Z

MEDICAL LICENSURE COMMISSION
STATE OF ALABAMA
P.O. BOX 946
MONTGOMERY, ALABAMA 36102

APPLICATION FOR LICENSE TO PRACTICE MEDICINE/OSTEQPATHY

-~
NAME IN FULL Z'\/Am/' , j!&&wbc?p &AJ@’ . Ji«Z
(Iast Name) (First Name) (Migdle Name)

MAILING ADDRESS 63 d‘iwm L
ciry _ Mlesres starE  Ain BA s 7P FLLO%

CoMTY _ AdpgisE TELEPHONE NOMBER _(205) 433 - 347

TYPE OF PRACTICE (O7 ~ 5 YA/

DATE /4 A va 93 SIGNED qjﬁ%%o
Jd 7/

ALARAMA OFFICE MAILING ADDRESS:

-
24 51 Fotling/m 5t
4
e
‘f

Hobile . AL 26607 2293

Please attach license fee of $75.00
Make check payable to AL Medical Licensure Commission
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License Renewal for 1995
Dieadling is December 31, 1994

SHERWOOD CHANG LYNN JR, M.D.

USAMC/DEPT OBGYN
2451 FILLINGIM STREET
MOBILE, AL 36617

State of Alabama
Medical Licensure Commission
205/242-4153

P.O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides including signature.
Be sure o correct or supply ALLinformation.

Remrn with $100.00 repewal fee.

Incomplete applications will be returned.

Failure 1o register and pay renewal fee will result in the
automatic revocation of the current license to practice

medicipe or osteopathy.

Please make corrections ox supply information: License # 00017601

T ———.

Race: White [X] Black [ 1 Am. Indian [ | Oriental or Asian [ ] Other [ | Social Security /S i

QOffice Address:

USAMC/DEPT OBGYN
2451 PILLINGIM STREET
City, State, Zip: MOBILE, AL 36617

County: Mobile
Business Phone: (205)471-7947

Fax Number: (08) 47f- 71140

Home Address:
603 CHURCH ST

City, State, Zip: MOBILE, AL 36602
County: Mobile
Home FPhone: (205)433-3147

(Will not be published)

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

Specialty: Primary: OB/GYN
secondary:

Sex: M [X] F[]

Send official mail t@usinéss or Home address (circle one)

Board Certified: Yes [X] No[]

Board Certified: Yes [ ] No [X]

Forn of Practice: [} Solo [} Partmership (2, 3 or 4) j{ Group (5 or more) I Group, give name: LI$A M, 06-C,, q_b{j?f
N f ’

Primary Hospital where you have staff privileges:

Name: NIV SO AL MED CTR ]
Are you licensed in another state: Yes [X]\ No

CME Certification: (Check one)

gUL-

City/ State: MOBILE
Which ones: @ M[V_‘/[ I3

TEXAs NEW  WESY
HEMD VIEKyRIA

"

, AL

gﬂ I bereby certify that I have met the annua) minimum continuing education requirement of 12 hours of Category I continuing
* “medical education during the calendar year ending December 31, 1994,

[ Icertify that 1 am exempt from the minimowm contming medical education requirement for the following reason:

[} I do not reside in the State of Alabama and do not have 2 significant portion of my medical practice in Alabama.
f} I received my initial license 1o practice medicine in Alabama after June 30th of this calendar year.
[} I teinstated my license to practice medicine in the State of Alabama after June 30th of this calendar year.
{} I am a resident physician enrolied in & residency training program.

{1 1 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




Within The Past Year:

1.

I certify that all information on this form is correct: .

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

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? Am W*/mef? Serbedoalion ,‘ug- LV Litguse

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

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 licensze to
practice medicine been withdrawn under threat of denial?

Are you now or have you been addicted to the use of alcohol or controlled
sithstances?

' Have you been dizgnosed and/or treated for a mental illness and/or sericus physical

llness? _

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

To your knowledge, are you the subject of an investigation by any licensing
Board/Agency ag of the date of this application?

L)

oM o W M o= X w2

s0 07 5

Slgnat

« Complete both sides, including signamre.
« 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

DEADLINE - DECEMBER 31, 1994

Date




License Renewal for 1996 State of Alabama o
" Deadiine is December 31, 1995 Medical Licensure Commission

334/242-4153

P.Q. Rox £&7
Montgamery, Alabama 361010887

Complete BOTH sides including signature.
Be sure to correct or supply ALL information.
Return with $100.00 renewal fee.

“CARRT.SORT™Cgi0 mcomplete applications will be returned.

Sherwood Chang ‘Lynnl:\ ":Jr, mM.D. 164 Failure 1o register and pay renewal fee will result
2451 Fillingim St . 26 in the automatic revocation of the curzent license to
USAMC/DEPT OBGYN practice medicine of osteopathy.

Mobile, AL 36617 2238
Lol lbuealbeaswel sl icladnalafeallsdunbniladcanadls Il..I

Please make corrections or supply information: License 17601 patbassuen 08/19/93  Sex: MIX] FL]
Race: White [X] Bldck L] Am. Indian [T Ofiental 65FASian [ T Other []  Social securty il —
Office Address: Home Address:
2451 FILLINGIM ST 603 CHURCH ST
USAMC/DEPT OBGYN
City, State, Zip: MOBILE, AL 36617 2238 City, State, Zip: MOBILE, AL 36602 1601
(Alabarna) County: Mobile ' (Alabama) County: Mohile
Business Phone: (334)471-7947 Home Phone: (334)433-3147
Fax Number: (334)471-7740 (Wil not be P;‘J‘S“Ed)
Parmission to publish in Roster: Yes DX No [] Send official mail to.ggﬁ:gess address (check one)
Specialty: Primary: OBSTETRICS & GYNECOLOGY Board Ceriified: Yes ] No [}
Secondary: Board Cerlified: Yes [ ] Nol[]

Form of Practice: [] Solo [] Partnership (2, 3, or 4) [X] Group (5 of more) If Group, give name below:
USA CRB/GYN DEPT
Frimary Haospital where you have staff privileges;

Name: LUSA MEDICAL CENTER City/State: MOBILE, AL
Are yulTicEnSed th arfgiieT stael Yes [XT No [T Wf‘ﬁﬁﬁ'b'l‘l'e's['ﬁ(]’[NM]’[WV]L] | ’ -

CNE Certification: (Check one)

}[@[ | hereby certify that ! have met the annual minimum continuing education requirement of 12 hours of Category | contitiui
/4

' medical education during the calendar year ending December 31, 1985,

1 ! certify that | am exempt from the minimum continuing medical education requirement 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,
[1 ! received my initial license to practice medicine in Alabama after June 30th of this calendar year,

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

(11 am a resident physician enrolled in a residency training program.

[1!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

DEADLINE IS DECEMBER 31, 1995




Yes No

1. Have you been convicted of a felony or of any offense ([clony/misdemeanor)
involving the practice of medicine within the past year? U JXT

=2

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? L O

3. Have your staff privileges at any hospital or health carc facility been revoked,
suspended, curtailed, limited or placed under conditions restricting your practice,
within the past year? | A

4. Have you been denied a certificate of qualification or license 10 practice medicinge in
any state or has your application for a certificate of qualification or license 0
practice medicine been withdrawn under threat of denijal within the past year? [

5. Are you now or have you been addicted to the use of alcohol or controlled
substances within the past year? .

6. Have you been diagnosed and/or treated for a mental illness and/or serious physical
illness? :

7. Have you had a judgement rendercd against you, or action setiled relating to the
performance of your professional service within the past year?’ ]

8. To your knowledge, are you the subject of an invesligation by any licensing
Roard/Agency as of the date of this application within the past year? O
IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE

ATTACH A DETAILED EXPLANATION WITH YOUR APPLICATION UPON
RETURNING IT TO THIS OFFICE.

