00 and the renewal notice mustbe postmarked on or before March 31, 2008. Renewal
notices postmarked on or afler April 01, 2008 require renewal and delinquent fees of $630.00.

1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE LOCATION:
This address will be used for all correspondence from the Department of Health. This address will be printed on your license and posted on the intemet.
GARY B BROADNAX GARY B BROADNAX
PO BOX 2246 1289 BROAD ST
AUGUSTA, GA 30903 AUGUSTA, GA 30901
3. RENEW YOUR LICENSE ONLINE:
Visit www flhealthgource.com. from our main page, select Licensee/Provider, go to the Practitioner Logon boxon the left

side ofthe page, select your profession and enter your Account ID and password. if you are requesting a status change, you
will be ineligible to renew your license online. Renew online and receive a temporary license immediately. The system will be
available for renewals until midnight, Eastern Standard Time (EST), March 31, 2008.

The online system will also allow you to update your address and confirm licensure information maintained by the Department.
4. CHANGE OF LICENSE STATUS:

O I request reactivation from inactive to active. The fee of $630.00 and renewal notice mustbe postmarked on or before
March 31, 2008. Renewal notices postmarked on or after April 01, 2008 will require renewal and delinguent fees of $1,130.00.

(Note: Additional requirements may be applicable. Visit our web site at http/iwww.doh.state flus then click on Health Care
Professions and select your profession to get information and contacts.)

§. CHANGE TO MILITARY STATUS:

O | am requesting Military Restricted Status. (You must submit proof of active military duty. Attach a copy of your current active duty

orders or a letter from your Commanding Officer.) The fee for military restricted on or before March 31, 2008 is $00.00. The fee
on or after April 01, 2008 is $00.00.

R HANGE TO RETIRED STATUS:
B 2m requesting retired status. The fee for retired status on or before March 31, 200is $55.00. The fee for retired status on or
Jafter April 01, 2008 is $555.00.
IRSPENSING:
O Iam renewing active status and I wish to dispense medicinal drugs for a fee from my practice location. | understand an annual
inspection of my dispensing records will be conducted. The fee for registration as a dispensing fimdiions BatenMN2008

addition to your renewal fee. Depos:t Date : 110/2008

8. FINANCIAL RESPONSIBILITY: Bt Nombar 001013102
Please complete the enclosed Financial Responsibility form. Please select ONLY O) Validation # : 9'071 30080
form. Check Amount : $55.00

9. OTHER INFORMATION: PRO_CDE : 1901

By submitting the appropriate renewal fees to the Department, a licensee certifies compiance witn all requirements for
renewal, including continuing education credits.

A licensee who remains on inactive status for more than two consecutive biennial licensure cycles and who wishes to

reactivate the license may be required to demonstrate the competency to resume active practice by sitting for a special
purpose examination or by completing other reactivation requirements.

Avoiding complaints can protect your clients and your ability to practice. Go to www.doh.state fl.us/mgalaveid.html to find out
more. .

Verify your‘ Continuing Education credits. Visit www.cebroker.com to find out more.

T L
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10. CHANGES TO CURRENT LICENSE INFORMATION:
(O CHANGE OF NAME: '

Name changes require legal documentation showing the name change. Please make sure thata photocopy of one of the
following accompanies this form: a marriage license {marriage license must indicate the original signature and seal from the
clerk of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g., adopfion, name change
or federal identity change). Any one of these will be accepted unless the department has a question about the authenticity of
the document. Adriver's iicense or social security card is not considered legal documentation.

if the name change cannot be completed, your license will be renewed using the current name.

Last

First Middle Title Suftfix Qualifier

(O CHANGE OF MAILING ADDRESS:

Attention
———

Strest Address Apt./Suite No,

City State Zip Code Country (if outside U.S.)
(O CHANGE OF PRACTICE LOCATION:

Attention

Street Address Apt./Suite No.

City State Zip Code Country (if outside U.S.)

if you are renewing to actfve status, would you be available to provide health care services in special needs
shelters or to help staff disaster medical assistance teams during times of emergency or major disaster?

QO ves

CHECKLIST FOR MAILING RENEWAL FORM:

if mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a smooth
renewal. If renewing by mail, allow 2 - 4 weeks processing time.

REQUIRED:

¢ Renewal notice

C Cashier's Check or Money Order written to the Department of Health
O Financial Responsibility form (check only one item on the FR form)
& Updated paper copy of Profile

O Mail to: PO Box 6320, Tallahassee, Florida 32314-6320




\

Dr. Gary B. Broadnax

~ P.O.Box2246

Augusta, GA 30903-2246
Name

Financial Responsibility Form
Osteopathic Physician

The Financial Responsibility options are divided into two categories, coverage and exemptions. Choase ONLY ONE option
that best describes your situation. '

Check only one option.

O1.  Ido not have hospital staff privileges and I have obtained and maintain professional liability coverage in an amount not
less than $100,000 per daim, with a minimum annual aggregate of not less than $300,000,from an authorized insurer as
defined under 5.624.09 FS, from a surplus lines insurer as defined under 5.626.914(2)FS, from a risk retention group as
defined under 5.627.942 FS, from the Joint Underwriting Association established under 5.627.351(4)FS, or through a plan
of seif-insurance as provided in s.627.357 FS.

0O2. I have hospital staff privileges and I have obtained and maintain professional liability coverage in an amount not less
than $250,000 per claim, with a minimum annual aggregate of not less than $750,000,from an authorized insurer as

O3. 1do not have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit,
established pursuant to chapter 675 FS, in an amount of not less than $100,000 per claim with a minimum aggregate
availability of credit of not less than $300,000.The letter of credit shall be payable to the osteopathic physician as

O4. 1 have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit, established
pursuant to chapter 675 FS, in an amount not less than $250,000 per claim, with a minimum aggregate availability of
credit of not less than $750,000.The letter of credit shall be payable to the osteopathic physician as
beneficiary upon presentment of a final judgment indicating liability and awarding damages to be paid by the osteopathic
physician or upon presentment of a settiement agreement signed by all parties to such agreement when such final
judgment or settiement is a result of a claim arising out of the rendering of, or the failure to render,
medical care and services. Such letter of credit shall be nonassignable and nontransferable. Such letter of credit shall be

O5. Ihave decided not to Carry malpractice insurance or otherwise demonstrate finandial responsibility; however, 1 agree to
satisfy any adverse judgments pursuant to the terms and conditions contained in 5.459.0085(5)(g),FS. I understand

Such sign and statement shall state that: Under Florida law, osteopathic physicians are generally required to carry
medical malpractice insurance or otherwise demonstrate financial responsibility to cover potential daims for medical
is permitted under Florida law subject to certain conditions. Florida law imposes strict penalties against noninsured
osteopathic physicians who fail to satisfy adverse judgments arising from claims of medical malpractice. This notice is
provided pursuant to Florida law,

SEE OPPOSITE SIDE FOR EXEMPTIONS




Exemptions .
I am exempt from demonstrating financial responsibility because:

O1.  Ipractice medicne exdusively as an officer, employee, or agent of the federal government, or of the state
or its agencies or its subdivisions.

02. Ihold a limited license issued pursuant to 5.459.0075, F.S., and practice only under the scope of such
limited license.

0O3.  Ipractice only in conjunction with my teaching duties at a college of osteopathic medicine. (Residents do

. not qualify for this exemption.)

‘. I do not practice osteopathic medicine in the State of Florida. I will notify the department immediately before
commencing practice in the state.

as. I am exempt from demonstrating financial responsibility due to meeting all of the following criteria: 1) I have held an
active license to practice in this state or another state or some combination thereof for more than 15 years. 2)I am
retired or maintain part-time practice of no more than 1,000 patient contact hours per year.3)I have had no more than 2
dlaims resulting in an indemnity exceeding $25,000 within the previous § year period. 4) I have not been convicted of,
or pled nolo contendere to any criminal violation specified in 5.459, F.S., or the practice act of any other state. 5) I have
not been subject, within the last 10 years of practice, to license revocation or suspension for any period of time,
probation for a period of 3 years or longer, or a fine of $500 or more for a violation of s. 459, F.S,, or the medical
practice act of another jurisdiction. The regulatory agency's acceptance of an osteopathic physician's relinquishment of a
license, stipulation, consent order, or other settiement, offered in response to or in anticipation of the filing of
administrative charges against the osteopathic physician's license, shall be construed as action against the physician's
license for the purposes of this section. I understand that I shall be required either to post notice in the form of a sign
prominently displayed in the reception area and clearly noticeable by all patients or to provide a written statement to any
person to whom medical services are being provided. Such sign or statement shall state that: Under Florida law,
osteopathic physicians are generally required to carry medical malpractice insurance or otherwise demonstrate financial
responsibility to cover potential claims for medical malpractice. However, certain part-time osteopathic physicians who
meet state requirements are exempt from the financial responsibility law. YOUR OSTEOPATHIC PHYSICIAN MEETS
THESE REQUIREMENTS AND HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE. This notice is
provided pursuant to Florida law.

AFFIRMATION: 1 affirm that all statements given above are true and correct and recognize that providing faise information may

result in disciplinary action against my license or criminal penalties pursuant to Sections
456.072,459.013,459.015,775.082,775.083,and 775.084,Florida Statutes.

_g.g_@mégg\ 12 37)2007
Signatu Date ! 4




=:~::—=-:_:—= —:-——::: —:— =:==:~ —:-::— n”.

Swt

OZE 9-HIEZE 73 vrvroymogro ).

qzE), *oC Q)
ey ]

4 T WNd BOOZ NVL 20

60€ VYD visNonvy

7Y4 ow .wﬂwﬁw” E .



Inactive Osteopathic Physician License # OS 6815 expires March 31, 2008. £
The fee of $230.00 and the renewal notice must be postmarked on or before March 31. 2008. Renewal| §
notices postmarked rafter April 01, 2008 require renewal and delinquent fees of $630.00. Z

This J;!” will be used for all correspondence from the Department of Health. This address wili be printed on your license and posted on the internet.
GARY B BROADNAX GARY B BROADNAX

PO BOX 2246 1289 BROAD ST

AUGUSTA, GA 30903 AUGUSTA, GA 30901

Visitwww.flhealthsource.com, from our main page, select Licensee/Provider, go to the Practitioner Logon box on the left
side of the page, select your profession and enter your Account ID and password. If you are requesting a status change, you
will be ineligible to renew your license online. Renew online and receive a tem porary license immediately. The system will be
available for renewals untii midnight, Eastern Standard Time (EST), March 31, 2008.

Th li

d confirm licensure information maintained by the Department.

O | requestreactivation from inactive to active. The fee of $630.00 and renewal notice must be posimarked on or before
March 31, 2008. Renewal notices postmarked on or after April 01, 2008 will require renewal and delinquentfees of $1,130.00.

(Note: Additional requirements maybe applicable. Visitour web site at http/iwww.doh.state.fl.us then click on Health Care
Professions and select your profession to getinform ation and contacts.)

O lam requesﬁng Militaryﬁés  Sta ubmit proof of active military duty. Attach a copy of your current active duty

orders or a letter from your Commanding Officer.) The fee for military restricted on or before March 31,2008 is $00.00. The fee
on'or after April 01, 2008 is $00.00.

re March 31, 2008 is $55.00. The fee for retired status on or

o} .
after April 01, 2008 is $555.00.

O am renewing active status and | wish to dispense medicinal drugs for a fee from my practice locati

ins pection of my dispensing records will be conducted. The fee for registration as a dispensing practitioneris $100.00 in
addition to your renewal fee.

Please complete the enciosed Financial Responsibility form. Please select ONLY
form

By submitting the appropriate renewal fees to the Department, a licensee certifies com pliance with all requirements for
renewal, including continuing education credits.

Alicensee who remains on inactive status for more than two consecutive biennial licensure cycles and who wishes to
reactivate the license may be required to demonstrate the competencyto resume active practice by sitting for a special
purpose examination or by completing other reactivation requirements.

Awiding complaints can protect your clients and your ability to practice. Go to www.doh.state.fl.us/im qalaveid.htm! to find out
more.

Verify your Continuing Education credits. Visit www.cebroker.com to find out more.

B w7, ENENEERRENA
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Name changes require legal docum entation showing the name change. Please make sure thata photocopy of one of the
following accompanies this form: a marriage license (marriage license must indicate the original signature and seal from the
clerk of the court), a divorce decree indicating restoration of your maiden nam e, or a courtorder (e.g., adoption, name change,
or federal identity change). Any one ofthese will be accepted unless the departmenthas a question about the authenticity of
the docum ent. A driver's license or social security card is not considered legal docum entation.

if the name change cannot be com pleted, your license will be renewed using the current name.

Last First Middie Title Suffix Qualifi

Attention
Street Address Apt./Suite No.
City State Zip Code Country (if outside U.S.)

Attention

Street Address Apt./Suite No.

