Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2012 Online Renewal Summary

Name: Max Michael III License Number: MD.8195
Transaction Date: 2011-12-05* Transaction Number: VKVA3B764A61
Registration Fee: 300 Date of Birth: 1946-03-14

¥ _ This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

What is your Practice Address? (No PO Boxes)
Street 1515 6th Ave South

City Birmingham

State Alabama

Zip 35233

County (If not in Alabama Choose 'Out of State' Jefferson
Country United States

What is your practice Email? maxm@uab.edu
What is your practice Telephone? (205) 930-3771
What is your practice Fax? (205) 930-3497

What is your Home Address? (No PO Boxes)
Street 4316 Glenwood Ave

City Birmingham

State Alabama
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Zip 3522.2-4303

County {If not in Alabama Choose 'Out of State’ Jaﬂ'era;mn
Country United States

What is your Home Phone? (205) 591-7586

Please choose which address you would like to be your MAILING ADDRESS. The mailing address will be the address that the
Board and Commission will use to mail all communications to the Licensee. (Examples: Renewal Certificates, Renewal Notices,
Important Notices from the Board or Commission, etc) IMPORTANT NOTE: By law you are required to notify the Board and the
Commission of change in address within 15 days of that change. Change of Address can be submitted using the Change of
Address form found on the www.albme.org website. Home

Please choose which address you would like to be your PUBLIC ADDRESS. The public address will be the address given out if
an address is requested. IMPORTANT NOTE: If a valid public address is not provided then the mailing address will be given out
instead of the public address. By law you are required to notify the Board and the Commission of change in address within 15
days of that change. Change of Address can be submitted using the Change of Address form found on the www.albme.org
website. Practice

Social Security Number(liiilg-1950

What is your Primary Specialty? (If None Please Choose None) Internal Medicine

Is your Primary Specialty Board Certified? Yes

What is your Secondary Specialty? (If None Please Choose None) None

Form of Practice: Resident, intern, Fellowship, Solo, Partnership (2, 3, or 4,) Group Group

What is your group name? Jefferson Clinic

What is the name of the Primary Hospital where you have staff privileges? Cooper Green Hospital
What City is the Primary Hospital where you have staff privileges located? Birmingham

What State is the Primary Hospital where you have staff privileges located? Alabama

Are you licensed in another state? No

Are you actively engaged in clinical practice in the State of Alabama? Yes

What is your principal county of practice? (If principal county is not in Alabama choose Out of State) Jefferson
Other counties of practice? Type "None" if you only practice in the indicated principal county. none
Do you have a current collaborative agreement with a nurse practitioner or midwife? No

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? No
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Primary Care Information - Primary care is defined as: Basic or general health care focused on the point at which a patient ideally
first seelds assistance from the medical care system, exclusive of an emergency situation.

Does your practice include the delivery of primary care medical services in Alabama? Yes

Approximately how many hours per week do you practice the above defined primary care services in Alabama? (Approximately
number of hours per week) 10

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined primary
care services in Alabama? (Approximately number of encounters per week. 30

CME Certification: (Select One) | hereby certify that | have met the annual minimum continuing education requirement of
25 hours of AMA PRA Category | Credits™ or equivalent continuing medical education for the calendar year 2011 and
have supporting documentation if audited.

If you choose | have obtained a retirement waiver or a medical waiver the waiver MUST ALREADY be on file in our office.
Please answer the following questions.
Have you been charged with any offense (felony/misdemeanor) within the past year? No

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? No

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? No

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate or qualification or license to practice medicine been withdrawn under threat of denial within the past year? No

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? No

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been fited by any
licensing Board/Agency as of the date of this application within the past year? No

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? No

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? No
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Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? No

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism, or voyeurism? No
Have you engaged in the illegal use of controlled dangerous substances with the past twelve months? No

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUl and been
convicted of a lesser offense such as reckless driving? No

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation or matemity leave? No

The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a physician,
or within the past two years.

By agreeing with this data, you are signing this registration form and attesting that the material has been supplied by you, the
licensee, and that all information is correct. Knowingly providing false registration information to the Alabama Medical Licensure
Commission may result in the loss of your license to practice medicine.
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2011 Online Renewal Summary

Name; Max Michael 1i1 License Number: MD.8195
Transaction Date: 2010-10-17* Transaction Number: VXJFSFF24588
Registration Fee: 300 Date of Birth: 1946-03-14

* _ This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

What is your Practice Address? {No PO Boxes)
Street 1515 6th Ave South

City Birmingham

State Alabama

Zip 35233

County (If not in Alabama Choose 'Out of State' Jefferson
Country United States

What is your practice Email? maxm@uab.edu
What is your practice Telephone? (205) 930-3771
What is your practice Fax? (205) 930-3497

What is your Home Address? (No PO Boxes)
Street 4316 Glenwood Ave

City Birmingham

State Alabama
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Zip 3527@-4303

County (If not in Alabama Choose 'Out of State’ Jefferson
Country United States

What is yc:.vur Home Phone? (205) 591-7586

Please choose which address you would like to be your MAILING ADDRESS. The mailing address will be the address that the
Board and Commission will use to mail all communications to the Licensee. (Examples: Renewal Certificates, Renewal Notices,
Important Notices from the Board or Commission, etc) IMPORTANT NOTE: By law you are required to notify the Board and the
Commission of change in address within 15 days of that change. Change of Address can be submitted using the Change of
Address form found on the www.albme.org website. Home

Please choose which address you would like to be your PUBLIC ADDRESS. The public address will be the address given out if
an address is requested. IMPORTANT NOTE: if a valid public address is not provided then the mailing address will be given out
instead of the public address. By law you are required to notify the Board and the Commission of change in address within 15
days of that change. Change of Address can be submitted using the Change of Address form found on the www.albme.org
website. Practice :

Social Security Number Q1950

What is your Primary Specialty? (If None Please Choose None) Internal Medicine

Is your Primary Specialty Board Certified? Yes

What is your Secondary Specialty? (If None Please Choose None) None

Form of Practice: Resident, Intern, Fellowship, Solo, Partnership (2, 3, or 4,) Group Group

What is your group name? Jefferson Clinic

What is the name of the Primary Hospital where you have staff privileges? Cooper Green Hospital
What City is the Primary Hospital where you have staff privileges located? Birmingham

What State is the Primary Hosbital where you have staff privileges located? Alabama

Are you licensed in another state? No

Are you actively engaged in clinical practice in the State of Alabama? Yes

What is your principal county of practice? (If principal county is not in Alabama choose Out of State) Jefferson
Other counties of practice? Type "None" if you only practice in the indicated principal county. None
Do you have a current collaborative agreement with a nurse practitioner or midwife? No

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? No
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PrimaryCare Information - Primary care is defined as: Basic or general heaith care focused on the point at which a patient ideally
first seeks assistance from the medical care system, exclusive of an emergency situation.

Does your practice include the delivery of primary care medical services in Alabama? Yes

Approximately how many hours per week do you practice the above defined primary care services in Alabama? (Approximately
number of hours per week) 10

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined primary
care services in Alabama? (Approximately number of encounters per week. 35

CME Certification: {Select One) I hereby certify that | have met the annual minimum continuing education requirement of
25 hours of AMA PRA Category I Credits™ or equivalent continuing medical education for the calendar year 2010 and
have supporting documentation if audited.

Please answer the following questions.
Have you been charged with any offense (felony/misdemeanor) within the past year? No

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? No

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? No

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate or qualification or license to practice medicine been withdrawn under threat of denial within the past year? No

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? No

To your knowledge, are you the subject of an investigation, or has a formal compilaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? No :

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? No

Do you cutrently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? No

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, govemnment agency, professional organization or licensing authority? No
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Have.yq%l ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism, or voyeurism? No
Have you engaged in the illegal use of controlied dangerous substances with the past twelve months? No

Have you been, within the past year, convicted of driving under the influsnce (DUI) or have you been charged with DU! and been
convicted of a lesser offense such as reckless driving? No

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation or matemity leave? No

The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a physician,
or within the past two years.

By agreeing with this data, you are signing this registration form and attesting that the material has been supplied by you, the

licensee, and that all information is correct. Knowingly providing false registration information to the Alabama Medical Licensure
Commission may result in the loss of your license to practice medicine.

Feb 6, 2012 2:07 PM




he State of Alabama

Medical Licensure Commission of t
PO Box 887
Montgomerys AL 36101
2010 Online Renewal Summary
i ber: MD.8195
Name: Max Michael 111 License NumNe et —
i I
j  Transaction Date: 2009-10—-‘19* Transacnct:th 11;;142 iy
Registration Fee: 300 Date of Birth: -
If i the date the
# - This date reflects the date that the transaction was downloaded into the production system not e da
H -
®  {ransaction was pmmssed online.
f misdemeanor) within the past year? no

Ify
Have you been charged with any offense (felony
curtailed ol

nded, revoked, restricted,

Hav
if yes, please explain:
if ye:
Has your certificate of qua!iﬁc;aﬂon or license to practice medicine in any state been suspe
If you voluntarily surrendered under threat of suspension oF revocation within the past year? no
monii
if yes, please explain:
If yes, |
Have your staff privileges at any hospital of health care facility been revoked, suspended, curtailed, limited or placed under
Have y conditions restricting your practice, within the past year? no
convict
If yes, please explain:
If yes, P
Have you been denied a cerificate of qualification or license to practice medicine in any state or has your application for a
;:as you certificate of qualification or license t0 practice medicine been withdrawn under threat of denial within the past year? no
an a v:
If yes, please explain:
If yes, ple
Have you had a judgment rendered against you, or action settied relating to the performance of your professional service Wi
Note: The the past year? no
applicatior
physician,  If yes, please explain:
on, orhas a formal complaint against your license been filed by an'

an investigati

his application within the past year? no

knowledge, are you the subject of
f the date of t

Primary spe  To your
Board/Agency as 0

licensing
Are you Boz

‘eb 6, 2012 ¢ Feb 6, 2012 2:06 PM
|



' 1
Other gate't

Other County 2
Other State 2
Do you have a current collaborative agreement with a nurse or practitioner or midwife? N

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? N

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exclusive or an emergency situation. nuil

Does your practice include the delivery of primary care medical services in Alabama? Y

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals, 10

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 30

CME Certification: | hereby certify that | have met the annual mihimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2009 and have supporting documentation if audited. Y

| certify lthat | am exempt from the minimum continuing medical education requirements for the following reason:
Exempt Reason

Practice Telephone: (205) 930-3771

Practice Address: Po Box 55845

Home Telephone: (205) 591-7586

Home Address: 4316 Glenwood Ave

Public Address: TRUE

Mail Address: FALSE

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null

Feb 6, 2012 2:06 PM




If yes, :ptease explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment {(including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, govermment agency, professional organization or licensing authority? no

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
If yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explain:

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? n/a

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DU| and been
convicted of a lesser offense such as reckless driving? no

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

If yes, please explain:

Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: Internal Medicine

Are you Board certified in your primary specialty? Y
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Secondgry specialty:

Are you Board certified in your secondary specialty?
Practice Type: G

If Group, provide the Group Name: Jefferson Clinic
Primary Hospital where you have privileges: (if any) null
Hospital Name: Cooper Green Hospital

Hospital City: Birmingham

Hospital State: AL

Are you licensed in another State: N

Are you actively engaged in clinical practice in the State of Alabama? Y
What is your principal county of practice in the State of Alabama? Jefferson
(**indicate state if not in Alabama})

Other county(ies) of practice? Indicate state, if counties are not in Alabama). Click "NONE' if you only practice in the indicated
principal county. null

Other County1
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2009 Online Renewal Summary

Name: Max Michael ITT License Number: MD.8195
Transaction Date: 2008-10-20* Transaction Number: VITHF2EFF912D
Registration Fee: 300 Date of Birth: 1946-03-14

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been charged with any offense (felony/ misdemeanor) within the past year? no
If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? no

if yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? no

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? no

If yes, please explain:

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? no

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? no
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If yes, plgfsa explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment (inciuding, but not limited to, substance abuse, aicohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? no

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
If yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explain:

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? n/a

if yes, please explain:

Have you been, within the past year, convicted of driving under the infiuence (DUI) or have you been charged with DUl and been
convicted of a lesser offense such as reckless driving? no

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

If yes, please explain:

Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: Internal Medicine

Are you Board certified in your primary specialty? Y
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Semndtry specialty:

Are you Board certified in your secondary specialty?
Practice Type: G

if Group, provide the Group Name: Jefferson Clinic
Primary Hospital where you have privileges: (if any) nuil
Hospital Name: Cooper Green Hospital

Hospital City: Birmingham

Hospital State:

Are you licensed in another State: N

Are you actively engaged in clinical practice in the State of Alabama? Y
What is your principal county of practice in the State of Alabama? Jefferson
("indicate state if not in Alabama)

Other county(ies) of practice? Indicate state, if counties are not in Alabama). Click 'NONE' if you only practice in the indicated
principal county. null

Other County1
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Other County 2
Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife? Y

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? N

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exclusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama? Y

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals. 10

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 35

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2008 and have supporting documentation if audited. yes

| certify that | am exempt from the minimum continuing medical education requirements for the following reason:
Exempt Reason

Practice Telephone: (205) 930-3771

Practice Address: Po Box 55845

Home Telephone: (205) 591-7586

Home Address: 4316 Glenwood Ave

Public Address:

Mail Address:

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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If yés, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranocia, or
‘any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, aicohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? no

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
If yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explain:

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? n/a

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? no

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

If yes, please explain:

Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: Internal Medicine

Are you Board certified in your primary specialty? Y

Feb 6, 2012 2:06 PM



Sec-onf}ary specialty; Other

Are youlBoard certified in your secondary specialty?
Practice Type: G

if Group, provide the Group Name: Jefferson Clinic
Prirnary Hospital where you have privileges: (if any) null
Hospital Name: Cooper Green Hospital

Hospital City: Birmingham

Hospital State: AL

Are you licensed in another State: N

Are you actively engaged in clinical practice in the State of Alabama? Y
What is your principal county of practice in the State of Alabama? Jefferson
(**indicate state if not in Alabama) AL

Other county(ies) of practice? Indicate state, if counties are not in Alabama). Click 'NONE' if you only practice in the indicated
principal county. null

Other County1
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Other CE)unty 2
Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife? Y

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? N

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general heaith care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exclusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama? Y

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals. 10

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 35

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2007 and have supporting documentation if audited. yes

| certify that | am exempt from the minimum continuing medical education requirements for the following reason:
Exempt Reéson

Practice Telephone: (205) 930-3292

Practice Address: Po Box 55845

Home Telephone: (205) 591-7586

Home Address: 4316 Glenwood Ave

Public Address:

Mail Address:

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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Alabama

2007 Online Renewal Summary

License Number: MD.8195
action Number: VXJFOBFAE3C4

Name: Max Michael 1

Transaction Date: 2006-10-21*
Registration Fee: 200 Date of Birth: 1946-03-14

Trans

% . This date reflects the date that the transaction was downloaded into: the production system not the date the

transaction was processed online.

Have you been charged with any offense (felony/ misdemeanor) within the past year? no

If yes, please explain:

Has your certificate of qualification or license 10 practice medicine in any state been sus i
. , , ended, revoked i
voluntarily surrendered under threat of suspension or revocation within the past year? ng s SR

If yes, please explain:

Have your staff privileges at any hospital or health i
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if yaa;{nlaase explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, govemment agency, professional organization or licensing authority? no

if yes, please explain:

Have you ever been diagnosed as having of have you ever been treated for pedophilia, exhibitionism or voyeurism? no
If yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explaih:

Iif your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? n/a ‘

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? no

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

If yes, please explain:

Note: The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: INTERNAL MEDICINE

Are you Board certified in your primary specialty? yes

Feb 6, 2012 2:06 PM



aeanary specialty:

Are you Board certified in your secondary specialty?
Practice Type: Group

If Group, provide the Group Name: Jefferson Clinlc
Primary Hospital where you have privileges: (if any) null
Hospital Name: Cooper Green Hospital

Hospital City: Birmingham

Hospital State: AL

Are you licensed in ancther State: no

Are you actively engaged in clinical practice in the State of Alabama? yes
What is your principal county of practice in the State of Alabama? Jefferson
(*findicate state if not in Alabama)

Other county(ies) of practice? Indicate state, if counties are not in Alabamay). Click 'NONE' if you only practice in the indicated
principal county. nutl

Other County1

Feb 6, 2012 2:06 PM




0t|19n§tate1

Other County 2

Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife? Yes

Does the nurse practitioner/midwife practice at a site other than your office? Yes

Are you employed by the nurse practitioner/midwife or a corporation owned by the nurse practitioner/midwife? No

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? no

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exclusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama? yes

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals. 8

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 30

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2006 and have supporting documentation if audited. Y

| certify that | am exempt from the minimum continuing medical education requirements for the following reason: N
Exempt Reason

Practice Telephone: (205) 930-3292

Practice Address: PO BOX 55845

Home Telephone: (205) 591-7586

Home Address: 4316 GLENWOOD AVE

Public Address: True

Mail Address:

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2006 Online Renewal Summary

Name: Max Michael III License Number: MD.8195
Transaction Date: 2005-10-22* Transaction Number: null
Registration Fee: 200 Date of Birth: 1946-03-14

* _This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeancor) involving the practice of medicine within the past
year? N '

If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, fimited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service within
the past year? N

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? N
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Home ?élaphone: (205) 591-7586

Home Address: 4316 GLENWOOD AVE
Public Address: Practice

Mail Address: Home

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.
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Seooncﬁry specialty:

Are you Board certified in your secondary specialty? N
Practice Type;

Primary Hospital where you have privileges;

Are you licensed in another State: N

Primary Care information:
Are you actively engaged in clinical practice in the State of Alabama? Y

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as; "Basic or
general ‘gatekeeper’ health care focused on the point at such a patient ideally first seeks assistance from the medical care
systemn, exclusive of an emergency care situation.") Y

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 8

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the Calendar Year 2005. Y

| certify that | am exempt from the minimum Continuing Medical Education requirement for the following reason: N
| am exempt from the Continuing Medical Education requirement for the following reason: (Reason Response) null
Practice Telephone: (205) 930-3292

Practice Address: PO BOX 55845
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If yes, prease explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N

If yes, please explain:

Do you currently* have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? N

If yes, please explain:

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? N
If yes, please explain:

Are you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

If your answer to the preceding question is yes, are you currently™ participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? N

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? N

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this
application, Rather, it means recently enough so that the condition referred to may have an ongoing impact on one’s functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? Y

Feb 6, 2012 2:05 PM



Mail Address: Home

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.

Feb 6, 2012 2:05 PM
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2005 Online Renewal Summary

Name: Max Michael ITI License Number: MD.8195

Transaction Date: 2004-10-16* Transaction Number: null
Registration Fee: 200 Date of Birth: 1946-03-14

* _ This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past
year? N

If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service within
the past year? N

If yes, please explain:

To your knowiedge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? N

Feb 6, 2012 2:.05 PM



If yes, pfogse explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N

If yes, please explain:

Do you currently* have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? N

If yes, please explain:

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? N
If yes, please explain:

Are you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

if your answer to the preceding question is yes, are you currently* participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? N

if yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? N

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough so that the condition referred to may have an ongoing impact on one's functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? Y
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Secondawy specialty:

Are you Board certified in your secondary specialty? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: N

Primary Care Information:
Are you actively engaged in clinical practice in the State of Alabama? Y

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or
general “gatekeeper” health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.”) Y

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 8

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the Calendar Year 2004. Y

| certify that | am exempt from the minimum Continuing Medical Education requirement for the following reason: N
| am exempt from the Continuing Medical Education requirement for the following reason: (Reason Response) null
Practice Telephone: (205) 975-7742

Practice Address: PO BOX 55845
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Home T&Rphone: (205) 591-7586

Home Address: 4316 GLENWOOD AVE
Public Address: Practice

Mail Address: Home

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.

Feb 6, 2012 2:05 PM




Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2004 Online Renewal Summary

Name: Max Michael III License Number: MD.8195
Transaction Date: 2003-10-19* Transaction Number: null
Registration Fee: 200 - Date of Birth: 1946-03-14

% _ This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online. ‘

Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past
year? N

if yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service within
the past year? N

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? N
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Sgconde‘u specialty:

Are you Board certified in your secondary specialty? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: N

Primary Care Information:
Are you actively engaged in clinical practice in the State of Alabama? Y

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or
general "gatekeeper” health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.") Y

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 10.

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 24 hours of Category |
continuing medical education within the past two Calendar Years ending December 31, 2004. Y

I certify that | am exempt from the minimum CME requirement. N
I am exempt from the CME requirement for the following reason: null
Practice Telephone: (205) 975-7742

Practice Address: PO BOX 55845

Feb 6, 2012 2:05 PM
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HomeTQéphone: (205) 591-7586
Home Address: 4316 GLENWOOD AVE
Public Address: Practice

Mail Address: Home
By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material

has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.