O
OB H W R

1 certify that all infprmatief o' this form is correct.
~—
ﬁ (O-r3-F
Signature 17 - Date

» Complete both sides, including signature,
- - : +» Be sure to cotrect or supply #ll information. e - - S

Incomplete applications will be returned.

Return with $100.00 renewal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0837




License Renewal for 1997 State of Alabama
Deadline is December 31, 1996 Medical Licensure Commission

334/242-4153

P.O. Box 887
Montgomery, Alubama 36101-0887

Complete BOTH sides including signature.

Be sure to correct or supply ALL information.
Retumn with $100.00 renewal fee.

Incomplete applications will be returned.

Failure to register and pay renewal fee will result
in the automnatic revocation of the current license to
practice medicine or osteopathy.

SHERWOQOD CHANG LYNN JR, M.D.
USAMC/DEPT OBGYN

245] FILLINGIM 8T

MOBILE AL 36617-2238

Please make corrections or supply information: License 17601 DATE-ISSUED: 08/19/93 Sex: M[X] F[]
Race: White [X] Black I 1. Am Tudin [ Oriental o Asiun I} Other [ ] SBcial-Sacur-ity#;%—_ L.

Enter SSAN;
Office Address: Home Address:
2451 FILLINGIM ST 603 CHURCH ST
USAMC/DEPT OBGYN
City, State, Zip: MOBILE, AL 36617 2238 City, State, Zip: MOBILE, AL 36602 1601
(Alabamz) County: Mobile (Alaburna) County: Mobile
Business Phone: (334)471-7947 Horme Phore: (334)433-3147
Fax Number: (334)471-7740 (Wil not be published)
Permission to publish in Roster: Yes [X7 No [ Send official mail to: Busimess [ ] address (check one)
‘ Home ]
Speciality: Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes [ No []
Sccondary: Board Certified: Yes L1 No [_]
Forr of Pructice: [] Solo (] Partnership (2, 3, or4) [X] Group (5 or more) If Group, give nume below:
USAOBGYN DEPT
Primary Hospital where you have staflf privileges;
Nagne: USA MEDICAL CENTER City/State: MOBILE, AL
Are you heensed inamothersowe: Yes (X No [ Which ones: TTXTINM WYV T —— - —_ . 7_ —_—.
CME Certification: (Check one) /

ri{] Ihereby certify that T have mct the apnual minirmum continuing edueation requirement of 12 hours of Cdogory I
¢ continuing medical education during the calendar year cnding December 31, 1996,

[} 1certify that [ am exempt from the minimum continuing medical education requirement for the following reason:

(| I do not regide in the State of Alabams and do not have a significant portion of my medical practica in Alebama.
U I reczived my inital eensc to practice medijeine in Alabama after June 30th of this calendar year,

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

011 um = resident physician enrolled in a residency waining program.

[} L am rerred from the practice of medieine and have obtained a waiver from the Board of Medical Examiners.

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

DEADLINE IS PECEMBER 31, 1996

Il P e




within the past year?

10.
1.

12.
13.

14,

WITH YOUR APPLICATION UPON RETURNINGCE g (9
7
I certity that 4]l information on this form is correct. 27 ﬁ
Date

SERVICE PRINTING CQ. (334} 269-0058

YES ND
Have you been convicted of » felony or of any offensc (felony/misdemeanor) involving the practice of medicine within the past year? [ ] | %]

Has your certificate of qualification or license to practice medicine in any statc been suspended, revoked, restricted, curtailed or
valuntarily surrendered under threat of suspension or revocation within the past year? 6 £e @‘yg/g“ (:/ [ - C::_E] : b\

Have your staff privilases at any hospital or health care facility been revoked, suspended, curtailed, limited or placed nnder
conditions restricting your practice, within the past year? 1] KI

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

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service

within the past year? (7&/:44 J{W/f b, ﬁﬁ‘?’f

To your knowledge, are you the subject of an investigadon by any hcenslng Board/Agency as of the date of this application

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, sehizophrenia, paranoia,
or any other psychotic disorder? , [1 X

Do yoan currently have, any mental or physical condition or impainment (including, but not limited t0, substance abnse,
alcobal abuse, or mental, emotional. or nervous disorder or condition) which in uny way ‘currently affects, or if untreated

conld affect, your ability to practice in a competent and professional munmer? [] }a

Within the past year, have you ever raised the issuc of consnmption of dmgs or aleohol or the issue of 4 mental, emotional,
nervous. or behavioral disorder or condition a5 a defense, mitigation, or explanation for your actions in the course of any
administeative or judicial proceeding or invostigation; any inguiry or other proceeding; or any proposed termination by an

educational instinstion, emplayer, government agency, professional organization or licensing authority? [] x5
Have you ever been diagnosed as having or have you ever been treated for pedophilia, cxhibitionism or voyeorism? i1 [)ﬁ
Are you currently engaged in the illegal usc of controlled dangerous substances? [1 pQ
If your anawer to the preceding question is yes, arc you currently participating in a supervised rehabilitation program

which monitors you in order to assure that you ave not cngaging in the legal usc of conrolicd dangerous substances? [] M

Have you been, within the past year, couvicted of driving undcr the influcnee {DUJ) or bave you beuen charged with
DUI and been convicted of a lesser offense such as rockless driving? [1

Hae your medical training or medical practice been interrupted or suspended for a period Jonger than 60 days for any reason
other than 2 vacation? [] "50

The tarm “currently” does nat medn on the day of, or even in the wesks or months preceding the completion of this application.
Rather, it mecans recently enotigh so that the condition referved to may have an ongoing impact on onc's functioning as a physigian
or an assistant to 4 physician, or within the past two years,

ie YOI7 HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

Slgnat?/

Complete both sides, inclading signatare,
Be sore to supply all information.
Incompleic applications will be returned.

> o

Return with $100.00 renewal Tee ta:

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




License Renewal for 1998 State of Alabarna
Deadline is December 31, 1997 Medical Licensure Commission
3342424153

- P.O. Box 887
Montgomcry, Alabama 36101-0887

Complete BOTH sides including signature.

| e, < DIGIT 36617 Be sure to comect-or supply ALY information.
SHERWOOD CHANG LYNN JR, M.D, 26 Return with $100.00 renewal fee.
USAMC/DEPT OBGYN 147 Incomplete applications will be returned.
2451 FILLINGIM 5T 7896 Failure to register and pay renewal fee will result
MOBRILE. AL 36617-2238 in the automatic revocation of the current hcanSe 0
MM A mAama i ' practice medicine or osteopathy.