Zip Code Country (if outside U.S.)

oo
if mailing your renewal form, use the checklist below as a guide for enciosing all the required items to ensure a smooth
renewal. If renewing by mail, allow 2 - 4 weeks processing time.
REQUIRED: C© Renewal notice
O Cashier's Check or Money Order written to the Departm ent of Health
€ Financial Responsibility form (check only one item on the FR form)
O Updated paper copy of Profile
€ Mailto: PO Box6320, Tallahassee, Florida 32314-6320




STATE OF FLORIDA
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

INACTIVE RECEIPT

NOTICE: THIS IS A RECEIPT FOR YOUR INACTIVE REN
USED FOR PURPOSES OF EMPLOYMENT. YOU WILL N
THE STATE OF FLORIDA UNLESS OR UNTIL YOU REAC
PLEASE CONTACT THE DIVISION OF MEDICAL QUALITY AS

EWAL FEE. THIS IS NOT A LICENSE AND MAY NOT BE

IOT RECEIVE A LICENSE TO PRACTICE YOUR PROFESSION iN
TIVATE TO ACTIVE STATUS. SHOULD YOU WISH TO DO SO,
SURANCE AT (850) 488-0595 FOR INFORMATION.

ross i TN (TN TINTID [/ REspreeumeDs
=ELY COPY COpe..

COPY COPY COPY

. LICENSE NO. CONTROL NO.
(7/38) RETAIN THIS COPY FOR YOUR RECORDS OS 6815 19223

EXPIRATION DATE: MARCH 31, 2008
YOUR LICENSE NUMBER IS OS 6815 PLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING

NG OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE

AMOCHVEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.
[ REQUEST DUPLICATE LICENSE
SIGNATURE REQUIRED
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
P.0.BOX 6320
TALLAHASSEE, FLORIDA 32314-6320
|| NAME CHANGE (ATTACH LEGAL DOCUMENTATION) [ ] MAILING ADDRESS CHANGE
FROM: —
LAST FIRST MIDOLE
TO:
LAST FIRST MIDDLE
cIy STATE ZIp
DEPARTMENT OF HEALTH
OIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
4052 BALD CYPRESS WAY, BIN #C18
TALLAHASSEE, FLORIDA 32399-3280
GARY B BROADNAX
PO BOX 2246

AUGUSTA, GA 30903




sician License # OS 6815 e

Active Osteopathic Phy.

The fee of $430.00 and the renewal notice must be postmarked on or before March 31, 2004,

—_— e

Renewal notices postmarked on or after April 01, 2004 require renewal and delinquent fees of
$830.00.

This address will be used for all correspondence This address will be printed on your license
from the Department of Health. and posted on the Intemnet.

GARY B BROADNAX 1289 BROAD ST

PO BOX 2246 AUGUSTA, GA 30901

AUGUSTA, GA 30903

(706) 791-6395

Go to www.doh-mgaservices.com and renew your license, change your address, update your profiie, and confirm information
maintained by the Department Listed below is your user id and password for online services. If you renew online, you will
receive a temporary license upon successful completion of your renewal. Online renewals are processed immediately and your
license status is updated online within seven business days.

If you have any changes to the name, mailing address, practice location address, license status or military
status information associated with your license. Please provide the updated information in the appropriate
fields of section 7 on the back of this form.

AERE ARE TWO RENEWAL METHODS AVAILABLE
A. Online Renewal: Visit www.doh-mgaservices.com and click on Renew My License to renew your license
online. If you are requesting a status change you will be ineligible to renew your license online. The system will be
available for renewals until midnight, Eastem Standard Time (EST), March 31, 2004. To use the online system,
you will need the following information:

Account ID:
Password

(Note: Account Id and Password must be entered exactly as they appear.)

The online renewal system will allow practitioners to update their mailing and practice location addresses, profile,
and to confirm licensee information maintained by the Department. Practitioners will receive a temporary license
upon successful renewal before logging out of the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:
Department of Health

Division of Medical Quality Assurance
PO Box 6320

R e

By submlﬁing tl;e Vapbnv'opnate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number: 5554 Sequence Number: 505 Im.‘“ﬂ‘wwm mmmmwmll

Profession Code: 1901 20 20

Please make changes to your license information in section 7 on the BACK of this form.




To indicate changes in any section, complete the change indicator oval like this

- '
When providing updated information, print each character inside the box like this —
Use black/blue HEE.EB

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of
the following accompanies this form: a marriage ficense (marriage license must indicate the original signature and
seal from the clerk of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g.,
adoption, name change, or federal identity change). Any one of these will be accepted unless the department has a

question about the authenticity of the document. A driver's license or social security card is not considered legal
documentation.

if the name change cannot be com pleted, your license will be renewed using the current name.

setame | | | [T T T TTT I TTTTTT 1]
Frettemer] | [ [ T TTT[TTTTTTT]

Middle Name:

|
Street Addrt:| |
' Street Addr2: u

|
street Addrt:| | |
|

Street Adar2:| |

FORM

if mailing your renewal form, use the checklist

2

below as a guide for e

St g

ok R 0 SE
nclosing all the required items to ensure a

smooth renewal. If renewing by mail, allow 4-6 weeks processing time.
REQUIRED: () Renewal notice
D Check or Money order written to Department of Health
D Financial responsibility form (check only one item on the FR form)
O Mail to: PO Box 6320, Tallahass ee, Florida 32314-6320

>  Iwish to change my status from Active to Iharctvé.“:rhe fee fo? aﬁ inachve recélpt is $230.00. The fee for inactive after
March 31, 2004 is $730.00.

O lam requesﬁng Miitary Restrié:te&ks'fatus. (You must submit pfoof of active mihtary duty. Attach a copy ofyour current
active duty orders or a letter from your Commanding Officer.) The fee for military restricted is $00.00.

I wish to disbense medicinal drugs for a fee from my précﬁéé iocaﬁon and | undersl'/@nd an annual inspection of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner $100.00 in addition to
your renewal fee.




Practitioner’s Name GARY B BROADNAX

| FLORIDA DEPARTMENT OF

HEALT

Division of Medical Quality
P. 0. Box 6330

License # OS0006815

Assurance

Tallahassee, Florida 32314-6330

MANDATORY PRACTITIONER
PROFILE QUESTIONNAIRE

FLORIDA DEPARTMENT OF HEALTH

|. PRACTITIONER DATA
A. PROFESSIONAL LICENSE NUMBER: 0S0008815

B. NAME (INCLUDE MAIDEN AND ON 2ND/3RD LINES ANY ALIASES, IF APPLlCABLE)

{chockone) (IMEMD @ 0SDO QA CHODC O PO/DPM

CURRENT NAME: _
BROADNAX GARY B
{LAST) (PIRST) {MIDDLE AND MAIDEN NAME, IF APPLICABLE)
FORMER NAME(S):
{Lasm) (FIRST) (MIDDLE)
{LAST) (FIRST) _ ‘ {MIDDLE)
C. SOCIAL SECURITY NUMBER (This will not be published as a part of the profile; also, see instructions on page iii)
D. MAILING
ADDRESS:1409 WATERS EDGE DRIVE AUGUSTA GA 30901
(STREET AND NUMBER) (cTY) (STATE) {ZIP CODE)
PRIMARY PRACTICE ADDRESS: (Authocty: 5.455.585(1)(2)3.FS.)
1409 WATERS EDGE DRIVE  AubusTi G 30790/
{PRACTICE NAME) (STREET AND NUMBER) cIry) (STATE) {ZIP GODE)
OTHER PRACTICE LOCATION(S): (OPTIONAL)
OFFICE 2: (OPTIONAL)
(PRACTICE NAME) ‘ (STREET AND uuuam) ' (crm > (STATE) {ZIP CODE)
OFFICE 3: (OPTIONAL)
{PRACTICE NAME) (STREET AND NUMBER) {CITY) (STATE) (2IP CODE)
E. TELEPHONE: (706 ) 724 =63 3 (his witi nat be published as a part of the profie. )
F. YEAR BEGAN PRACTICING MEDICINE: _LL {Authority: s. 455.565(1)(2)5., F.S.)
H. ALL MEDICAL EDUCATION
A. Name of all medical schools attended. (Authorky: s. 455.565(1)(a)1., FS.)
NAME OF SCHOOL/UNIVERSITY DATES OF DATE OF TYPE OF
ATTENDANCE GRADUATION DEGREE
pseago Collese op OSEOPATHIC MeDiew e Q‘LQ—-G[Z; 6-23 2.0,
B. Have you completed any graduate medical education? Yes sg No O
If “YES”, list in chronological order from date of graduation to the pre all completed graduate medical education. Do not include coursework taken
to meet the continuing education requirement for licensure renewal. (Authortty: s. 455.565(1)(a)1., ES.)
CITY / STATE/ ’ 70
MEDICAL TRM“N.I‘ZG mmui;llmam/ SPECIALTY AREA COUNTRY y MWD
WALTRE T8 ZoTegusty pB- BYN 5P, -4

o Ay pof  Rraidionrs, oh-~ &;@ Wt b L

[

?‘1/9'-_1
71




Practitioner's Name GARY B BROADNAX License # 050006815
ill. OTHER HEALTH RELATED DEGREES

Do you currently hold a degree in a health related profession other than the professional degres listed' In Il A. above? Yes O No ﬁ
If “YES”, list ali medical/professional schools from which a degree in a health related profession other than the professional degree was obtained.
{Authority: s. 455.565.(1)(a)1., FS.) _

FROM 10
NAME OF SCHOOL / UNIVERSITY CITY / STATE / COUNTRY MM/DDAYYY MMDDAYYY DEGREE TILE

IV. FAGULTY APPOINTMENTS:
A. Have you had the responsibility for graduate medical education within the last 10 years? (Authority: s. 455.565.(1)(a}6., FS.) Yes x No O
B. Do you currently hold a faculty appointment at a medical/health related institution of higher learning? ¢Authority: s. 455.565{1)(a)6., FS.) Yes O No ‘?.
If “YES”, to question “B" list the title of the current appointment, name(s) and city/state of institution(s).
TITLE INSTITUTION

1. Adsscsare. CLIMICAC. fpoFesod UedecaL ollese of Ga th:
: €
V. STAFF PRIVILEGES:

Do you currently hold staff privileges in a hospital/medical/health institution?  Yes d No O
If “YES™, list each hospital/medicalhealth institution at which you currently have staff privileges. (Authority: s. 455.565(1)(a)2., FS.)

9% 10
hr," T ¢ J

NAME OF HOSPITAL/MEDICAL/HEALTH INSTITUTION CITY/STATE _
1. A 4
2 w P V)

3
VI. SPECIALTY BOARD CERTIFICATIONS:

Do you hold a certification from any specialty board recognized by the Fiorida board regulating the profession for which you are licensed? Yes ﬂ No O
(Authority: 3. 455.565(1)(aM. , FS.)

It *YES”, complete section below.

SPECIALTY BOARD NAME CERTIFICATION / SPECIALITY / SUBS IA#IY
1, ICAL ofF o - ROCERDFIED —
2. . .

3.
VII. FINAL DISCIPLINARY ACTION:
A1. Within the previous ten (10) years, have you ever had any final disciplinary action taken against you by a specialty board Yes O No
recognized by the American Board of Medical Specialties, the American Osteopathic Association, the American Chiropractic
Association, or other similar national organization? (Authociy: s. 455.565(1)(a)8., £5.)
If "YES", list name(s) of specialty board(s), date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action is under appeal. (attach copy of notice of appeal)
SPECIALTY BOARD NAME DATE DESCRIPTION OF VIOLATIGN DESCRIPTION OF FINAL DISCIPLINARY ACTION e
1. Y/N
2 Y/N
3. Y/N
A2. Within the previous ten (10) years, have you ever had any final disciplinary action taken against you by the agency regulating Yes O No K
your license, in this state or any other jurisdiction? (Authority: s. 455.565(1)(@)8., £5.) '
It “YES”, list name(s) of agency(s?, date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action is under appeal. (attach copy of notice of appeal)
AGENCY NAME DATE DESCRIPTION OF VIDLATION DESCRIPTION OF ACTION Yoen,
1. ‘ Y/N
2. . Y/N
3. Y/N

2



Practitioner’s Name  GARY B BROADNAX

License # ___OS0006815

A3. Within the previous ten (1 0) years; have you ever had any final disciplinary action taken against you by a licensed hospital

health mamtenapge org;nization, prepaid health clinic, ambulatory surgical center, or nursing home? (Authority: s, 455.562(1)(;)8.. FS.) Yes O No

It “YES", list name(s) of medical institution(s), date, description of violation(s), description of the final disciplinary action(s), and indicate wh

final disciplinary action is under appeal. (attach copy of notice of appeal) ) & pinary ) necate whether the

ENTITY NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION UnoeR

?

1. YIN
2. Y/N
3. Y/N
B. Within the previous ten (10) years, have you ever besn asked to or allowed to resign from or had any medical staff privileges Yes O No 1

restricted or not renewed by any medical/health-related institution in lieu of of in settiement of a pending disciplinary act?gn related

to competence or character? {Autharity: s. 485.565(1)(a)8., £S.)