Feb 6, 2012 2:05 PM




Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2003 Online Renewal Summary

Name: Max Michael I11 License Number: MD.8195
Transaction Date: 2002-10-24* Transaction Number: null
Registration Fee: 200 Date of Birth: 1946-03-14

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past
year? N

If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service within
the past year? N

if yes, please explain:

To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application within
the past year? N
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N ‘

If yes, please explain:

Do you currently* have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner? N

If yes, please explain;

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any praposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? N
If yes, please explain:

Aré you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

If your answer to the preceding question is yes, are you currently* participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? N

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DU! and been
convicted of a lesser offense such as reckless driving? N

if yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term “currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application, Rather, it means recently enough so that the condition referred to may have an ongoing impact on one's functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? Y
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Secontiary specialty:

Are you Board certified in your secondary specialty? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: N

Primary Care Information:
Are you actively engaged in clinical practice in the State of Alabama? Y

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as; "Basic or
general "gatekeeper’ health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.") Y

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 10

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 24 hours of Category |
continuing medical education within the past two Calendar Years ending December 31, 2003. Y

| certify that | am exempt from the minimum CME requirement. N
I am exempt from the CME requirement for the following reason: null
Practice Telephone: (205) 975-7742

Practice Address: PO BOX 55845

Feb 6, 2012 2:05 PM




HomesTelephone: (205) 591-7586

Home Address: 4316 GLENWOOD AVE
F’ubli;’: Address: Home

Mail Address: Home

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.

Feb 6, 2012 2:05 PM




Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2002 Online Renewal Summary

Name: Max Michael II1 License Number: MD.8195
Transaction Date: 2001-11-06* Transaction Number: null
Registration Fee: 200 | Date of Birth: 1946-03-14

* . This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past
year? N

if yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

if yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settied relating to the performance of your professional service within
the past year? N

If yes, please explain:

To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application within
the past year? N
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If yéa. glfa&e explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N

If yes, please explain:

Do you cumrently* have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner? N

If yes, please explain:

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emational,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? N
If yes, please explain:

Are you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

If your answer to the preceding question is yes, are you currently* participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? N

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? N

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough so that the condition referred to may have an ongoing impact on one's functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? Y
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Sa%daw specialty:

Are you Board certified in your secondary specialty? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: N

Primary Care Information;
Are you actively engaged in clinical practice in the State of Alabama? Y

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or
general "gatekeeper’ health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.”) Y -

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 10

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 24 hours of Category |
continuing medical education within the past two Calendar Years ending December 31, 2002. Y

| certify that | am exempt from the minimum CME requirement. N
| am exempt from the CME requirement for the folloWing reason:
Practice Telephone: (205) 975-7742

Practice Address: PO BOX 55845

Feb 6, 2012 2:04 PM




Home Telephone: (205) 591-7586

EY
Home Address: 4316 GLENWOOD AVE
Public Address: Practice

Mail Address: Home

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct, Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.
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“. hicense Renewal for 2001

f
4

Dedtlline is December 31, 2000

i “"""AuTC’“a*anlT 352
" MAX Il MICHAEL. , M.D,

© PO BOX 53845
~ BIRMINGHAM, AL 35255-5845

Ill”llllllI!'llllllll!l!lllllllIIIII'H]I'IIILIHIllll”"ll

State of Alabama SN
Medical Licensure Commission R
334/242-4153

PO. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides including signature. LR
Be sure to correct or supply ALL information. - Ty e

25 Rerarn with $125.00 renewal foe,
Incomplete applications will be retarmed.

gazs  Failure to register and pay renewal fee will resulr .
in the automatic revocation of the current license to. ¥
practice medicine or osteopathy.

Please make corrections or supply information: License 31 95 patessueD: 2/15/78 Sex: M [X] I-‘{_]
'Race: White [X] Black |_] Am. Indian [_] Oriental or Asian [_] “Other | {1 Social Seeurity

"Office Address:

.. PO BOX 55845
' . ity, State, Zip: BIRMINGHAM, AL 35255 5845
< .(Alabama) County: Jefferson

:%." -Business Phone: (205)930-3600
" "Fax Number: (205)930-3497

Permission to publish in Roster: Yes [X] No []

Specialty: Primary: INTERNAL MEDICINE
Secondary:

1950
Enter $SANS
Home Address: -

4316 GLENWOOD AVE

City, State, Zip: BIRMINGHAM, AL 35222 4303 .

(Alabama) County: Jefferson

Home Phone: (205)591-7506 .y
(Will not be published) bt

Send official mail to: Business [ ] address (check une‘) g
Bome [ ]

Board Cevtified: Yes [No[] ,-:,_
Board Certified: Yes[] No [_'|

Form of Practice:[ ] Solo | ]-“I-’a-rln!:rship (2,3, 0r4)

; JEFFERSON CLINIC PC

[ X] Group (5 or more) If Group, give name below:

Enmary Hospital where you have staff privileges:

Name: COOPER GREEN HOSP City/State: BIRMINGHAM, AL

_Are you licensed in another state: Yes [_] No{X] whichones: [ 11
- Primary Care Information:
1, Are you actively engaged in clinical practice in the State of Alabama?

A o T

i

umz No [ 1.DoNOT Answer, Auestions 2 and 3 balow. Skip to CME Certification quesnons. ne :

S SN U

TEeys e .

2 Dws yuur practice include the del ivery of primary care medical services in Alabani? (Primary cate is defined as: "Basic mﬂm

gatckccpar health care focused on the point at which a patient ideally first secks assistance from the medical care system, mcluswa of m:r

Amergency care sifuation.")

Yes [ #Go to Question 3 No [ ] Do NOT answer question 3 below, Skip to CME Certification questions. :
"' 3. Approximately how many hours per week do you practice the above-defined primary care services in Alabarma? Only answer 41’ },mu
- answered 'YES to lfguesnons 1 and 2 above.) Approximately i

cation: (Check one)

C(]},\/[E Certi
[*] 1hereby certify that I have met the annual minimum continuing education requirement of 24 hours of Category I
continuing medical education within the past two calendar years ending December 31, 2000.

{1 Icentify that [ am exempt from the minimum continuing medical education requirements for the following reasoe:
[} 1do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[ 1received my initial Yicense to practice medicine in Alabama afier June 30" of this calendar year,

" *1] 1 reinstated my license to practice medicine in the State of Alabama after June 30" of this calendar year..

[] Iam a resident physician enrolled in a residency training program,
(]

I amt retired from the practice of medicine and have obtained a waiver [rom the Board of Medical Examimers.
DEADLINE IS DECEMBER 31, 2000

Complete both sides including signature. Supply or mrrecr all informagion.

Licensc #8195

' .l
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hours per week.
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1
2

54

al

10.
11.
12,

13,

1a,

IF YOU HAVE ANSWERED YES TOQ ANY OF THE ABOVE QUESTION

Yes No

\hve you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past yem? 11

Has your certificate of qualification or ligensc to practice medicine in any state been susponded, revoked, restricted, curtailed

‘or voluntarily summendered under threat of suspension of Tevocation Within the past yeur?

Have your staff privileges at any hospiral or health care fucility been revoked, suspended, curtailed, limited or placed undes
conditions restricting your practice, within the past year?

Have you been dended a certificats of qualification or ligense to practice medicine in any sute or has your application for 4
eertificatc of qualification or license to practice medicing bicn withdrawn under threat of denial within the past year?

Have you had a judgement rendercd against you, or action settled rstati ng 1o the performance of your professiona) service
within the past year?

To your knowledge. are you the subject of an investigation by any licensing Board/Agency as of the date of this application
within the past yeor?

Within the past ycar, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenie. parancia,
or any other psychotic disorder”? :

Do you curvently have any mental or physical condition or impairment (including, but not limited to, substance abuse,
alcohol abuse, or mental, emotional, or nervous disordar or condition) which ™ any way currently affects, or if untreared
could affact, your ability w praclice in & competent and professional manner?

Within the past ysar, have you sver mised the issuc of consumption of drugs or aleohol or the issuc of a mental, smotion),
nervous, of behavioral disorder or condition 45 x defensc, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding ar investigation; any inquiry or other proceeding: or uny proposed termination by an
educational institution, smployer, government ugency, professional organization of licensing uuthyrily?

Have you ever been diagnoscd as having or have you ever ben treured for pedophilia, exhibitionism or voyeurism?

Are you currently engaged in the illegal use of controlled dangerous substances?

If your answer to the prevediag goestion is yos, are you currently participuling in 1 supervised rehabilitation program
which monitors you in order tw assure that you arc not cngaging in the illegal vse of controled dangerous substances?

Have you been, within the past year, convicted of driving under the influeace (DU or have you been charged with
DUI and been convicted 0F a lesser offense such as reckless driving?

Has your medical training or medical praciice been interrupted or suspended for o period longer than 60 days for any reason
other than a vacation™

The term “currently™ dook not mean on the day of, or even in the weeks or months preceding the completion of this applicar

[]
L]
[l
[]
[]
[

L]

[
[

(1

L
[]
[l

i,

Rather, it means recently enough so that the conclition referred to may have an ongaing impact on one's functioning as a physician

or an assistant to a physician, or within the past two yvears.

WITH YOUR APPLICATION UPON RETURNING IT TO THIS OFFICE.

S, PLEASE ATTACH A DETAILED EXPLANATION

(of vofie

I certify that all information on this form is corset, o (o
Signature
» Complete both sides, including signature,
L Be sure to cyerect or supply all information.
* Tncomplete applications will be veturned,

Return with $)23.00 renewal fea to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

SERVICE PRINTING CO, (334) 269-0058

Data

Cd
rd
d

¥

td
[
[¥

v

(v
rt
1

[l

Cd
[y




State of Alabama :
Medica I..mensum {L‘omnnssmn
334/242-4153

P.0. Box 887
Montgomery, Alzhama 36101-033’?

Complete BOTH sides mcludmg mgnamm.
i Be sure to correct or supply ALL information,
mrtsrenn AL TO*3-DIGIT 352 . Retum with $100,00 renewal fee.

: MAX |l MICHAEL , M.D. 24  Incomplete applietions will be returmed,
_ PO BOX 55845 1 Failure to register and pay rencwal fee will resuly
b , 'B!RMINGHAM AL 35255-5845 ; 4%%%  in the mnomatic revocation of the current license to =~ -
"’ practice medicine or osteopathy. . T
'E:b,‘. :,II'I"III llllI I l III' 'III l llllllllll [ I I llllll.ll””l' W o " "..'

i :-:Prli::s'& wiake corrections or supply information: License 8195 parz.ssuen: 2/15/78 Sex: M [X] F 0 '
*—“"_1 Rnce Whlte [X] Black { ] Am. IndianT _] Oriental or Asian [_] Other [ ] Social Security AgIJE1950 e s h

Enter S&;\Nﬂ

b 'Home Address: T i e
"y 4316 GLENWOOD AVE - - TN
3T c:qu Stite, Zip: BIRMINGHAM, AL 35255 5843 City, State, Zip: BIRMINGHAM, AL 352224303 .~ " _
%J':» f&hbama) Csoumy Jefferson (Alabama) County: .Jefferson. il ¢
;' i ‘Bﬂ'smcss Phone: (205)930-3600 Home Phone: (205)591-7506 |
'axn"l\lumber- (205)930-3497 (Will not'be published) ;
‘, s Pe.rmtsswn to publish in Roster: Yes [X] No [ ] Send official mail to: Business [V/] address.(check one) .
3 Spei alty -Primary: INTERNAL MEDICINE Board Certified: Yes V["No [ ]
,“_f_f;:,,:T . Secondary: ‘Board Certified: Yes[ JNo[] '
", Form ofPracuce.[ ] Solo [ ] Partnership.(2,3,0r4) [ X]Group (5 or more) If Group, g,we name below i w "
. SHEFFERSON CLINIC PC | | .