Please make corrections or supply information; License 17601 paTs-tssuen: 8/19/93 Sex: M [X] F ]
- Races White [X] Black L] Aon, Indian [_] Otiental or-Astan L.]- Other-=]  Sosial-Securiyy # :

Office Address: ' , Home Address:

USAMC/DEPT OBGYN 603 CHURCH ST

2451 FILLINGIM ST

City, State, Zip: MOBILE, AL 36617 2238 City, State, Zip: MOBILE, AL 36602 1601

{Alabarna) County: Mobile ’ {Alabama) County: Mobile

Business Phone: (334)471-7949 7449% Home Phone: (334)433-3147

Fax Number: (334)471-7740 ' {Will not be published)
Permission to publish in Rester: Yes [X] No{_] Send official mail to: Business [)‘(-].dddrew {check one)

Home

Specialty: Primary: OBSTETRICS & GYNECOLOGY Bo;erDCertnf" E:d} Yes [ﬁ No [ ]

Secondary: : Bourd Certified; Yes[ ] No [ ]

Form of Practice:[] Solo  [] Partnership (2, 3, or 4) [X] Group (5 or more) If Group, give name below:
USA OB/GYN DEPT _

Prirnary Hospital where you have stdh‘ tivileges: (% g

Name: USA MERICATCEINTER & Ll *"r D n’s 5/'M City/State; MOBILE, AL
Are you licensed in another statc: Yes %1 No i whlch ones: [TX] [NM] [WV] [__] [_]
Primary Care Information: T ot e

L. Are you actively engaged in ¢linjcal pracnce’ (Check om:) Yes P<] Nol | h --

2. Docs your practice include the delivery of primary care medical services? (Primary care is dcﬁnt,d as: "Basic or general health
care focused on the point at which u patient ideally first secks nssistance from the medical care system, exclusive of emergency
roum care."): (Check one}r Yesd] No [ ]

Approximately how many hours per week do you practice the abuve-defined primary care services? __

CME Certification: (Check one)
[ hereby certify that T have met the annual minimum continuing education requirement ol 12 hours of Category I
continuing medical education during the calendar year ending December 31, 1997,

[ 1 Leertify that I am exempt from the minimum continuing medical education requircments for the lollowing reason;

I'] Tdo not reside in the State of Alubama and do not have a significant portion of my medical practice in Alabauma.
[1 Treceived my initial license to praciice medicine in Alabama after June 30™ of (his catendar yaar,

[ I Treinstated my license to practice medicine in the State of Alabama after June 30® of this calendar year.

{ I I am aresident physician enrolled in a residency training program.

[} Tam retired from the practice of medicine and have obtaired a waiver from the Board of Medical Examiners.

Complete both sides including signature. Supply or correct all information. OVER
DEADLINE IS DECEMBER. 31, 1997 7896




10.

i1

13.

14,

1 certify that all information on this formm is correct.

YES. NO

Have you been convicted of a féluuy or of any offense (felony/misdemeanor) involving the practice of medicine within the past year? [ 1 ]

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?

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

Have you been denied a certificate of qualification or license to pructice medicine in any state or has your spplication for 2
certificate of qualification or license to practice medicine been withdrawn under threat of demial within the past year?

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

To your knowledge, arc yon the subject of an investigation by any licensing Board/Agency as of the date of this application
within the past year?

Within the past yeat, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia,
or any other psychotic disorder?
Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse,
aleohol 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?

Within the past year, have you cver raised the issue of consumption of drugs or aleohol or the issue of 2 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 procceding; or any proposed termination by an
educational institution, cmplayer, government agency, professional orgenization or licensing authority?

Have you ever been diagnosed as having or have you cver been treated for pedophilia, exhibitionism or veyeurism?

Are you curtently engujed in the illegal use of controlled dangerous substances?

If your answer 1o the preceding guestion is yes, arc you currently participating in a supervised rehabilitation progrem
which monitors you in order to assure that yon are not engaging in the illegal usc of controlled dangerous substances?

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

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

The term “currently” docs not mean on the day of, or even in the weeks or months preceding the complation of this application.
Rathet, it means recently cnongh so that the condition refemrcd to may have an ongoing impact on one’s fanctioning as a physiciam

ot an assistant to a physician, or within the past Lwo years. L.

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE STIONS, PLEASE ATTACH A DETATLED EXPLANATION

WITH YOUR APPLICATION UPON RETURNWQ y4 FFICE,

g Sigputure

Complete hoth sides, including signature.
BEe sure to sapply all information.
Incomplete applications will be retnrned.

* >

Return with $100.00 renewal fece to:

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

SEAVICE PRINTING GO, {334) 285-0058

(1 ™
[1 A
(1 ™
(113
(1 ™
L1kl
11 0a
(1 D
(1 &4
(1 K
(1 g
1 Kl
[1 B

Date



. License Renewal for 1999
~ Deadline is December 31, 1998

“"'..*i“"..."‘N"’““"'AUTO"S"DIG]T 366
SHERWOOD CHANG LYNN JR, M.D.
USAMC/DEPT OBGYN

2451 FILLINGIM ST

MOBILE AL 36617-2238

ilq“n“lll“llllll”lllIIIIIIIl]llll”llllllil1HII‘IIIIU”

State of Alabama '
Medical Licensure Commissim;l
334/242-4153 ' :

i
: i
P.0O, Box 887 : |
Montgumery, Alabama 36101-0887 i

Complete BOTH sides including signature.

43 Be sure o correct or:supply ALL information.

1 Return with $100.00 renewal fee.

8137 Incompicte applications will bé remmed.
Failure to register and pay renewal fee will result
in the autornatic revocation of the current license to
practice medicine orjosteopathy.

vi—n Please make corractions or supply informatio

icense 17601 pATEAsSULD: §/19/03 Sex: M[N] F{ 1

Race: White [X] Black [_] Am, lndian [_] Oriental or Asian [} Other [ | Social Security 4
I

Office Address:

USAMC/DEPT OBGYN

2451 FILLINGIM 5T

City, State, Zip: MOBILE, AL 36617 223§
{Alabama) County: Mobile

Business Phone: (334}471-7947

Fax Number: (334)471.7740)

Secondary:

Permission 1o punlish in Roster: Yes [ X] No []

Specialty: Primary: OBSTETRICS & GYNECOLOGY

Home Address:
603 CHURCH ST
City, State, Zip: MOBILE, AL 36603 1601
(Alabama) County: Mobile .
Homie Phone; (,334)433-'3 47
(Will oot be puhii::hcd)

Send offictal mail to: Business [ ] address (check one)
Board Certified: Yes ] No [ ]
Board Certified: Yes [ ] No[_]

Form of Practice:[ ] Solo [ ] Partnership (2. 3. or 4)

USA OB/GYN DEPT

[ X] Group (5 or more} If Group, give pame below:

Primary Hospital where you have staff privileges:

Name: USA CHILDRENS & WOMENS HOSP - City/State: MOBILE. AL

Are you licensed in another state: Yes (X ] No[ ] whichones: [TX )] ] [%/] [ ] [_;]

... Primarv Carc Information:

1. Are you actively engaged in clinical practice? (Check one): Yes jf NoJ 77~

2. Does vour practice include the delivery of primary care medical services? (Primary care is défined as: "Basic or general health
carc focused on the point at which a patient ideally first seeks assistance from the medical care system, éxclusive of emereency

room care."); (Check one): Yes [ No [ ]

3. Approximately how many hours per week do you practice the above-defined primary care services?

CME Certification: (Check one)

[Vf I hereby certity that I have met the annual minimum continuing cducation requirement of 12 hours of Category |
continuing medical education during the calendar ycar ending December 31, 1998. o
[ 1 1eertify that 1 am exempt [rom the minimum conlinuing medical education requirements for tihe followihyg reason;

[ ] I'do not reside in the State of Alabama and do not have a significant portion of mv medical practice in Alabama.