If “YES”, list name(s) of the facility(s), date, description of violations, description of the final disciplinary action(s), and indicate whether the final

disciplinary action is under appeal. (attach copy of notice of appeal)

INSTITUTION NAME DATE " DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION w7
1. . ' Y/N
2. Y/N
3 Y/N
Vili. CRIMINAL OFFENSES
Have you ever been convicted or found guitty, regardiess of whether adjudication of guilt was withheld, or pled guilty or Yes O Nox
nolo contendere to a criminal misdemeanor or felony in any jurisdiction? (Autmority: s. 455.565 (1%a)7., £S.) . . <

If “YES", briefly describe the offense(s), indicate whether the conviction is under appeal, and attach copy of n'étic'e of éﬁﬁeal. : .
DESCRIPTION OF OFFENSE DATE JURISDICTION UNDER

1.
2.
3.

IX. STATEMENT OF FINANCIAL RESPONSIBILITY (Allopathic and Osteopathic Physicians Only)

A. Hospital Privileges - (Check only one) (Authority s. 455.5651(4), FS.)

1. 1 do not have hospital staff privileges and ! have obtained and maintain professional liability coverage in an amount not less than $100,000 per claim,
with a minimum annual aggregate of not less than $300,000 from an authorized insurer as defined under s. 624.09, F. S., from a surpius fines insurer as

which may have occurred during the two years preceding my becoming uninsured.
Q 2. I have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a minimum annual

above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage
for the two years preceding my inception date of coverage. | further certify that in the event my coverage is canceled or that | desire to become uninsured
and meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which
may have occurred during the two years preceding my becoming uninsured.

Q 3. 1do not have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of $100,000/$300,000,
in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

O 4. 1 have hospital staff privileges and | have established an irrevocable letter of credit or escrow account in an amount of $250,000/$750,000, in
accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account. .
5. 1 have elected not to carry medical malpractice; however, | agree to satisfy any adverse judgments up to the minimum amounts pursuant to s.
458.320(5)(0)1 or 459.0085(5)(g)1, F. S. | understand that | must either post notice in the form of a “sign™ prominently displayed in the reception area
or provide a written statement to any person to whom medical services are being provided that | have decided not to carry medical malpractice insurance.
I understand that such a sign or notice must contain the wording specified in s. 458.320(5)(g) or 459.0085(5)(g), F. S.

. Exemption

I am exempt from demonstrating financial responsibility because | fall into one of the categories listed balow: (Check one box only) o

1. | practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state o its agencies or subdivisions;

2. | hold a timited license issued pursuant to s. 458.317 or 459.0075, F. ., and practice only under the scope of the limited license; .
3. | practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (Intems and residents do not qualify
. for this exemption);

B

[
Q
Q
O 4. 1 do not practice medicine in the State of Florida; or




Practitioner’s Name __GARY B BROADNAX License #  OS0006815

Q 5. 1 meet all the following criteria:

(a) I have held an active license to practice in this state or another state or some combination thereof for more than 15 years;

(b) 1am retired or maintain part time practice of no more than 1000 patient contact hours per year;

{c) I have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;

(d) 1 have not been convicted of or pled guilty or noio contendere to any criminal violation specified in Chapter 458 or 459, F. S.: and

(e) | have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period of three years or longer, or a
fine of $500 or more for a violation of Chapter 458 or 459, F.S., or the medical practice act of another jurisdiction. A regulatory agency’s acceptance
of a relinquishment of license stipulation, consent order or other settiement offered in response to or in anticipation of filing of administrative charges
against a license shall be construed as action against a license. | understand if | am claiming an exemption under this section that | must either post
notice in the form of a sign, prominently displayed in the reception area or provide a written statement to any person to show medical services are
being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or notice must contain the wording specified
in s. 458.320(5)(f) or 459.0085(5)(f), F.S.

X. LIABILITY CLAIMS (Allopathic, Osteopathic and Podiatric Physicians Only)
A

Are you covered by an insurer required to report pursuant to s. 627.912 F.S. Yes ﬁ/ No O
(Authority: s. 455.5651(4), ES.; s. 455.565(1)(b),FS)
B. Have you been insured continucusly during the last ten years? Yesﬂ, No O

{Authority: . 455.5651(4), S; 5. 455.565(1){b),F.5.)
If you answered “NO" to either A or B above, you must complete the foliowing: (Authorty: s. 455.5651(4), ES.; s. 455.5651(1)(b)FS.)

Within the previous ten years have you had a Iiab(i’l(i)lg claim or action for damages for personal injury settied or Yes OO No %
finally adjudicated in an amount that exceeds $5,000?

If “YES”, complete and attach a copy of EXHIBIT 1 for each occurrence. NOTE: Copies of reports previously submitted may be re-submitted with this
questionnaire to satisfy this reporting requirement. (Authority: s. 455.5651(4), FS;; s. 455.565(1)b).FS) .

Xi. LIABILITY GLAIMS (Chiropractic Physicians Only)

Within the previous ten years have you had a liability claim or action for damages for personal injury settied or finally adjudicated in  Yes (O No ﬂ,
an amount that exceeds $5,000?

If "YES", complete and attach a copy of EXHIBIT 1 for each occurrence. (Authority: s. 455.5651(4), FS.; s. 455.565(1)(b),FS.)

Xil. OPTIONAL INFORMATION:

A. PUBLICATIONS: List any publications you have authored in peer-reviewed medical literature within the previous ten years:
{Autharity 5. 455.565(5)(3), FS.)

TITLE
Ll

PUBLICATION DATE

DO YOU PARTICIPATE IN THE MEDICAID PROGRAM? (Authority s. 455.565(51(d), £.5.) . ’ Yes O No K

PROFESSIONAL OR COMMUNITY SERVICE ACTIVITIES, HONORS, OR AWARDS: (Authority 5.455.565(5)(b}, FS.)
COMMUNITY SERVICE/AWARD/HONOR ORGANIZATION COMMUNITY SERVICE/AWARD/HONOR ORGANIZATION

LA o

4

NATIONAL, STATE, LOCAL, COUNTY, PROFESSIONAL AFFILIATIONS: (Authority 5.455.565(5)(b), FS.)
ORBGANIZATION

o »~

1. _*

3. 7Y ; .

E. LANGUAGES, OTHER THAN ENGLISH: Indicate languages' other than English used by you to communicate with patients and any translation service
available for patients at }pur primary place of practice. (Authority: s. 455.565(5)(c), FS.)

1. /] 2,

3. i 4,

F. E-MAIL ADDRESS: o €xcrte . Lo

G. COMMITTEES/MEMBERSHIPS: Indicate any committees on which you serve for any health entity with which you are affiliated.
ORGANIZATION '

1. 2.

3. 4

H. OTHER STATE LICENSURE:
STATE PROFESSION

1. (e MedDircA

2. ML Cy Meblcn‘-

3. MS Mebica L

| affirm these statements are true and correct and recognize that providing false information may result in disciplinary action against my license or criminal
penalties pursuant to Sections 455.624, 458.327, 458.331, 459.0‘1)3, 459.015, 460.413, 461.013, 775.082, 775.083 and 775.034, Fiorida Statutes.

y-)-7%
(Date} £

{Signature of Physldan)o {
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June 22, 1999 iﬁgﬂ ~ 30,
Dr. GARY B BROADNAX, D.O. ¢

1400 WATERS EDGE DRIVE
AUGUSTA, GA-30901

Dear Dr. BROADNAX

The information to be published on your practitioner profile is printed below. In carrying out our legislative mandate
to publigh physician profiles, we want to do everything we can to insure the information that is published is correct.
We are providing this information to you prior to its publication to give you an opportunity to review the data for any
changes, corrections, and/or omissions. Under the iaw, you have thirnty (30) days from the date of this lelter to
submit changes to Post Office Box 6330, Tallahassee, Florida 32314-6330. If you have no changes, your profile
will be published as it appears below on the World Wide Web. There are a couple of areas to which you should

" pay special attention.

First, although the law requires you to report all disciplinary action taken by facllities, including facilities outside
Florida, the action taken by Fiorida licensed hospitals and ambulatory surgical centers will not be published on the
profile.PLEASE REVIEW AND IDENTIFY ANY ACTION, WHICH WAS TAKEN BY A HOSPITAL OR
AMBULATORY SURGICAL CENTER LICENSED IN FLORIDA TO ENSURE THIS DISCIPLINE IS NOT
INCLUDED ON THE PUBLISHED PROFILE.

Second, the law requires that ALL criminal convictions must be reported to the department pursuant to Section
455.565(1)(a)7, Florida Statutes. If your criminal conviction was expunged or the records were sealed, please
send a copy of the court order expunging or sealing the racords, If you have any questions or concemns about the
criminal convictions to be published on the profile, as they are stated in this letter, please provide them in writing to
the department,

(R Practitioner information

License Number : 6815 License Status : CLEAR ACTIVE

Profession : Osteopathic Physician Year Began Practicing : 01/01/1973

Primary Business:

1408 WATERS EDGE DRIVE

AUGUSTA GA 30901

Secondary Locations:

Staft Privileges:

Institution Name City State

wupMIVERsITy Hosprlid. AUGUSTA GEORGIA
a osp AL LOLMBHE~— GEORGIA

MeG Hosp SAesusTA
Eacuity Appointments:

This practitioner has had the responsibility for graduate medical education within the fast 10 years.

6815-1




f you wish to make changes to the préﬂle after it has been published, please submit them to 2020 Capital Circle
SE, Bin # C10, Tallahassee, Florida 32399-6230, .
If you have any questions or comments, call (850) 410-3359 Extension 2009.

Sincerely,

Bureau of Operations

68154



This practitioner cyrrently holds faculty appointments at the foliowing medical/health related institutions of
higher leaming: MEDICAL dpflege of GEORL )

Partcipates in Medigaid P

I DO NOT farplics
The practitioner did not indicate if he/she participates in the Medicaid program ~— /%/” ﬂﬂ&

G Medica, d
.  Education and Training

Medical School : Dates of Attendance : Graduation Date : Degree Title

...............................

’I CHICAGO COLLéGE OF OSTEOPATHIC : 09/01/1969 - 06/01/1973 : 06/01/1973 : DO

Other Heaith Relaled Degrees; = Do o7 Aol

The practitioner did not provide this mandatory Information._— 4 VOTHEL Aeacr beﬁed

fil.  Professional and Postgraduate Training
This practitioner has com pleted the following graduate medical education:
Program Name : Program Type : Specialty Area : City : State/Country : Dates Attended

1. WALTER REED ARMY MEDICAL CENTER : INTERNSHIP : OBG - OBSTETRICS AND GYNECOLOGY
: WASHINGTON : DISTRICT OF COLUMBIA : 7/1/73 - 6/30/74

2. WALTER REED ARMY MEDICAL CENTER : RESIDENCY : OBG - OBSTETRICS AND GYNECOLOGY
: WASHINGTON : DISTRICT OF COLUMBIA : 7/1/74 - 6/30/77

IV.  Speciaity

This practitioner-holds the following certifications from specialty boards recognized by the Florida board
which regulates the profession for which he/she Is licensed:

Specialty Board : Certification

1. AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY : OBG - OBSTETRICS AND GYNECOLOGY

V.  Optional Information

CommiteesMembershi

This practitioner has not indicated any committees on which they serve for any health entity with which they
. are affiliated.

This practitioner has not provided any professional or community service activities, honors, or awards.

Bublications

This practitioner has not provided any publications that he/she authored in peer-reviewed medical literature
within the last ten years.

Languages Other Than English
This practitioner has not indicated that any languages other than English are used to oommunicgte with
patients, or that any transiation service is available for patjents, at his/her primary place of practice.

Geoplsa OBJGyr Socin
Alfes? onflryrs SOUETY eas2




This practitioner has not provided any national, state, local, county, or professional affiliations.

E-Maljl Address
Not Provided
Other State Licensure

This practitioner has not indicated any additiona! state ficensure.

VI.  Financlal Responsibility

MAL PReacTics. /05urauce. — THE ST faul Iuvs. CO

Vil. Criminal Offenses

The criminal history information, If any exists, will be incomplete; federal criminal history Is hot
avallable to the public. The criminal history information provided by the practitioner has not been
completely verified at this time. All criminal history checks should be compieted by March 2000.

This practitioner has not indicated any criminal offenses.

Vil.  Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include disciplinary action taken by a
hospital or ambulatory surgical centers licensed under chapter 395, F.S.

This practitioner has not indicated any final disciplinary action taken against the practitioner within the
previous 10 years by a specialty board.

This practitioner has not indicated any final disciplinary action taken against the practitioner within the
previous 10 years by a licensing agency.

This practitioner has not indicated any final disciplinary action taken against the practitioner within the
previous 10 years by a health maintenance organization, pre-paid health clinic, nursing home, out-ot-state
hospital or out-of-state ambulatory surgical center.

This practitioner has indicated that he has never been asked to or allowed to resign from or had any medical
staff privileges restricted or rovoked within the previous 10 years

IX. Liability Claims Exceeding $5,000.00 (Within last 10 years)

Settiement of a ciaim may occur for a variety of reasons that do not necessarily reflact negatively on
the professional competence or conduct of the physician. A payment settiement of a medical
malpractice action or claim should not be construed as creating a presumption that medicatl
malpractice has occurred.