"" ] i'runmy Hosplta.t where you have staff privileges: o
“‘Name: .COOPER GREEN HOSP City/State: BIRMINGHAM, AL ’ X
Amyou licensed in another state: Yes [_] No [X] whichones: [ _J[ 1[_1[_1[_] '
anary Care Informamm- -
T Mwﬁtrm‘ gagea-ii-ctinleal praciice-in the-Siate-of Alabamal -+ "= - R P TS -.'-;='--_»"l'r-
L3 f‘f‘-' ! f .7 Yes [Y] Go to Question 2 No [ ] Do NOT answer questions 2 and 3 balow Skip to CME Cmiﬁcatinn questions. '- :
P bz Doea ~Yyour practice include the delivery of primary care medical services in Alabama? (Primary care is defined-as: "Basic or gene.-ra!
‘gx_l__ltcheper health care focused on the point at which a patient ideally first seeks assistance fiom the medical care system, exclusive (rf an
embl_'gency care gituation.")
. Yes [1¥Go to Question 3 No [ ) Do NOT answer question 3 below. Skip to CME Certification questions. :
; ’3’ i\_ppmxzmately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer 1!" you &
i -::ﬁnx\ymd"i‘ES to questions 1 and 2 above.) Approximately [Q hours per week.
- #EME Certification: (Check one) !
a i ". R here‘by certify that I have met the annual minimum com.inumg educ:auan requircment of 12 hours nfCategoryI
i icontiniing medical education during the calendar year ending December 31, 1999
{ ] 1 certify that I am exempt from the minimum continuing medical education requirements for the following, reason:
el 1 donot res:de in the State of Alabama and do not h.ewe a significant portion of my medical practice in Alabama.
s :,;",'- L[ E: T mgeiw:d my initial license to practice medicine in Alabama after June 30" of this calendar year.
b sr[;l i réinstated my license to practice medicine in the State of Alabama after June 30“‘ of this calendar year.
rar o [] (L m:rr a resident physician envolled in a residency training pro,ram
: z[;{ { ant retired from the practice of medicine and have obtained & waiver from the Board of Medical Examiners,

i Comp!ete both sides including szM%WJ&BEW%ﬁMA%Hm OV,ER' | .I

License #8195 4989 MICHAEL, MAX I.l.l
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7

10
11,
12,

13,

14,

T ecxtify that all information on this form Is correct,

ve you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past ym-‘?r?w\ [

M

Has your certificats of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or

voluntarily surrendered under threat of suspension ar revocation within the past year?

Have your smff privilepes at any hospital or health care facility been rervoked, snspended, cortailed, limited or placed wnder
comditions restricting your practice, within the past year'?

Have you been denicd a certificate of qualification or ticense to practice medicine in any statc or has your application for a
certificate of qualification or license to practice medicine bean withdrawn under threat of denial within the past year?

Have you had a judgement rendered against you, or action scitled relating to the performunce of your professional service
within the past year?

To your knowledpe, are you the subjeet of sn investigation by any licensing Board/Agency as of the date of this application
withia the past year?

Within the pust year, have you been dingnosed with or heve you bean treated for bi-polac disorder, schizophrenia, paranoia,
or any oiher psychotic disorder?

Do you curtently have any mental or physical condition or impairment (including, but not limited to, substance abusas,
alcohol abuse, or mental, emotional. or nervous disorder or condition) which in any way currently affects. or if untreated
could affect, your ability to practice in a competent and professional manmer?

Within the past year, have you cver raised the issuc of consumption of drugs or aleohol or the issue of 8 mental, emotonal,
nervous. ar behaviors disordsr or condition a5 & defense, mitigation, or explanation for yow: actions in the course of any
administrative or judicial proceeding or investigation; any inguiry or other proceeding; or any proposed termination by en
edncational institution, employer, povetnment agency, professional organization or licensing anthority?

Have yon ever been dizgnosed as having or have you ever bean treatcd for pedophilia, exhibitionism ot voyenrism?
Are yom currently enpaged in the illegul use of controlled dangenous substances?

If your answer to the preceding question is yes, are you currently participating in & $upervised rehabilitation program
which monitors you in order 1o assure that you are net eegaging in the illegal use of controlled dangerons snbstances?

Have you becn, within the past ycar, convicted of driving under the influence (DUT) or have you been charged with
DU and been convicted of a lesser offense such as reckiess driving?

Has your medical training or medical practice becn interrupted or suspended for a period longer thun 60 days for any reason

other than a vacation?

The term “surrently” does not mean ou the day of, or cven in the weeks or months preceding the completion of this application.
Rather, it means receatly enongh so that the condition referrod to may have an ongoing impact on one’s fanctioniog as a phyxician

or an assistant o a physician, or within the past two years,

IF YOU HAVE ANSWERED YES TQ ANY OF THE ABOVE (UESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

[

11

[]

[1]

[]

[l

[)
[]
[]

[1

1]

[]

WITH YOUR APPLICATION UPON RETURNIN! nmmm\/‘—
s l@ /x;/g/? 9
Date

Signatire

* Complete both sides, inchuding signatue,
¢ Be sure to supply all information,
’ Incomplete applications will be returmed.

Retarn with $100.00 renewal fee to:

Medical Licensore Commission
P.O. Box 887
Montgomery, AL 36101-0887
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License Renewal for 1999

D%dline is December 31, 1998 State of Alabama o
3 Medical Licensure Commission
334/242-4153
P.O. Box BRT
Montgomery, Alabama 36101-0887
veman ALUTO3-DIGIT 352 Cﬂmplﬁtﬁ BOTH sides including S\ignﬂmm.
MAX 11 MICHAEL , M.D, 28 Be sure to correct or supply ALL information,
PO BOX 55845 1 Return with $100.00 renewal fea.
BIRMINGMAM AL 352655845 4985  Incomplete applications will be retusaed.
Failure to register and pay renewal fee will result
| in the automatic revocation of the current license to
III“III!IIIIIIII IIIlilllIllllllllllhillllllllllIIIIII”III] prac[ice medicine or ngteopa[h}r_

Ploase make corrections or supply information: License 8195 paTessuep: 2/15/78 Sex: M [X] F []

Race: White [X] Black [ ] Am. Indian [ ] Oriental or Asian [ ] Other [ ] Social Security 4 1950
Office Address: Home Address:
4316 GLENWOQOD AVE
PO BOX 55845
City, State, Zip: BIRMINGHAM, AL 35255 5845 City, State, Zip: BIRMINGHAM, AL 35222 4303
(Alabama} County: Jefferson (Alabama) County: Jefferson
Business Phone: (205)930-3600 Home Phone: {205)591-7506
Fax Number: (205)930-3497 {Will not be published)
Permission to publish in Roster: Yes [X] No [ ] Send official mail to: Business [ #Taddress (cheek one)
Home [ ]
Specialty: Primary: INTERNAL MEDICINE Bourd Certified: Yes [¥ No{_]
Secondary: Board Certified: Yes [ ] No[]

Form of Practice:[ ) Sﬂlo“f-] Partnership (2,3,0r4) [ X] Group (5 or more) 1f Group, give name below:
JEFFERSON CLINIC IPC

Primary Hospital whete you have staff privileges:

Name: COOPER GREEN HOSP City/State; BIRMINGHAM, AL

Are you licensed in another state: Yes [ ] No [X] whichones: [ 3[ 1 [ T1{_.11[_]
Primary Care Information:

1. "Are you actively engaged in clincal practice? (Check one): Yes |9 No L]

2. Does your practice inclyde the delivery of primary care medical services? (Primary care is defined as: "Basic or general heaith
care focused on the point at which a patient ideally first seeks assistance from the medical care system, exclusive of emergency
room carc."): (Check one): Yes[*] No [ ]

3, Approximately how many bours per week do you practice the above-defined primary care services? {t ~15

CME Certification: (Check one) aE——

[\-]’l hereby certify that | have met the annual minimum continuing edueation requirement of 12 hours of Category 1
continuing medical education during the calendar year ending December 31, 1998,

[ ] Tcertify that { am exempt from the minimum contiouing medical education requiremcnls for the following reason:

{1 [ do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama,
[] Ireceived my initial license to practice medicine in Alabama after June 30* of this calendar year.

[1 Ireinstated my license to practice medicine in the State of Alabama after June 30™ of this calendar year.

[1 1am a resident physician enrolled in a residency training program.

[} 1am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

DEADLINE IS DECEMBER 31, 1998
Complete both sides including signature. Supply or correct ail information. OVER

License #8195 4985 MICHAEL, MAX 1L




YES NO

. v._Have you been convicted of a felony or of any offense (felony/misdsmeanor) involving the practice of medicme within the past year? [ ] M’

Sl

N
2. Mywmﬁﬂmmnfquﬂﬁmﬁmmummpmﬁwmedmmmmmmﬂmm revoked, restricted, curtailed or
voluntarily strendered under threst of suspension or revocation within the past year? (1 (¥

3. Have your staf¥ privileges at any hospital or Liealth care facility bm :evolmd, mmpcnded uumiled, h:mmd or plaw.l nnder :
mﬁumsmmuﬁugyourpmﬁm.withinmcpwtyw" ! S D IR Y |
4, Hawyaubeendenhd umﬁnam ufquahﬁmmm or license to pmahwmdlcinnmany smmhmymuapphmnan fora |
certificate of qualification or liccnse t0 practice medicine been withdrawn under threat of denial within the past year? [1 ™

5. Have you had a judgement rendered against you, or action settled relating (o the performance of your professional service
within the past year? (3 1

6. To your imowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application
within the past year? 1

7. Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, sc'-himphrenia,r'pammia.
or any other psychotic disocder? L1 (4

8 Do you cusrently have any mental or physical condition or impairment (including, but not limited to, substance abuse,
alcohol abuse, or mentzl, cmotional, or nervous disorder or condition) which in any way currently affects. or if untreated
could affect, your ability to practic in a competent and professional manner? (1 w

9. Within the past ysar, have you cver raised the issue of consemption of drugs or alcohal or the issue of 2 mental, emational,
nervoos, or behavioral disorder or condition as # defense, mitigation, or explanation for your actions in the course of any
administrative or judicial procesding or investigation; any inquiry or othex proceeding;: or any proposed termination by an

educational institution, employcr, povernment agency, professional organization or licensing authority? SR
10, Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyearism? (R (7 4§
11. Are you currcatly engaged in the illegal use of controlled dangerous substances? [1 1y

12, I your answer to the i:mmding question is ys, are you curreatly participating in a supervised rehabilitation program
which monitors yon in arder to assure that you arc not engaging in the illegal use of controlled dangerous sabstances? [1 11

13, Have you been, within the past year, convicted of driving under the inflnence (DUT) or have you been charged with
DU and been convictad of a Iesser offense such as reckless driving? (1 v

14, Has your medical training or medical practice besu interrapted or suspended for a period Jongsr than 60 days for any reason
ather than a vacation? 1y

The term “outrently” does nat mean on the day of, or even in the weeks or months preeeding the completion of this application.
Rather, it means recently enough so that the condition referred to may have an ongoing impact on one’s functioning as a physician
or an agsistant to a physician, or within the past two years,

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION
WITH YOUR APPLICATION UPON RETURNING: IT TQ THIS QFFICE.
. _ ) _ ¢ a[ ro{%¢
I certify that all information on this form is correct, N

Signature Drate

* Complete both sides, including signature.
* Be surc to supply all information.
* Incompiete applications will be returned.