[11 r‘cf:cived my inf'tial license to Pmctice medicine in Alabama after June 30™ of this calendar year,
[ ] Preinstated my license Lo practice medicine in the State of Alabama after June 30% of this calendar year;

[ 1am a resident physician enrolled in a residency training program, :
L1 Tam 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 signarure. Supply or correct all information. OVER

License #17601

8137 LYNN, SHERWOOD CHANG JR




YE§ RNO

1. Have you been convicted of a felony or of any offense (felony/misdemcanor) involving the practics of medicine within the pastyear? [ ] ' [ v:r_ i
*
2. Has your ccrtificate of qualification or license to practice medicine in any state been suspended, revaked, restricted, curtailed or
volumtarily surrendered under threat of suspension or revocation within the past year? 1] A
3. Have your staff privileges ar any hospital or heglth care facility been revoked, suspended, curtailed, limited or placed under
¢onditions restricting your practice, within the past year? [] W
4. Have you been denied a ceriificate of qualification or license to practice medicine in any state or has your applicaiion for 3
certificate of qualification or license to practice medicine bean withdrawn under threat of denial within the past year? _ i1 (%]
5. Have you had a judgement rendered against you, or action scttled relating to the performance of your professional service
within the past year? (1 &4
6. To your knowledge, are you the snbject of an investigation by any licensing Board/Agency 25 of the date of this application
within the past year? : [1]
7. Within the past ycar, have you been diagnosed with or have you been teated for bi-polar disorder, schizophrenis, paranoiz,
or any other psychotic disordet? 11 M
8. Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse,
alcohol abuse, or mental, cmotional, or nervous disorder or condition) which in any way eurrently affects. or if untreated
could affect, your ability to practice in 4 competent and professional manncr? [y ™M
a Within the past year, have you ever raised the issus of consumption of drugs or alcohol or the issue of & mental, emotional,
netvous. 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 prosceding; or any proposed termination by an
educational institution, employer, govemment agency, professional organization or licensing authority? 11 W
10, Have yon ever been diagnosed as having or have you cver been treated for pedophilia, exhibitionism or voyeurism? L1 &of
11 Arc you currently engaged in the illegal use of conirolled dungerons substances? [] M’
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 illegal use of controlled dangerous substances? [1 v
13. Have you been, within the past year, convicted of driving under the influence (DUF) or have you been charged with
DUI and been convicted of a lesser offense such as reckless driving? (1 wi
14, fias your medical teaining or medical practice been interrupted or suspended for a period longer than 60 days for any reason
other than a vacation? [
The term “currently” does not mean on the day of, or even in The wéeks or months preceding flic completion of this application.
Rather, it means recently cnough so that the condition referrcd to may have an ongeing impact on one’s functioning as a physician
or an assistunt to a physician, or within the past two years,
If YOU HAVE ANSWERED YES TO ANY OF THE AEOVE Q NS, PLEASE ATTACH A DETAILED EXPLANATION
WITH YOUR AFPLICATION UPON RETURNING IT TO, THIS E.
" his form i . tA [7.'_ f"?cf
I certify that all information o this form 15 correct. L
riify o =¥ d Slgna & Date
+ Complete both sides, including signatore.

* Ee sure to supply all information.
’ Incomplete applications will be returned.

Return with $100.00 renewal fee Loz

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

SERVICE PRINTING CO, (334) 260-0058

I




itense Renewal for 2000 -
i f Alab
_eadlipe is December 31, 1999 State of Alabama

Medical Licensure Commission
334/242-4153

P.O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides including signature,
Be sure to eorrect or supply ALL mfonnar.xnn_
Return with $100.00 renewal fee, o

LT AUT O™ 3-DIGIT 366

e ———— =

SHERWOOD CHANG LYNN JR, M.D. 36

USAMO/DERPT OBGEYN 1 Incomplete applications will be returned. o
.+ 2451 FILLINGIM ST ‘ 8302 Failure 1o register and pay renewal fee will result Lo

MOBILE AL 36617-2238 in the automatic revocation of the current license to '

]I[“Illlllli'[llllII”III'”II]IIIIIll“l;llIllllllllllll]ll” PI'a-CﬁCE mEdJCIIR: or oswopathy‘

; Plléa"se make corrections or supply information: License 176071 parcissuep: 819093 Sex: M (XIF[)
<Race: White [X] Black [_] Am. Indian [_] Oriental or Asian [_] Other [_] Social Secunty#

e e - —Emer SSAN¥ . _ ..
: Ofﬁce Address Home Address:
SAMC/DEPT OBGYN 603 CHURCH ST

mp a5 Coe &t Sk \0D

.'C-ity State, Zip: MOBILE, AL 366+7-2238 3l (o4 City, State, Zip: MOBILE, AL 36602 1601

“(Alabama) County: Mobile (Alabama) County: Mobile

‘Business Phone: (334)44-7947 4e§ 1357 'Home Phone: (334)433-3147 .

'FaxNumbc: (33AWFRTIA0 4,5 1552 ~ (Will not be published) ey
Pemmssuon to-publish in Restér:” Yes [X] No 1 - Sc,nd off' cm] mml to: "Business Vfaddress (check one) T

A Home :

--.Speualty ‘Primary: OBSTETRICS & GYNECOLOGY Board Cemh[ed] Yes M No[_]

‘Secondary: Board Certified: Yes [_] No [_]

Form of Practice:[ ] Solo [ ) Partnership (2, 3,0r4) | X] Group (5 or mora) If Group, give name below:
: USA OB/GY'N DEPT

' anary Hospital where you have staff privileges:

*Name:" USA CHILDRENS & WOMENS HOSP City/State: MOBILE, AL -

"A.rej you licensed in another state: Yes [X] No[_] whichones: [TX ][ _J [_1[_1[.] Y
Primary Care Information: : .

=,1 Are you actively engaged in clinical practice in the State of Alabama?

= nes-{;C]—Gewm-Qﬁvsuoh—z N@—r 1 Do NOT answet questions-2-and-3- below.Skip-to CME-Cortifi cavx@n-quasaans—

2. 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 which a patient ideally first seeks assistance from the medieal care system, exclusive of an
rnercre.ncy care sitnation.'}

y Yes <} Go to Question 3 No [ ] Do NOT answer question 3 below. Skip to CME Certification questions.

3 Approxm]ately how many hours per week do you pragtice the above-defined primary care services in Alabama? Only answer if you

.answered YES to questions 1 and 2 above.) Approximately __/ hours per week, P
'‘CME Certification: (Check one) R

M I hereby certify that I have met the anaual minimum continuing sducation requirement of 12 hours of Category 1 :

continuing medical cducation during the calendar year ending December 31, 1999, L

7 Teertify that I am exempt from the minimum continuing medical education requirements for the fouowmg reason: : =

[1 I do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.

_Izeceived-my: injtial-dicense. to practice medicing in Alabama afier June 30" of, thxs s calendar year. . . - .

[):Leeinstated my license to practice medicine in the State of Alabama after Jimc 30° of this calendar year,  —— T T TTEE

{11 mn a resident physician enrolled in a residency training program..

T ] I am retu'ed from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

DEADLINE IS DECEMBER 31, 1999




.. 10,
11,

12.
13.