There have not been any reported liability actions, which are required to be reported under section 455.697,
F.S., within the previous 10 years. ‘

6815-3




COL(Ret)Gary B. Broadnax,D.0. /
( 1409 Waters Edge Drive

Ms. Pamela King

Regulation Specialist

Medical Quality Assurance

Board of Osteopathic Medicine
1940 North Monroe Street
Tallahassee, Florida 32399-0757

Dear Ms. King:

Thank-you for your letter of April 21, 1998 advising me of my selection to participate in your CME audit. | only
wish it could have been the Florida Lottery.

in order to provide you with official documents of my CME, | have requested that the American College of
Obstetricians and Gynecologists, Office of Continuing Medical Education, send me a transcript of my training for the
last 2 years. |will send it to you as soon as it is received.,

| as sorry for the confusion concerning my mailing address. This has been my address since 1991 and was the
mailing address for my original application for the Florida medical license. This is where | live and where |
receive my mail, and is also the address on my Florida license . | have not changed my mailing address, however, |
am now retired from the U.S. Armmy and no longer serve as an army medical officer at the local army hospital,
which is where your first letter was sent. [f you have sent other mail to the Army address then | did not receive it.
Fortunately you now have my address.

If you need to reach me by phone, my number is (706)724-6633.

Sincerely.

Yool op e k.

Gary B. Broadnax, D. O.
Colonel(Ret), U.S. Army
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[ THE AMERICAN COLLEGE i
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CAPTOERGE

OF o _. : CoN
OBSTETRICIANS ano GYNECOLOGISTS

CERTIFIES THAT “.

'GARY BURKS BROADNAX ﬁ '

HAVING FULFILLED THE REQUIREMENTS o
HAS BEEN ELECTED A FELLOW OF THIS COLLEGE *
WHICH 1S DEDICATED TO THE MAINTENANCE OF THE HIGHEST STANDARDS

IN PATIENT CARE, !m-xn>_. EDUCATION AND RESEARCH IN OBSTETRICS AND GYNECOLOGY
SEPTEMBER 30, 1982

Brvede e
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35 Kay 1994

SURIECT: Statement of Sorvice

OA 30905 since Aug 77.

-+ —————

L4

.

This is to cortity that BROADNAX, .. . i a
member of the United Btactos A assigned to DDPAMC, Port Goxdon,

GARY B.
He ir'8 n & mombor of thoe Armed Services

fyom 8 Jvl 732 to prosent, with no loot time. This officer has no
projected relcago, Officor’s datc of birth im 1 Jun 1948,

CPT, M8
Chief, Military
Personnel Branch

2

(¥4
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April 38, 1994

Board of mmle Redicine
W Moutmx Regulation
Tallshasses, 7L 3330950783

Regarding: Gary 3. Sreadsmay, D.O.
To Whom It Nay Concernt

is ¢o muy that Gary B. Broadnax, D.0., was a

m ”” lege of Redicine. He matriculated
. »

lotu -u rveguirements for

:u:%” tho m of Osteopathy" from C.C.0.%. on Jm
(] .

%0 our knowledge, Dr, Broadnax has alwa adhered to high
mamxmmuum. ”

Vory truly yours,

2 ~
Christy
Registrar
{708)318-4024
o &
T e
-
e —— . - - e - U . o
. I | - ’
© » 3 It 4
w - -~ .
rd - v o




THIS 1S TO CERTIFY THAT
@ary Burks Broadnax, D.@.
S A3 o onondacd by o Sobiaf 1970 ndd s Ksvolyy bsorsod & frrmclinw

Medicine and Surgery in Georgin

.bfti&t{%i{i??\%
Board ivdvafud ths 5% duyf hugust W
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TSI ] DEPARTMENT OF BUSINESS AND !
PROFESS] REGULATION P .
BOARD 'ATHIC MEDICINE - T
APPLICATION FOR OSTEOPATHIC LICENSURE : o
- Wm oo 5
: APPLICATION SKOULD SE TYIED OR PRINTED LBOISLY IN BLACK INK LN
i L ATVAICATION BY: NOOMR Bxamiastion XX Pioride Busriagtion Other S Brysalantion 1 o /y
! ) Lowt Mo Plzst Name Middle Mo B A
- Y L) ‘ R
G50 g' _.;;,
i B Sy
BT saveecvne AL 320
C3-c21~4C e
“ 21- 331 -43 e
" Dusof Bh 1 JWE 1943 Place of Birth ATKRN V0L CONLTIA.
) | "oms Phoss dumber Gros ) 7244633 *Work Phons Nuber ( 706 ) 7914395
| Complots muing addtons (ohess you receive malt) Sus Sam 97 in Istrestions.
1409 SATERS IBCE PALVE
o ANETAL SAIRGIA 2000101085
| Phgutonl Address Guibese you o ¢ lousted-No P.0. Bons) Ses Ram 46 in Tnssctions

DEPAKIVENY OF 08/0TH, SISEIMONER AXMY NEDICAL CRNTER .

’ ems Crnges - Allewss. YBS__ WO XX nmnhw“"'ﬁi,—.

Malde: Oler:
“UNDERGRADUATR EDUCATION: Sos Jom J10 in Iastrustions. gz&.
Mase sud Josstion of achook * Dates Aweaded | Deogeos

v MERCER UNIVERSITY. MACON, GRORC.A 9/62 ~ B.A.

R 0 | "OSTROPATIIC RDUCATION: Seo kun /11 in hutcwctions.
Nams snd docurion of school Detts Atwnde !_1
D.0.

oo | caicaeo corusos ov esvaosataic wentci, ciscaoo, TuLumots 9769 - /13
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*POSTORADUATE TRAINING: Ses iom £13 in bastsucrions. ] : Lo
Mamoof | Pall Malting Address Otret floue, soom, bou 386 ZI) DRt | Puogam | Dum = i
TER BEED | ek SRR T BT OF GORTE |1 e 1w prrs-e/m Co

i .. -
i

WASAINGTON, D.C. 20307-3001 ANA-FRBNRAL Poe R
i

' l—l— .. ' —_
o

"Rxomination status. Bos koot 13 i bastrostions. - W
MROME Corttfionts Rumber Dats gwarded List other stats exams you have tikes and Ghe G i

. — . --r-- .

33 ; ‘ ” ”
? ams of of | Chisret | Demot
i feathution Sutr_ | srvies
- R l ETEENNOURR CHIRF, DEVT. OB/GYN, BOX 212, EISEWHOURR Afeny os/o PRILIPIYI/TY-T0
. I CENTER |XERICAL CENTER, mm.mms-ub KRATING [PRRSENT
¥ l
) !

2 Sor s, Bos them 513 a Instructios.
/ n

"Binte Licsnswre. Soe Rom #16 tn Butrostions.
Sule

o e
Date | Method Stes & Nustber Sun| D Seates & MNusmber

. 8/74  jnaxx | active - 16213 i




APPLICATION FOR OSTEOPATHIC LICENSURE - PAGE 3
v e e, b R I sy
NO___ Prom$/66  (FRESENT g em #18 ix tnstresfioms.

‘ ww :
znzrm:.wm-mw-w-w w_mi|
_Som eay ezhosl, esliage

[’_: S | - | - —] i

walversity?
hguuu*cumdqunqmm m__mo % |
[ ]

'lmznﬂ.’. iﬂbg Osteopatile Madicioe suspended, toveed or lseny | YBS___NO X

| £ YBS___ MO,
_ﬂﬁﬂlhlﬂ‘WMhWMMCﬂﬂl ____N0_x
S5ieve you over disscatinend for any teusos for & of ons wonth or B __NO X

iiave any prosesdings ever Dess filed or instioated agsinst you olhier cxitminl, civi or Soasd YES___NO_ X

#)tove you ever Deen comvictad of o violation of or pled No Cstest o any Pedersl, s orlosel | YES__NO_g.
statute, saguletion ot ordinsnce, O¢ emtered 1o sny pise Dargtia relsting 10 & fuloay o

“Reve boen beanch of the Armed Servicss of the | YBS____ NO_X_
w-nm-. brought agsiast you by sxy -

PHave you ever besa adjeiged incompetent? —
%gwn?;?dg"meqmwh--ﬂ

Do you heve any cheonle sedicel Niness or medical condition which would affect your sbilky 0
_pestios your poefsien?

00 you sow or bave you ever been 838ictad © sarcoties, drugs, Maltucinogeals, depressent o
subotan.es or Imoxirant?

"R Soon admined 00 o¢ confised withia 2 hospial o Lastiution fr the purposs of
ﬁ:uatm.:qwul:mh'h.M¢I_dq

x
”n&?gﬂwﬂduwuhmum vm__No X

%nnuhrummnu“hqqmcnﬂ

#OOURT ACTIONS: Soe heom 735 ia Instrustions, If you antwered YRS 1o this questios, sepleln | vES ___w0_X
hﬂln“ﬁlﬂ?ﬂ!-hrzum. ik - i

- -y




mmmmamc LICENSURE - PAGE 4

STHE APPLICANT MUST COMPLETE THS FOLLOWING.

GAXY DURKS WROADNAX,D.O. ul-hmmbhbhﬂ:‘h

et
b 1 dacumestation, thet sa\d nd any supporting docmentation
o S o it e

1 hesky suthorias ot hospltals, tnstiontions, organisations, personad teferences, personsd ompleyes (et
-t -l it ool inswumentaiies [ selense o e
.' mw; .M. -‘:.:M. 'm.

5 ove sarelaly soad the tasructions snd I the foregeing 0 hove snawered them complenrly,

wihow coservations of say kind. Should qud‘h‘t‘bm-hqm
Imnn‘l-n.-mn:.m.::::g.uw Hna?l-u.h tu::ﬂluln. l‘

:.,ﬁunlmuummo.mim-.umm Qoe,

-t Ot ] mont ablds by tem, 1 that peior 10 begianiag practics is G state of Plosida § will
comply with of} insuranes sequirements. S Bt pree -

S of dpstcm_ A o—oritnoncioa  pusont 41[%
Whos o sk o ot w0 _2 [t: _ Oyt _ftnel
59 naeConmyol_Lich mone/ _Smot_Geotsia

Wy commiutoz eimon: Mage 32, /908G

SR AN

Netary vamg wdlor ss

¢ are requised 10 55X that you fucaleh the following
L) of yout velustary complisnts with
m&mm’r&-u Selaction

SwsP___ M grled: Baigh stugr
Wilgh210! _ Ry Color 83 Fair Color B1__
Dhole Oulghe: Covoesin® _ Blask__
Ripanic__ Orionsl_ Notivo Amasicmn___,
Moo you 4 US Chines? Yoo % __ No___
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DEPARTINENT OF TNR ARMY y
. s bt S S, St e comme R
i
f ;
RE: Latter of Recommendation “3;5
. Gary B. Broadms, DO o
: | Board of Osteopathic Medicine,
. . : Department of Professional Regalation
| 1940 N Monroe St.
: Tallahasse, Florida
§ kave practiced Obatetirics and Gynecology these past two years with Dr. Brondmax eEE
in & miliary besed group practics. In thet time Dr. Broadaax hes consistatly peactioed I
comcientions and imesiligent medicine. He is well liked by his peers and is much appreciated owoe
by the younger staff members who often seck his advice. LR AN
He Is 2 well respecied physicias both wichin the local and military communky. : ke
It is & pleasure and & privilege 0 work with Dr. Broadmax. LT
o s <11
‘Thomss E.
* 4650 Cutser Mill Rd, "
Martinez, GA 30907 _ ]
T
|
|
v O
3 hd 1
L . _ j
. .




29 april 1994

Board of Ostewathic Mediocine
of yrofessional Regulation

1940 N. Nonroe Stvest

Tallahasese, FL 32399-0783

Dear Sir:

I am pleased to recommend the granting of medical licemsure in
your state to Dr. Gary Droadnax. I have known Gary since 1963. Hs
was 1 yesr behind me in Osteopathic Nedical School (Dx.

alse umadm#mmm'mm'n?

meMyuum.mmmmo
(1986-present) , :l:l it is “th::tm ot
his oare patiants. uunm.mmmmm

Dr. Broadnax is hard working. highlv athisal and has a stable

If you have further questions, do not hesitate te cali me.
I can be reached at (706) 791-2867.

8inocerely,

'é‘-: A Q_.ﬁ_.“b
lawrence A. Decksr, DO
mmmuw

Bisenhower Army Nedical Center

. al




Associstion Category 1,
bomd approved continuing medical sducation. § also 8ffirm thet the courss that | hewa teken was offered
ond completed alser July 1, 19801 -mhunmm.u.c..uummm
of aducstien on the trenemission, oontrol, trestment, and prewention of HIVIAIDS with emphesis on

* POR INTERNS AND RECIDENTS ONLY * in the event that | have not teken ¢ formal couwrse on HIVIAIDS
a3 described abowe but have attanded & minimum of thres (3) hours of formel didactic lectures within the

or sovoostion of my oense to practics oetsopathic medicine and susgery OR as a phweicien sssistant
ocertified under Chepter 439, F.8., in the state of Florida or criminal penshies pursuant to sections 458.2272,
488.013, 435.018, 775.082, 778.083, and 775.084, F.8.

CARY B. DROADMAX, D.0.
name of spgiioant (plesse print or type)

et

rmy bwed snd oftilel seal this_2Us2 oyl Lyer:) 108 Y.
N

mm.du”‘b’lz 196 b
PLEASE NOTE: nmmmmuwmnmmmmkmmwh
oquest
detarmined to be good osues and theretore meks you efigible for the six (5) month extension 1o comgplets
i soquirement as sliowsbis by lew in ss. 458.2224(8), F.8. snd ss. 21R-21.001(8), F.A.C.
YOUR LICENSE/CERTIMCATE WILL NOT S WSUED UNTIL THIS RSOIUIREMENT IS

COMPLETED OR YOUR AFFIDAVIT 1S ACCEPTED BY THS BOARD AND YOU ARE GRANTED
THE S1X MONTH EXTENSION.

DIVISION OF MEDICAL QUALITY ASSURANCE
BOARD OF OSTROIMTING MEDICS
NORTIWOOD CENTRE * $940 NORTS MOMROR STREET * TAL® ANASSES, FLORIDA SI0P805Y
Wolaghons (000 0230723
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5724 /94

Subjeect: Lotter of Explanation
To: Board of Osteopathic MNodicine

This stotement is mede to clarify ond oxpla
why upon my graduation from the Chicego
College of Osteopathic Medicine 1 did -y
internship and residency at ¥alter Reed
Nedical Cunter. My internship comsisted of
rotations in Internal Medicime, General Sur-
gery, Pediatrics, Ob/Gyn. Anesthesio 2588
iology and Emergency Medicine. 3In I b 4
acospted a Regular Army Commission in the U.
Atwmy and served 3 {un aon active duty until
1 entered CCOM in 1969. ! xemsined in the
Azmy Reserves and was on active duty each
summer. 1u my senior year 1 accepted an
Army scholarship and remained on aotive duty.
The scholarship obligated me for three years
on active duty after graduation in 1973. 1
have been on active duty for 27 years apd
that is why I did my training at Walter Reed
h Atmy Medical Center. Msjor Genorsl Romaid
Blanak is the Commender at Malter Resd Army
Medical Center snd a distinguished Oateopa
Physicisn, 80 we should oonsider it an
Oateopathic Hospital.

Sincerely,
‘MM
Goloo Gary B, Breadass, MC )
locaboner Anmy Modisnl Contor .
Foot Gonden, 014 30055600 o )

B

i
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FLORIDA POARD OF OSTEOPATHIC MEDICINE
TRAINING EVALUATION

TO:COLLYNN PAMGORIH. . INSTITUTION:UALTER RERD ARNY MEGICAL CINYER  DATE.A/S/BA
e e )

or youe .

Indicased. This form am 904 be accaptad without the howpital snal or 8 sotariesd sighetwes, {

i

i

i

|

NAME: GARY R BBOADMAY,D.0. . SOCIAL SECURTTY NO;
DATES ATTRNDED: 7/23 ~ 6/27

i
§
;
{
Il
|

Poor

7
g

i
ik

E
5

|
i

i
f

i

poge

........-.-.-.‘

Ass tre. osnditions which may affect the deceor’s
" el et sy T o s i i e e R 1 et

VERIFICATSON: : ,
.50 %o phywlcian asimed sbove complitad & 32 Moot Inermsbig/TOY 1 duriag the dases Hited shove? m_zé_
. Zioase verlly If this poagram 18 apgroved by the : AOA_ RN

|
m:mm 313 or 4 I chochod, pleass explain on reverss side. : I
{

1




" Pheas Nomber

9,

FLORIDA BOARD OF GSTEOPATHIC MUDICINE
STAFF FRIVILBOES VERIFICATION
TO: COL, MRILIP RPATING, M.D. DATE: /8/%
mm—uwmmmhumdmmmnmum
0 hopeical seal or have your notasised. Please note that this Sorm can not be acospted without the
hospial ssal ur & notssised signature

NAME: SARY 8. 3ROADMAX, D.O. SOCIAL SECURITY NO

L. Dossidid e doctor have full siaff priviieges in bla/her specialty? 390, ploass enplein,

2. Whatiowes e doctor's specially? __Sbstetries/Uymecology

3. Doesidid he/she perform compessnily? _Yes uao.plnsnﬂa..

4. Fow would you rate the doctors professional atdtede: Poor ___ Felr ___ Good ___ Superior X

S. Have sy restrictions aver been piaced on him/er beyosd the odginal period of probetion?
I yos, ploase explakz.

6. Please Hothe doctr’s dates of service___ 37 July 1977 ~ peesent (21 April 1994)

ma:.mn.m.mm M&L

zupums ye—amcxmm
Date Bighed

(706) 791-3801

w-unummm
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FINANCIAL RESPONSIBILITY FILING FORM

BROINNING PRACTICE IN FLORIDA. IP THIS INFORMATION 13 UNAVAILABLE, SEB SBCTION 6D
wmmmmmAmmummmmrmuvmn
mmmummvmmmmumm

“Q.“h“"ﬁumod’-““hm

L [ 1 1de00thove houphtal siett ulh“dﬂmmmhumuh
h”nﬁmﬁﬂwdubhmh
*s“.humhh_u-w&nmmhuﬁm"-*l*
mm&wmmwswxmu“-nﬁm-

| 3 g

1] lhuﬁm‘lm“-‘“muﬁmh-~ﬂhh
Mn&.ﬁ-ﬂ—.ﬂwdubh”ﬁ--“h-“
wnder o, 63400, ftom h-hnn‘“*mm.’mhnﬂlﬂnnnﬁhl*
& 627.9¢2, foomt e Joint mmu-u..mm-“. of elif-lasemace s
w-.mm.umnnummuu* for sothfying Siasncie)

ssaponaibily s 5. %66.110.

L1 wummumuxmwu“-mmmdﬂm
~bm‘1&h-mdnl~htm,ndh-htﬂ'-”“d“
of wat Jogs than $300,000. mmumuumuu-—-—um-m_”
d-ﬂmm%&*h—pbhﬂbhmmu‘m
dn“w“h‘”uﬁm*dﬂ“u“huuﬂda
&“ndh“&nh&nbﬂm-ﬁdmd“ Such Jotter of swedis shell be
nopaasigaebin and seatsensferable. ““d.ﬂﬂh“b-“.-ﬁ*“d

& 1 1 2 hove éanidod 20t 10 aarry wmalpenction & o otherwices dom Sanaslel sooponsibilicy; bowever,  agess to
ﬂq““mbh“duﬂ-“h&w!&l“u
lﬂhm.‘nnmhhhd‘bmmhﬁ*-dﬂ

THIC MEDICAL )
mn,—b‘*ﬂdﬁhnﬂuunﬁ* Mbhm’“““
mm*u-mmm*s—md-ﬁ“muu
poonided pursnsat 4o Fiovids lew.
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FINANCIAL RESPONSIBILITY FILING FORM - PAGE 2

[ S 1 am ansmpt from dementrating finsncial rosponsibility dacomse:
6ARX] 1 medizine eehusi: officer, of the fodessl of the siate o¢ s
3 *.. vely a5 an omployes, or aget Soverament, v or
681 ] 10:38 o Limited ficense lesued pursest to . 439.0075, I'.5., snd practies oaly vader the scepe of sach fimited
[ @] lﬂ;ﬁhaﬁnﬂqmmlnﬁd“* (Residents do not
©Ix) 1domm .ﬁ::c#hb“dm 1 will setlly %he dopertment immedishaly befoce

pottics
aill fom flasaciel dus to dofte osltorias
e L‘."':"?.: - e o prass o s 5 s St oo ook patan st
[ ) yoars.
1 am retired or maiateln of han 1,000 contest howse per yest.
::.H--Mrbdh*”h:mn -*"-m‘h"m
l:&“&wﬂ&—*mﬂ“mhaﬂ.
F.8., or the practics act of sny other state.
1 hove not been subject, withia' the Jast 30 yesrs of penctic, 0 Nomes sovecation or suepoeasion
sceoptamce of a8 ()
h“mm.-*mwh“.chwlhqdm&w
*uwmmuuw-*wumunmdum
!“&lﬂhm*umm&hhhd.#m“hh*-dd-ﬂy
[/ o -
CMMMM'»“MGH-?““" Nowever,

PHYSICIAN MEETS THESE REQUIREMENTS AND HAS DECIDED NOT TO CARRY MEDICAL
SMSURANCE. This asties s provided pocsubai te Ploride law.

8y &=

L ]

APFIRMATION:
Imhdumm-n‘w‘m&m&“q“hm
sction ogainst my losnss or criminal penahios pursesat o Setions 455,227, 435.013, 450.015, 773.082, 775,003, sad T7S.084,

GARY B. BROADMAX, D.0O.
Printed Name Soelal Seewrity Nvmber

DISPENSING PRACTITIONER - Thisis optionsl and should b compleied ealy if the $25.00 fos is anelessd.

mlﬁbﬁu“Mthu*m“w*p—lbsmr& 1
undontand et e foo for regiottion is $25.00 ever sad sbove the smeust yequised for Hesnsuse.

Y| ) - NO| x ] Mo sigasters sequised




Jeb Bush Robert G. Brooks, M.D.

Govemor =
August 15, 2001
GARY B BROADNAX, D.O. Dr. Gary B. Broadnax | ) bepar 2ot
P.0. Box 2246
AUGUSTA, GA-30961— Augusta, GA 30903-2246 / Coeclisrer

< fog

Dear Dr. BROADNAX

The information published in your practitioner profile is printed below. In carrying out our legisiative mandate to
publish physician profiles, we want to do everything we can to ensure the information that is published is correct.
You have the opportunity to review the data for any changes, corrections, and/or omissions. Under Section
456.042, Florida Statutes, you have thirty (30) days from the date you receive this letter to submit changes to 4052
Bald Cypress Way, Bin # C10, Tallahassee, Florida 32399-3260. If you have no changes, your profile will remain
as it appears on the World Wide Web. Listed below is information that you should review carefully.

Florida law requires you to report all disciplinary action taken by facilities, including those outside the state of
Florida. Please review and identify any action which was taken by a hospital or ambulatory surgical
center in Florida, this discipline will not be published in the profile.

In addition, state law requires that all criminal convictions must be reported to the department pursuant to
Section 456.039(1)(a)7, Fiorida Statutes. If your criminal conviction was expunged or the records were sealed,
please send a copy of the court order expunging or sealing the records.

(O My profiling information is correct
My profiling information is incorrect; changes are noted below.

L Practitioner Information

License Number : 6815 License Status : ACTIVE CLEAR
Profession : Ostecopathic Physician Year Began Practicing : 01/01/1973
Primary Business:
r. Gary B. Broadnax

AUGUSTA GA 30906+ P.O. Box 2248

il Augusta, GA 30903-2246 DECo 3 2001
N RAVLIFORD AUEALE
Au%asé’m, Ga. 30704

This practitioner does not currently hold staff privileges at any hospital/medical/health institution in Florida.
To confirm out-of-state staff privileges please see other affiliations.

Fagully Appointments:

4052 Bald Cypress Way, Bin ¥ G10, Tallahasses, Flonda 32399-3260

6815-1




This practitioner has had the resportsibility f'or graduate medical education within the last 10 years.

This practitioner currently holds faculty appointments at the following medical/health related institutions of
higher ieaming:

Title : Institution : City : State

1. FACULTY : MEDICAL COLLEGE OF GEORGIA : *** : GEORGIA

Participates in Medicaid Program:
No
.  Education and Training

Medical Schoo! : Dates of Attendance : Graduation Date : Degree Title
1. CHICAGO COLLEGE OF OSTEOPATHIC : 08/01/1969 - 06/01/1873 : 06/01/1973 : DO

ther H lated D ;. MNOAE
“Fhe-practitioner-did-net-provide-thic-mandatory-infermation—
. Professional and Postgraduate Training
This practitioner has completed the following graduate medical education:
Program Name : Program Type : Specialty Area : City : State/Country : Dates Attended

1. WALTER REED ARMY MEDICAL CENTER : INTERNSHIP : OBG - OBSTETRICS AND GYNECOLOGY
: WASHINGTON : DISTRICT OF COLUMBIA : 7/1/1973 - 6/30/1 974

2. WALTER REED ARMY MEDICAL CENTER : RESIDENCY : OBG - OBSTETRICS AND GYNECOLOGY
: WASHINGTON : DISTRICT OF COLUMBIA : 7/1/1974 - 6/30/1977

IV. Specialty

This practitioner holds the foliowing certifications from specialty boards recognized by the Florida board
which regulates the profession for which he/she is licensed:

Specialty Board : Certification :

1. AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY : OBG - OBSTETRICS AND GYNECOLOGY

V.  Optional Information

mmi
This practitioner has not indicated any committees on which they serve for any health entity with which they
are affiliated.
P } or mun rvice Awards

This practitioner has not provided any professional or community service activities, honors, or awards.
Publications

This practitioner has not provided any publications that he/she authored in peer-reviewed medical literature
within the last ten years.

r nglish

4052 Bald Cypress Way, Bin # G10, Taliahasses, Fionda 32309-3260

6815-2



This practitioner has not indicated tRat ahy languages other than English are used to communicate with
patients, or that any transiation service is available for patients, at his/her primary place of practice.