Return with $100,00 renewal fee to:

Medical Licensnre Commission
P.O. Box 887
Montgomery, AL 36101-0887

SERVIGE PRINTING CO. (394) 268-0058




License Renewal for 1998

Deadijne is December 31, 1997 State of Alabama

Medical Licensure Commission
334/242-4153

P.0. Box 887
Montgumery, Alabama 36101-0887

Complete BOTH sides including signature.

s s i ok R AR ke e e ke R 5 D[ GIT 35255 Be sure o correct of suppljy ALL information.

MA I MICHAEL , M.D. 16 Reten with $100.00 renewal fee.

PO BOX 35845 67 Incomplete applications will be returned.

BIRMINGHAM, AL 35255-5845 4708 Failure to register and pay renewal fee will resnlt
in the automatic revocation of the current Hcense to

il]”n]llnllil1l|l||I;In[$]1hl[l]lllll!lIll!!l![llll”llll practice medicine or osteopathy.

Please make corrections or supply information: License 8195 pare-ssuen: 2/15/78 Sex: M X} F[]
Race: White [X] Black [_] Am. Indian [_]- Oriental-ot Asian [_] Other [_] Social Security. “r-’?‘_'zﬂ e

Office Address: Home Address:
4316 GLENWOOD AVE
PO BOX 55845
City, Stute, Zip: BIRMINGHAM, AT, 35235 5845 © City, State, Zip: BIRMINGHAM, AL 35222 4303
(Alabama) County: Jefferson (Alabama) County: Jefferson
Business Phone: (205)930-3600 Home Phone: (205)591-7506
Fax Number: (203)930-3497 ) {Will not be publishud)
Permission to publish in Roster: Yes [X] No[_] Send official mail to: Business [v/] address (check cne)
Home [ |
Specially; Primuary: INTERNAL MEDICINE Board Certified: Yes [+ “]/ No ]
Secondary: Board Certified: Yes [_] No[_]

Form of Practice:[] Solo (] Partnership (2, 3, or 4) [X] Group (3 or more) If Group, give name below:
JEFFERSON CLINIC PC

Primary Hospital where you have staff privileges:
Name: COQPER GREEN HOSP City/State: BIRMINGHAM, AL
Arc you lcensed in another stare: YLH L ] \D [X] ‘tlch anes: [_] [_] N W T |
Primary Care Information: T T
1. Arc you actively engaged in clincal practice? (Check one): Yes ['hﬂ/NO
2. Does yvour practice include the delivery of primary care medical services? (_anury care 1s defined as: "Basic or gencral health
care focused on the point at which a patient ideally first seeks assistance from the medical care system, exclusive of emergency
rocm care,"}: (Check one): Yes ’f No [ ]
Approximalely how muany hours per week do you pracuce the above-defined Primury Care Services? (‘?
CMLE Certification: (Check one)
[ &I hersby certify that I have met the annual minimum continuing educalion requirement of 12 hours of Category 1
conlinuing medieal education during the calendar vear ending December 31, 1997,
[ ] Teertify that [ am exempt from the minimum continuing medical education requirements for the following reason:

[ ] Idonotreside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[ I Ireceived my initial license to praclice medicine in Alahama afier June 30" of this calendar year,

[ 1 reinstated my license to practice medicine in the $State of Alabama aller June 30" of this culendar year.

['1 1 am aresident physician enrolled in a regidency training program.

1] Iam retired from the practice of medicine and have obtained a waiver [rom the Bourd of Medical Examiners.

Complete both sides including signature. Supply or correct all information. OVER
DEADLINE IS DECEMBER 31, 1997 4708




YES NO

L B = you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past year? [1 [
2, Has yoar certificate of qualification or license to practice medicine in any stzte beep susperded, revoked, restricted, curtailed or
voluntarily surrendered under threat of snspension or revocation within the past year? [] [t']/
3. Have your staff’ privileges at any hospital or health care facility been revoked, suspended, curtailed, imited or placed under
conditions restricting your practice, within the past year? _ [1 [d~
4. Have youn been denied 3 cr:rtaﬁcatf: of gualification or Heense w practics med.tcme in any statc or has your application fora
certificate of qualification or ficense to practice medicine been withdrawn under threat of denial within the past year? (1 [&
5 Have you had a jodgement zendered aguinst you, or action settled relating to the performancs of your profossional service
within the past year? [1 [q/
a. To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the dae of this application
within the past year? (] ¥
7 Within the past year, have you been diagnosed with or have you been treated for hi-polar disorder, schiznphrenia, paranaia,
or any other psychotic disorder? [T [
8. Do you currently have any mental or physical condition or impairment (including, hut not limited to, substance abuse,
aleohol abuse, or mental, emotional. or nervous disorder or condition) which in any way cumently affects. or if untreated
conld affect, your ability to practice in a competent and professional manner? il 1 !l/
Q. Within the past year, bave you ever rased the igsue of consumption of drvegs or alcoho! or the issues of a mental, emotional,
nervous. or behavioral disorder or condition a¢ & defense, mitigation, or cxplanation for your actions in the course of any
administrative or judicial proceedme or Investigrtion; any inquiry or other proceeding; or any proposed termination by an
educational imstitution, employer, government agency, professional organtzation er lcensing authority? [1 [ ‘j/
10, Have you ever been diagnosed as having or have you ever been ireated for padophiliz, exhibidonism or voyeutism? [] [ Ie/
i Are you currently engaged in the illegal use of controlled dangercus substances? [} [ =]/
12. If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program
which monitors yon in order to assure that you are not engaging in the legal use of conirolled dangerons substances? [T [1
13. Have you been, within the past year, convicted of deiving under the influense (DU or have yvou been ¢harped with
DUT and been convicted of a lesser offensce such as reckless driving? [1 I \]/
14, Has your medical training or medical practice been interrupted or suspended for a peried longer than 60 days for zm.y Teason o q/
[1 I

other than 4 vacation?

The torm “eurrently™ does not mean on the day of, or even in the weeks or months praceding the complation of this application.
Rather, 1t means recently enough sa that the condition referred to may have an ongoing impact on one’s functioning as a physician

or an essistant 1o 1 physician, or within the past two years.

IFYOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETATLED ERPLANATION

WITH YOUR APPLICATION UPON RETURNNﬁ\IIT\T‘\D 5 OFFICE. ;
L 0/
1 certify that all information on this form is correct. / 57/’ 9 4)
Date

Signature

Medical Licensure Commission
P.0O. Box 887
Montgomery, AL 36101-0887

SERVIGE FRINTING GO. (334} 283-0038




W‘———

N | .
Iﬁ.mﬂenmal for 1997 State of Alabama L
e is December 31, 1996 Medical Licensure Cominission
334/242-4153
P.0. Box 887

Montgomery, Alabama 36101-0887

Complete BOTH sides including signanire.

Be sure 1o correct or supply ALL information.
Return with $100.00 renewal fee.
Incomplete applications returned.
Failue to register and pay renewal fee will result
in the antomatic revocation of the current license 10

. MAX IIf MICHAEL, M.D. practice medicine of osteopathy.

" PO BOX 55845

| BIRMINGHAM AL 35255-5845

Please make corrections or supply information: Lic:ensé 8195  parsassus: 0215078 Sex: MIX] FL1

R l!& o —— — T -

Office Address:
POBOX 55845 4316 GLENWOOD AVE
City, State, Zip: BIRMINGHAM, AL 35255 5845 City, Stabs, Zip: BIRMINGHAM, AL 35222 4303
(Alaba) Covaty: Jefferson (Alabams) County: Jefferson
Business Phone: (205)930-3600 Home Phone: (205)591-7506
Fax Number: (205)930-3497 (Will not be published)
Pm@issimtnpub]ishhnmmn Yﬂsﬁ No B Send official mail to: Business L'f],uddrm(nhackme)
~ | Home (.1
Speciality: Primary: INTERNAL MEDICINE Board Certified: Yes ) No [
.é_.mnﬁuy: Board Certificd: Yea [ 1 No[]
¥iorm of Practice: [ Solo [ ' %lwﬂjﬁﬂmp[ﬁmm}ﬂﬁmup,giwwbﬂnm
CAivA T (<

Primary Hospital where you have staff Hrivil&gcs:
Name: COOFER GREEN HOSP City/State: BIRMINGHAM, AL
— . pzeyorticensed in anoter staw ey [ No (K] "WhEF saes LT (1T “"

CME Certification: (Check one)

KT hereby cextify that L have met the angual mintmwn continuing education requirement of 12 hours of Category [
continuing medical etucation duting the calendar ymmdingnwamher 31, 1996.

g1 amfy that I am exampt from the minizmm continuing medical cducation requirement for the following reqson:

[]Idnnnhmideiumes‘:tateofmabamaanddunmhave a significant partion of my medical practios in Alabas.
mmnivedmyi:ﬁﬁnlﬁmsempmmmgdidmhmm&mﬂmmmﬁmmnnﬁaryear.
I']Imhsmmdmyﬁmwtopncﬁmmadic&minmSmofAlabamnufmrImﬂDﬂlofthiscalmdarym.

0] Inmnmuidentphyskianenmﬂedinarﬁimyminhg program.
BIauimﬁmdfwmthnpmcﬁceofmedinﬁmmdhnwobm'md awaivuﬁom&aﬁmdufh&eﬂicﬂﬁmnﬁnm

Complete both sides including signature. Supply or correct all information. OVER
DEADLINE IS DECEMBER 31. 1996




[]

. ) d“smwﬂbsmmm
your gaswer 1o the preceding qugtion is
joRr fags - &% ATC You curreatly particf H
which mouitors you in orderto asfire that you are not engaging inmiﬁ::a';ﬂumwwﬂmﬁmmm
CONLRY; Eerons substances?
\ []

fave mn,withinnwpastw.mﬁqudofddﬁngmdwthcinﬂummunmmmbmmBd "
zed wil

YUT and hesn convicted of & Jester offcnsc sach as reckless driving?
[

1as vodr medical training or medical practice been inktrrupted or suspeaded for a period longer than 60 days for any reason

then thy _l.vmﬁbﬂ? | .
.'!w“cumnﬂy"dmnmimnonmﬂayot,orwminmawmksmmnnﬂmprmmgmmpmﬁmdm _—

tather, t means recently enoigh 50 that the condition referred to may have an ongoing impact on one’s mwingﬁpilﬂ)ym%m

T 4 &shists ttnaphysidan,pwithinthepmmnym.

# YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION
VITH YOUR APPLICATION UPON RETURNING IT TO, THIS OFFICE.

: ' of {
lta]]' 0! ll:l!l - : ‘ [/ yf
-- i Sigmature Date

% Uomm all information.

b Tt pictions whlbe resurncl

' | op fee 4
QNI

Al Q‘wﬁ ‘lﬁmlm



N

License Renewal for 1996 State of Alabama o
Deadline is Decamber 31, 1995 Medical Licensure Commission
334/242-4153
P.O. Box B87
Montgomery, Alabama 36 101-0887

Complete BOTH sides including signature.
Re sure 1o correct or supply ALL information.
~ Return with $100.00 renewal fee,
. o ~CAR incomplete applications will be returned.
" Wiax Michael Il M.D. ‘ CARRT-SORT ROt e and pay reiewal foe will rosul
* PO Box 55845 12 in the antomatic revocation of the curréat license to
practice medicine or osteopathy.

Birmingham, AL 35255 5845
lII“I'lIil'lIIIIIIlllllll‘lllllllllllI|IIIIIIIIIlIIIllllIIIlIII

Please make corrections or supply Information: License 8195 oamessuen: 02/16/97 Sexz M PG FLJ
——~ Racer WHa [X] Black (3 Am. Tndian [T Giieital GrAsian [ Other ] 'Social Security Qmaics T T
Office Address: Home Address:
PO BOX 55845 4316 GLENWOOD AVE
City, State, Zip: BIRMINGHAM, AL 35255 5845 City, State, Zip. BIRMINGHAM, AL 35222 4303
(Alabama) County: Jefferson . ' (Alabama) County: Jefferson
Business Phone: (205)830-3600 Home Phone: (205)591-7508 _
Fax Number: (205)830-3497 . ' (\fVill n'0t be published)
Permission fo publish in Roster: Yes [ ]No X Send official smail tu.ﬁgg::ess ] address (check one)
Specialty: Primary: INTERNAL MEDICINE Board Certified: Yes[] Noll]
Egamﬂdaw: i Board Certified: Yes L_l No U

Form of Practice: [ ] Solo [] Partnership (2, 3, or 4) {1 Graup (5 or more) If Group, give name below:

Primary Hospital where you have staff privileges:
Name: COOPER GREEN HOSP City/State: BIRMINGHAM, AL
— AR Wﬁﬁeﬁaﬁ'ﬂiﬁ'ﬁuﬁ{lﬁfﬁﬁ?‘ Yes1 1 No IR which ones; [_TL_J1J L] —_

CME Certification: (Check one)

4
H/I hereby cectify that | have met the annual minimum continuing education requirement of 12 hours of Category | continui
medical education during the calendar year ending December 31, 1985.

0 | certify that 1 am exempt feom the minimum continuing medical education reguirement for the fallowing reason:

[ | do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[} received my initial license ta practice medicine In Alabama after June 30th of this calendar year.

[l | reinstated my license to practice medicine in the State of Alabama after June 30th of this calendar year,

[ 1 am a resident physiclan enrolled in a residency training program.

() | am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

Complete both sides including signature. Supply or correct all information. OVER




1. Hawe you been convicted of a felony or of any offense (felony/misdemeancr)
invglving the practice of medicine within the past year?

2. Hasjyour certificate of qualification cr Jicense 1o practice medicine in any state been
suspended, revoked, restricled, curtailed or voluntarily surrendered under threat of
susgension or revocation within the past year?

3. Have your staff privileges ar é.ny hospital or health care facility been revoked,
suspended, curtailed, limited or placed under conditions restricting your practice,
within the past year?

4. Have you been denied a certificate of qualification or license to practice medicine in
any|state or has your application for a certificate of qualification or license to
pragtice medicine been withdrawn under threat of denial within the past year?

3. Arelyou now or have you been addicted to the use of alcohol or controlied
subgtances within the past year?

you been diagnosed and/or treated for a mental illness and/or serious physical

you had a judgement rendered against you, or action settled relating to the
rmance of your professional service within the past year?

8. To your knowledge, are you the subject of an investigation by any licensing
Agency as of the date of this application within the past year?

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE
ATTACH A DETAILED EXPLANATION WITH YOUR APPLICATION UPON
RETURNING [T TO THIS OFFICE.

I ua:tif(y/ that all information on this form is correct,

N oft2/7r

Yes

8 § § ® W

No

q E

Signature

» Complete both sides, including signature,
* Be sure to correct or supply all information,

Incomplete applications will be returned,

Return with $100.00 renewal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

Date




iRpse Renewal for 1995 State of Alabama

is December 31, 1994 Medical Licensure Commission
20512424153

P.0. Box 887

Montgomery, Alabama 36101-0887
Complete BOTH sides including signature.
B@D:ll;re to correct or supply ALV information.

Retarn with $100.00 renewal fee.
Incomplets applications will be reurned.
. MAX MICHAEL IO, M.D. Failure to register and pay renewel fee will result in the
PO BOX 55845 ; ‘ automatic revocation: of the current license to practice
medicine or osteopathy.
BIRMINGHAM, AL 35255
Please make corrections or supply information: License # 00008195 Sex: M [X] FL]
Waoe: White [X] Black [ ] Am. Indian {*j Oriental or Asian [} Other [ ] Social Security #{iill}-1950 "
Office Address: Home Address:
PO BOX 55845 4316 GLENWOOD CIR
City, State, Zip: BIRMINGHAM, AL 35255 City, Stats, Zip: BIRMINGHAM, AL 35222
County: Jefferson ' County: Jefferson
Business Phone: (205)930-3600 Home Phone: (205)591-7506
Pax Number: (205)930-3497 [(WllootbepeliiEed)
Permission to publish in Roster: Yes [ ) No [X] Send official mail to Business or Home address (circle one)
Specialty: Primary: I Board Certified: Yes [X] No [
" Secondary: ' Board Certified: Yes [ ] No [X]

Form of Practice; [] Solo [} Partnership (2, 3 or 4) [] Group (5 or mor¢) If Group, give name:

PR LS

Primary Hospital where you have staff privileges:
Name: COOPER GREEN HOSP City/State: BIRMINGHAM , AL
Ate you ticensed in another state: Yes [ ] No [X] Whichomes: [ [ J[_((J(J

CME Certification: (Check one) i r

E(I hereby certify that X have met the annual minfmum continging education requiremeat of 12 hours of Category I continuing
medical education during the calendar year ending December 31, 1994, g

0 I certify that I am exempt from the mintmupm continuing medical edncation requirement for the following reason:

[ 1 do not reside in the Sate of Alabama and do not have a significant portion of my medical practice in Alabama.
[1 I received my initial license to practice medicine in Alabama after June 30th of this calendar yea.

] 1 reinstated my license to practice medicine in the State of Alabama after June 30th of this calendar year.

[ 1 am a resident physician enrolled in a residency training program.
[IIainmﬁmdfmmthcpmnﬁceofmndicinaandhaveo’ummawaiverfmmthﬂﬂoatﬂofMediualExaminers.

Complete both sides including signature. Supply or correct aif information. OVER



wi The Past Year: Yes No
-« - ]
1. & you been convieted of a felony or of any offense (felony/misdemeanor) a n’
inWelving the practice of medicine?
2, your sertificate of qualification or license to practice medicine in any state been B ry"
ded, revoked, restricted, curtailed or voluntarily sirrendered under threat of
n or revocation? :
8. Have your staff privileges at any hospital or health care facility been revoked, a o
suspended, curtailed, limited ar placed under conditions restricting your practice?
4. Have you been denied a certifieate of qualification or license to practice medicinein o ' o
state or has your application for a certificate of qualification or license to
pragtice medicine been withdvawn under threat of denial?
5. % now or have you been addicted to i:he use of aleohol or controlled o lP’f
subgtances?
6. Have 3;011 been diagnosed and/or treated for 2 mental iliness andfor serious physical & o
llngss?
7. Have you had a judgement rendered against you, or action settled relating to the a d
ormance of your professional gervice?
8. To your knowledge, are you the subject of an investigation by any licensing = n/
Board/Agency as of the date of this application?
I certify that all information on this form is correect:
A Wy (KA |
Signature Date

- b -

» Complete both sides, inchading signature.
* Be sure to correct or supply all information.

Incomplete applications will be returned.

o “

Return with $100.00 renewal fee to;

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

DEADLINE — DECEMBER 31, 1994




RENEWAL APPLICATI

F-or a certificate of registration to practice medicine in Alabama in 1994
Alabama Medical Licensure Commission  Post Office Box 887 « Montgomery, Alabama 38101-0887 « Phone [205) 242-4163

Name & Mailing Address
fViske =ddress corections in (4} below)

LICENSE #: 0OQQ313S LSSUED:

MICHAEL MAX III
PO BOX 55845

BIRMINGHAM AL 35255-5845

2/15/1978

\uEmﬁ_S and osteopath licensed fto

{Rav. 08/93)

practice

astecpathy in the State of Alshama shall on or hefore
the m._mﬁ of December of each year, apply io this Commission
for a Certificate of Registration which shall be effective during

the calendar yesr.

M Renewsal Fee: $100.00 - Failure to ragister and pay the annual
ragisrration fee within 30 days sfter regisiration becomes due
will result in the aunomatic revoeation of the agrent license

without further notice or _..wnzzm as provided in §4
Code of Alsbama {1975).

-24-337,

(Check a or b) For CME Certification

a7 hereby cartify that | hava met the annual
minimum continuing sducatiopn requirement of
12 :hours of Catesory_ ! continuing medical

educstion during the  “calendar year ending
Dacember 31. 18893,

bl—— 1 certifiy that | am exempt from the minimum
¢continving medical education requiremant for
the following reasen: :

Check o:w Below If You Answered (b)

1 do’ not reside in the State of Alabama and do
not have a2 significant portien of my medical
practice in Alabama

i received my Jnitial license to practice
madicine in Alabama after June 30th of this
calendar year.

| reinstated my licensa to practice medicine in
the State of Alasbama after June 30th of this
calendsr year.

I am retired from the practice of medicine and
have obtainad a2 wsiver from the Bosrd aof
Madical Examinars.

| am a rasident physician anrollad in a residency
training program.

I certify that all information on this form is correct

1.

2.

Within The Past Year:

Have .wo.._ been convictsd of a felany or of any oifense
{talony/misdemesnor} invelving the practice of medicing?

Has your ecartificste of quaihigabon or license to practice
medicing in any state been suspended, revoked, restricted,
curtailed or voluntarily surrendersd under threat of suspensian
or revocation?