14.

WITH YOUR APPLICATION UPON RETURNING IT TO}\-_/TI?,OFFIC‘;L)
£ i { 7
1 certify that all information on this form is correct. éc JM “‘/ / [{z?
7 Si?émm D

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

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

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

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

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

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

Do you cutrentdy have any mental or physical condition or impairment (including, but not limited to, substance abuse,
gleohol abuse, or mental, emotional, or neevous disorder or condition) which in any way currently affects. or if untreated
could affect, your ability to practicc in a competent and professional manner?

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

Have. you ever been diagnosed as having or have you cver been treated for pedophilia, exbibitionism or voyeurism?
Are you currently engaged in the illegal use of controlled dangerous substances?

If your answer to the preceding guestion is yes, arc you currently participating in a supervised rehabilitation program
which monitors you in order 10 agsure that you are not engaging in the illegal usc of controlled dangerous substapces?

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

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?

The term “currently” does not mean on the day of, or cven in the weeks or months preceding the completion of this application.
Rather, it means recently enough so that the condition referred 1o may have an ongoing impact on one’s functioning as a physician
or an assistant to a physician, or within the past two years.

IE YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETATLED EXPLANATION

.
[Tl

1
ate

Compiete both sides, including signature.
Be sure to supply all information.
Incompiete applications will be returned.

> o

T Returm with $100.90 renewal-fee tor ' . s =

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

SEAVICE PRINTING CD. (334) 268-0058
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(1]
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(1

[1

!

[1]
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Eicense Renewal for 2001 State of AlabamaR ECKIVED oot ?-4 - .
Dgadline is December 31, 2000 Medical Licensure Commission il A
334/242-4153

P.O. Box 887
Montgomery, Alabama 36101-0587

Complete BOTH sides including signature,
Be sure to comrect or supply ALL information.

AUTO™3-DIGIT 366 Return with $125.00 renewal fee.
. SHERWODD CHANG LYNN JR, M.D. 3g Incomplete applications will be returned,
251 COX ST STE 100 1 Failure to register and pay renewal fee will result
- MOBILE, Al 35604-3302 8390 in the automatic revocation of the curreni license to

practice medicine or osteopathy.

| . ,Tll'”l-l“l,lllIu“lllllnlu”m!'z”mull”l'nh]|u|||||

Ré,ce, Whlte [X] Black [ ] Am. [ndian [_] Oriental or Asian [} Other [_] Soc:al ‘-}ecurlty :

Enler 55AN8
Home Address:
603 CHURCH 8T
" City. State, Zip: MOBILE, AL 36604 City. State, Zip: MOBILE, AL 36602 1601
: -(Al'zib'ama) County: Mobile (Alabama) County: Mobile
Busmess Phone: (334)415-1337 Home Phone; (334)433-3147
'\ ’Nmnber 334)415-1532 (Will not be published) ,
" . Permission to publish in Roster: Yes [X) No [ ]} Send official mail to: Business [ address (check one) .'._
D Home [ ] :
Specialty: Primary: OBSTETRICS & GYNECQLOGY Board Certified: - Yes {X] No{_]
o Secondary: Board Certified: Yes [ ] No[]
Fo: m of Practice:[ ] Solo [ ] Partnership (2,3, 0rd) [ X] Crroup (5 or more) If Group, give name below:

SA OB/GYN DEPT

>rimary Flospital where you have staff privileges:

Name: USA-CHILDRENS & WOMENS HOSP City/State: MOBILE, AL :

're'you licensed in another state: Yes [X | No[ ] which ones: {TX ] N

Primary Care Information; '

',Aﬂou actively engaged in clinical practice in the State ol Alabama?

.. -Yes[®] Goto Question 2 No [ ] Do NOT answer questions 2 and 3 below. Skip to CME Certification questmns

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basu: or gehétal:

.-ﬂatekeeper health care focused on the point at which a patient ideally first seeks assistance from the medical care system, exclusive of an

Tmerﬂencv care situation.”) . -
. Yes [XI Goto Question 3 NoT ] Do NOT answer question 3 below. Skip to CME Cemf'canon questions. e

.13, Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer 1f yDu

answcred YES to questions | and 2 above.} Approximately g ¢ houts per week.

CME: Certification: (Check one) o

[D{] I Hereby certify that I have met the annual minimum continuing education requirement of 24 hours of‘Cateoory I o

} continuing medical education within the past two calendar years ending Deceraber 31, 2000,

[2]: lcertxf‘y that§ am exempt from the minimum continuing medical education requirements for the following reason:

71 donot reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.

] ‘1 recewed my mmal hcanse to pmcnc& medlcmc in Alabama ah;er iune 50 of tms Cail._.nddl year.

J J am'a resident physman enroih.d in a resideney training program.
am. retired from the practice of medicine and have obtained a waiver from the Board of Mcdieal Examiners.

"CC.":IHP lete both sides including “‘2’%\1‘3}51 "PPSZVD(%%%M'EC];% lh}c)rmatwn OVER -

License #17601 8390 LYNN, SHERWOOD CHANG JR




+ -
. v .
a -

Yes No *::

L

1. - Have you been convicted of a felony or of any offense (felony/misdemaanor) involving the practice of medicine within the past year? [] M; :
2. Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, resiricied, curtafled .
or voluntarily sutrendered under threat of suspension or revocation within the past year? [ ] [y_‘ i
3.. ' Have your swaff privileges at any hospital or health care facility becn revoked, snspended, curtailed, limited or placed under :
conditions restricting your practice, within the pust year? B4 [
S 4 Have you been denied a certificate of qualification or license to practice medicine in any staie or has your application for a .
certificats of qualification or license to practice medicine becn withdrawn under threat of denial within the past year? [1 ["1 i
"5, Have you had g juldgement rendered against yon, or action settled relating to the performance of your professional service oy
within the past year? 1 i L
6. To your knowledge. are you the subject of an investigation by any licensing Board/Agency as of the date of this application ;
within the pust year? [1 [;q
7. Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoin,
or any other psychotic disorder? {1 ’ k]
8. Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse. .
gleohal abuse, or mental, emotional, or nervous disorder or condition) which in any wuy currently atfocts, or if untreated L
could affect, your ahility to practice in « competent and professional manner? [1 - L
9. Within the past year, have you ever raised the issve of consumption of drugs or aleohol or the issue of 2 mental, emotional,

nervous, or behavieral disorder or condition as 4 defense, mitigation, or ¢xplanation for your actions in the coursc of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding: or any proposed termination by un

cducalional inatitution, crnployer, government igeney, professional orgunization or liccnsing authority? ] [X] T
10, Have you ever becn diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? '. j &] ol B
11. Acte you currcntly engagzed in the illegal use of controlled dangerous substances? [ ] i)

" 12, - If your answer to the preceding question is yes, are you currently participating in 2 supervised rehabilitation program ) ' .

which monitors you in arder to assure that you are not engaging in the illegal use of controlled dangerous substances? (] IS}

13. Have yau been, within the past year, convicted of driving under the influcnee (DUI) or have you been charged with
- DUI and been convicted of & lesser oftense such as reckless driving? [] 1

14, Has your medical truining or medical practice been interrupted or suspended for a period Jonger than 60 days for any reason

other than a vacation? [ ] g

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

IF YOU BAVE ANSWERED YES TO ANY QF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION ' _
“WITH YOUR APPLICATION UPON RETURNING IT TO THIS 1CE. _ T .

e Fep -

" T certify that ali inforrnation on this form is correct. P /L s ¢ 23 QC RS

4 Signamre | Date

Complete both gides, including signature.
Be sure to correct or supply all information.
Incomplete applications will be returned.