Other Affiliations

This practitioner has provided the following national, state, local, county, or professional affiliations:
1. GEORGIA OBSTETRIC AND GYNECOLOGICAL SOCIETY
2. AUGUSTA OBSTETRIC AND GYNECOLOGICAL SOCIETY

S EHAPT PRIVUNIVERSITY-HOSPI TAMAURUSTAGA——
—4-STAFF PRIVIMEDICAT COLLEGE UF GAAHGUSTA-GA—.

E-Mail Address
Not Provided
Other State Licensure ——~ (Y FORG A

This practitioner has not indicated-any-additionai-state-ficensure.
VI.  Financial Responsibility

1 do not practice medicine in the State of Florida.

Vii. Criminal Ofienses

The criminal history information, if any exists, will be incomplete; federal criminal history is not
avaliabie to the public. The criminal history information provided by the practitioner has not been
completely verified at this time. All criminal history checks shouid be completed by March 2000.

This practitioner has indicated that he/she has NO criminal offenses.

Vill.  Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include disciplinary action taken by a
hospital or ambulatory surgical centers licensed under chapter 395, F.S.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a specialty board.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a licensing agency.

This practitioner has indicated that he/she has NOT had any final discipiinary action taken against him/her
within the previous 10 years by a health maintenance organization, pre-paid health clinic, nursing home,
out-of-state hospital or out-of-state ambulatory surgical center.

This practitioner has indicated that he/she has NEVER been asked to or allowed to resign from or had any
medical staff privileges restricted or revoked within the previous 10 years by a health maintenance
organization, pre-paid heaith clinic, nursing home, out-of-state hospital or out-of-state ambulatory surgical
center.

IX. Liabllity Claims Exceeding $5,000.00 (Within last 10 years)

Settiement of a claim may occur for a variety of reasons that do not necessarily refiect negatively on
the professional competence or conduct of the physician. A payment settiement of a medical
maipractice action or claim should not be construed as creating a presumption that medical
maipractice has occurred.

4052 Bald Cypress Way, Bin # C10, Tallahasses, Florida 32399-3260

6815-3




o
There have not been any reported lfability actions, which are required to be reported under section 455.697,
F.S., within the previous 10 years.

If you wish to make changes to the profile after it has baen published, please submit them to 4052 Bald Cypress
Way, Bin # C10, Tallahassee, Florida 32399-3260.

If you have any questions or comments, please call (850)488-0595, Press 6, Monday through Friday, 8:00 a.m. to
5:00 pm., ET.

Sincerely,

Bureau of Operations

4052 Bald Cyprass Way, Bin # C10, Tallahassee, Flonca G2395-3260

68154




6815 expires March 31, 2006.
The fee of $230.00 and the renewal notice must be postmarked on or before March 31, 2006,

Inactive Osteopathic Physician License #

Renewal notices postmarked on or after April 01, 2006 require renewal and delinquent fees of
$630.00.

“DEPARTMENT USE GRLY ™

coirespondence from the Department of Health. This address will be printed on your license and posted on the Internet.

GARY B BROADNAX 1289 BROAD ST

PO BOX 2246 AUGUSTA, GA 30901
AUGUSTA, GA 30903 (706) 724-6633

(706) 791-6395

Go K mgaservices.com to renew your license, change your address, and confirm information maintained bythe
Department. Listed below is your Account ID and password for online services. If you renew online, you will receive a temporary
license upon successful completion of your renewal. Oniine renewals are processed immediately and your license status is
updated online within seven business days.

Avoiding complaints can protect your clients and your ability o practice. Go to www .doh.state fl.us/im ga/avoid.htm! to find out
more.

y! y © the name, mailing address, practice location address, license status or military
status information associated with your license, please provide the updated information in the appropriate
fields of section 7 on the back of this form.

- Online Renewal: Visit www.doh-mqaservices.com go to the Practitioner Logon box, select your profession and
enter your Account ID and password. If you are requesting a status change, you will be ineligibie to renew your
license online. The system will be available for renewals until midnight, Eastem Standard Time (EST), March 31,
2006. To use the online system, you wili need the following information:

Account ID
Password
(Note: Account ID and Password must be entered exactly as they appear.)

The online system will aliow practitioners to update their address, profile, and to confirm licensee information
maintained by the Department. Practitioners will receive confirmation of their successful renewal before logging out of
the system. '

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the foliowing address:
Department of Health, Division of Medical Quality Assurance, PO Box 6320, Tallahassee, FL 32314-6320

By submitting the appropriate renewal fees to the bépartlﬁnent',”a icensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number: 5554 Sequence Number: 97 |'g‘gl"!§"“!';“ﬂ.‘!!'

Profession Code: 1901 40 20
Please make changes to your license information in section 7 on the BACK of this form.




o

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the
following accompanies this form: a marriage license (marriage license must indicate the original signature and seal from the cle
of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g., adoption, name change, or
federal identity change). Any one of these will be accepted uniess the department has a question about the authenticity of the
document. A driver's license or social security card is not considered legal documentation.

If the name change cannot be completed, your license will be renewed using the current name.

astiame: | | | [ | [ LI TITITTTT]
Frstame: | | | | [ [ ] J T[T T][]

If mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a smooth
renewal. If renewing by mail, allow 2-4 weeks processing time.

REQUIRED: (__O Renewal notice

(O Check or Money order written to Department of Health

(> Financial Responsibility form (check only one item on the FR form)

> Mail to;: PO Box 6320, Tallahassee, Florida 32314-6320

31, 2006. Renewal notices postmarked on or after April 01, 2006 will require renewal and delinquent fees of $1,130.00. (Note:
Additional requirements may be applicable. Visit our web site at hitpJ/iwww.doh.state fl.us , click on Health Care
Professions, click on Current License Holders, then click on Renewal information and select your profession to get
information and contacts.) :

dutyorders or a letter from your Commanding Officer.) The fee for military restricted is $00.00.

O I am requesting retired status. The fee for retired status is $55.00 postmarked on or before March 31, 2006. The fee for retired
status on or after April 01, 2006 is $555.00.

| wish to dispense medicinal drugs for a fee from my practice location and | understand an annual inspection of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner $400.00 in addition to your
renewal fee.




N Sluint .
STATE OF GKORGIA
COMPOSITS STATE BOARD OF NGDICAL REANINERS

166 PRYOR 8T , BW
ATLANTA,

WAY 12834

TO WHOM 3T MAY CONCREN;

THIS I 70 CERTIFY THAT HIOADNAX, GARY Beeesese

WAS I8SURD GHORGIA MEDICAL LICENSE NUMBER 016213, 188UED ON 08/13/7¢ , AND
A8 OF 03/03/34 THR STATUS OF THIS LICENSE I8 CURRENT.

THE DATE GF LAST RENNWAL WAD 13/18/93, THIS LICRNSR SXPIRES 13/31/98.

A ISVIEY OF PUBLIC RECORDS INDICATRS THAT MO DISCIPLINARY ORDERS NAVR BEmM
DOCRITRD,

This 5th day of May, 1994.

2 VE DIRECTOR
COMPOSITE GTATR BOARD/OF MEDICAL EXANINERS

Our mailing address of yecord for this licenses is:

BROADNAY, GARY B
09 WATERS EDGR RD
CUSTA . GA 309011045

-
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Florida Départment of Health - Board of Osteopathic Medicine

- LICENSE RENEWAL NOTICE
Active Osteopathic Physician License # OS 6815 expires March 31, 2004. Degost Date : 341704

Dedbsit # : 1876880
The fee of $430.00 and the renewal notice must be postmarked on or before March 31, 2004.  Batfn Number: 017811

Redzived Date : IH7R4

Renewal notices postmarked on or after April 01, 2004 require renewal and delinquent fees of ¥ 3l{fation # : 903154302

$830.00. CheRk Amount : $220.00
PRO®_CDE : 1001
1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE LOCATION:
This address will be used for all correspondence This address will be printed on your license
from the Department of Health. and posted on the Internet.
GARY B BROADNAX 1289 BROAD ST
PO BOX 2246 AUGUSTA, GA 30901

AUGUSTA, GA 30903

(706) 791-6395

. RENEW ON LINE TODAY!
Go to www.doh-mgaservices.com and renaw your liccnse, change your address, update your profile, and confirm information
maintained by the Department. Listed below is your user id and password for online senices. if you renew online, you will

receive a temporary license upon successful completion of your renewat. Online renewals are processed immediatelyand your
license status is updated online within seven business days.

. CHANGES TO CURRENT LICENSE INFORMATION:

if you have any changes to the name, malling address, practice location address, license status or military
status information associated with your license. Please provide the updated information in the appropriate
fields of section 7 on the back of this form.

5. THERE ARE TWO RENEWAL METHODS AVAILABLE:

A. Online Renewal: Visit www.doh-mgaservices.com and click on Renew My License to renew your license
online. If you are requesting a status change you will be ineligible to renew your license online. The system will be
available for renewals until midnight, Eastem Standard Time (EST), March 31, 2004. To use the online system,
you will need the following information:

Account 1D
Password:

(Note: Account Id and Password must be entered exactly as they appear.)
The online renewal system will allow practitioners to update their mailing and practice location addresses, profile,
and to confirm licensee information maintained by the Department. Practitioners will receive a temporary license
upon successful renewal before logging out of the system.

B. U.S. Mait: Mail completed form and fee payabie to the Department of Health to the following address:
Department of Health
Division of Medical Quality Assurance

PO Box 6320
Tallahassee, FL 32314-6320

6. Other Information:

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number: 5554 Sequence Number: 505 I‘!I!!‘.ﬂ‘lu!.l.!l

Profession Code: 1901 20 20

Please make changes to your license information in section 7 on the BACK of this form.

MQA
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7. CHANGES TO CURRENT LICENSE INFORMATION:

PLEASE READ THIS SECTION CAREFULLY BEFORE MAKING ANY CHANGES:
To indicate changes in any section, compiete the change indicator oval like this
When providing updated information, print each character inside the box like this

ue
>  CHANGE OF NAME:

r

ABELER]

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of
the following accompanies this form: a marriage license {marriage license must indicate the original signature and
seal from the clerk of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g.,
adoption, name change, or federal identity change). Any one of these will be accepted unless the department has a
question about the authenticity of the document. A driver's license or social security card is not considered legal

documentation.

If the name change cannot be completed, your license will be renewed using the current name.

LastName:lIIIIIllllll

First Name:[

woswrans] T T T T T T 1111 ver

[P

< CHANGE OF MAILING ADDRESS:

-

l | I Sufﬁx:l I I | I(Jr,Sr.IJI.ztc‘) Quaﬁﬁer:DE](PhD.DDS.nc.)

eol JTTTTTTTITT]

e[ ]]

N

H

BNNERER

1]

ENENERE
_]:ED:%IIIIHIIII

[TTTITTT]

prove: ([ T T 1)1 T]-[T1T]

S CHANGE OF PRACTICE LOCATION: (This address can not be a Post Office Box)

muentors| [ | 1 1] 1]]

| |

sweetAdm:[:[_l_ rl_rl

|

LT

| [ ]]

(| [ ]

EENREERREN

svstaserz [ [ [ [ ]| | [ [T ITT] l
ol TTTTTTITTTT] [ [TT] I

CHECKLIST FOR MAILING RENEWAL FORM ,
if mailing your renewal form, use the checkiist below as a guide for enclosing all the required items to ensure a
smooth renewal. If renewing by mail, allow 4-6 weeks processing time.
REQUIRED: () Renewal notice
() Check or Money order writien to Department of Health
(D Financial responsibility form (check only one iem on the FR form)
O il to: PO Box 6320, Tallahassee, Florida 32314-6320

If you are renewing to active status, would you be available to provide health care services in
special needs shelters or to help staff disaster medical assistance teams during times of
emergency or major disaster?

Yes

10

March 31, 2004 is $730.00.

CHANGE OF LICENSE STATUS:
Iwish to change my status from Active to Inactive. The fee for an inactive receiptis $230.00. The fee for inactive after

CHANGE OF MILITARY STATUS:

|

I am requesting Military Restricted Status. (You must submit proof of active rhilitary duty. Attach a copy of your current

active duty orders or a leter from your Commanding Officer.) The fee for military restricted is $00.00.

DISPENSING:

|

Iwish to dispense medicinal drugs for a fee from my practice iocation and | understand an annual inspection of my

dispensing records will be conducted. The fee for registration as a dispensing practitioner $100.00 in addition to

your renewal fee




| . ——————

Exemptions
I am exempt from demonstrating financial responsibility because:

0O 1. I practice medicine exclusively as an officer, employee, or agent of the federal govemment, or of the state
or its agencies or its subdivisions.

02.  Ihold a limited license issued pursuant to $.459.0075,F.S.,and practice only under the scope of such
limited license. :

D3." Ipractice only in conjunction with my teaching duties at an college of osteopathic medicine.(Residents do
not qualify for this exemption.) )

xl. I do not practice osteopathic medicine in the State of Florida. I will notify the department immediately before
commencing practice in the state,

5.  Iam exempt from demonstrating financial responsibility due to meeting all of the following criteria: 1)I have
held an active license to practice In this state or another state or some combination thereof for more than 15

$.459,F.S.,or the practice act of any other state. 5)I have not been subject, within the last 10 years of
practice, to license revocation or suspension for any period of time, probation for a period of 3 years or
longer, or a fine of $500 or more for a violation of s. 459,F.S.,or the medical practice act of another
Jurisdiction. The regulatory agency’s acceptance of an osteopathic physician's relinquishment of a license,
stipulation, consent order, or other settlement, offered in response to or in anticipation of the filing of
administrative charges against the osteopathic physician's license, shall be construed as action against the
physician's license for the purposes of this section. I understand that I shall be required either to post notice
in the form of a sign prominently displayed in the reception area and clearly noticeable by all patients or to
provide a written statement to any person to whom medical services are being provided. Such sign or
statement shall state that: Under Florida law, asteopathic physicians are generally required to carry medical
malpractice insurance or otherwise demonstrate financial responsibility to cover potential claims for medical
malpractice. However, certain part-time osteopathic physicians who meet state requirements are exempt
from the finandial responsibiiity law. YOUR OSTEOPATHIC PHYSICIAN MEETS THESE REQUIREMENTS AND
HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE. This notice is provided pursuant to
Forida law.

AFFIRMATION: I affirm that all statements given above are true and cofrect and recognize that providing false
information may result in disciplinary action against my license or criminal penalties pursuant to Sections
456.072,459.013,459.015,775.082,775.083,and 775.084,Florida Statutes.

/é—:zj@ﬁf“‘@ Dazu! ;jlog&

Signature




Dr. Gary B. Broadnax
P.O. Box 2248

Name Mm GA m&‘s

' Llcense£ OS éa 1,5

I i

Osteopathic Physician
The Financial Responsibility options are divided into two categories, coverage and exemptions. Choose ONLY ONE option
that best describes your situation,
Che fon.

01 Ido nothave hospital staff privileges and I have obiained and maintain professional liability coverage in an amount not
less than $100,000 per claim, with 8 minimum annual aggregate of not less than $300,000,from an authorized insurer as
defined under 5.624.09 FS, from a surplus lines insurer as defined under .626.914(2)FS, from a risk retention group as
defined under 5.627.942 FS, from the Joint Underwriting Association established under $.627.351(4)FS, or through a
plan of self-insurance as provided in 5.627.357 FS.

032.  Ihave hospital staff privileges and I have obtained and maintain professional lability coverage in an amount not less
than $250,000 per claim, with a minimum annual aggregate of not less than $750,000,from an authorized insurer as
defined under 5.624.09 FS, from a surplus lines insurer as defined under s.626.914(2)FS, from a risk retention group as
defined under 5.627.942 FS, from the Joint Underwriting Association established under 5.627.351(4)FS, or through a
plan of seif-insurance as provided in 5.627.357 FS, or through a plan of self-insurance which meets the conditions
specified for satisfying financial responsibility in 5.766.110 FS.

033, 1do not have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit,
established pursuant to chapter 675 FS, in an amount of not less than $100,000 per claim with a minimum aggregate
availability of credit of not less than $300,000.The letter of credit shall be payable to the osteopathic physician as
beneficiary upon presentment of a final judgment indicating liability and awarding damages to be paid by the
osteopathic physician or upon presentment of a settlement agreement signed by all parties to such agreement when such
final judgment or setticment is & result of a claim arising out of the rendering of; or the failure to render, medical care
and services. Such letter of credit shall be nonassignable and nontransferable. Such letter of credit shall be issued by any
bank or savings association organized and existing under the laws of this state or any bank or savings association
organized under the laws of the United States that has its principal place of business in this state or has a branch office
which is authorized under the laws of this state or of the United States to receive deposits in this state. OR I do not have
hospital staff privileges and I have established and maintain an escrow account consisting of cash or assets eligible for
deposit in accordance with 5.625.52 FS in the per-claim amounts specified above.

[34.  1have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit, established
pursuant to chapter 675 FS, in an amount not less than $250,000 per claim, with a minimum aggregate availability of
credit of not less than $750,000.The letter of credit shall be payable to the osteopathic physician as
beneficiary upon presentment of a final judgment indicating liability and awarding damages to be paid by the
osteopathic physician or upon presentment of a settiement agreement signed by all parties to such agreement when such
final judgment or settlement is a result of a claim arising out of the rendering of; or the failure to render,
medical care and services. Such letter of credit shall be nonassignable and nontransferable. Such letter of credit shall be
issued by any bank or savings association organized and existing under the laws of this state or any bank or
savings association organized under the laws of the United States that bas its principal place of business in this state or
has a branch office which is authorized under the laws of this state or of the United States to receive deposits in this
state OR 1 have hospital staff privileges and I have established and maintain an escrow account consisting of cash or
assets eligible for deposit in accordance with 5.625.52 FS in the per-claim amounts specified above.

O5.  Ihave decided not to carry malpractice insurance or otherwise demonstrate financial responsibility; however, 1 agree to
satisfy any adverse judgments pursuant to the terms and conditions contained in 5.459.0085(5)Xg),FS.I understand that 1
shall be required to either post notice in the form of a sign prominently displayed in the reception area and clearly
noticeable by all patients and provide a written statement to any person to whom medical services are being provided.
Such sign and statement shall state that: Under Florida law, osteopathic physicians are generally required to carry
medical malpractice insurance or otherwise demonstrate financial responsibility to cover potential claims for medical
malpractice. YOUR OSTEOPATHIC PHYSICIAN HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE
INSURANCE. This is permitted under Florida law subject to certain conditions. Florida law imposes strict penalties
against noninsured osteopathic physicians who fail to satisfy adverse judgments arising from claims of medical
malpractice. This notice is provided pursuant to Florida law.

SEE OPPOSITE SIDE FOR EXEMPTIONS
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~ "DELETE DISPENSING ?  nesvsons. s2em

Deposit Date : 121281
==z - ... rioridaDepartment of Health - Board of Osteopathic Medieineit # : 167443

f—— e - —— eeeman

B _____License Renewal Notice /2]

Active Dispensing Osteopathic Physician License # OS 6815 expires January 31, 2000 amount : $454.0

To awid a delinquent charge, the fee of $554.00 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $754.00.

|__DEPARTMENT USE ONLY |
Current Malling Address: New Mailing Address:

GARY B BROADNAX
' EDGE DRIVE

i2. CHANGE OF PRACTICE LOCATION:.
Current Practice Location:

1409 WATERS EDGE DRIVE
AUGUSTA, GA 30901

3. Chapter 456, F.S_, requires a background check 1o renew a license, please review the following data to verify that |
the information is correct, please make any necessary corrections. This information is critical in ensuring that
background checks are attributed to the correct licensee.

Description Department information information is Accurate Correct Information
Social Security # Yes () No
Date of Birth 06/01/45 Yes CINo
Sex Male X Yes (O No
|_Race j C9 Yes (O No_

White
Race Options: White, Black, Native, Asian, Other, Hispanic & not given

[4. COMPLETE THE FINANCIAL RESPONSIBILITY FORM ON THE REVERSE SIDE OF THIS FORM.
5. MILITARY STATUS:

| am requesting Military Restricted Status. (Military Restricted must submit proof of active military duty. Attach a copy of
your current active duty orders or a letter from your Commanding Officer.)
(O Please remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Officer.)
6. Will you be avallable to provide health care services in special needs shelters or to help staff disaster medical
glmnce teams during times of emergency or major disaster?

Yes L LIVE /a8 GLoRG/A
[7. THERE ARE TWO RENEWAL METHODS AVAILABLE: |
A. Internet E-Renewal: Web address http://www.doh.state fl.us/erenewal

E-Renewal allows you to make address changes. E-Renewal does not allow you to renew online by adding or removing a
status, such as paying a delinquency fee or changing a ficense status. Due to high volume, allow sufficient time to renew
since e-Renewal will not be availabie after midnight Eastern Time (ET) January. 31, 2002. E-Renewal will require the
following information:

PIN Number.

Licengse Number: OS 6815

B. U.S. Mail:

Mail this completed renewal form and fee payable to the Department of Health to:

P.O. Box 6320

Tallahassee, Florida 32314-6320
{8. Other Information: j

Flle Number: 5554 20 20 Sequence Number: 11 Imnmmmmnﬂmlﬂmﬂl
*+ O T 8
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FINANCIAL RESPONSIBILITY

The Financial Responsibility options are divided into two categories, coverage and exemptions.
Choose only ONE option of the ten provided pursuant to $.459.0085, Florida Statutes.

CATEGORY |- CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(1. 1 do not have hospital staff privileges and | have established an irrevocable letter of credit of an escrow account in an amount of
$100,000/$300,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

Ol have hospital staff privileges and | have established an imevocable letter of credit or escrow account in an amount of
$250,000/$750,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account,

| (3. 1dopot have hospital staff privileges and | have obtained and maintain professional liability coverage in an amount not less
than $100,000 per claim, with a minimum annual aggregate of not less than $300,000 from an authorized insurer as defined .
under s. 624.09, F. S., from a surplus lines insurer as defined under s, 626.914(2), F.S., from a risk retention group as defined
under s. 627.942, F.S., from the Joint Underwriting Association established under s. 627.351 (4), F. S., or through a plan of
sell-insurance as provided in s. 627.367, F.S. | further centify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a ditferent entity providing Insurance; | will
purchase retroactive coverage for the two years proceeding my inception date of coverage. | further certify that in the event my
coverage is terminated or that | desire to become uninsured and meet the financial responsibility requirements through other
provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which may have occurred during the two years
preceding my becoming uninsured.

@Y have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s, 624.09, F. S., from a surplus
lines insurer as defined under s. 626.914(2), F. S., from a risk retention group as defined under s. 627.942, F.S., from the Joint
Underwriting Association established under s. 627.351(4), F. S., or through a plan of self insurance as provided in s. 627.367, F .S.
I further certify that | have been continuously insured with an entity as outiined above for the past two years (retroactive coverage)
or if | seek insurance from a-different entity providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. { further certify that in the event my coverage is cancelled or that | desire to become uninsured and
meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for
incidents which may have occurred during the two years preceding my becoming uninsured.

(5. 1 have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse Jjudgements up to the
minimum amounts pursuant 1o 8. 458.320(5)(g)1 or 459.008S(5)(g)1, F. S. 1 understand that | must either post notice in the
form of a "sign” prominently displayed in the reception area or provide & written statement to any person to whom medical
services are being provided that | have decided not to carry medical malpractice insurance. | understand that such a sign or
notice must contain the wording specified in s. 458.320(5)(g) or 459.008S(5)(g}, F. S.

CATEGORY Il - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

Ces. practice medicine exclusively as an officer, employee, or agent of the federal govemment, or of the state or its agencies or
subdivisions;

(7. I hold a limited license issued pursuant to s. 458.317 or 459.0075, F. S., and practice only under the scope of the limited license;
¢5X38. 1 do ot practice medicine in the State of Florid;
9. I meet all of the following criteria:

(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
() | am retired or maintain part time practice of no more than 1000 patient contact hours per year;
(c) | have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;

(d) | have not been convicted of or pled guilty or nolo contendere to any criminal violation specified in Chapter 458 or 459,
F.S;and

(e) | have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period
of three years or longer, or a fine of $500 or more for a violation of Chapter 458 or 459, F.S., or the medical practice act of
another jurisdiction. A regulatory agency's acceptance of a refinquishment of license stipulation, consent order or other
settlement offered in response to or in anticipation of filing of administrative charges against a license shall be construed as
action against a license. | understand if | am claiming an exception under this section that | must efther post notice in the
form of a sign, prominently displayed in the reception area or provide a written statement to any person to whom medical
services are being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or
notice must contain the wording specified in s. 458.320(5)(t) or 458.0085(5)(t), F. S.; or .

C10. 1 practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (intems and
residents do not qualify for this exemption).
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STATE OF FLORIDA
. DEPARTMENT OF HEALTH |
DIVISION OF MEDICAL QUALITY ASSURANCE

RETIRED

NOT AUTHORIZED TO PRACTICE g &
=) 3
THIS IS A RETIRED LICENSE AND MAY NOT BE USED FOR PURPOSES OF PRACTICING IN g w %
o 1w
THE STATE OF FLORIDA. £ E i
T W, o 8
HEEE B
N\ VAN ‘ < :
@’(-\“D Y/ (1 “(/—\) ) °§5. ;
| 1 \ s ), s 5 N.s i
ARV = sz =zb
PO BOX 2246 RECEIPT PRINTED: Kig $03 |
AUGUSTA, GA 30903 . 01/16/2008 “ 88 O&« '
LICENSE NO. CONTROL NO.
(7/98) RETAIN THIS COPY FOR YOUR RECORDS 0S 6815 22882

YOUR LICENSE NUMBER IS OS 6815, PLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH LICENSEE IS
SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING ADDRESS. USE
THIS SECTION TO REPORT NAME, AND/OR MAILING ADDRESS CHANGES.

TO CHANGE YOUR LICENSE TO ACTIVE STATUS, PLEASE CONTACT THE DIVISION OF MEDICAL QUALITY ASSU RANCE AT
(850) 488-0595 FOR FURTHER INFORMATION.

TO REQUEST ADUPLICATE RETIRED LICENSE, SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN
THE AMOUNT OF $25.00.

[ ] REQUEST DUPLICATE RETIRED LICENSE

SIGNATURE REQUIRED
DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT

P.0.BOX 6320
TALLAHASSEE, FLORIDA 32314-6320
D NAME CHANGE (ATTACH LEGAL DOCUMENTATION) D MAILING ADDRESS CHANGE
FROM:
LAST FIRST MIDDLE
TO:
LAST FIRST MIDDLE cIty ¢ STATE ZIP
DEPARTMENT OF HEALTH
DMISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
4952 BALD CYPRESS WAY, BIN #C-18
TALLAHASSER, FLORIDA 32399-3280
GARY B BROADNAX
PO BOX 2246

AUGUSTA, GA 30903
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Florida Department of Health - Board of Osteopathic Medicine Recelved Date : 3/22/2008

_ . 32212006
LICENSE RENEWAL NOTICE DRt e oat
Inactive Osteopathic Physician License # OS 6815 expires March 31, 2006. BatcBNumbar : DD1022448

idmtion # : 905241043
The fee of $230.00 and the renewal notice must be postmarked on or before March 31, 2006. Chedk Amount : $230.00

Renewal notices postmarked on or after April 01, 2006 require renewal and delinquent fees of PROKCDE : 1801

$630.00.
1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE LOCATION:
This address wifl be used for sll correspondence from the Department of Hesith. This address will bs printed on your licenss and posted on the Internet.
GARY B BROADNAX 1289 BROAD ST
PO BOX 2246 ' AUGUSTA, GA 30901
AUGUSTA, GA 30903 (706) 724-6633
(706) 791-6395
3. RENEW ON LINE TODAY!
Go to www.doh-mgaservices.com to renew your license, change your address, and confirm information maintained bythe

Department. Listed below is your Account ID and password for online services. If you renew online, you will receive a tem porary
license upon successful completion of your renewal. Online renewals are processed immediately and your ficense status is
updated online within seven business days.

Avoiding complaints can protect your clients and your ability to practice. Go to www.doh.state.fl.us/mga/avoid.html to find out
more.

4. CHANGES TO CURRENT LICENSE INFORMATION:

If you have any changes to the name, maliling address, practice location address, license status or military
status information associated with your license, please provide the updated information in the appropriate
fields of section 7 on the back of this form.

§. THERE ARE TWO RENEWAL METHODS AVAILABLE:

A. Online Renewal: Visit www.doh-maaservices.com go to the Practitioner Logon box, select your profession and
enter your Account ID and password. If you are requesting a status change, you will be ineligible to renew your
license online. The system will be awailable for renewals until midnight, Eastern Standard Time (EST), March 31,
2006. To use the online system, you will need the following information:

Account [C

Password

{Note: Account ID and Password must be entered exactly as they appear.)
The orline system will allow practitioners to update their address, profile, and to confirm licensee information

maintained by the Department. Practitioners will receive confirmation of their successtul renewal before logging out of
the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:
Department of Health, Division of Medical Quality Assurance, PO Box 6320, Tallahassee, FL 32314-6320

6. OTHER INFORMATION:

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with dli
requirements for renewal, including continuing education credits.

somcroser IRIANANNRARRIR

Profession Code: 1901 40
Please make changes to your license information in section 7 on the BACK of this form.

MQA




7. CHANGES TO CURRENT LICENSE INFORMATION:
(O CHANGE OF NAME:

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the
following accompanies this form: a marriage license (mamiage license must indicate the original signature and seal from the clert
of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.9., adoption, name change, or
federal identity change). Any one of these will be accepted unless the department has a question about the authenticity of the

document. A driver’s license or social security card is not considered legal documentation.

If the name change cannot be compisted, your license will be renewed using the current name.
pistame: | | | | [T}
wasarame: [ [ [ [ [T [T T]mel]]] sutx| | [ Jorsinac)  Quather] | | |eo.oosee
(O CHANGE OF MAILING ADDRESS:
Adr; LTI
oz (T T T LTI
o [T]
swe: [ ] | 2ol [ [TTI-TT]T] e TTDITTEITTT]

Q CHANGE OF PRACTICE LOCATION: (This address can not be a Post Office Box)

(T ITTIITTITIT] .
NN NN AN NNRANNNRANNAREENNANEEN
N ARRNRRNNRARNRNANNNNERARARERES

s [1] 2ol [JITIIT1] e[ T IO TTEITTT]

CHECKLIST FOR MAILING RENEWAL FORM
if mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a smooth
renewal. If renewing by mail, allow 2-4 weeks processing time.
REQUIRED: () Renewal notice
Check or Money order written to Departiment of Health
C) Financial Responsibility form (check only one item on the FR form)
D Mmail to: PO Box 6320, Tallahassee, Florida 32314-6320

If you are renewing to active status, would you be available to provide heaith care services in special
needs shelters or to help staff disaster medical assistance teams during times of emergency or major
disaster?

O Yes
CHANGE OF LICENSE STATUS:

O I request reactivation from inactive to active. The fee of $630.00 and renewal notice must be postmarked on or before March
31, 2006. Renewal notices postmarked on or after April 01, 2006 will require renewal and delinquent fees of $1,130.00. (Note:
Additional requirements may be applicable. Visit our web site at hitpiwww.doh.state.flus , click on Health Care
Professions, click on Current License Holders, then click on Renewal information and select your profession to get
information and contacts.)

CHANGE OF MILITARY STATUS:

1am requesting Military Restricted Status. (You must submit proof of active military duty. Attach a copy of your current active
duty orders or a letter from your Commanding Officer.) The fee for military restricted is $00.00.

CHANGE OF RETIRED STATUS:
| am requesting retired status. The fee for retired status is $55.00 postmarked on or before March 31, 2006. The fee for retired
status on or after April 01, 2006 is $555.00.

DISPENSING:

C) I wish to dispense medicinal drugs for a fee from my practice location and | understand an annual inspection of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner $400.00 in addition to your
renewal fee,




“

Name

Dr. Gary B. Broadnax
P.O. Box 2246
Augusta, GA 30903-2246

Liumm

Financial R ibility For
Osteopathic Physician

The Financial Responsibility options are divided into two categories, coverage and exemptions. Choose ONLY ONE option
that best describes your situation.

h

O

a2

0s.

a4

0s.

1 do not have hospital staff privileges and I have obtained and maintain professional liability coverage in an amount not
less than $100,000 per claim, with a minimum annual aggregate of not less than $300,000,from an authorized insurer as
defined under 5.624.09 FS, from a surplus lines insurer as defined under 5.626.914(2)FS, from a risk retention group ai
defined under 5.627.942 FS, from the Joint Underwriting Association established under 5.627.351(4)FS, or through a
plan of self-insurance as provided in 5.627.357 FS.

1 bave hospital staff privileges and I have obtained and maintain professional liability coverage in an amount not less
than $250,000 per claim, with a minimum annual aggregate of not less than $750,000,from an authorized insurer as
defined under 5.624.09 FS, from a surplus lines insurer as defined under 5.626.914(2)FS, from a risk retention group as
defined under 5.627.942 FS, from the Joint Underwriting Association established under 5.627.351(4)FS, or through a
plan of self-insurance as provided in 8.627.357 FS, or through a plan of self-insurance which meets the conditions
specified for satisfying financial responsibility in 5.766.110 FS.

1 do not have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit,
established pursuant to chapter 675 FS, in an amount of not less than $100,000 per claim with a minimum aggregate
availability of credit of not less than $300,000.The letter of credit shall be payable to the osteopathic physician as
beneficiary upon presentment of a final judgment indicating liability and awarding damages to be paid by the
osteopathic physician or upon presentment of a settiement agreement signed by all parties to such agreement when such
final judgment or settiement is a result of a claim arising out of the rendering of;, or the failure to render, medicat care
and services. Such letter of credit shall be nonassignable and nontransferable. Such letter of credit shall be issued by any
bank or savings association organized and existing under the laws of this state or any bank or savings association
organized under the faws of the United States that has its principal place of business in this state or has a branch office
which is authorized under the laws of this state or of the United States to receive deposits in this state, OR I do not have
hospital staff privileges and I have established and maintain an escrow account consisting of cash or assets eligible for
deposit in accordance with 5.625.52 FS in the per-claim amounts specified above.

T have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit, established
pursuant to chapter 675 FS, in an amount not less than $250,000 per claim, with a minimum aggregate availability of
credit of not less than $750,000.The letter of credit shall be payable to the osteopathic physician as

beneficiary upon presentment of a final judgment indicating liability and awarding damages to be paid by the
osteopathic physician or upon presentment of a settlement agreement signed by all parties to such agreement when such
final judgment or settlement is a result of a claim arising out of the rendering of, or the failure to render,

medical care and services. Such letter of credit shall be nonassignable and nontransferable: Such letter of credit shall be
issued by any bank or savings associatign owedand existing under the laws of this Stateor any bank or ¥ v

savings association organized under the faws of thé United States that has ifs prncipal place “of busitress in this state or
has a branch office which is authorized under the laws of this state or of the United States to receive deposits in this
state OR I have hospital staff privileges and I have established and maintain an escrow account consisting of cash or
assets eligible for deposit in accordance with 5.625.52 FS in the per-claim amounts specified above.

T have decided not to carry malpractice insurance or otherwise demonstrate financial responsibility; however, I agree to
satisfy any adverse judgments pursuant to the terms and conditions contained in 5.459.0085(5)(g),FS.I understand that I
shall be required to either post notice in the form of a sign prominently displayed in the reception area and clearly
noticeable by all patients and provide a written statement to any person to whom medical services are being provided.
Such sign and statement shall state that: Under Florida law, ostcopathic physicians are generally required to carry
medical malpractice insurance or otherwise demonstrate financial responsibility to cover potential claims for medical
malpractice. YOUR OSTEOPATHIC PHYSICIAN HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE
INSURANCE. This is permitted under Florida law subject to certain conditions. Florida law imposes strict penalties
against noninsured osteopathic physicians who fail to satisfy adverse judgments arising from claims of medical
malpractice. This notice is provided pursuant to Florida law.

SEE OPPOSITE SIDE FOR EXEMPTIONS




Exemptions Nyt oy
I am exempt from demonstrating financial responsibility because:

O 1. I practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state
or its agencies or its subdivisions.

O2. 1hold a limited license issued pursuant to 5.459.0075,F.S.,and practice only under the scope of such
limited license.

0 3. 1 practice only in conjunction with my teaching duties at an college of osteopathic medicine.(Residents do
not qualify for this exemption.)

X4. I do not practice osteopathic medicine in the State of Florida. I will notify the department immediately before
commencing practice in the state,

05. Iam exempt from demonstrating financial responsibility due to meeting alt of the following criteria: 1)I have
held an active license to practice in this state or another state or some combination thereof for more than 15
years. 2)I am retired or maintain part-time practice of no more than 1,000 patient contact hours per year.3)I
have had no more than 2 dlaims resulting in an indemnity exceeding $25,000 within the previous 5 year
period. 4)I have not been convicted of, or pied nolo contendere to any criminal violation specified in
5.459,F.S.,or the practice act of any other state. 5)I have not been subject, within the last 10 years of
practice, to license revocation or suspension for any period of time, probation for a period of 3 years or
longer, or a fine of $500 or more for a violation of s. 459,F.S.,or the medical practice act of another
jurisdiction. The regulatory agency's acceptance of an osteopathic physician's relinquishment of a license,
stipulation, consent order, or other settlement, offered in response to or in anticipation of the filing of
administrative charges against the osteopathic physician's license, shall be construed as action against the
physician's license for the purposes of this section. I understand that I shall be required either to post notice
in the form of a sign prominently displayed in the reception area and clearly noticeable by all patients or to
provide a written statement to any person to whom medical services are being provided. Such sign or
statement shall state that: Under Florida law, osteopathic physicians are generally required to carry medical
malpractice insurance or otherwise demonstrate financial responsibility to cover potential claims for medical
malpractice. However, certain part-time osteopathic physicians who meet state requirements are exempt
from the financial responsibility law. YOUR OSTEOPATHIC PHYSICIAN MEETS THESE REQUIREMENTS AND
HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE. This notice is provided pursuant to
Florida law.

AFFIRMATION: I affirm that all statements given above are true and correct and recognize that providing false
information may result in disciplinary action against my license or criminal penalties pursuant to Sections
456.072,459.013,459.015,775.082,775.083,and 775.084,Florida Statutes.

,ﬂM _ 3/19/6b

Signature U




=:-::—:-—-:.;——-—-:—gg:-—-—-;-—h-:-z-.—-—:.::— m-@a‘ QTP vyOT LT

\ ._
~BISTE yd TIYIL
0ze9 o0rs9 Xg ‘o
\* . .3

-




H (&)
: ‘ . ANA PHYSICIAN FROFILS )

mgican maotca, assoctarion  MAY 271994 -~
CHICAGD, 31LINOX8 60610 -

DIVISION OF BURY®™ AND DATA RESUURCES DATES 08<23-9¢ ’
DRPARTHENT OF I _ICIAN DATA SBRVICES *IMms 133 AN °
g NS BROADRAR,GARY B, D.O. ;
ADDSRSS: 1408 WATERS BDOR !
v wum:u aa 30901
t o
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