Have your staff privileges at any hospital or heaith care Tagiity
besn revoked, suspended, curtsilod, limited or placed under
conditions restricting your practice?

. Mave vou been denied a certificate of qualification or Leense

to practice medicing in any state or has your application tor a
cartiflcata of qualification or license to practice medicine
bean withdrawn under threat of denial?

Are you now or hava you been addicted to the use cf
alcahol or controlled substances?

Have you been diagnosed and/or trested for a mental iness
and/or sarious physical liiness?

Have you had a judgernent rendergd against vou, or achen
settled relating to the performance of your prefess:is-al
servicar?

To your knowladge, are you the subrject of an investigalign b.
any licensing Beard/Agency a3 of the date of this applicauor’

Signature

Yas

a




RENEWAL APPLICATION I
or a certificate of registration to practice medicine in Alabama in 1993

Alabama Medical Licensure Commission
Post Office Box 887
Montgomery, Alabama 36101-0887
Phone (205) 242-4153

Name and Mailing Address Home Address:

LICENSE #: DOOS195 I1SSUED: 02/15/78

MAX MICHAEL III Street

P O BOX 55845 City

BIRMINGHAM, AL 35255 ! State Zip

j Business FAX#:( )

OMake éorrec:tinns te mailing address on reverse: [JCheck if you authorize your FAX# 1o be published in a direstory
B Every physiclan and, osteopath licensed to practice_mecicinelo athy in the State of Alabama shall on or before the
31st of Decamber of each year, apply to this Commission for a ficate of Registration which shall be sffective during

the calendar year.

H Renawal Fee: $75.00 - Failura to registér and pay the annual registration fee within 30 days after
ragistratior hecomes due will result in the automatic revocation of the current license without further
notice or hearing as provided in § 34-24-337, Code of Alabama (1975).

(Check a or b) For CME Certification Within The Past Year: . Yes No
#..| ‘herehy certifythat | have met the | 1 Have you been convicted of a feioty or of any
annual  minimum  continuing  education offense (felony/misdemeancr) involving the practice of v

req.lllre;'nem of 1 I2 gdms_ 0 Callngor%r_‘; | meding? N
gggrdu.za‘ng year c;‘.ﬂuanir.ilinq@;;‘l Dal::m'ba' 31, | 2 Has your certificate of quaiification or license to
1992 ‘ practice medicine in any state been suspanded,

' revoked, restrictad, curtalied or voluntarity surrendered __/

Bl ! certifiy that | am exempt from the under thrsat of suspension or revocation?
minimum continung  medical education | 3 Have your steff privieges at any hospital or haaith
requirement for the following reason care 5;'Jm::i!ﬂ:y Bean revoked, sEspendad,' curtalled,

Check One Below I You Answered (b) mﬁ%ﬂﬁ placed under conditions  restricting your v/

—— | do not reside in the State of Alsbame | 4. Have you been denied a certificate of qualification or
and do not have a significant portion of ivense to practice medicine in any state or has your
my medical practice in Alabama spplication for a certificats of quaification or license

10 pract dicine been withdr undes

—— | received my intidl fcense to practice da@;? °e me IGIT:B R sl e af, _ v :
this m Y L S8 SRS 5, Arg ¢ have been addicted to v

is ca oar, h R MoV O Ou been i o the use
: ’ Y - L - of a!gnhnl or mnvuﬂadysmmm&? —_—
,l.,.,e;mm in th;m/ 51‘.,1':9" f? Ama’fg 6 Have you been diagnosed and/or teated for a menta we
Jine 30th of this calencar year. hess andfor serious physical iliness? . —

- ; : 7. Have you had a jodgement rendered against you, or
—— | .am retred from the practica of action settied relatng to the performance of your 4

medicine and have obtsined a walver ; :

from the Board of Medical Exarminers, protessiondl, sarvisr —

; ; ; : 8.To your knowlsdps, are you the subject of an
~——1 am a resident physician enrolied in a iwes}l:igaﬁon by ) Iic;ansingysnard!Agancy as of the v

residency fraining program, date of this Tcgtimn? —_—
KA,( b\,J\A\rJ i~ fU/')*?/‘fM

| certify that all information on this form is corragt

Signature Date




RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1892
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box BB7
Mentgomery, Alabama 36101-0887
Phone {205) 261-4153

Every physician and osteapsth licensed te practice medicine/osteopathy in the State of Alsbama shall, on or befare the 31st day of
December of each year, apply to this Cammission for a Certificate of Registration which shall be effective during the calendar vear,

mmzmﬁbr FEE: $76.00 --- Failure to register and pay the annual reglstraticn fee within 30 days after
registration becomes due will result in the automatic revoaation of the aurrent license without further
notice or hearing as provided in § 34-24-337, Code of Alabama, (1875).

Name and Mailing Address: Business Address:
MBYX MICHAEL III i SELF
P O BOX 558435 g 1515 &TH AVE 8
BIRMINGHEAM, AL 33255 BIRMINGHAM, AL 35233
LICENSE #: 000BL95 ISBUED: 02/15/78
If your addresses are different from those shown, make corrections on back:
MWITHIN THE PAST YEAR: YES
1. Hovs you baen cenvicted of » felony or of any offense {felony/mizdemeanor) involving the practics of
wmedigine.

i

Has yaur owrtificsre of.quzliflcationa ar Hicense o practice’ medleine in any—stete been suspended —- —
ravoked, restricted, eurteiled ar voluntarily surrendared under thraat of cSuApdmzion of revacstion?

3. Have your gtaff privileges at #ny hoapital er heatth esre facility been ravakod, suspended, curtailad,
limited or placed under conditions re=tricting your precticn?

4. Have you bsen denlad & certificete of gualification or 8 litgnse-to pfectice meodicina In any stgte or

has yéur spplication far a certificate of fqualification or ficensc 1o practiee medicing bean withdrawn
undaer threat or claim?

5. Are you naw or have you been zddicted 1o the usc of aloohal or controiled subrstances?

8 Hava you Baes diognosed andior trested for s mewtal ijinass?

7. Have you hat & judpement renderad 8gainst you, or gution aettled relating to the performance af your
professional servicg?

a ) & To your knowlerge, are you the susject of an investigation by any litensing HosrdiAgancy as of tha
dezte of this ranewal application?

{ certify thet the ahove information is correct ﬁ\/\g@ aﬁh\ .I \ m‘\
re

i Jete
Do Not Detach)

NNV
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RENEWAL APPLICATION L

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1990
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box 887
Montgomaery, Alabama 38101-0887
Phone (205) 2514153

Every physician and ostacpath licensed to practice medicina/osteopathy in the State of Alzbama shall, on or before the 31st day of
December of each year, apply to this Commission for a Certificate of Registration which shall be effective during the calendar yeax.

RENEWAL FEE: $50.00 -— Fallure to register and pay the annual registration fee within 30 days after
registration becomes due will result in the automatic revocation of the current license without further
notice or hearing as provided in § 34-24-337, Code of Alabama, (1975). ‘
Name and Mailing Address; Business Addrass:
MAX MICHAEL IIX SELF
P O BOX 55845 15815 ETE AVE S
BIEMINGHAN, BI. 35255 BIRMINGHAM, AL 35233

LICENSE #: 0008135 ISBUED: 02/15/78
I# your addresses ara different from those shown, make vorrestions on back:

WITHIN THE PAST VEAR:

s Have you boen sonvietes of 3 faleay or of any offenae [f slany/misdemeance] involving the hractice of
medicine,

Hos your cortifivate of gusliffcaticns o Jiconze to prectico-meadicine in Shy_feute DEAn SUsfindad,
revekad, restricted, curtsilod or valuntarily surrendered under thrast of suspanaion or ravocation?

L. Have your staff peivileges at any hospital or nasith care facility been revokad, uﬁua.i-u.aag-:-n.
limitad or plaged uader condiiians rastricting your practics?

Have yau Boan denisd o esrtificata of qualification or a {icanss to practice medicina In any state or
has your applieation for » certifieste of qualifieation or {ioanze to practice madicine been withdrawn
undar threat or ciaim?

. Aro you now or have you Basn sddicted i6 tha usze of alaohel or controilad aubstances?
Have you boon diggaesed and/or treatad far a mantal ilinasa?

» Huve you had » judgemant rendared against you, or action nattied relmting 1o the performanca of your
prafesaional sarvice?

Te your knowledga, are you the subjaat of an Invastigation by
dath of tnis renswal appticstion?

| cartify that the above infarmation Iz correct




RENEWAL APPLICATION

FOR A CERTIFICATE OF BEGISTRATION TO PRACTICE MEDICINE IN ALABAMA IJN 1389
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box 887
Montgomery, Alabama 36101-0887
Phone {205} 261-4153

Every physician and osteopath licensed to practice madicine/osteapathy in the State of Alabama shall, on ar before the 31st day of
Decamber of each year, apply to this Commission for 3 Certificate of Registration which ghall be effective during the calendar year.

RENEWAL FEE: $50.00 --- Failrs to register and pay the annuai regisiration fee within 20 days after
registration becomes due will result in the automatic revocation of the current license without further
hotice or hearing as provided in § 34-24-337, Code of Alabema, (1975).
Name and Mailing Address: Business Address:
MAX MICHA®RI. 1IT .
1515 6TH AV § . 1513 ETH AVE &
BIRMINGHAM, AL 235233 BIRMINGHAK, AL 35233

LICENSE #: 0008195 ISSUED: 02/15/78" = = ¢
It your zddresses are different from those shown, make corrections on hack:

AVITHIN THE PAST YEAR: YES

1. Have you been convictad of o felony or of eny offanse tielonyimisdemaanar) tnvolving the prectice of
medigtne.

Has Your ceriificate of ausliTicarions o licensc 1o prastice medicing in any Ztafe besn suspendan,
reveked, restrictad, curtsilod or valuntarfly surrpnoersd under threat of SULpCHSion or rgvocatian?

Have your saff privileges 2t any haspital or honlth pare facility boen revaked, suspended, curtailed,
limited or placed under conditions restricling your practipe?

Have you bean danind 8 certificete of qualification or u ifeensa 1o practice medicing in any stato or
has your application for a gertificate of qualification or ¥zange re"practice medicine Bogn withdrawn
under threat or claim?

Are you now or have you been addicten to the uke of aleshsl or contralled substances?

Have you been dlsgnosed endlor traated for 2 mantel {|iness?

Hsve you had a judgament rendcrod agsinzt you, or action aettied relating io 1he performance of your
professional service?

Te your knowlodge, are you the subject of #n invastigatien by sny licensing Board/Agancy s of the

gate aof this rennwal appiication?
[ 8 3\ e
¥ eertify 1aet the abova informatias iz correct
‘ L Date

Sigaature




RENEWAL APPLICATION . o

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1988
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box B87
Montgomery, Alabama 36101-0887
Phone {205) 261-4153

Evary physician and osteopath licensed to practiee madicine/osteopathy in the State of Alabama shali, on orhefore the 315t day of December of each year,
apply to this.Commission for a Certificate of Reglstratian which shali be effective during tha ealendar yoar.