> TP

Return with $125.00 repewal fee to:

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

SERVIGE PRINTING CQ. (334} 269-0058




- License Renewal for 2002
Deadline is December 31, 2001
State of Alabama

Medical Licensure Commission
3347242-41583

P.O. Box 887
Monigomery, Alubama 36101-0887

Complete BOTH sides including signature.

SHERWOOD CHANG LYNN, M.D. Be sure to correel or supply ALL information.
254 COX ST Return with $200.00 renewal fee.

SUITE 100 Incomplete applications will be returned.
MOBILE, AL 36604 Failure to register and pay renewal fee will result

in the automatic revocation of the current license to
practice medicine or osteopathy.

Please make corrections or supply information: License: MD . 00017601 Date-lssued: 08/18/1983  Sex: M[X ] F[]
Race: White [ X ] Black [ ] American Indian [ ] Criental or Asian [ ] Other [ 1 Social Security# (NN
Office Address Home Address
251 COX ST 603 CHURCH ST
SUITE 100
MOBILE, AL 36604 MOBILE, AL 36602-1601
(Alabama) County: /'Vbﬂb? e {Alabama} County /M/,, /g_{

57
Business Phone; 984} 415-1557 Home Phone: pﬁ) 433-3147 (Will not be published)
Fax Number: béa’)ms- 1552
Permission o publish in Roster: Yes [ X ] Send official mail to:Business [ X ] address (check one)

Home | ]address

Specialty: Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes (] No| |

Secondary; Board Certified: Yes|[ ] No[ ]
Form of Practice: [ olc [ ] Partnership {2, 3,0r4) [w] Group If Group give Group Name below: ,:(,,,, 1{ SouH AL (f /A- z
2 AodPeipne | Hb~Cogn B

Primary Hospital whera you have staff privileges:
Name: USA CHILDRENS & WOMENS HOSP City/State: MOBILE, AL

Are you licensed in another state:  Yes [ X] No [ ] Whichones: [TX] [T 1 [1 [] [1]

Primary Care Informaticon:

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

Yes [ X] Go to Question 2 No [ ]1Do NOT answer questions 2 and 3 below. Skip to CME Certification questions,
2. 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.”)

Yes [ X ] Go to Question 3 Nof ]Dec NOT answer question 3 below. Skip to the CME Certification questions.
3. Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you
Answered YES to gquestions 1 and 2 above. Approximately: 80 hours per week.

CME Certification: {Check one)

[w] ! hareby certify that I have mat the annual minimum continuing education raquirement of 24 hours of Category |
continuing medical education within the past two calandar years ending Dacamber 31, 2001.

[ 1 Icertify that | am exempt from the minimum continuing medical education requirements for the following reascn:
[ }1do not reside in the State of Alabama and do not have a significant portlon of my medical practlce in Alabama.
[ 11 received my initiat license to practice medicine in Alabama after June 30™ of thls calendar year.
[ 1 reinstated my license o practice medicine in the State of Alabama after June 30™ of this calendar year.
[ }tam aresident physician enrolled in a residency training program.
[ 1)am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

MD . P Iete both sides indHAENEIRRESBIBES 310 cr ait ilyBPaRERWO0D CHANG  yER

N0 194



*

Yes No
1. Havc you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past year? [] Dd
2, Has your certificate of qualilication or license (o pruclice medicine in any state been suspended, revoked, restricted, curiuiled
or voluntarily surrendered under threat of suspension or revocation within the past year? [] b(]
3. 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? [] [}
4. Have you been denied 2 certificate of qualification oc 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? M |'>a
3. Have you had a judgement rendered against you, or action settled relating to the performance of your professional service
within the past year? N . [ ] [
6. 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 ycar” T | ] i
7. Within the past year, have you been disgnosed with or have you been treated {for bi-polar disorder, schizophrenia, pdrdnom,
or any other pyycholic disorder? o~ [ %
8. Do you currently have any mental ur physical condition or trapainnent (including, but not lirited Lo, substance ubuse,
aleohol abuse, or meatal, emolional. or nervous disorder or condition} which in any way currendly aflecls. or if untreated « .
could affect, your ability to practice in a competent and professional manner? = [ ] bq
9. Within the past year. have you ever raised the issue of consumption of drugs or atcohol or the issue of a mental, emolivaal,
nervaus. or behavioral disorder or condition as a defense, mitigation, ar cxplanation 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 institation, employer, government agency. professional organization or licensing authority? ST ¥
10, 1ave you ever been diagnosed as having or have you ever heen treated for pedophilia, exhibitionism or voveurism? -~ - — 1 bq
1. Are you currently engaged in the illegal use of controlled dangerous substances? N - . [ ] I}q
12. If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program
which monitors you in order 1o assure that you are not engaging in the illepal use of controlled dangerous suhstances? - —_— | ] [ J
13, Have you been, within the past year, convicted of driving under the influcnee {DUI) or have you been charped with  _.
. . ~.
DUT and been convicwed of a lesser offense such as reckless driving? | ] bd
14, Has your mnedicul training or medical pruciice been interrupled or suspended {or u period longer than 60 days for any rcason -
other than a vacation? - [ i

The term “currently” does not mean on the day of, ar even in the weeks or months preceding the completion of this application.
Rather, it means recently cnough 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 yearss.

IF YOU HAVE ANSWERED YES TO ANY OF TIIE ABOVL QULS IUNS PLEASL AFTACH A DETAILED EXPLANATION
WITH YOUR APPLICATION UPON RETURNING IT,

S ot
Date

1 certity that all information an this form is correct.

L 4 Complete both sides, including signature.
* Be sure to correct or supply all information.
+ Inconiplete applications will be returned.

Return with $204.00 renewal fee to:

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

SERVICE PRINTING CO. (334) 269-0058




License Renewal for 2003 State of Alabama

Deadline is December 31, 2002 : Medical Licensure Commission

334/242-4153

P.0O). Box B&7

Montgomery, Alabama 36101-0887
SHERWOQOD CHANG LYNN, M.D. Complete BOTH sides including signature.
251 COX ST Be sure to correct ar supply ALL information.
SUITE 400 Return with $200.00 renewal fee.
MOBILE, AL 36604 Incomplete applications will be returned.

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

Please make coivections or supply information: License: MD . 00017601 Date-lssued: 08/19/1993  Sex I\é[x 1 F[]
Race: Whits [ X ] Black[ 1 Amaerican Indian [ ] Oriental or Asian [ ] Other[ ] Social Secun'ty#—
Office Address ' Home Address

251 COX ST 603 CHURCH ST

SUITE 100

City, State, Zip: MOBILE, AL 36604 - City, Stafe. Zip: MOBILE, AL 36602-1601

{Alabama) County: {Alabama) County:

Business Phone: (251) 415—'0'[556-?‘?":3 Home Phone: (251) 433-3147 {Will not be published)

Fax Number: (251} 415-15562

Permission to publish in Roster: Yes [ X ] Send official mail to: Business [ X ] address (check one)
) ' Hame [ ]
Specialty: Primary: OBSTETRICS & GYNECOLOGY ‘ Board Certified: Yes[ ] Nof }
Secondary: Board Certified: Yes[ ] No[ ]
Form of Practice: [ ] Sole [ ] Parnership{2,3,0r4) [ ] Group If Group give Group Name below:

Primary Hospital where you have staff privileges:
Nama: USA CHILDRENS & WOMENS HOSP City/State: MOBILE, Alabama

Are you licensed in another state: Yes [ X] No [ ] Whichones: [TX1 [ 1 [ 1 [1 {1

Primary Care information:

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

Yes [ X] Go to Question 2 No[ ]Do NOT answer questions 2 and 3 below. Skip to CME Certification questions.
2. Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: “Basic or general
‘gatekeeper’ heatth care focused on the point at such a patient ideally first seeks assisiance from the medical care system, exclusive of
an emergency care situation.”}

Yes[ X ] Go to Question 3 Ne[ ]Do NOT answer question 3 below. Skip to the CME Certification guestions.
3. Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you
Answered YES fo questions 1 and 2 above. Approximately: 80  hours per waek.

CME Certification: {Check one)

[y/] | hereby certify that 1 have met the annual minimum centinuing education requirement of 24 hours of Category |
continuing medicat education within the past two calendar years ending December 31, 2002,

[ 1 1cerify that | am exempt from the minimum continuing medical education requirernents 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.
[ ]} received my initial license to practice medicine in Alabama after June 30" of this calendar year.
[ 1! reinstated my iicense to practice medicine in the State of Alabama after June 30" of this calendar year.
[ 1!am a resident physician enrolled in a residancy training program.
[ ]!am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

DEADLINE IS DECEMBER 31, 2002
MD . 00017601 LYNN, SHERWOODD CHANG

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




Yes No

1. Have you been convicted of a [elony or ol any offensc (felony/misdcmeanor) involving the practice of medicine within the past year? [ %
2. Has your certificate of qualification or license to practice medicine in any slul¢ been suspended, revoked, restricted, curtailed

or voluntarily surrendered under threat of suspension or revocation within the past year? ] M
3. Have your statt privileges at any hospital or health care facility been revoked, suspended. curlailed, Hmiled or placed under

conditions restricting yvour practice, within the past vear? [] ]
4, Havc you been denied a certificate of qualification or license 10 practice medicine in any state or has your application {or a

cerlificale of qualification or license to practice medicine been withdrawn nnder threat of denial within the past year? [1 I
5. Have you had a judgemenl rendered against you, or action seitled relating to the performance of your professional service

within the past year? M ]
6. To your knowledge, are you the subject of an investigatiou by uny licensing Board/Agency as of the dare of this application

within the past year? [] ’ [’]
7. Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenig, paranoia,

or any other psychotic disorder’? [ J H
8. Do you currently bave any mental or physical condition or impairment (including, but not hmited ta, substance abuse,

alcohol abuse, ur mentyl, cmotional, or nervous disorder or condition) which in any way currently affects. or if untreated

could affect, your abilily 10 pructice in @ competem and professional manner? [ M
9. Within the past year, have you ever raised the issuc of consumption of drugs or alcohol or the issne of a mental, emotional,

nervous, or behiavioral disorder or condition as a defense, miligation, or cxplanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inyuiry or other procceding: or any proposed termination by an

educational institution, employer. government agency, professional orgunization or licensing authority” [ i
10. Have you ever heen diagnosed as having or have you ever been treated for pedophilia, cxhibitionism or voveurism? [] [+
It Arc you currently engaged in the iliepal use of controlled dangerous substances? [] ¥
12 If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program

which monilors you in order to assure that you are not engaging in the illegal use of controlied dangerous substances? L ] {, ]
13. Have you been, wilhin (he past vear, convicted of driving under the influence (DUT} or have you been charged wilh

DUT and been convicted of u lesser offense such as reckless driving? [] M
14, 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? [

The term “currenily” does nol mcan on the day of, ar 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 functioniog a5 a physician
or an assistant to a physician. or within the past rwo years.

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

T certify that all information on this forun is correct. ) A ! 0/ 30/ oy
4 .

i J Signaﬁu—e Date

+ Complete hoth sides, including signature.
¢ Be sure to correct or supply all information,
¢ Incomplete applications will be returned.

Return with $200.00 renewal fec to:

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

SERVICE PRINTING CO. (334) 265-0058




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

2004 Online Renewal Summary

Name: Sherwood Chang Lynn Jr. License Number: MD.17601
Transaction Date: 2003-12-30* Transaction Number: null
Registration Fee: 200 Date of Birth: 1940-06-14

* - 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

Mar 19, 2012 1:22 PM




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 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 aicohol 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 controlied 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 DUl 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

Mar 19, 2012 1:22 PM




Secondary specialty:

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

Primary Hospital where you have privileges:

Are you licensed in another State: Y

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. 60

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

| certify that | am exempt from the minimum CME requirement. N
| am exempt from the CME requirement for the following reason: null
Practice Telephone: (251) 415-1563

Practice Address: 251 COX ST

Mar 19, 2012 1:22 PM




Home Telephone: (251) 433-3147
Home Address: 603 CHURCH ST
Public Address: Practice

Mail Address: Practice

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 reglstratlon information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.

Mar 19, 2012 1:22 PM




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

2005 Online Renewal Summary

Name: Sherwood Chang Lynn Jr. License Number: MD.17601
Transaction Date: 2004-12-03* Transaction Number: null
Registration Fee: 200 Date of Birth: 1940-06-14

* - 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 pracfice 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, curtalled 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

Mar 19, 2012 1:22 PM



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 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

Mar 19, 2012 1:22 PM




Secondary specialty:

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

Primary Hospital where you have privileges:

Are you licensed in another State: Y

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. 70

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
I am exempt from the Continuing Medical Education requirement for the following reason: (Reason Response) null
Practice Telephone: (251) 415-1563

Practice Address: 251 COX ST

Mar 19, 2012 1:22 PM




Home Telephone: (251) 433-3147
Home Address: 603 CHURCH ST
Public Address: Practice

Mail Address: Practice

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.

Mar 19, 2012 1:22 PM




RENEW QNLINE AT http://renewal.albme.org  Registration ID: 178086
2ND -NQTICE State of Alabama

License Renewal for 2006 Medical Li C .
Deadline is December 31, 2005 edical Licensure Lommission
334/242-4153

P.O. Box 887
Montgomery, Alubama 3G101-08R?

Complete BOTH sides including signature,
Be sure to correct or supply ALL information.
Return with $200.00 renewal fee.

32 2?&32 Incomplete applications wili be rclumed.
LYNN SHERWOOD CHANG JR, MD Failure to regif:tcr and pay renewal fee wi!l result
251 COX ST STE 100 m the automatic revocation of the current license to
MOBILE, AL 36604-3302 practice medicine or osteopathy.
lllllll”llll'lIll[lll'l‘llll”lll"l“IlIllllll'llllll“llll“
Please make corrections or supply information: License: MD . 00017601 Date-Issued: 08/19/1983 Sex: M[X] F[ 1
Race: White [X] Black [ ] American Indian [ ] Oriental or Asian [ ] Other[ | Social SecurityiINNRNGEGND
Office Address Home Address
251 COX ST 603 CHURCH ST
SUITE 100
City, State, Zip: MOBILE, AL 36604 City, State, Zip: MOBILE, AL 38602-1601
{Alabama) CountyMobiie (Alabama) County:Motile
Business Phone: (251) 4151583 Home Phone;(es1) 43s-31a7 (Will not be published)
Fax Number: (251) 415-1552
Permission to publish in Raster; Yes [ /] Send official mail to: Business| ]Home [ ] Address {Check One}
Specialty: Primary: OBSTETRICS & GYNEGOLOGY Board Certified: Yes [X] No[ ]
Secondary: Board Certified: Yes[ ] Nol }

Form of Practice: | ] Selo [ ] Partnership (2, 3, or 4} [.] Group If Group give Group Name below:

Primary Hospital where you have staff privileges:

Name: USA Children's and Women's Hos City/State: Mabile, AL
Are you licensed in another state:  Yes [X ] No [ ] Whichones: TX1 | 1 {1 [ 1 1]
Primary Care Information:

1. Are you actively engaged in clinical practice in the State of Alabama? (Check One)

Yes [X] Go to Question 2 No[ 1Do NOT answer questions 2 and 3 belaw. Skip to CME Certification questions.
2. 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 situatien.”)

Yes [X] Go to Question 3 No[ 1Do NOT answer question 3 below. Skip to the CME Certification quastions.
3. 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. Approximately:80 hours per week.

CME Certification: (Check ona)

{a) [»”] | hereby certify that | have met the annual minimum continuing educatian requirement of 12 hours of Category | continuing medica!
education for the calendar year 2005.
{b) [ 1 icertify that| am exempt from the minimum continuing medical education requirement for the following reason {Check One):

[ ]tdonetreside in the State of Alabama and do not have a significant portion of my medical practice in the State of Alabama,

[ 11 was exempt from the CME requirement for the previous calendar year 2004 and | moved my residence to the State of Alabama during calendar
year 2005,

[ }treceived my initial licerise to practice medicine in Alabama in the calendar year 2005.

[ 1Vhave obtained a retirement waiver from the Board of Medical Examiners, and | do not engage in the practice of medicine in any form.

[ 1thave obtained a waiver from the Board of Medical Examiners due to iliness, disability or other hardship condition which existed in the calendar
year 2005,

[ 11 am enrolied or was enrolled in a residency training program or clinical feliowship program during the calendar year 2005,

MD . 00017601
DEADLINE IS DECEMBER 31, 2005
LYNN, SHERWOOD CHANG JR

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




14).

1.

12

14,

PR

tlave you been convicted of a felony or of any offense (felonyfmisdcmeanur) involving the practice of medicine within the past year? [ ]

Hus your certificate ol qualification or license to practice medivine in any state been suspended, revoked, restriced, curtailed
or voluntarily surrendered under threat of suspension or revocation within the past year? . L]

Have your staff privileges at any hospital or health care facility been revoked, suspended, cuntailed, limited or placed under
condlitions restricting your practics, within the past yeur? { ]

tHave you been denicd 2 certificate of qualification or license 10 practice medicine in any state or has your application for a
certiticate of qualificarion or license to practice medicines been withdrawn under threut of denial within the past year? [ ]

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

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license heen filed by any
licensing Board/Agency as of the datc of this application within the past vear? [ i

Within the pasl year, have you been diugnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia,
or any other psychotic disorder? [ |

Do you currently have uny meatal or physical condition or impairment (including, but not limited to, snbstance abuse, aleohol
abuse, or mental, emotional, or nervous disorder ur condition) which in any way currently affects, or if untreated could affeer,
your abilily to practice in a competent and professional manner or, within the pust yecar, have you upplicd for and/or have you
received any payment or other compensation for any mental or physical condition? I ]

Within the past yeur, have you ever raised the issue of consumpiion of drugs or alcohol or the issue of a mental, cmational,
nervous, or behaviory] disorder or condilion as a defense, mitigation, or explanation for your actions in the course of any
administrative or judivial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an

educational institution, emplover, government ugency, professional orgunization or licensing autherity? [ ]
Have you ever been diagnosed as having or have you cver been rreated for pedophilia, exhibitionism or voyenrism? [ ]
Are you currently engaged in the illegal use of controlled dangerous substances? I ]

[t your answer to the preceding guesiion i3 yes, are you currently participating in a supervised rehabilitation program
which monitors you in otder to assure that you are not engaging in the illegal use of controlicd dangerous substances? [ ]

Have you heen, within lhe past year, convicted of driving under the influence (DUI) ot have you been charged with
DUI and been convicted uf a lesser offense such s reckless driving? [ ]

Has your medical training or medical practice been inlerrupted or suspended fur 4 period longer than 60 days for any reasen
ather than s vacation? [ 1

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

IF YOU HAVE ANSWERLD YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILLD EXPLANATION

WITH YOUR APPLICATION UPON RETURNING IT TO TH%O@ CE

1 certify that all information on this form is correut, |

Date

+ Complete both sides, tncluding signature,
* Be sure to correct or supply all information.
. Tncomplete applications will be returned.

Return with $200.00 renewal fee Lo:

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

SERVICE PRINTING CO. {334) 269-0058
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2007 Online Renewal Summary

Name: Sherwood Chang Lynn Jr. License Number: MD.17601
Transaction Date: 2006-12-06* Transaction Number: VPFFOCD4AD6A
Registration Fee: 200 Date of Birth: 1940-06-14

* - 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

Mar 19, 2012 1:22 PM




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? no

If yes, please explain;

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, aicoho!
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: OBSTETRICS & GYNECOLOGY

Are you Board certified in your primary specialty? yes

Mar 19, 2012 1:22 PM




Secondary specialty:

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

If Group, provide the Group Name:

Primary Hospital where you have privileges: (if any) null
Hospital Name: U So Al Children’'s and Women's Hospital
Hospital City: Mobile

Hospital State: AL

Are you licensed in another State: yes

X

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? Mobile
(**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

Mar 19, 2012 1:22 PM




Other State1

Other County 2

Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife? No

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

Aré you empioyed by the nurse practitioner/midwife or a corporation owned by the nurse practitioner/midwife?

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? no

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. 0

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 0

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: (251) 433-3147

Practice Address: 603 Church Street

Home Telephone: (251) 433-3147

Home Address: 603 CHURCH ST

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 resuilt in the loss of your license to practice medicine. null
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Medical Licensure Commission of the State of Alabama
FO Box 887
Montgomery, AL 36101

2008 Online Renewal Summary

Name: Sherwood Chang Lynn Jr. License Number: MD.17601
Transaction Date: 2008-01-02* Transaction Number: VSHF1E177ABF
Registration Fee: 300 Date of Birth: 1940-06-14

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

Hawve you been charged with any offense (felony/ misdemeanor) within the past yvear? no
If yas, 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 yas, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application fora
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 BoardfAgency as of the date of this application within the past year? no
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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? 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 aicohol 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 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: Obstetrics & Gynecoloy

Are you Board certified in your primary specialty? Y
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Secondary specialty: Other

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

If Group, provide the Group Name:

Primary Hospital where you have privileges: (if any) null
Hospital Name: U So Al Children's and Women's Hospital
Hospital City: Mobile

Hospital State:

Are you licensed in another State: Y

X

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

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 State1

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?

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?

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.

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

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 Reason

Practice Telephone: (251) 433-3147

Practice Address: 603 Church Street

Home Telephone: (251) 433-3147

Home Address: 603 Church St

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. nuil
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