RENEWAL FEE: $50.00 --- Fallure to register and pay the annual registration fee within 30 days after registration

becomes due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, {1975).

Name and Mailing Address: Business Address:
MAX MAICHAZL ITII

LZ1% &6TH RY S i51iS &TH AVE S
JIIMINGHAYy AL 352323 BIRMINGHAM, AL %3233

The above Addresses are corredt,




RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA TN 1987~
ALABAMA MEDICAL LICENSURE COMMISSION
Past Difios Box B87
Monigomery, Alabama 36101-0887
Phono (208} 281-4153

Every physicign and ostacpath licensed 2o practice medicing/osteopathy in the State of Alabama shall, on or befo
apply to this Commission for & Certificate of Registration which shall be affective during tha calendar year,

RENEWAL FEE: 550,00

rethe 318t day of December of aach year,

--- Failure to register and pay the annual registration fee within 30 days after registration

bacomes due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, {1 975).

Name and Mailing Address: i T3
HAX MICHAZL mHHH Business Address:
18515 574 AV S 1515 57H AVE 5
mhmznzmxbxu AL 35233 wHNZHzmxhza AL . 35233

LICENSE %1 Q000819s ISSUED: 02/15/78

Vi
The above Addresses ars corract.




RENEWAL APPLICATION

=
FOR A CERTIFICATE OF REGISTRATION 70 PRACTICE MEDICINE IN ALSXBAMA IN 1886
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box B87
Mormgomary, Alabama 381 01-0887
Phone (205) 261-4153

Every v:__.mm”nmm: and osteopath licensad to practice madici na/osteapathy inthe State of Alabama shall. an or beforathe 31stday of December of aach year,
apply to this Commigsion for a Certificate of Registration which shall be effactive during the calendar year,

RENEWAL FEE: $50.00 -- Failure to register and pay the annual registration fee within 30 days after registration

becomas due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, {1975).

Name a2nd Mailing Address: Business Address;
MAX MICHAEL IIX

1515 6TH AY S 1515 &6TH AVE S
BIRMINGHAM, AL 35233 BIRMINGHAMe AL 35233

LICENSE #:= 00LB1I95 ISSUED: 02715778

The abeve Addresses are correct.




'RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1985
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box BB?
Meontgamery, Alabama 384901-0887
Phona {205) 2614153

Evary physician and osteopath ligensed to practice medlgine/psteopathy inthe State of Alabama shall. an or before the 31t day of Dacecnbar of sach yaar,
apply to this Commissign for a Certificate of Registration which shall be affactiva during the salendar yaar.
RENEWAL FEE: $50.00 -- Failure to register and pay the annual registration fee within 30 days after registration
becomes due will result in the automatic revocation of the current license without further notice or hearing ss
provided in § 34-24-337, Code of Alabama, {1975).

ame and Mailing Address: ‘ Businessg Address:
MAX: MICHAEL III
1515 8TH AV 5 1515 é6TH AVE S
BIRMINGHAM, AL 35233 BIRMINGHAM, AL 35233
LICENSE #2 0008195 ISSUED:s 02/15/78

v The above Addresses ara correct,




RENEWAL APPLICATION

F] FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1984
ALABAMA MEDICAL LICENSURE COMMISSION
Post Offics Box 887
L5 Montgomery, Alsbama 36101
Phona {205) 832-5061

Every physician and osteopath licensed 1o practice madicine/nstecpathy in the State of Alabama shall, on er bafore the 31st day of December of each yaar,
apply to Eﬁ Commission for 2 Certificate of Registration which shall be effactive during the calendar year.

RENEWAL FEE: $50.00 -- Failure 1o register and pay the annual registration fee within 30 days after registration
becomes due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, (1975).

Name and Mailing Address: Business Address:
MAX MICHAEL ZIX
1515 6TH AV S 1515 6TH AVE S

B8IRMINGHAM, AL 35233 BIRMINGHAM, AL 335233

LICENSE #: GQU8195 ISSUED: G2/15/78

o
The above Addresses are correct,




RENEWAL APPLICATION -

Every physicien snd asteoperh licensed to practice medicine/asteopathy in the $tate of Alabama shsll, on or before the 31st day of December of each year,
apply to this Commission for a Cerrificare of Raglitrotion which shzll be effsctive during the caiendar year,

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE JN ALABAMA, IN 1883

ALABAMA MEDICAL LICENSURE COMMISSION
‘908 Bouth Hull Streat, Room 118
Montgomery, Alahama 368104
Phone 205/832-5081

RENEWAL FEE £50.00 — Failure 0 ragistar and pay the annual registration fee within 30 davs aftar ragistration becomes due will result in the auto-
matic rédvocation of the current license without further notice or hearing as provided In Act. No.81:218, Code of Alabama, Section 12.

Name and Mailing Address;: Business Address:
MAX MICHAFL III
1515 6TH AV S 1515 6TH AVE S
BIRMINGHAM, AL 35233 BIRMINGHAM, AL 35233
LICENSE #t GGOBL9S ISSUED: 02/157/78

The ahove Addresses are corrger,




RENEWAL APPLICATION T
FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA [N 1882,

ALABAMA MEDICAL LICENSURE COMMISSION
m_ch ey, Zgﬂmnnﬁ_.o.._n._n
ontgomery,
Fhona 208/232.8081

Every physiclan and esteopath licensad 1o prectice medicine/osteapathy in the State of Alabama shall, on or bafora the 31st day of December of each year,
apply to this Commission far a Cartificate of Registration which shall be effactive during the calendar year.
RENEWAL FEE $50.00 — Failure to register and pay the annual registration fee within 30 days aftar ragistration becarmes due will result in the suto-
matic revopation of the current licenss without further notics ar hearing as provided in Act, No.B1-218, Code of Alsbama, Section 12,

Zu:.”ﬁ and Mailing Addrass: Businass Address:
MAX MICHAEL III
1515 6TH AV S 1515 &6TH AVE S
BIRMINGHAM, AL 35233 BIRMINGHAMy AL 35233

LICENSE #: 0008155 ISSUED: 02/715/78

i”] The above Addresses are correct.




RENEWAL APPLICATION O 3852

FOR A CERTIFICATE OF REGISTRATION T0 PRACTICE MEDICINE IN ALABAMA IN 1981.

STATE LICENSING BOARD FOR THE HEALING ARTS
508 S. Hull Street, Room 110

Homgomeny Kb S0 DEC 8 1980

Evary parson ligensed to pragtiee any kranch of the Healing Arts in the State of Alabama shall on or beforathe 31stday of Decamber of sach ysar 8pply o

this Board for a Certificate of Ragistration which shal! be affective during the calendar year.
_RENEWAL FEE £10.00 ... IFNOT RECEIVED BY JANUARY 31%t, 1Y 20.00 PLUS THE §10.00 RENEWAL FEE WILL BE CHARGED, RETURN ENTIRE

FORM WITH FEE. -

Name and Mailing Address: Business Address:

Hzx Michael, IIT, M. D. e r\vm#ikr,n\

1515 6%h Avenue South :
Birmingham, Alabama 35333 : WNMNHNMﬂu%_MmPM 35233

2/15/78 G'23- 924/

The above Addresses are correct.

Jefferson $ 10.00




RENEWAL APPLICATION "7 T ND. W?&P ™
FOR A ﬁmm.—.:u_nbd.m OF Nmm_.m..—.mb_..ﬂﬂz T0 13_90._._ﬁm Z—mU_O_Zm N P,_...PWP_S%' 1N 12280.

STATE LICENSING BOARD FOR THE HEALING ARTS
public Satety Building

Montgomery, Alabama 38130 cmo M. m ﬂ@.ﬂ@

Phans 205/832-80%1

ce any branch of the Hesling Arls in the Stae of Alshama shall on oF pefore the 3ist doy of December of

Certificate of mom__n__ﬂ.a: which shall be gffective during the cglendar yesr.
RECEIVED BY JANUARY 31st, A PENALTY OF $20.00 PLUS T HE $10.00 BENEWAL FEE WiLL

M WITH FEE.

Name and Mailing Address: Business Address: ~
P 2 b

MAX MICHAEL 111
1518 6TH AV S | 515 6TH AVE 5
SIRMINGHAN, AL 35233 ATRMINGHAMs AL 35233

LICEMSE #3 0NOBLFS ISSUERS




" “qums 18 THE ONLY NOTICE
“ i . YOU'WILL RECEIVE. .

- o 3

=m0ttt .
.

i FORCERTIICATEOF REG SN FOR 1979 -
. - STATE LICENSING. BOARD FOR THE HEALING ARTS

Public Sefety Buliding
MONTGOMERY, ALABAMA 36130
%Egﬂwnﬂﬁnm ing Arts in the State of
onnpnw..ﬁnnuu_e.ﬁ zpﬁ

the 31st day of December .
ﬁ%ﬂﬁnﬂmwﬁwvmmﬂgggmﬁﬁa.

The $10.00 fee must accOmPany
3 pay an additional

Sigaatare ~
ror criaNaE oF appress oNuY DEG 2 0 1878




ﬁmyﬂwﬁaﬁﬁ S Ne sus M

gt APPLICATION

t_F Tk FOR CERTIFICATE OF REGISTRATION FOR 1978 . B
.+ 'STATE LICENSING BOARD- FOR THE HEALING ARTS
| o Eee o MONTGOMERY, 'ALABAMA 34138

T . T
. Every person licensed to practice sny branch of the Healing Arts in the State of . -
o Ewﬂm@uﬁaﬂ.ﬁ.dﬁnﬁﬁoﬁﬂ day of December of each year apply to this .
. Hoard for| a certificate of registration which shall be effective during the next
calendar year. The $10.00' fee must accompany this application. I licensed aftey
i -July 1st, pay .only $5.00 for remainder of thal year : Coe ' .
.“ - ¥ nat ”rwh%u_ﬂwﬁﬂﬂl‘nﬁrm&mﬂﬁggaﬁ%.
- . R m. W _’mu r%. " )
 Name sad  Max Michael, III, M. D.
W.Mmﬁm_uw . 1515 &th Avenue South
) &mmmm Rirmingham, Alabama 35233

Enmumwm $ Date issued -
. County  Jefferson . 5 10.00

. Signature

FOR CHANGE OF ADDRESS ONLY -

.
]
_
_




L]

APPLICATION TO STATE LICENSING BOARD FOR THE HEALING ARTS
FOR LICENSE TO PRACTICE

Name in full (print) HAY _ MicAinge ui._
Business address _HJ.WJ b.? awrfﬁ ,Mo .

City meb% County ,M\_f\mm\w?

Eranch of Healing Arts you are to practice FQ:J\V; ?r..qcﬁ Cirv]

$156.00 license fee attached.

Date u@ % ._m.\ikwl Signed FC(QT Fr@b&tﬂ @

** PREFERRED MAILING ADDRESS:




