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Primary Care Case Management (PCCM)
Texas Standard Credentialing Application Addendum

Submit with Initial Enrollment Application

Sectlon | Panel Capacity Verification
Complete the requested Service Area(s) information for each region from which you are willing to accept cliants,

’ 0O Southeast: Chambers, Jefferson, Hardin, Liberty, and Orange counties
Panel Capacity

Accepting New Patients? O Yes 0O No
2" PCCM Service All counties not in the Southeast Region or listed below are included in PCCM
Area:

The following counties are not Included in the PCCM Service Arsa
Atascosa, Bexar, Brazona, Collin, Comal, Crosby, Dallas, Denton, Ellis, El Paso,
Floyd, Fort Bend, Galveston, Garza, Guadalupe, Hale, Harris, Hockley, Hunt,
Johnson, Kaufman, Kendall, Lamb, Lubbock, Lynn, Medina, Montgomery,
Navarro, Nueces, Rains, Rockwell, Terry, Waller, and Wilson,

Panel Capacity
Accepling New Patients? Z"Yes 0O No

[Section Il Provider Practice Information

Theard MDD, EFranz <

Provider Last Name First Name Middle Initial

Age range of patients seen.  From___ f4d to__9e

Are you a currently enrolled Texas Health Steps (TQSteps) provider? 0O Yes @No
If Yes, please provide your Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Number:

If you are not currently enrolled as Texas Health Steps (THSteps) 0 VYes o-"No

provider, are you interested in becoming a Texas Health Steps
{(THSteps) provider?

! Do you provide any of the following speciauisf/sgrvices?

2 HIV 0 Children with (& High risk O OB/GYN 0 Gther
Disabilities (CIDC) OBIGYN CarelDelivery
Practice limited 1o 0 Blale only o~Female only 0 No lmitation

Section Il Ethnicly

0O Whils, Non-Hispanic “ﬁé;ck, Mon-Hispanic 0 Hispanic
0O Asgian, Pacific Islander 3 American Indian or Alaskan O Unknown/Other

To the individual filling out this form:
Every mdwidual has the righl to make inguinies about this form and the Aght {0 review the information submitled on the
form {There are a few exceptions). I the indormation i wrong, subinil & request 1o correct it The Heaith and Human
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Services Commission has a method for asking for corrections. The procedure is localed in Title 1 Texas Adminisirative
Code (TAC) §§351 17-351.23. For information about this form or to request corrections, call the PCCM Provider
Helpline at 1-888-834-7226 or write to: TMHP - Provider Helpline, PO Box 204270, Austin, Texas 78727-4270
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TEXAS MEDICAID & HEALTHCARE PARTNERSHIP
TMHP A STATE MEDICAID CONTRACTOR

PCCM Credentialing MC-BOS
P.O. Box 204270

Ausun, TN 78720-0420
1-800-925.9126

Addendum B

Primary Care Case Management (PCCM)
Primary Care Provider Addendum

This PCCM Primary Care Provider Addendum, an addendum to the Health and Human Services Commission Medicaid
Provider Agreement (Medicaid Agreement), as amended, sets forth the duties and responsibilities of a primary care provider
who agrees 10 provide medical services to Medicaid-eligible recipients enrolled in the Texas Medicaid PCCM Program who
have sclected or been assigned to the primary care provider. By signing this Addendum, the primary care provider agrees to
comply with the conditions, policies, and procedures set forth in the Medicaid Agreement and in the Texas Afedicaid
Provider Procedures Munual (Medicaid Manual), the PCCM provider policics and procedures (PCCM Policies), as provided
by the Health and Human Services Commission (HHSC) and ACS State Healthcare, LL.C (ACS), and all updates published
in the Texas Medicaid Bulletin, ali of which are incorporated by reference into this Addendum.

1.0 PARTIES

Health and Human Services Comemission (HIHSC): The single state agency designated 1o administer the Medical
Assistance Program (Medicaid) in the state of Texas.

Primary care provider: The primary care provider identified below by signature and Texas Provider Identifier number.
2.0 DEFINITIONS

The terms used in this Addendum have the same meaning as they have in the Medicaid Manual and the PCCM Policies,
unless the context clearly indicates otherwise. If there is a conflict between the AMedicaid Manual and the PCCM Potlicies,

the PCCM Policies control.

ACS State Healthcare, LLC, means the primary contractor for the Texas Medicaid & Healihcare Partnership, under contract
with HHSC to administer the PCCM program for the state of Texas (ACS/TMHP).

Medical Home means a primary care or specialty care provider who has accepted the responsibility for providing accessible,
continuous, comprehensive. and coordinated care o Members participating in the Texas Medicaid managed care program,

Member means a Medicaid-eligible recipient who is currently enrolled in the PCCM program,

PCCM means the Texas Medicaid managed care delivery system that delivers care 1o enrolled Members through a contracted
network af primary care providers and inpatient facilities.

Primary care provider means a Medicaid-enrolled physician or other provider, who has agreed with HHEC 10 provide a
Medical Home 1o Medicaid recipients who are Members of the PCCM program, and who is responsible for providing initial
and primary care 1o these Members, maintaining continuity of patient care, and initiating referrals for care,

30 DUTIES and RESPONSIBILITIES of Primary Care Provider

a1 Referral to Specinlists The primary care provider must assess the medical needs of Members and make
medically necessary referrals 1o specialty care providers who are currently enrolled as participating
providers in the Texas Medicaid Program. Members cannot aceoss specialiy care (excluding OB/GYN and
behavioral health) withowt a primary care provider referral,

wrw I oom




(Page 4 of 31)
DBCN: 200934100003525

:

TEXAS MEDICAH) & HEALTHCARE PARTNERSHID

A STATE MEDICAID CONTRACTOR

3.2

3.3

3.4

4.1

4.2

Emergency and After Hours Access The primary care provider must ensure that he/she will be available
or accessible, or arrange to have another qualified medical professional available or accessible, twenty-four
(24) hours a day, seven (7) days a week. The primary care provider must arrange to have an answering
service that 1s answered after hours by a person or an answering machine that provides the Member with a
number where live, interactive advice from a qualified medical professional can be obtained.

Timeliness The primary care provider must ensure that the following limeliness standards are met when
providing services 1o Members:
e Emergency Services must be provided upon member presentation at the time the service delivery
site, including at non-network and area facilities.
e Urgent care, including urgent specialty care, must be provided within twenty-four (24) hours of
request.

Routine primary care must be provided within fourteen (14) days of request,

Initial outpatient behavioral health visits must be provided within fourteen (14) days of request.

Routine specialty care referrals must be provided within thirty (30) days of request.

Pre-natal care must be provided within fourteen (14) days of request, except for high-risk

pregnancies or new Members in the third trimester for whom an appointment must be offered

within five (5) days, or immediately, if an emergency exists.

e Preventative health services for children, including well-child check-ups, should be offered to
Members in accordance with the THSteps Program periodicity schedule. For newly enrolled
members from birth 10 age 20, overdue or upcoming well-child checkups, including THSteps
medical check-ups, should be offered as soon as practicable, but in no casc later than fourteen (14)
days of enroliment for newborns, and no later than sixty (60) days of enroliment for all other
cligible child members.

s 9 @

Texas Health Steps (THSteps) The primary care provider must ensure that Members under the age of 21
receive all services required by the THSteps program (formerly EPSDT). Al services must be provided in
compliance with all generally accepted medical standards for the community in which services are
rendered.

Licensing/Certification The primary care provider agrees to submit a current copy of his/her malpractice
insurance at the time of enrollment, recredentialing, and upon request by ACS/TMHP.

4.0 DUTIES and RESPONSIBILITIES of HHSC

Case Management Fee HHSC will pay the primary care provider a monthly case management fee per
member per month based on the total number of Members on the primary care provider’s panel. The case
management fee rate is published in the Texas Medicaid Provider Procedures Manual, with updates in the
Texas Medicaid Bulletin.

Panel Reports HH3C will provide the primary care provider with a monthly list of Members enrolled with
the primary care provider.

5.4 TERM and TERMINATION

This Addendum is effective from the date executed and terminates 90 days after receipt by either party of certified
writlen notice of the other party’s intent (o terminate the Addendum or on termination of the primary care provider's
Medicaid Agreement. All efforis must be made 10 2sablish acceptable continuity of care for Members during and afler
termination.

arevw rbip LOEn
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TEXAS MEDICAID & HEAITHCARE PARTNERSHIpP
TMHP A STATE MEDICAID CONTRACTOR

Primary Care Provider's TPI Number: | ‘2 2522} 5308

Primary Care Provider’s Printed Name: | 2anz_ (. 7 hewizd. AND.
¢
Primary Care Provider’s Signature: et € OI) pry T
&

Date of Execution: ‘ < /::/a <2t o }\
08

i e
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F to Yonae tode § 46063, LHLRES Rov. O/8Y Is
whom yeo wlab (o become credentioted.

| Texas Standardized Credentialing Application

promalinted by 6o Tonas Departnact of (0NIENEO. Plocce sead this oppiicntian to the tasvies Wit

(Please type or pring)

o
Sectlen Hndividual Informsation
. “TYPE OF PROFESSIONAL ~ - - T
: MD
|
LAST NAME T T e FIRST T MIDDLE (R SA_E7C)
Theard Franz C
FIRIOE N NAME T VEARS ASSOCTE D T W] T OTHER NAME YEARS AGSUCATED (YWY
n/a
THOME MAILING ADDRESS Tt FTTTTET e R N
oy - - - SYATEJCCURTRY BOSTAL CO0E ™
El Paso TX/USA 79902
HOME PHONE NUMBER - SOCIAL SECURITY NUMBER
(] Femaie RmMate
CORRESPONDENCE ADDRESS o Tt
PO Box 9520
T TSTATE COUNTRY - POSTAL COUE
£l Paso TE/USA 79995
PHONE NUMBER " T T T RAX NUMBER - ERAIL
915-783-8162 915-783-8187
BRTE OF BIRTH (MR BB/ BLACE OF BIRTH = —— OTZENSHIP
us
: 1 NOTAMERICAN CITIZEN. VISA NUMBER & STATGS - ARE YOU ELIGIBLE TOWORK TN TRE GRITED STATES? ™~
! [ Yes [J No
U.S MiCTARY SERVICE/PUBLIC HEALTH DATES OF SERVICE {MB/DOYYYY T8 TMMO0/ YWY TAST TOLE TGN -
Bves {3 wNo O7/01/1976  08/01/1988 William Beaumont-Ei Paso
BRANCH OF SERVIGE ARE YOU CURRTNTLY ON ACTIVE OR RESERVE MILITARY DUTY? T e T
Ay 3 Yes B no
] Education
i PROFESSIONAL DEGREE (MF DICAL. DENTAL, CHIROFRACTIC EYCT ™™~ "7 -
Issuing Insttution: The George Washinton Umiversity
ADORESS ’ o T
23001 Street MW
TRY T ) STATE/CoURTRY T T PUSTAL CODE
: Washington DCrUSA 20037
DEGREE '~ ATTENCANLE CATES{MM/YY TO MM
MO 09/1988 05/1972
[ Prease check this box and complate and submit Attachment A If you recelved ather professional degrees.
“POSTGRADUATE EDUCATION - TTTTTTTTSRECALTY o
B} Internship [} Reswtency [ Falowstup  [] Teaching Appointment
i
| WNETVUTION T -
District of Columbia General
ADDRESS e T T
110 Irving Strest, NW
afy” T T T T T T T AT CUNTRY POSTAL CODE
| Washingion DCusa 20010
, - EFEHGANCE DATES iMi/ Yy 10 Ml I
; 82 Program successfully compisted OB/1grz  OBNeT3
PROGRAM GIRECTOR — ~ T T T T Sunnh BEOCTR OTRECTOR T Waowing o
Bos T aRAGHATE EOLEA TN - ~ Csmrcacry i - —
Climerrsig B Rescency [T] Fetidwsmp (7] "eactung Appomiment
WEHTOTION ™™™ " - e - o - T
Washingion Hospial Center
ADDEFSE TTore T - T N T
110 Irving Street MW
oy o [ TERIE SR . o HIGTAL CODE
Washngton DCAISA 20010
| Edueatlon oo . o o o o
Pol 20
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POST-GRADUATE EDUCATION TATTENDANCE DATES (RIRA/NVYY 10 MM/VTIY
[ Program successiully compieled “08/1973  06/1976

ok ’ oy e e e
PROGRAM DIRECIOR | CURRENT PROGRAM DIRECTOR (IF KNOWN)

!

H

[ Please check this box and complete and submit Attachment B if you received additional postgraduate training,

OTHER GRADUATELEVEL EDUCATION - I ——
ssuing Instlubion;

ADDRESS

(37 STATE/COUNTAY T 7 pOSTALCOBE T T

'DEGREE "(Anenomcs DATES (MM/YYYY 10 MM

Ucenses and Cont - Please include ail license(s) and certilications in ail States where you are currently or
have previously been licensad.
LICENSE TYPE LICENSE NUMBER SYATE OF REGIGIRATION
Physician Permit F6332 %
| GRIGINAL DATE OF 15SUE [(MM7 B0/ 7] EXPIRATION DATE {MM/DDYYYY) OC YOU CURRENTLY PRACTICE 1N THIG GIATE?
05/01/1974 05/31/2010 B ves [J No
UCENSE TYPE LICENGE NUMBER STATE OF REGISTRATION
Pnysician Pernit 78-228 NM
ORIGINAL DATE OF 1GSUE (MM/ DD/ YY) EXPIRATION DATE (MM DO/ 00 YOU CURRENTLY PRAGTICE 1N THIS STATES
11/19/1979 0710472010 Yes [ No
UCENSE TYPE UICENSE NUMBER STATE OF REGIS TRATION
GRIGINAL DATE OF 15SUE [MM7OD/VR EXPIRATION DATE (MWM/DO/YYYY) DO ¥OU CURRENTLY PRACTICE 1N THIS STATES
[ Yes [ no
ORIGINAL DATE OF ISSUE (MM/DO/YYYY) EXPIRATION DATE (MM/DD/YYYY)
X OEtA Number AT9162809 141772008 11/30/2019
ORIGINAL DATE OF ISSUE [M/DD/TYvY] EXPIRATION DATE (MM/DO/AYYY
B9 OPS Number NODADOSY 1070812008 10/3172010
DVHER CDS [PLEASE SPECIFY) NUMBER STATE OF REGISTRATION
v/a
GRIGINAL DATE OF 1SSUE (MM/DD/ YY1 EXPIRATION DATE {NMINi/DD/YVYY) OC YOU CURRENTLY PRACTICE IN THIS SIATES
[ res Qo
PN D [ MATIONAL PROVIDER IDENTIFIER {WHEN AVATLABLE)
B88166 - 1770833216
"ERE YOU A PARTICTPATING MEDRKARE PROVIDER? . ARE YOU A PARTICIPATING MEDICAIS PROVIDERD -
B ves O No Medicare Prowoer Number: BL 14429 [ B3 Yes [J No Medicare Provider Number 133825308
"EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL GRADUATES (ECFMGT T } ECFMG ISSUE DATE [MM/DD/YYYY) o
B 74 ] Yos{(J No ECFMG Number: :
Prof / Speciaily Information
TPRIMARY SPECIALTY T T T T BGARD CERTIFIED? -
OBGYHN Edves (7 o Nama of Cerifyng Bosrg: Amernican Board of Qbstetrics and Gynecology
INITIAL CERTIFICATION DATE (MM/YYYY) RECERTIFICATION DATE(S). iF APPLICABLE (MRAYYYY) EXPIRATION DATE IF APPUICABLE (MEAFTTTN
11/1978
T ROT B0ARD CERTIFICD, INDICATE ANY OF THE FOULTWAINTT THAY APPLY
11 have 18ken exam, resulls panding for Boarg
{11 have taken Part | ang am chgible for Part ol the Exam,
{7 # mrv otencing to wit for the Bosos on fosiny

101 1 a0 oot pisneing 10 take Boags ) e
00 YOU WIBH T0 BE LISTED 18 THE GIRECTORY UNDER THIS SPECIALTY?
WO B ves [lne R0 BERves (o POE B ves Tl fp

SECONDAsY SPECIALTY TBOARD ceRnmEDY T T T

ternal-F etal Madic 5 ves ) Ho Hema of Certfyng Boars: American Board of Obsietnes and Gynecology
INITIAL CERTAFICATION DATE (MM/YY (Y] RECERTIFICATION DATL{5), IF APPLICABLE (MIN/Y47() EXPIRATION DATE. IF APPLICABLE [MA/797)
12/1983

[0
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Pré?wienaﬁ/%lsiﬁy Information .contnues

¥ NOT BOARD CERTIFIED, INDICATE ANY OF THE FOLLOWING THAT APPLY

[) 1 nave taken exam, resulls penang for Boarg
{1 1 nave takan Partt ang am ehgblo tor Parl 11 07 the Expm
{31 emntendung 1o sit for the Bosras or icate)

{J + 8m not planming 1o take Boards

00 YOU WiSH 10 BE LISTED 1N THE DIRECTORY UNDER THIS SPECIALTY
HMO [ Yes [ No BPO 8 vou [INo POS £3 Yes [ wo

ADDITIONAL SPECIALTY ™™ T gOARD CERTIFIED?

[V ves [} no Neme ot Certitying Bogeg
TNITIAL CERTIEICATION DATE (MM/ YY) T "I RECERTIFICATION GATE(S). T APPUICABLE [MM/ VYY)

EXPIRATION DATE ¥ APBLICABLE [MMAVYY

IF'NOT BOARD CERTIFIED, TNDICATE ANY OF THE FOLLOWING THAT APPLY —

[0 1 pavo taken exam, results pencing for Boaig
[J 1 neve taken Part i and am etgbie for Part 1 of the Eapm
[J 1 am wiending 1o sit for the Boaras on {gate)

] t am not plenning o Wwhe Boards

'DO YOU WISH 10 8E LISTED i THE DIRECTORY UNDER THIS SPECIALTTD
HMO (Jves (I No  PPO [ Yes [] No POS- [ Yes [ No

Weork History  rrease provide o chronolegicer work higtory. You may submit 8 Cureleulum Vitee a9
8 supplemont. Ploase eapleln oll geps in employment that lasted more than slx months.

CURRENT PRACTICE/EMPLOYER NAME
Texas Tech Universiy Health Sciences Cenier

START DATEZEND DATE (MM/YVYY TO Mb/Y V%
0472009

ADDRESS

4800 Alberta Ave

T T TTTT T e TETATL /COURNTRY "TPOSTAL CODE

El Paso TXAUSA 78805
PREVIDUS PRACTICE/EMPLOYER NAME " STARTDATEFEND DATE (MM/VVTY 10 MM ™)
Franz C Thead MD 09/1983

ADDRESS T T T e . ) o
1201 E Schuster, Ste 2B

Civy o LT T STATE A OBUNTRY FOSTAL CODE

El Paso TUSA 79802
REASON FOR DISCONTINUANGE o o -
PREVIOUS PRACTICE/EMPLOYER NAME —~  ~ T | STARY CATE/ENCTDATE (MIFYVY TO MNAYYY]
Paso Del Norte OBGYN 141989 05/2003

ADDRESS T - T T

1800 N Mesa
city - T S1ATE/COUNTRY pOSTAL OODE

El Paso TRUSA 79802
“REASTN FOH DISCONTINUARCE o .

Second lpcalion-moved practice 1o 1201 £ Schuster 828 (Combined practicos)

FREVIOUS PRACTILE/EMPLOYER MAME ’ ToTmTTm o "'isum'mm/mc DATE [EAM/YYYY 10 SR/ T 0
Pennatal Heoathoare Center ; 0571683

Aborfss T T T ' -

1201 £. Schoster, Ste. 28
iy T ) STATEJCOUNTRY - TBEGLTOAE
EiPaso TRASA fe i

Rednon ror TsConTIRGARTE
B4l praciea-tigh nek pregrances only

"PLLASE PROVIDE AN EXPLARATION FOR ANY GRS GREATEN THANW S woN g TRENYYVY TC MR/ TV TN WORR HISTONY

Gap Dates Explanaiion,

Gap Dastes Ezplanaton
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Work %@E@iery - continuod

Gap Dates Exprenauon
Gap Dates Expianation
[ Pisase choch this box opd plate and submil Attee C I7 you have addittonel work hlstory

Hosgpltal Affillslens-rreese Inciude sit nospitals where you currently have or nave proviously had privieges.

BO YOU HAVE HOBPITAL PRIVILEGES? 1P ¥0U DO NOT HAVE ADMITTING PRIVILEGES, WHAT ADMITTING ABRANGEMENTS DO YOU RAVED
& ves [ wo
PRIVARY ROSPITAL WHERE YOU RAVE ADMITIING PRIVILEGES 7~~~ — "™ STARY DATE (MM/YYVY)
University Medical Center of £l Paso 0472009
\BEHE: e —_
4815 Alameada
Y oo T T SuTEADUNTRY T T - BOSTAL COOE
El Paso THUSA 79805
PHONE NUMBER FAX - E-MAIL ’ ’
(815} 521-7620 (915) 521-7842
FULL UNRESTRICTED PRIVILEGES? | TYPES'OF PRVILEGES (PROVISIONAL, (TMITED, CONDITIONAL, ETCT ARE PRIVILEGES TEMPCRARY?
BJ ves [J No [J ves §8 wo

i

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES SYART DATE (MM/YITY

Providence Memonal Hospial 03/1984

ADORESS ' T T

2001 N Oregon

Gy T T T STATE/COUNTRY ) PCSTAL CODE

El Paso THUSA 79502

PHONE NUMBER YRR T TEMAIL . -

815.577-6011 ; ;

FULL UNRESTRICTED PRIVILEGES? i RS O PRVILEGES (PROVIS:IONAL, TIMITED, CONDIHIONAL, ETC) ) T ARE PRIVILEGES TEMPTRARY?

& ves [J Mo Actve-OBGYN OO ves B ne

OF THE TOTAL RUMBER OF ADMISSIONS 10 ALL HOSPITALS TN THE PAST YEAR. WHAT PERCENTAGE 10 THIS SPECIFIC HOSPITALS *

& Plessa check thia box and igte and sudmit Attach B 17 you have additional carrant hospital affiflations.

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES - - ' AFFILIATION DATES (MM/YYYY 1O
MM/YYYY)

FDDRESS - - N . -

T o STATE/COUNTRY POSTAL CODE

FULL UNRESTRICTED PRIVILEGES? | T TYPES OF PRIVILEGES (PROVISIONAL. URITTED, CONDIIONAL E7C ) o WERE PRIVILEGES TEMPORARY? |

3 ves (] wo | iDYes[} Mo

AEASON FCR DECON TIRUARLL

{7} Pinase check this box snd and 2 Atgpen £ if you have sddivignal previses hesplis! sffilistione.

Galeronons v provids thies poer raferences fiom the sama flald sodior speeisily who are not pertners in your den group grectice snd ere nut relatives.
Al pewr rofpesn 5 Havy flralh 2 of your sbilities

N RAMEE T T T T T e e e I i@y@%@‘g MOMEBER
Jorge Karsh MD | 9155779785

i

ADDRESS
1501 M Riesa, Sie 1A

[ T T RvescountREY C T R T TRLCODE
EiPaso TrASSA 79802

4

e

oy
[
<y
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References contnves

2 NAME/TITLE
Nilda Rivera, MD

1501 M. Mesa. Ste 1A

RODRESS Tt T A ) - -

PHONE NUMBER
l 915-577-9799

ThY T ’ ’ ’ STATEJCOUNTRY
El Paso TXIUSA

TYRAMESTIE
Juan Rolan, MD

1300 Murchison

city o e = T STATE/COUNTRY
El Paso

TRISA

l | PHONE NUMBER ™
915.533—2228

VAL
79902

Professional Liability insurance Coverage

B Yos (] Mo Texas Tech Professional Self-Insuranca Plan

ADORESS
£.0 Box 42021

ISELFINSURED? i NARE OF CURRENT MALPAACTICE TRSURANCE CARRIET OR SETF INSURED ENTImy™ — 77 °

PRPRR . .= | 7 SO

POSYALOODE

iy e - TomTmTmT o STATE/COURTRY
Lubbock Texas

PHUNE NUMBER POLICY RUMBER T EFFECTIVE OATE (M
(B08) 7421216 n/a . 08/0172008

N/ DD/ YTV

POSTAL CODE
78409

"BMGUNT OF COVERAGE PER OCCURRERCE — THMOUNT OF BOVERAGE AGGREGATE "TUTVPE OF COVERAGE

$400.000 00 . 81.200.000.00 "B ingwidusl [J Shared

"NAME OF PREVIOUS MALPRACTICE msunmcs CARRIER F WITH CURRENT CARRIERLESS mm S VEAITS
Texas Medical Liabity Insurance

EXPIRATION DATE (MY D0/YYYY)

LENGTH OF TIME wiT 4 CARRIER

ADDRESS

505 € Huntiand Dr | Stev 180

TV I - ' STATE/COUNTRY - o “pOSTAL CODE
Austin TRUSA 78752
“PHONE NUMBER ©OTTTTTRGLCY NUMBER T 7T TEFFECTIVE DATE (MM/OD/YYY “EXPIRATION DATE (W7 G 07 777 Y1
512-452-4370 - MIPC02970 , 10/01/2003 | 1010172009

N . e i e e

AMOUNT OF COVERAGE PER OCCURRENCE | AMOUNT OF COVERAGE AGGREGATE i TYPE OF COVERAGE LENGTH OF TIME W 14 TARRIER
$200.000.00 . $600,000 00 + & indwdusl [J Sharea l 5 yaars

Call Coverage

{1 See attzched list of hospital staff wihin my department | wiilze for coll coverage.

PLEASE LIST NAMES OF COLLEAGUE(S] PROVIDING REGLLAR COVERAGL AND H'S OR HER SPECIALTIES

Name: . Specialty:
Mame Spaciaity:
Hame ) Specutiy, -
N:'sme . o o Spucisiy
Bame ' - - N Lpsomiy o - N
PLEAS ;;_é;é&;l?!ff:;éé:&? éu' ;sz?a;zm He YR f;s;i CTlE z‘“j Ck«g;;r:x wsg &{}; AMD ATTALH LST S0R LARGE GaCUS
Mame ’ o _ - %3&*"3» .
Hame Mpme:
‘ "J;ﬁ;e T Mame: - -
- e R

LHLEZ34 Bev 0107
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etice the following questions for sech practice location. Use Attnch F o mote | TRACVICE LOCATION

cogigs of pages &7 as necessary.

TYPE OF SERVICE PROVIDED

{1 Solo Pnmary Care (7] Soto Speciaity Care [T} Group Prumary Care  [T] Group Snge Specislity B Group MuikSpecaity

GROUP NAME/PRACTICE WAME 10 APPEAR IN THE DIRECTORY T BROUP7CORPORATE NAME AG 1T APPEARS ON RS W0 I
Texas Tech Physican Assoicates Texas Tech Physican Assoicates

ERACTICE LOCATION ADDRESS - -

B3 Primary 4800 Albarta Ava.

[£1)7 "STATE/COUNTRY v FOSTAL CODE
El Paso ™ 79805
PHONE NUMBER T | FAX NumMBER ) T EMAIL

915-545-7501 : 915-545-7537 i

e e e e I e

BACK OF FICE PRONE NUNBER SITE-SPECIFIC MEDICAID NUMBER TAX IO NUMBER

n/a 133825308 752674893

| GROUP NUMBER CORRESPAONDING 70 TAX 10 NGMBER GROUP NAME CORRESPONDING 10 TAX 1D NUMBER -
084588401 Texas Tech Physician Assoicates

ARE YOU CURRENTLY PRAC TICING AT THIS LOCATION? IF NO. EXPECTED START DATE? (MM OD7YVYY) DU YOU WANT THIS LCCATION USTED INTRE ™

[ ves [§ No OIRECTORY? £ Ves [J No

OFFICE MANAGER OR STAFF CONTACT PRONE NUMBER T FAXNUMEBER

Alicia Gachama 915-545-6611 915-545-5946

Terry Acosia

ADDRESS IR

P.O. Box 9520

LK — ———— STATE/COUNTRY “BOSTAL COBE
El Paso TX 79895
BHONE NUMBER —~ — T T FAUNOMBER T EMAL T T ' -
915-783-8100 ext. 253 915-783-8187

BILLIRG COMPANYS FAME (IF APPLICABLE) T e T BILLING REPRESENTATIVE

MPIP Letty Atvarado

ADDRESS - o T - T
P.O. Box 202211

Qg e T T STATE/COUNTRY POSTAL COCE
Dallas TX 75320-2211

PHONE NUMBER " FAX NUMBER EMAIL -

915-783-8198 ; 815-783-8187

DEPARTMENT NAME IF ROSPITAL-BASED TCHECR PAYABLE TO {CAN YOU BILL ELECTRONICALLY?

nia ' Texas Tach Pysician Assoicates 1 Yes (JNo

HOURS PATIENTS ARE SEEN - T - ; - -
Monday ] No Otfice Hours Morming: 8:00 am-5.00 pm Aftarnoen Evening

Tugsday {7] No Office Hours Mormng: 8:00 am-5.00 pm Aftgrnoon, Eveming

wednesdey [ Mo Office Hours sarmng 8:00 am-5:00 pm ARernoon: Evening

thursday ] Ho Office Hours Morning: 8:00 am-5:00 pm Afternocn; Everung

Frigay [ Mo Office Hours Morming 8:00 am-5:00 pm ARarogon: Eveming

Saturgay B3 Mo Offhice Hours Mosning, ARernoon: Everng

Sunday Ne Office Hours Moramng, Afternoon. Evening,

DOES THIS LOCATION PROVIDE 24 HOUR/ T DAY & WEEK PHOKE COVERAGET

B9 Answering Service (] Voice mart vath instiuctions to call answenng serice {3 vaice mad wth other instructions [ nNona

THIS PRACTICE LOCATION ACCEPTS

5 8l new patienis {73 enaung patenis vaih changs of payor {71 new pausnts wah ralpral [} new Medicars pationis {71 new Medsxad palients

i WEw BATIERT ALCEPTANGE VARIEE BY HEALTH BUH FLEAEE Proiisl EOF ik ol - T
PRACTICE LIBMTATIONS

{71 Binie only &7 Female only 258 7 Other:

00 RURSE PRACTITIONERS, PHYSICIAN ASSISTANTS, MIDWIVES, SOCIAL WORKERS OR OTHER NON.PHYSICIAN PROVIDERS CARE FOR PATIENTS AT THIS PRACTICE LOCATION?

1 yes B4 Mo tf yes. prowds the following mformation for gach s1aff member
CNARE T PEOFESSIDNAL DESIGRATION STATE R LICENSE HO,
THARAE TREOFESSIONAL DESKNATION STATE B TICENSE N

o
o

-
[
[
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Practice Locatlion Information . continved

NAJE PROFESGIONAL DESIGNATION STATE & LICENSE RO,
| NAME PROFESSIONAL DESIGNATION SYATE & UCENSE D

NAME PROFESSIONAL DESIGNATION STATE & LICENSE ND.

NAME PROFESSIONAL DESIGNATION SYATE & UCENSE RO

NOR ENGLISH LANGUAGES GPOREN BY MEALF-1 CARE PROVIDERS NON ENGLISH LANGUAGES SPOREN BY OFFICE PERSONNEL

Spanist/French Spanish

ARE INTERPRETERS AVAILABLES
B Yo [J Ro i yos. please speaty langueges. Spanish

DOES THIS PRACTICE LOCATION MEET ADA ACCESSIBILITY STANDARDS? WHICH OF THE FOLLOWING FACILITIES ARE RANDICAPPED ACCESSIBLED
B3 ves ] no B Budging BParung () Restsoom [ Ower:

DOLE THIS [OCATION HAVE DTHER SERVILES FOR THE DISABLED?
[ITast 1e1aphony-TTY [ Amencan Sign Language-ASL (7] Mental/Physical Impairment Services [7] Ower:

1S THIS LOCATION ACCESSIBLE BY PUBLIC TRANGPORTATION®
£38us 7] Regiona! Tran [TJOther

| DOES THIS LOCATION PROVIDE ANY OF THE FOTLOWWNG SERVICES ON SITE® [ Ves £ o

[ Levoratory Services. please st an Certlicates of Participation (CLIA. AAFP. COLA CAP. MLE). n/a

"DOLS THIS LOCATION PROVIDE CRILDCARE SEFVICES? DOES THIS LOCATION QUALIEY A5 A MINORITY BUSTNESS ENTERPRAIGES
Oves 63 no Dves & No
WO AT THIS LOCATION Have THE FOLLOWING CURRENT TERTIFICATIONS® (PLEASE 157 ONLY THE APPUCANTS CERTIHCATION EXPIRATION DATES ] DA
Beaic Lifte Support [ Sta¥ B3 Prowger Exp Agvancad Life Support i OB s [ sovder o
Advenced Trpuma Life Suppon ) staft [J Provioet £ap Cargro-Pulmonary Resuscitabon st [ Provder Exp.
Agvences Cargiec Life Suppont 3 Stett 3 Provider Exp Petistric Advanced Life Suppornt st [ Provger £xp.
Weonatst Advances Life Support 3 Sl 3 Prowider Exp Other (please specily) JStat [ Prowder Exp

DOES THIS LOCATION PROVIDE ANY OF THE FOLLOWING SERVICES ON SITE? [ Yos B wo

] x-ray: piease st il cerufications 1Va

OTHER SERVICES

] Radwlogy Services {J EXG [ Care of Bhinor Lacerabors

{7 anergy rypactions [J Atorgy Stun Tests [ Reuune Offce Gynecolomy

[ Aze Approprate Immunizetons ] Fenvis Sigmodoscopy I3 Tympanometry/Autiometry Tests
{71 Osteopstrng Mamputauons 3 1¥ Hytranon /Treatments [J Cardine Stress Tests

{3 Other

[0 Putmonary Funcoon Tesis
[ Drawang Bivod

3 Asthma Trestments

[ Physical Therapes

FLLASE LIST 4MY ADDITIONAL OFFICE PROCEDURES PROVIDED THCLUDING SURGICAL PERCE DURES]
Rouline and high nsk neat nciuds gl unid and amiroceniass

B ANESTHESA ADMINIATE AETI AT THiD PRALTEF LOCATIONS
B4 vas [ Mo Please specify the cinsses or calegangs.

WHO ADMIMISTERS 117
MDs

T Pesse chesk this bor 2ad and 543 F I you havy other practive iovetions,

-t

o

e,
P
el
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2

3

11
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Section 1-Disclosure Questions - Please provide an explanation for an
Licensure

Has your license to practice. w your profession, ever been denied, suspended, revoked, restricted, voluntarily
surrendered while under investigation, or have you ever been subject (o a consent order. probation of any conditions
or imitations by any stale licensing board?

Have you ever recewved a reprimand or been fined by any state licensing board?

Hospliat Priviieges and Other Affiliations

Have your chical privileges or Medical Staff membership at any hogpiial or healthcare institution ever beaen denied,
suspended, revoked, restricted, denied renewal or subject to probationary or to other disciphnary conditions (for
reasons othér than non-compigtion of medical records when quality of care was not adversely affected) or have
proceedings toward any of those ends been nstituted or recommended by any hospital or healthcare institution,
medical staff or committee, or governing board?

Have you voluntarily surrendered. limited your privileges or not reapphed for privileges while under investigation?
Have you ever been termwinated for cause or not renewed for cause from participation, or been subject {0 any

disciplinary action. by any managed care orgamzalions (including HMOs, PPOs, or provider orgarnzations such as
1PAs, PHOs)?

Education, Training and Board Centification

6 Were you ever placed on probation, disciphined, formally repnmanded, suspended or asked 1o resign during an
internship, residency. fellowship, preceptorship or other chnical educatipn program? If you are currently in 3 training
program. have you been placed on probation, disciphned. formally repumanded. suspended or asked to resign?

7 Have you ever, while under invesugation, voluntarly withdrawn or prematurely termimnated your status as a student or
employee in any internship. residency, fellowship, precepiorship. or other clinical education program?

8 Have any of your board certifications or efigibilly ever been revoked?

9 Have you ever chosen not o re-certify or voluniarily surrendered your board certification(s) while under investigation?

DEA or OPS

i0 Have your Federal DEA and/or DPS Controlled Substances Certificate(s) or authonization{s) ever been denied,

suspended, revoked. restncted, demed renewal. or voluntarnly rebnquished?

Medicare, Modicald or other Governmental Program Parlicipation

Have you ¢ver been disciplined, excluded from, debarred, suspended, reprimanded. sanctioned, censured, dis-
qualified or otherwise restricted in regard to participation in the Medicare or Medicaid program, Or in regarg 10 other
federal or slate governmental health care plans or programs?

Gther Sanctions or Investigations

Are you currently or have you ever been the subject of an investgation by any hospital, licensing authority. DEA or
DPS authonzing entities, education or traiming program, Medicare or Medicaid program. or any other private, federal
or state health program?

LHLZME Rev GUDG7 Zo

y question answered yes-except 16-on page 10.

Cves Ko

[ ves X No

[JYes B No

[[Jyes K No

[ Yes BJ No

[ ves Eno

] Yes B no

[JYes [ No
[ ves B3 no

[ves B no

(] Yes [ No

[(JYes g wo
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Sactlen I - Disclosure Questlons - continued
Other Sanctions or Investigations

To your knowledge, has information pertawing to you ever been reporied to the National Practilioner Data Bank or
Healthcare Integnty and Protection Data Bank?

Have you ever receved sanctions from or been the subject of invesugation by any regulalory agencies (e.g.. CLIA,
OSHA, elc.)?

Have you ever been investigaled. sanctioned, reprimanded of cautioned by a miltary hospial, facility, or agency. or
voluntanly terminated or resigned while under investigation by a hospital or healhcare facilty of any military agency?

Malpractice Claims History

16 Have you had any malpractice actions within the past § years (pending. settied, arbitrated, medated or litgated?
B3 if yes, ptease check this box and complete and submil Altachment G,

Criminal

17 Have you ever been convicted of. pled guilly 10, or pled nolp contendere 10 any felony 1hat 1s reasonably related 1o
your qualifications, competence, funclions, or duties as a medical professional

i8 Have you ever been convicted of. pled guilty lo. or pied nolo contendere 1o any felony ncluding an act of violence,
child abuse or a sexual offense”?

i9 Have you been court-martiated for actions relaled 1o your duties as & medical professional?

Ability to Perform Job

Are you currently engaged n the illegat use of drugs? (*Currently® means sufficiently recent to justfy a reasonable
belief that the use of drug may have an ongoing impact on ong's abilily to practice medicine. 1t 15 not Iimited to the
day of. or wilhin a malter of days or weeks before the date of apphcation, rather that i has occurred recently enough
o indicate the individual 1s acuvely engaged in such conduct. “Hiegal use of drugs® refers 1o drugs whose possession
or distribution is unlawful under the Controlled Substances Act. 21 US.C. § 812.22. H “does not include the use of a
drug taken under supervision by & licensed health care professional, or other uses authonzed by the Controlted
Substances Act or other provision of Federal law.” The term does nclude, however. the unlawful use of prescnption
controlled substances.)

Do you use any chemical substances that would in any way impair or hmit your abiity to practice medicing and
perform the functions of your job with reasonable skill and safety?

Ability to Perform Job

Do you have any reason to believe that you would pose a nsk 10 the safety or well-being of your patients?

Are you unable 10 perform the essential funclions of a practioner i your area of practice. with or without rea-
sonable accommodation?

Plegse use the space on page 10 16 explain yes answers 1o any Quesiion sxcept #16,

o

-
b
et

[ Yes B o

[Jves (8 no

O ves Bgno

& Yes ] No

[Jves X No

[Jves 53 nNo
[ves K No

[Jves B3 No

[ Yes & no

((}Yes B No
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Sectlon § - Disclosure Questions-continued

Please use the space below [0 explain yes answers (0 any question except 16.

~ QUESTION RUMBER

BUEASE EXPLAIN




(Page 16 of 31)

___ DCN: 200934100003525

Section il - Standarg Authorizstion, Atiestation and Release {Not for Use for Employment Purposes)
tunderstand and agree that, as pan of the credentialing application process for participation ancdds clinical privileges (hereinafier. referred to as
“Participation”) at or with

IPLEASE INDICATE MANAGED CARE COMPANY(S) QR HOSPITALIS) TO WHICH YOU ARE APPLYING) (HEHEINAFTER, INODIVIDUALLY REFERRED 10 AS THE "ENTITY")
Pomary Care Cass Managemant (PCCM)

and any of the Entity’s affilated entties, | am required to provide sufficient and accurate information for a proper evaluation of my curreni,
hcensure, relevant framming anddr expenence, chmcal competence. health status, characier, ethics, and any other criteris used by the Entity for
determining witigl and ongoing eligibility for Parucipation. Each Entity and ils representatives, employees, and agent{s) acknowledge thet the
nformation obtained relaling 1o the application process wilt be held confidental to the extent permitted by iaw.

I acknowledge that each Entity has s own Critena for acceptance, and | may be accepted or rejected by each independenity. | furlher
acknowledge and understand that my cooperation in obtaiming nformation and my consent to the release of information do not guaraniee that
any Entity wilt grant me clinical privileges or contract with me as a provider of services, | understand that my application for Participation with the
Enuty is not an apphcation for employment with the Entity and that acceptance of my application by the Entity will not result in my employment by
the Entity.

For Hosphal Credentialing, | consent to appear for an nterview with the credentials commiliee, medical stall executive commitiee, or other
representatives of the medical sta¥f. hospital adrministration or the governing board, if required or requested. As a medical staff member, | pledge
1o provide continuous care for my patients. | have been informed of existing hospital bylaws. rules and regulations, and policies regarding the
application process. and | agree that as a medical statf member. | will be bound by them.

Authorlzation of investigation Concerning Application for Participation. | authonze the following individuals including, without himitation, the Entity,
s representalives, empioyees. and/or designated sgent(s) lhe Entity’s affiliasled entiies and (heir representatives, employees, and/or
designated agents; ang the Enbity's designated professional credentials verdication orgamizaton {collectively referred 1o as “Agents”), to
investigate information, which includes both oral and writlen statements, records, and documents, concerning my apphcation for Participation. |
agree to allow the Entty and/or its Ageni(s) (o inspect all records and documents refating to such an investigation,

Authorlzation of Third-Party Sources to Release Information Concerning Application for Participation. | authorize any third party, inciuding, but not
hmted 10, individuats, agencies, medical groups responsible for credentials verification, corporations, companies, employers. former employers,
hospitats, health pians, health maintenance organizations. managed care organizations, law enforcement or licensing agencies, insurance
companies, educational and other insutulions, military services. medical credentiabng and accreditation agencies, professional medical societies,
the Federation of State Medical Boards. the National Practitioner Data Bank, and the Heaith Care integrity and Protection Data Bank, 10 release
o the Entily and/or its Agent(s), information, including othenwise privileged or confidential information, concerning my professional gualifications,
credentuals, chimcal competence, gualily assurance and ullization data, characier, mental condition, physical condition, alcohol or Chermical
dependency diagnosis and treatment. ethics, behavior, or any other matter réasonably having a bearing on my qualifications for Participation n,
or with, the Entity. | authorize my current and past professional hiability carrier(s) to release my hisiory of claims that have been made and/or are
currently pending against me. | specifically wane written notice from any entities and individuals who provide information based upon this
Authorization, Atiestation and Release.

Authorization of Release and Exchange of Disclplinaty Information. | hereby further authonze any third parly at which | currently have Participation
or had Participation and/or each third party’s agents to release “Disciphnary Information,” as defined below, to the Entity and/or 18 Agent(s). }
hereby further authorize the Agent(s} to release Disciplinary Information about any disciplinary action taken against me 1o its parucipating Entities
at which | have Participation. and 8s may be otherwise required by iaw. As used heren. “Disciplinary information” means information concerning:
tl} any action taken by such health care organizations, ther agministrators, or their medical or other committees (o revoke, deny, suspend,
restrict, or condition my Parucipation or impose a corrective action plan; (i) any other disciplinary action mvolving me, including. but not limited
lo. discipling in the employment context: or () my resignation prior 10 the conclusion of any disciphnary proceedings or pnor {o the
commencement of formal charges. but after | have knowledge that such formal charges were bemng (or are being) contemplated and/or were (or
are} in preparation,

Release from Liabiliy. t release from all liability and haold harmless any Ently, its Agent(s), and any third pariy for their acts performed in
good faith and without malice unless such acts are due 1o the gross negligence or willful musconduct bf the Entity, 18 Agentis). or other third party
n connection with the gathering, release and exchange of, and relance upon, information usad in adcordance with this Authorization, Attestation

and Release. | further agree nol o sue any Enlily, any Agenus). or any other third I A

tiof

i
L)
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Section Wil - Standard Authorization, Attestation and Release - continued

party for therr acts, defamation or any other claims based on statements made in good faith and withoul malice or misconduct of such Entity.
Agentis) or third party in connection with the credentahing process. This release shall be m addition 0. and in no way shall hmit, any other
apphcable immunities provided by law for peer review and credenualing activities.

in this Authorization, Attestation and Release, all references to the Entity, its Agent(s), andbr other third parly include thew respective employees,
drrectors, officers, advisors, counsel, and agents. The Entity or any of its affiliates or agents retans the nght to allow access to the application
information for purposes of a credentaling audit to customers andbr their auditors o the extent required in connection with an audit of the
credentialing processes and provided that the customer anddr therr auditor executes an appropriate confidentiality agreement. | understand and
agree that this Authornzation, Attestation and Release is irrevocable for any period during which | am an applicant for Participation at an Entity. &
member of an Entity’s medical or health care stafl. or & participating provider of an Entity. { agree to execute another form of consent if law or
regulation imits the application of this irrevocable authorization. ) understand that my failure 10 promplly provide another consent may be
grounds for termination or discipline by the Entity in accordance with the applicable bylaws. rules, and regulations, and requirements of the
Entity. or grounds for my termination of Participation at or with the Entity. | agree that information oblained in accordance with the provisions of
this Authorization, Attestation and Release 15 not and will not be a violation of my privacy.

I certify that all information provided by me in my application is true. correct, and complete (o the best of my knowledge and behel. and that | witl
notify the Entity andbr its Agent(s) within 10 days of any matenal changes to the information | have provided in my application or authorized (o be
released pursuant 1o the credentialing process. | understand (hat corrections 1o the applicaton are permitted at any ume prior to a determination
of Participation by the Entity, and must be submitted on-line or 1n writing, and must be dated and signed by me (may be a written or an electronic
signature). | understand and agree that any matenal misstatemnent or omission in the applicaion may constitute grounds for withdrawal of the
apphcation {rom consideration; denial or revocation of Participation: andbr immediate suspension or termination of Participation. This action may
be disciosed to the Entity andbr its Agent(s).

I further acknowledge that | have read and understand the foregomg Authorization, Aflestation and Release. | understand and agree that a
facsimile or photocopy of this Authonzation, Attestation and Release shall be as effectivelas the onginal,

A > —

SIGNATURE ~{ 7 =

Franz C. Theard, MD
NAME (PLEASE PRINT OR TYPE)

Last 4 dhgits of SSN or NPI(PLEASE PRINT OR TYPE)

10-2207
DATE (MM/DDAYYY)

Required Attachments or Supplemental Information - Please attach hard copy or scanned documents of the following:

] Copy of DEA or state DPS Controlled Substances Registration Certificate

[ Cony of other Controlied Dangerous Substances Registration Certificate(s)

] Copy of current professional abiity insurance pohey face sheel, showing expiration dates, hmits and apphcant's name
{7} Copies of IRS W-9s for verification of each 1ax identification number used

"} Copy of workers compensation certificate of coverage, if applicable

[C] Copy of CLIA certifications, if apphcable

[7] Copes of radiology certifications, if apphcable

{71 Copy of DD214, record of military service, if applicable

Reproduction of this form without any changes 1s aliowed.

1
!

Notice About Certain Information Laws and Practices Pertaining 1o State Governmental Bodies (i.e. State Hospitals)
With few excepltions, you are entitled to be informed about the information thal a state governmenial body collects about you (i.e. a state
hospital). Under sections 552.021 and $52.023 of the Texas Government Code, you have g fight to review or recewe copies of informalion about
voursell. including private mformation. Howsever the siate governmental body may withhold information Tor reasons other than 16 protect your
nght 1o privacy. Under section 558.004 of the Texas Government Code. you are entitles (o roquest that the state governmentat body correct
wformalion that it has about you thal s incorresl. For information aboul the pracedure ang costs for oblamning informalion, plesse contact the
apprognale slale governmenial body 10 which you have submated s aoplicalion,

YTexaze Blandardized Credentlaling Appilcation Attschment & - Other Profossionsl Degrsss
GTHER PROFESSIONAL DEGREE
BELNE IN3lnubon:
ADDHESS T 7 7 T A — T -
o8y STATE /00U THY POATaL COOE

LHEZ34 Hev 01707 120f20
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DEGREE

ATTENDANCE DATES(MM/YYYY TO MKM/VTVY

OTHER PROFESSIONAL DEGREE
Issung nsutution;

"ADDRESS

ciry

STATE/CLURTRY

POSTAL CODE

DEGREE

OTHER PROFESSIONAL DEGREE
Issuing Instiluton:

FHOHESS

ATTENDANCE DATES{MMANVYY TO MM/YYYY)

cy

STAYESCOUNTRY

POSTAL CHBE

DEGREE

ATTENDANCE DATESIMM/YYYY TQ BAN/YYYYY

| OTHER PROFESSIONAL DEGREE
IBsuIng Insthitution:

ADDRESY

———— e e ———— e e

ciTy

STATE/ODUNTRY

POSTAL QODE

DEGREE

OTHER PROFESSIONAL DEGREE
1Bung ingtiution:

ATTENDANCE DATES(MM/YYYY TO MM/YYYYY

ADDRESS

CiTY

STATE/COUNTRY

POSTAL CODE

DLGREE

ATTENDANCE DATLSIMM/YYYY TO MM/ YYYY)

OTHER PROFESSIONAL DEGREE ~
Issuing Insutuuon:

ADDRESS

CIry

STATE/COUNTRY

POSTAL OODE

DEGREE

ATTENDANCE DATES(MM/YYYY TO MM/YYYY)

OTREH PROFESSIONAL DEGREE
Bsung Inglitution:

“ADDRESS

STATE/COUNTRY

POSTAL CODE

ATTCNDAHCE DATESIMNG V197 10 5K/ 770

$3of20
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1

Texas Stlandardized Credentlaiing Application

Attachmont B -~ Gthor Pest Graduste Eduention

OTHER POST-GRADUATE EDUCATION

SPECIALTY
(3 internship 7] Reswwancy [ Fetiowsmp [ Teachng Appointment
NSTTUTION
ADDRESS
CHY STATE/COUNTRY POGTAL CODE
ATTENDANCE DATES (MM/YYYY 10 MM
{3 Program successfully completed
PROGRAM DIRECTOR CURRENT BROGRAM DIRECTOR (IF RNOWN]
OTHER POST-GRADUATE ECUCATION SPECIALTY
{0 internstup [[] Ressosney () Fettowsh [ Tesching Appontment
S TITUTION
ADDRESS
Tty STATE/COUNTRY POSTAL CODE
ATTENDANCE DATES (MM/YYYY 10 MM/YYYY)
[J Program successiully compigied
PROGRAM QIRECTOR CURRENT PROGRAM DIRECTOR (IF KNOWHN)
OTHER 2OST-GRADUATE EDAUCATION SPECIALTY
3 nernsnip [ Resiwency [ Fetowship {7 Tesching Appoimtment
INSTITUTION
ADDRESS
city STATE/COUNTRY POSTAL CODE
ATTENDANCE DATES (MM/YYYY 10 MM/ ¥77Y)
{7 Program successfully completed
PROGRAM DIREGTOR CURRENT PROGRAM DIRECTOR (IF KNOWN)
QTHER POST.GRADUATE EDUCATION SPECIALTY
Ol grosnp [ Resigency [ Fellowsnp ] Tesching Appointment
INSHITUTION
ADDRESS
Tty STATE/COURTRY POSTAL CODE
ATIENDANCE DATES [MM/VYTY 10 M/ TV
(7 Program successfully completed
PROGRAM DIRECTOR CURRENT PROGRAM DIRECTOR (IF RROWN!
OTHER POSTGRADUATE EDUCATION SPECIALTY
Chinternsnp ] Rewtercy [ Feliowsmig [ Tescmng Apomarment
HETTOTESR
AUDRE -
187 STATE,COURTRY BATAL 00
ATTENDANCE DATES (MM/9YVY 10 1R/ 7977)
(1 Program successfully completed
PRLCRAN RECTOR CURRENT PROCHAR DIRECIOR (IF AMNOWH]
LHLZI Rev 0107 14 of 24
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Texas Standardized Credentisling Applleation

Attachmont € - Othor Work History

PREVIOUS PRACTICE/EMPLOYER NABME

STARY DATE/END DATE (MM/AYYYY 10 MM /YYYYY

ADDRESS

€137 T SYATYEAOURIRY

POSTAL OODE

| REASON FOR DISCONTINGANCE ™™

[ FREVIGUS PRACTICE /EMPLOYER MAME

L STARY DATE/END DATE (M7 10 MR/
1
i

ADDRESS
ha T “TBTATE/COUNTRY

FOBTAL CODE

REASON FOR DISCONTINUANCE

PREVIOUS PRACTICE/EMPLOYER NAME

ADDRESS

iy STATE/COUNTRY

PFUSTAL CODE

REASON FOR DISCONTINUARCE ~

"PREVIOUS PRACTICE/EMPLOYER NAME

T SYARY DATEJEND DATE (MN7VYYY TO MM/vYY)~ 7

ADDRESS

L T ’ " STATE/COUNTRY

'POSTALCODE

isum DAIE7EN0 DATE (MMI/YTYY 10 FMZYYYY)
i
|

ciry oo ’ ' STATE/COUNTRY

POSTAL CORE

START DATEJEND DATE (MMZYYYY 10 MMV

T POSTAL OODE

START DATEJERD DATE (HA/FAF IO e aren

'REASON FOR DISCORTINDANCE ™~ ™ =~~~ - T T

PREVIOUS PRACTICE/EMPLOYER NAME

ADDRESS -

Gy o " SIATE/COUNTRY

REARON FOR DISCONTINUAREE R ’

PhRenols realtce i IVER RAME T T T e - T TEET
agpRess T T - T

oy - T eTRTECCUNTRY

FOGTAL CODE

REASON FOR DISCONTIHUANCE

Fof 20
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Texas Slandardized Credentlaling Appllcation Attachment D - Other Current Hospltal AffHiatlens

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES ] START DATE (MM/YYYY)
Swerra Medical Center , 1141983
ADDRESS -
1625 Medical Center Dr.
i City STAYE/COUNTRY POSTALCODE  ~
El Paso THUSA 79802
l PHONE NUMBER FRK T E-MAIL
915-747-4000
 FULL URRESTAICTED PRVWEGEST ™ ™" ™ "TYPES OF PRNILEGES (PROVISIONAL LIMITED, CONDITIBRAL £1C.) ~ | ARE PRIVILEGES YEMPORARY?
& ves (O nNo Active-OBGYN “L[J ves B3 no

OF THE TOTAL NUMBER OF ADMISSIONS 10 ALL HOSPITALS IN THE PAST VEAR, WHAT BERCE NTAGE 1S YO THIS SPECIFIC HOSETALT ~

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES
Lag Palmas Medica! Centar

"ADDRESS
1801 N. Oregon

“STARY DATE (MM/VYYYY
[ 10/1983

Tty - T STATE/EOUNTRY T~
£l Paso TXIUSA

POSTAL CODE ™~
79902

PHONE NUMBER a T Fax ' " E-MAIL

FULL UNRESTRICTED PRVITEGEST 7~ TVFES OF PRVILEGES (PROVISTONAT T T €D CONDITIONAL, E7C Y
vas [ Wo " Active-OBGYN

OF THE TOTAL NUMBER DF ADMISSIONS TO ALL HOSPITALS T FHE PEST YEAR, WHAT PERCENTRIE TS T THIS SPEEFE HESH AL

" ARE PRIVILEGES YEMPORARYS
1 [Q vas B8 No

U SR |

. START DATE (MAM/YYYY)

POSTAL CODE

AQDRESS
Ty T ToomTmot o STATE/COUNTRY 7"
PHONF RUMBER FAX o T T ¥ E-MATL

i
FULL INRESTRICIED PRIVILEGES? " IYPES OF ORIVILFGFS (PROVISICNAL 14t D ONDITIGNAL £vCy
[ ves (O wo

OF THE TOTAL NUMBER OF ADMISS:ONS TO ALL ROSPITALS TN T PAGT YEAR. WHAT BIRCENTAGE 18 V6 THIS SPECIFIC HOSPITA]?

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGFS

ARF PRWVILEGES | EMPORARY®
[0 ves [ wo

) i START DATE (MM7YY)

FUTL UNRESTRICTED PRIVITFGFRY TYPES OF PRIVILEGES (PROVISIONAL " TWITTED TONDITIONAL ETC]

7 ves ] Mo

OTHER HOSPITAL WHERE YOU MAVE PRIVILEGES ™

ADDRESS TUTmm o e - - - e T
ciry - - - o STATE/CCUNTRY - POSTALCOCE™ ™~
PHONENUMBER™ T 7T '[ PaxT T " E-MAIL - ) )

! ARE PRIVILEGES TEMPORARYS
' ves O wo
l

USTART DATE (MBM/YYTR T

ADDRERS

STATY LOuNTHY

TEbgraL o

EHORE HUMBER UERR o TTEARIL

FuUil CHRESTRICIED PROILEGEST T TWPLS TF raviL GESTPROWSIEREL IS Son N B B9

{3 res ) Ho
OF THE 10Tt MUMBER OF ADMISSIONS T0 AL FOSPITALS 1 ThE BAST YEAR Waria 1 pLrcERTIRE T THE SFEEFT HOSP 1AL

T ERE PRIVILLGES TEMPORART?
{3 ves [} wo
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Texas SBtandardlzed Crodentinllng Application  Atsshment € - Gther Provious Heepital Affillalions

PREVIOUS HOSPITAL WHERE YOU MAVE HAD PRIVILEGES

l AFFILIATION DATES (MM/YYYY 1O MM/YYYY)
]

A - . ;

ADDRESS

o T STATL/COUNTRY

i FULCUNRESTRICTED PRIVILEGES? 1 TYPES OF PRIVILEGES (FROVISTONAL LIMI1£D. CONDTTIONAT T8
I [ vos (3 no

POSYAL CODE

i WERE PRIVILEGES TEMPORARY?
‘3 [ ves [ no

"REASON FOR DISCONTINUANCE

PREV-GUS HOSPITAL WHERE YOU HAVE A0 PRVILEGES

AFFILIATION DATES (MMAYYYY T0 MR/

FULL UNRESTRICTED PRIVILEGES? ™~ I¥PES OF PRIVILEGES (PROVISIONAL. VMITED CORBTIONAT ETE)
Ovyes ] nNo .
REASON FOR DISCONTINUANCE ™~~~ ——— "+ 1 mremee—e

PREVIOUS HOSPITAL WHERE YO HAVE HAD PRIVILEGES

“ERERE— R
Ty T T T T USIAEZCEONIRY T T

POSTAL OODE

TWERE PRIVILEGES TEMPORARYY
"Oves [T no

TAFFILIATION DATES (MMJYYVY 10 MM/YYY)

L OO — e .

' oA " ——— — - -+ - e e ..
Ko s . SIETEZEBUNTRY ~ - T PGSTALCODE
FOCLUDNRESTRICTED PRIVILEGESY TRES OF PRIVILEGES (PROVISIONAL LIMITED. CONDIHONATTETE ! WERE PRIVl EGES TEMPORARY? ~
O ves I nNo [[:]YasC]Mo

{
A e e v 3 . U h i ——— ———

"REASON FOR DISCONTINUANCE

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILFGES ™ ™

ADDRESS

" AFFILIATION GATES TMMZYYYY 1O MM/VYYY)

Ciry T T SIATE/COUNTRY

FUL. JNRESTRICTED PRIVILEGLS?
Oresd no

REASDN FOR DIBCONTINLANCE

POSTAL CODE

T WERE PRIVILEGES TEMPORARYS™

) ves [J wo

PREVIOUS HOSPITAL WHERE YOU HAVE HaD PRIVILEGES

AFFILIATION DATES (MM/YYYY TO MM/YAY)

FoL CRREETIC LS PRV T GES T VP or PRIVLEGES PROvISNa T es. cohdTToT . F10)

[0 ves [ Mo
REASDHN £ OR DISCONTINUANCE —

T ERE PRIVILEGES TERPORARTY

ADDRESS — = [, et e e
Ty T c T T S TATE/COURNTRY T e T POSTAL COUE

FUts UNRESTEICTED PRIILEGESY ¥ TYPES OF PRNVL FGFS (PROVETRAL Leamens CONDITOSAL £70) ) T Uwert PR eCES TERITORAT

[ ves [} No i[j%'esfj No

REASDN FOR DISCONTINUANCE B T ’ T T
PREVIDUS HOGPITAL WHE RE YO RAVE L AD PEIILECES™ I T RV AT DATEE A FTTTY 10 WYYV
e . : —— . . e ot ot

AOORESE

5137 e o T IS P4 7 i T e POETALODE

3 ves (] wo
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P Toxnse Standardized Credentialing Appllcation Attashmoent ¥ - Other Practice Locations
Practice Locatlon Information - sesse he J 2 tons for bach proetice location. Use Attachmont F o make | PRACTICE LOCATION
coples of pades &7 s necessary. | of
TYPE OF SERVICE PROVIDED
{3 Soto Pimary Care [ Soto Specianty Care [T Group Pamary Care ] Group Single Specieity (] Group Mult-Specialty
GROUP NAME/ PRACTICE NAME TG APPTAR TN 1+t DIRECTORY | GROUP/CORPORATE NAME AS H APPEARS ON TS W.g™ o
R S U TV
PRACTICE LOCATION ADDRESS
3 Prmary
oy T BMATERGUNTRY T T TPOSTACCGbE T
PHONE NUMBER ' fax NUMBER ™ ) o T E MAR - - -
. i
BACK OFFICE PHONE NUMBER "~ ° ) " SITE-SPECIFIC MEDICAID NUMBER l'mx 1D NUMBER
GROUP NUMBER CORRESPONDING 10 TAX IO NUMBER | GROUP NAME CORRESPONGING 7O TAX 1D NOMBER ~ =~ — =
1
H . R ararsdinded - Py -— - — -
ARE VOU CURRENILY PRECTICING AT THIS LOCATION? ' 1F O EXBECTED § TART SATES (MM DDV 1 00VOU WANT THIS TOCRTION UISTED b ~4E
O ves [} No ; l OQIHECTORY? [] Yes [) No
‘OFFICE MANAGER DR §TAFF CORNTACT T e e TTTIPHONE NUMBER T T T FAX NUMBER
CREDENTIUNG CONTACT &7 h o T T
ApoRESS T - '_
2 o STATEZCOUNTRY ~ I ) FOSTA_CODE
"PADNE NUMBER T TraxmuMegR T T T O T ' EMAIT -
BItUNG COMPANYS NAME ©.r APPIICARTE "‘" " BILLING REPRESENTATVE LT —
RUDRESS Tt - T
cry - - STATE/COUNTRY - " . POSTA. COOE
PHONE NUMBER TR NUMBER - 1 ETNAT o
I
DEPARTMENT NAME i¥ HOSPITAL-BASED [CHECK pavagLeTe 77 — "JCAN QU BILT ECECTRONICALLY?
i {C} ves [0 No
ROURS PATIENTS ARE SEEN LT ) ' '
Monday {7 o Otfice Hours Morming. Aftesnoon. Eveming
Tuesoay [J no Office Hours Motning, Afernoon, Evermng:
Wednesday [ No Offce Hours Moraing, . Afiernoon Evemng
Thursgay 7] No Otfce Hours Morning Afgrnoon, Evening:
Frigay 7] No Otfee vours Moming, Afternoon Evening
Saturday [J No Offce Hours Morning. Aftetngom Evening
Sunvay [ No Offce Hours Morung ARgrnoon; Evening:
OOES THIS LOCATION PROVIDE 24 HOUR/ 7 DAY A WEER PRONE COVERAGE?
[3 Bnswerng Sarnce [ Youce maid woih natuctions to calt angweneg conpoe O voe mawnth othpr ncvucugng O fene
THIS PRACTICE LOCATION ACCEPTS
[ alf new patierts 71 emsung pauents with changs of payor {71 new patems with relarral (73 new seoicare oatents [} now Mediwand patieris
TENEW PANIENT ACCEPTANCE VARILS BY HEAL TH P AN Pt EASY PERIDE efF TR TR~ . T
PRACUICE LBATATIONS ) ) h
73 tasie oy £} Fermale anby Agn 3 Othrer,
O0 NURSE PRACTITIONERS, PUYSICIAN ASBISTANTS. MIDWIVES, SOCIAL WORKERS OF O HER NON-PHYSICIAN PROVIDERS CARE FOR PATIENTS AT THIS PRACTICE LOCATION?
73 ves {3 Mo yes, provde e followeng mformation for sach stafl mgmier.
RAME o T 7 " PROFESSIONAL CESIGRATION T STATF & LICENSE O ’
“riasag” ' ' - PROFPESIORAL DESIGHATION - - " Brave TUCENSE G o

S
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Auadw;wm F {continued)

Practlcs Locatien Infermation cominues

NAME PROFESSIONAL DESIGNATION STATE & UCENSE NO.
NAME PROFESSIONAL DESIGNATION STATE & LCENSE NO.
NAME PROFESSIONAL DESIGNATION STATE & LCENSE NO.
NAME PROFESSIONAL DESIGNATION STATE & .ICENSE NO

NON-ENGLISH LANGUAGES SPOREN BY HEALTH CARE PROVIDERS

; NOW-ENGLISH UANGUAGES SPOREN BY OFFIGE PERSONNEL

ARE INTERPRETERS AVAILABLE?

] ves [ No

[ Yes [ Mo if yes, please specy longuages

DOES THIS PRACTICE LOCATION MEET ADA ACCESSIBILITY STANDARDS 7

DOES THIS LOCATION HAVE OTHER SERVICES FOR THE DISABLED?
[Text Telephony-TTY 7] Amencan Sign Language-ASL ] Memal/®rysical impairment Senncas ] Othes

WHICH OF THE FOLLOWING f ACILITIES ARE HANDICAPPED ACLESSIBLES
[ Bunding [Parking (3 Restroom [ Gther

[8us {7} Regrona Yran {jCtner.

1S THIS LOCATION ACCESSIBLE BY PUBLIC TRANSPORTATION?

[ves {3 Ne

BOES THIS LOCAT:ON PROVIOE CHR DCARE SERVICES?

Oves [ No

Basic Life Suppont

Agvanced Trauma Lilg Suppont

i Agvanced Carhac bife Suppon

' Neonatat Advanced Life Suppon

"WHO AT THIS LOCATION HAVE THE FOLLOWING CURRENT CERTHFICATTONS? (PLERSE 1157 ONLY

O swtf O Proviver Exp
7 St £ erovider Exp
[ Steft O Provicer Exp
0 stait [J Prowvioer Exp

Agvanced Life Suppont in 08
Carcio-Pulmonary Resusciation
Pediatric Agvanced Life Suppor
QOther (please spacify)

"OOES YHIS LOCATION PROVIDE ANY OF THE FOLLOWING SERVICES ONSITES {JVes [ ne~~ ~ "~ ~ -
[J Lavoratary Services: please ist all Ceruficates of Participaton (CulA. AAFP. COLA, CAP, MLEY

OOES THIS LOTATION QUALIFY AS A MINDRITY BUSINESS ENTERPRISED

HE APPLICANT'S CERTIFICATION EXPIRATION DATES )~~~ 7~

[Jsaft  [J Provider Exp
i sw [ Prowide Exp.
Qswit [ prownge Gxp.
Ciswt [ Prowice Exp

DOES THIS LOCATION PROVIDE ANY OF T=E FOLLOWING SERVICES ONSITE? (] ves [ No
[0 x-tay: please st all certificsbons

OTHER SERVICES

[ Radwlogy Services

{7} Allergy Wjectons

{71 Age Appropnate Immumistons
{1 Osteopathic Manipulatons

[ Owmer

[ ExG

([} Avergy Stun tests

1 Frexte Sigmodsscopy
{3 v Hydraton /Tseatments

{J Care of Minar Lacerations

(J Routine Qthce Gynecotogy

{1 Sympanometry/audiometry Tests
{3 Cargwd Slress Tosis

{1 Pulmonary FuacLon Tests
{71 Oravang Blocd

(1 asthma Treatments

1 Physcal Therppiss

BLEALE URT anY ADDITI0RA DRV ILE PROCEDURES PROVIDE D (RO U £,

BORES:

1S ARESTHESIA ADMINISTERED AT TR PHACTICE (OCATIONT
{3 ves [ Mo Plgase spucdy the 85585 Of Calegones

WO ADMIMISTERS 1T

[} Plosse check 4 bos and

P 1f you have other prpotice ecpilens,

@
o

e,
fo
b
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I ]
Tenas Standardized Credentialing Appllcation i Attachment @ - Malpractice Clelms History
INCIDENT DATE (MM/DD/ YV DATE Ci AIM WAS FILED (MM/DD/YYYY) l CLAIM/CASE STATUS
0871372003 l 0811272005 | Pending
T—n a4 e 3 e s i v rev——— ! -—
PROFESSIONAT LABILTIY CARRIER NvO(VED
(See Altached}
ABORESE = e e e ——
G T o ) STATE/COUNTRY ™ 7 - FOSTAL OODE
PRONE RUMBER™ ™77 7777 T R IY NUMBER ™ ] ARSGUNT OF AWARD OR SETTLEMERNT & AROURT BAD ™~
: 's $
1
METHOD OF RESOLUTION - . T i
[ Dismissed . [J Setued (win prejudicer P Settiso (wanout prejusice)
{3 Judgment for Defencent(s) I Judgment for Piasntetifs} [ Medwuon or Aritration
1
DESCRIPTIDN OF ALLEGATIONS - -

Plantf! aileges that she presented with spontanecus ruplure of membrane at 38 waseks on August 13, 2003 and on same delivered by vacuum exdraction!

and a madan 4" degree episwtomy subsequently after discharged developed a rectal vagina! fistula

WERE YOU PRIMARY DEFENDANT GHTO-DEFENDANT? " NUMBER OF OTHER CODEFENDANTS © | YOUR INVOLVERENT ATTEROING. COMBTLTING, B9

. — i |

"DESCRIPTION OF Al LEGED INJURY 1O FHE PATIENT ~
Rectal vaginal fistula requinng  surgical intervention

7O THE BEST OF YOUR RNOWLEDGE. 15 THIS CASE TNCLUDED IN THE NATIONAL PRACTHIONER DATA BANK [NBDG)™

O ves B3 Mo
"INCIDENT DATE (ME/DD/ Y T T T " DATE CLAIM WAS EILED (MM/ DD/ YV T TClEMicASE status T
Seitled
PROFESSIONAL (IABILITY CARRIER NVO.VED oo
{See attached)
ADORESS
2] ) ’ T o TTTTTSYATE/COUNTRY . Y 3 YN o
PHONE NUMBER POLICY NUMEBER [ AMOUNT OF AWARD OR SETTLEMENT & AMOUNT PAID

| $3650,000 00 $150,000.00

g

[ e d s 1 RRr— -

| METHOD OF RESOLUTION

{3 Dismissen : {3 Settled twith prejudics) * [ Settes (sathout prejudice)
- . B | ; - e e e
[J juggment for Defendant(s) o Juggment for Blasntti(s) '[ {3 medation or Artrtration
. !
DESCRIFTION OF ALLEGATIONS - -

Madical negligenca involving the treatment and care

Hras VT pRRATY CEFENDMT CR SO DELEHDEH T T ar BB BIER 00 e B ERTE | VOUR R0 veredT TerHERRE CoRSuUTIRG, BTET T
Co-dafendant ! | Co-talengant

S e o« ikt .

DERCRIFTION O ALLEGES muult 7670 Baviein
Medcal neghgence

1O THE BEST OF YOUR HROWLEDGE 15 TriS CASE dect UBED W The WA TidmAL Prip T hONER BATA BERT [EEs e
{3 ves [ Mo
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PLEASE NOTE OUR HEW ADDRESS AND PHONE NUNBER
P.L.BOX 2018 AUSTIN. TX TB7a2-2018
FHONES 542/303-1010

:—'RAnz'c HEARD. Mo
12p4 SCHUSTER BLIJG.Q
B Phsq b5 4 79902«4875

‘“'“‘.v'. .
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Texas Department of Public Safety - Controlled Substances Registration

Page 1 of |

Controlled Substances Current date/time: 10/27/2009

Registration 7:40:36 PM

This regestrant information was last updated at 10/26/2009 8:31:44 PM

Detailed View - THEARD, FRANZ CARL MD

DPS Number: LO068566

Address: WOMEN'S REPRODUCTIVE CENTER 500
EAST SCHUSTER BLDG 8 EL PASO TX 79902

Business Activity: PRACTITIONER
Brd. Lic, #: F6332
Schedule: 22N33N4S
Exp. Date: 10-31-2010

Original Date Eantered: 03-24-1988

DPS Number: NO040059

Address: 1201 EAST SCHUSTER SUITE 2 B EL PASO
TX 79902

Business Activity: PRACTITIONER

Brd. Lic. #: F6332

Schedule: 22N33Ng5

Exp. Date: 10-31-2010

Original Date Entered: N/A

hitp/fwwwv ixdps state.tx us/csr/detail aspx 7dpsn=N0040G059

b S

10/27/2009
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DEA Centificaic Page 1 of |

e vy S
CONTRAOLLAD Buddtancl u:rmmc-ulwwm
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FRANZ C. THEARB, MD OB GYN - ‘ o . ‘ o

ige
e

wnd

TEXAS TECH UNIVERSITY SYSTEM'
QFwe of Geneial Counsel

AUQUS( 28 2009 {Professsonar 1 abitity Divisan)
CERTIFICATE OF SELF-INSURANCE
COVERED: All TTUHSC Faculty and Resident Physicians and Medical Students ...

EFFECTIVE DATE: Date of employment - Date of Termination 0
Date of enroliment - Date enrollment ends &
oty

This is to advise you that the Board of Regenis of Texas Tech University has apg}%@é&xﬁf’lan for
Professional Medical Malpractice Self-Insurance, pursuant to the authority gra%&d byYEx. Eouc
CooE Ann. § 59.02 (Vernon Supp. 1994), providing full-time medical doctors doctors of
osteopathy, oral surgeons, studeni health doclors, podiatrists, interns, residents, feliows and
medical students of Texas Tech University Health Sciences Center with medical professional
ltability protection in the following amounis, unless lower liability limits are set by law, in which
case the lower limits set by law shall apply.

Occurrance Coverage
Category Per Claim Aggregate per Participant
Facully Physician $400,000.00 $1,200,000.00
Resident or Fellow 100,000.00 300.0006.00
Student 25,000.00 75.000.00

The limits of liability set oul above were approved by the Board of Regents of Texas Tech
University Heaith Sciences Center on August 2, 1985, effective September 1, 1985. This schedule
applies only {0 causes of action arising from incidents or actions occurring on or after September
1, 1888, :

The Self-Insurance Plan’s liability is limited to the lesser of the individual physician's(s’) coverage
or $1,000,000 per incident for claims filed prior to September 1, 2003, or $300,000 per incident far
claims filed after Seplember 1, 2003.

Conditions for participation are described in the {ext of the plan which is available o you in the
handbook. Among the conditions for parlicipation are the {ollowing: -

1y Coverage as siated above shall commence on the effechive date shown
above and shall cease on the day when employmertt with, or assignment 1o,
Texas Tech University Health Sciences Cenler is lerminaied;

et Tt Streer STOR BJIT  ° stope Fewas TRaly o237 1 T HUS T2 0921 ¢ 1 HOR D il uygh

DR A
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: SR
! 2) Coverage shali extend to all duly authorized off-campus (5\ _‘\ =

assignments,

SR
3) Coverage for "moonlighting” under the Plan is excluded ‘E%d proh'?bited
<®

] 4) it is mandatory that the insured. upon becoming aware of any injury, actual
or alleged, whether by direct knowledge or written notification thereof, shall
advise their department chairperson, who in turn shall notify the
Dean/Associate Dean for appropriate contact with Texas Tech
University/Texas Tech University Health Sciences Center Office of General
Counsel (refer to Professional Medical Malpractice Seif-lnsurance
Handbook).

This Certificate is intended only for your immediate information. being only the advice that
such protection has been effected subject to the particular terms, conditions and limitations
of the approved Plan of Self-Insurance and the interpretation thereof by the Board of
Regents or i{s authorized representative.

Kent R, Hance Chancencr
Texas Tech University System

ﬂﬂ‘/ Dbl

Pat Cafpbell
Vice Chancellor and General Counsel

Authantication

This is to certify that this, a true and correct copy which witnass my hand and seal on this 28
day of September 2008, was provided to: JoAnn Cruz, TTUMSC El Paso, MPIP Business
Operations, 4800 Alberta Ave., El Paso, TX 79905

\ SHEILA ROBINSON i)é@ﬁ& %&(%

v Publie Stale of Texas Joanna Harke
by Comm Y —
\) G AN 'f’é‘"i'{f & Direcior, Professional|Ligbility Division
Notary Without Bong 2‘"«

= ,fiw 9 A e ) -
A G in TLots
Sheila Robinson, Notary Public in and for the
State of Texas

ER K
Sibuds v e
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I

OB/GYN Department 915-545-6730-Call Coverage
TAX 1D#S: 75-2674893 / 75-2668018

Texas Tech Physician Associates / Texas Tech University Health Sciences Center
(915) $45-8730

Lizabeth J. Berkeley, CHES

Wreatha Carner, CNM

Kayla E. Castaneda, WHNP
Harvey Greenberg, MD
Heidi A, Lyn, MD

Carla Ann Martinez, M.D.
Zuber D. Mulla, PhD

Ghutam Murtaza, MD

Ha H. Nguyen, RNC

Bahij S. Nuwayhid, MD
Elizabeth Ann Portugal, CNM
Sonia Rebeles, M.D.

Jose Salvador Saldivar, MD
Antonio Santillan, MD
Wiltiam H. Scragg, MD
Claudia Suarez-Martinez, MD
William R. Sullivan, MD

Franz €. Theard, MD

Robert W. Vera, MD
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TEeas MEUUD & HPALTHONIE PATTRIRSHID
A STATE MEDICAID CONTRACTOR

Portal Ticket # 10390843

Date Printad: Tuesday, February 02, 2010
MNP 1770633216

Provider Name: THEARD, FRANZ

T

02 & 46 &8 4 3 7
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Provider Enrollment : Texas Standardized Credentialing Application

If any information found on the application is incorrect, please save the application and update your information through the Oniine Provider Lookup (OPL). Do
not continue with application untl information is accurate.

Individual Information

i
Type of Professional: ‘F'hysman (MD”) f

antisling

& Lagt Name: gTHEARD ‘@ First Name:

Middle: ., Sr., etc:

{Years Associated: (YYYY-YYYY}) :

Maiden Name:

- i Years Assoclated!(YYYY-YYYY) o

Other Name:

Correspondance Address:
Horme Mailing Address

i & frome addr

Street: Street: i
Address Line 2! Suite: "
City: City:
State! State: '
Zip: i Zip: E
t i

Home Phone Number: jext. |

-y s
Phone Numbaer: lext, |
Fax Number:
Social Securlty Number: ‘ % Gender:
Date of Birth: Place of Birth: | :
Citizenship: iUnited States |

If not American Citizen/Visa Number: Status: General

Are you eligible to work in the United States:  ves 3 no

Mititary Service Public Health:

Dates of Service! | Last Location:

Are you currently on active or reserve Miitary Duty: @ vas @& ng

- Professicanl Degres/ Medical School

THE GEORGE WASHINGTON

Issuing Institute: (UNIVERSITY

Institution Address:
Straet:

Suite:

City:

State:

ZiF Code:

P £

2 Intarnship ¥ ¢ g Appointment §

Speciality: : MiA

IDISTRICT OF COLUMBIA GENES
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Institution Address:
Street:

Suilte:

City:

State:

ZIP Code:

Attendance From Dates:

Attendance To Dates:

Program Succassfully Corplated?

Program Director:

Current Program Director:

@ geraship & Reskiency F Fellowship € Teaching Appointroent

Speciality: IN/A

Institution: EWASHINGTON HOSPITAL CENTER
Institution Address:

Street:

Suite:

City:

State:

ZIP Code: ‘-
{6/1/1973

Attendance From Dates:

Attendance To Dates:

Fragram Sutc

o

fully Completad?

Program Director:

Current Program Director:
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Provider Enroliment : Texas Standardized Credentialing Application {Continued)

r— Licenses end Certificates

Please include all license(s) and certifications in all states where you are curreittly or have previously been tlicensed.

Llcense Type: Llcense Numbear: F§332

State Of Registration:

Original Date of Issue: Explration Date:

Do you currenty practice In the State?

1173072011

@ DEA AT9162809
N0040059 10/31/2010
UPIN: |
Natlonai Provider Identifler {when available): l
Ara you a participating Medicare Provider? @ vas & o Medicare Number:
Are you a participating Medicald Provider? @& ves @ No Medicald Number: ?133825308

Educational Coundil for forelgn medical graduates (ECFMG): & yos @ po ECFMG Number:

ECFMG Issue Date: |

For Provider Records Only - Not w be sent ty TRHP
Portal Ticket # 10380843

Page 4
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Provider Enroliment : Texas Standardized Credentialing Application

o Professionst/ Specialty Infornmtion

Specialty: ‘OB/GYN(MD) Board Certified:
Name of Certifying Camae T Initlal Certtfication i
Board: ABMS Datar 11/1/1978

Expiration Date: i12/31/9999
If not Boavrd Certified, indicate any of the following that apply:

Re-Certification Date:

; { :
1 have taken exam, rasults pending for ! board.

@ 1 have taken Park Tand am aligible for Py

i Exam.

@y am intending to sit for the ¥

0 not planning © ta ds.
o you wish to balisted in the directory under this specialty ?

| HMO: fvoy

|
PPO: & vex  No
POS: @ vag

Please list other areas of professional practice interest or foous (HIVAIDS, eto.)

|

~ ProfessionaliWork History Information

@ Current Practice/Employer Name: TEXAS TECH UNIVERSITY HEALTH SCIENCES CENTER |

@ Start Date: 4/1/2009;

Street:
Suite:

City:

State:

ZIP Code:

Previous Practice/Employer Ne
;'FRANZ C THREARD MD

Start Datet 9/1/1983

End Date: 12/31/9999

Street:

Suite:

i City: i

State:

ZIP Code: -

Reasaon for discontinuance: PROVIDER IS STILL WORKING

AHY GAPE

PROVIOR AR EXP
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Provider Enreliment : Taxas Standardized Credentialing Application

% Do you have hospltal privileges? & vue @ o

If you do not have admitting privileges, what admitting arrangements do you have?

e Curvent Hospital Privileges

ﬁz:;!aer(;/e?;)spttal where you have adritting & ves € Ny

Hospitel Name: ;gg@g@g%mglggf- ESCB.t Date: 412000
Street: 54815 ALAMEDA

SBuite: :

City: |

State:

ZIP Code:

Phone Number:

axt.

Fax Number:

Email: ,

Full urrestricted % e @ A
privilegas? @ Yes @ No

Types of Privilages: | Active

Are privileges temporary?

N

Yas

Gf the total number of admissions to alf hospitals in the past vear, what
percentage Is to primary hospital?

[F)’:m'a;rget;gspital where you have admitting T yes & o
Hospital Name: E&%%\ggliT%EOSPITAL gstart Date:
Streat: /2001 N OREGON

Suite: ;

City: [EL PASO

State: iTX

Z1P Code: {79901

Prione Number:

ext.

i
i
i

Fax Number:

i

Erriail:

Full unrestricted o, ,
privileges? 1 vas @ No
Types of Privileges: EAC;’I\JE-OB GYN

Are privileges temporary? @ vas € np

Of the total number of admissions to all hospitals in the past vear, what
percentage is to primary hospital? S

Primary hospital whers you have admitting
privilagas?

City: [EL PASD
State: X
Z1F Code: I79902-

fhone Number:
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ext.

Fax Number:

Emali:

Full unrestricted
privileges?

Types of Privilages:

Are privileges temporary?

Of the total number of admissions to all hospitals In the past year, what i
percentage is to primary hospital? H

z:migeggspltal where you have admitting & vos & No
Hospita Narme: |LAS PALMAS MEDICAL  grare pote: to/1983
Street: {1801 N OREGON

Suite: i

State: ;TX T ) )

71P Code: {79902-

Phone Number: : .
Fax Number: ;

Emait: ’

Full unrestricted

privileges?

Types of Privileges: ’ACTIVEOB GYf\l U

Are privileges temporary? @ & no

Of the total number of admissions to all hospitals in the past year, what i
percentage Is to primary hospital?

7 Previcus Hospital Privileges

- Referencas

Self- Insured? & vaq 8 no

@ Name of current malpractice insurance carrler or seif-insured entity:
TEXAS TECH UNIVERSITY SYSTEM

Address:
Sf_reetg ; % Policy Number: %N/A
Suite{I @ Effective Date: /
City | : % Termination Date:
ZIP Code # Amount of coverage per occurance: §$4OG,000.00 ]

Phone Number:

§
T
i

2 Amount of coverage aggregate: V$‘1‘ OG,OOOOD

Fax Number: Type of Coverage:

E-malis ! Lerigrh of time with carrer:
o, B e COYYY-YYYY)

swinus malpractics ingt

Adtirass
S?reét§ : Policy Number:
Sulta! Effactive Date:
Cley Termination Date!

State!
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Z1P Code |

,
Phione Number: |
|

Fax Number

E-malt

Amount of coverage per occurance: |

Amount of coverage aggregate:

Type of Coverage:

Length of time with carrier!
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Provider Envoliment : Texas Standardized Cradentialing Application : Call Coverage

Specialty:

First Name: lLizaBETH
H
|

Last Name: ERKELE

Middie Initial:
!

Please list names of colleague(s) providing regular coverage and his or her specialty:

General surgery

First Namae: Specialty:

Last Name:

Middie Initial:
!

General surgery

General surgery

General surgery |

First Name: ‘KAYLA ' Specialty!
e

Last Name: |CASTANEDA

Middle Initial: |

!

First Name: ]EHARVEY Specialty:

Last Name:  |GREENBERG

Middle Initial: |

|

First Narme: Specialty:

Last Name:

Middie Initial: I
|

General surgery

Please list full names of all partners in your practice:
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Frovider Enroliment : Texas Standardized Credentialing Application

[ """ Practice Locations

i' 1 Yes Yes 4800 ALBERTA AVE Updatae

Fou Provider Records Only - Not te be sent 1o TMHP

Fortal Ticket # 10390543
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Frovider Enroliment : Texas Standardized Credentialing Application

e Primary Practice Locstion

Please answer the following guestions for each practice location,

| € salo o

7 Type of service provided: —
v Care @ Solo Spacialty Care @ Group Primary Car

oup Shrigle Specialty @ Group Multi-Spacialty

Group Practice Namae:
Practice Location Address:
# Street
Suite
% City
@ State

@ ZIP Code

Back Office Phone
Number/ Private Phone
Number:

Group number
corresponding to Tax ID
number (if applicable):
Are you currently
practicing at this
{ocation?

Do you want this location
listed in the diractory?

Qffice Manager or Staff
Contact:

Phone Number!

Fax Number:

Street

Suite
City
State

ZIP Code

8iling Company's Namae:
(If applicable}
Billing Address:

Street

Suite
Cley
State

Z1P Code

Departrment Name If
Hospital-based:

Can you bill electronically?

179905-2709

4800 ALBERTA AVE

Group/Corporate Name as H
it appears on IRS W-9: .

# Phone Number: (915)545-7501 |

(915)545-7537

# Fax Number:

LEL PASO

E-mall address:

| Texas

axt.

Stte~Spedific Madicald
Number:

@ Tax 1D Number: 752668018

i vos @ No

i ey € Ny

If no, expected start date:

ot

Credentialing Contact Address:

Phone Number:

Fax Number:

E-mail:

Biling Representativa:

Phone Number: ext.

Fax Number:

E-mali:

Check payable to:

&
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Provider Enroliment : Texas Standardized Credentialing Application

- Primary Practice Location - Continued

rs patients g

“End Time: [05700 e
‘End Time: [55:00 7
4 »

‘End Time:
’EEnd Time: lClU:gd
:End Time: lcmsen

Does this location provide 24 hour/7 day 2 week phone covarage?
%Aﬂ&w’m‘mq servica P vaice mall with instructions to call arswaring service
B votcemall with other mstructions B None

This practice iocation accepts:

B Al new patfants i) Existing patients with change of payor
B Meow Medicars patients [l New Medicatd patients

B new patients with refereal

If new patient acceptance varies by health plan, pl provide exp

e Other Practice Liritation:

Do nurse practitioners, physiclan assistants, midwives, dental hygenlsts or other non-physidan providers care for patients at this practice iocation?

& Yes No
If yes, provide the following Information for sach staff member:

~— Lenguages spoken by health care providers:

BB other BB vietnamese BE Yapenese & tndian I8 russian T3 Norwegian Bl Danish BB Hungarian B reattan [ Dutch
i Coglish E rawisrant B korean i Partuguese |52 Polish B rimmish B German BE Graaek B arabic B Sign
o Spanish & chinese % mal & Franch FE swedish

i~ Languages spoken by office personnai:
H other B vietpasnese [ Japanase I ndian 0 russtan P Narweglan M panish [E Hungarian EZ ststian B Duteh

[ Enghshy & vauistaci & worean [F Fortuguese [T rolish FE Annish Bl Gaman 1B Greek B arabic [ Sign

£ Spanish ™ chinese 1% That French ¥ swedish

= Language Interpreters:
Are Interpreters avallable?

® voi; © wo
1 putch

5 Cthey B vietnamese B Japsnase BE mdiaa T russisn FR Notwegten M panish B Hungarian

4 Engitsh B rakistant FE orezn 44 FOrtuguess % solish I Finnish B German B greek B2 srabic [

3 Spanish B chinage 2 Thai B rronch BE swadish

Does this practice Jocation meet ADA accessibllity standards? €2 vos & o

sidding

B
Which of the following fadilties are handicapped accessibla?

Text Telaphoay TTY B Amertcan
Does this location have other sarvices for the disabled?

& aus freglonal Train B2 Other:

Is this location accesslble by public transportation?

Does this location provide chitdcare services? & vas B No

i Does this location qualify as a minority business enterprise? @ ves & 8o

For Provider Records Only - Not ta be cent 1o TMHP

Portal Ticket # 1H350843
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Provider Enraliment : Texas Standardized Credentialing Application

m— Primary Practice Location - Continued

Who at this location has the following current certifications?

il starf Bl provider 1 (0% stare Bl providar

BE start [ provider | . [ srarf BB provider

% sraft Bl provider 1 FE stafe [ provider

fif svaft (5 provider

taboratory Services; please list all Certificates of Participation (CLIA, AAFP, COLA, CAP, MLE):

£ vos & No

X-Ray; please list all certifications:

@ ves & o

Other Services:

fﬁ Rlnd!ok)gv Bt rre B Care of Minor Lacerations & Putroonary Functlon Tests
Services
‘ﬂ% Alargy e Afletgy Skin Tests B routine Office Gynacology 114 Venipuncture
njecHons
i3 Age

@ M Fompa ol A o
Appropriate % Flexible Sigmoidoscopy T{E;{mpmomen v/ Audiometry 5 Asthma Treatrments
Trnmunizations =
i Osm(”,mmic T 1v Hydration/ Treatments @ cardias Stress Tests % privsical Tharaples
Manipulations
BEother:

il PEPRYS

Please list any spedial treatment maladies or additional office
procedures provided (including surgical procedures):

|

[

Is Anesthesia administered at vy @& Please specify the classes or
this focation? es & o categories:

Foy Pravider Recards Only - Nest to be sent to TMHP
Fortal Ticket # 103590843
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Frovider Enroliment : Taxas Standardized Credentialing Application

- Hection 1 Capacly Yeriflcation

Complete the requested Service Area information for each region.
Southeast: Chambers, Jeffarson, Hardin, Liberty, and Orange counties.

@ Capacity: 10

@ Accepting New Patients? & voq € ng

PLCWM Service Area: All counties not in the Southeast Region or listed below are included in PCCM.
The foliowing counties are not included in the PCCM Service Area: Atascosa, Bexar, Brazoria, Collin, Comal, Crosby, Dallas, Denton, Ellis, &
Paso, Flovd, Fort Bend, Galveston, Garza, Guadalupe, Hale, Harris, Hockley, Hunt, Johnson, Kaufman, Kendall, Lamb, Lubbock, Lynn, Medina,
Montgomery, Navarro, Nueces, Rains, Rockwell, Terry, Waller, and Wilson.

 Capacity: 11500}

@ Accepting New Patlents? & v

= Section {1 Providar Practice Ynformation

Frovider Last Nama:

[ THEARD |

First Name:

i
i
1

Middle Initial: :C

2 Age range of patients seen: ! 12 to 90

2 Are you a currently enrolled Texas Health Steps (THSteps) provider? ¢ s 6 No

If yes, please provide your Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Number: ;

Practice Limitations:
Childran vy

QB/GYN Ca

/ Dallvery

High Risk O

Other

Sedy @ Fen Gnty € Soth

- Bection I Ethnicity

@

 \Whire, Nan-t

@&

American Indian or Alagkan

hoose Not to Indicate

To the individual filling out this forny

Every individual has the right to make inquiries about this form and the right to review the Information submitted on the form. (There are a few axceptions). If the information is
wrohg, submit a request to correct it, The Health and Human Services Commission has a method for asking for corrections. The procedure is located in Title 1 Texas Administrative
Code (TAC) section 351.17 to 351.23. For information about this form or to request corrections, call the PCCM Provider Helpline at 1-888-834-7226 or write to:

TMHP ~ Provider Helpline
PO Box 204270
Austin, Texas 78727-4270
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Provider Enroliment : Texas Standardized Credentialing Application : Saction il - Disclosure Suestions

- Licensure and Controlled Substance Certificates

§1 Has your license or cartification to practice in your profession ever been denied, suspended, revoked,
restricted, voluntarily or involuntarily surrendered, or have you ever been subject to a consent order,
probation, or any conditions or imitations by any state licensing board?

If Yes, please explain below

i

@2 Have you ever been reprimanded or fined by any state licensing or certification board? € vos @ to

in below

If Yes, please

- Hospital Priviteges and Gther AHfiliations

@3  Have your dinical privileges or professional staff membership at any hospital or health care Institution ever
been involuntarily terminated, surrendered, limited, reduced, denied, suspended, revoked, restricted, denied
renewal, or subjected to probationary or to other disciplinary conditions (for reasons other than automatic & oo @ no
action based on non-completion of medical records), ar have proceadings toward any of those ends been F Yos @ No
instituted or recommended by any hospital or health care institution, medical staff or committee or governing
board?

If Yes, please explein below

H
{

& ves

@2 . A - . . .
4 Have you voluntarily surrendered or withdrawn an application, limited your privileges, or not reapplied for privileges?

If Yes, please explaln below
|

@5 Have you ever been terminated for cause from participation, or been subject to any disciplinary action, by any managed care organizations
(including HMOs, PPOSs, or provider organizations such as IPAs, PHOs)?
If Yes, please explain below
]

i

— Education, Training and Beard Certification
!
| @8  Were you ever placed on probation, disciplined, formally reprimanded, suspended or asked to resign during
an Internship, residency, felfowship, preceptorship or other clinical education program? If you are currently in
a training program, have you been placed on probation, disciplined, farmally reprimanded, suspended or
asked to resign?
If Yes, please explain below

|
t
{

#7 Have you ever, while under investigation, voluntarily withdrawn or prematurely tarminated your status as a student or employes in any internship, & vas B
residency, fellowship, preceptorship, or other clinical education program? W Yes W Na
If Yes, please explain below

t

»8  Have any of your board certifications or eligibility ever been revoked? oy & o
i Yes @& N

If Yes, please explain below

¥
{

49 Have you ever chosen not to re-certify or veluntarily surrendered your board certification(s} while under investigation? & ves @ no

If Yas, please explain below
i

— [HEA or DPS

Ceriificate(s) or suthorization{s} ever been denied,
fv ralinguished?

- DFS Controlled Substan
ed, derded ranawsl, or vol

#10 Have vour Federal DEA and/
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Provider Enrolliment : Texas Standardized Credentialing Application ; Saction Il - Disclosure Questions Continued

-~ Madicare, Maedicaid or other Governmental Program Participation

@11 Have you ever been disciplined, excluded from, debarred, suspended, reprimanded, sanctionad, censurad,
disqualified, or otherwise restricted in regard to participation in the Medicare or Medicaid program, or in regard
to other federal or state governmental health care plans or programs?

If Yes, please explain befow

|
s

s % No

~~ (ther Sanctions or Invastigations

12 Are you currently or have you ever been the subject of an Investigation by any hospltal or heaith care

institution, licensing authority, DEA or DPS authorizing entity, education or training program, Medicare or No
Medicaid program, or any othe rprivate, state or federai health program?
If Yes, please explain below
i

213 To your knowledge, has information pertaining to you ever been reported to the National Practitioner Data Bank or Healthcare Integrity and M
Protection Data Bank? e
If Yes, please explain below

914 Have you ever received sanctions from or been the subject of investigation by any regulatory agencies (e.q., CLIA, OSHA, etc.)? & vos 6 o

If Yes, please explain below

#15 Have you ever been investigated, sanctioned, reprimanded or cautioned by a military hospital, facility, or agency, or voluntarily terminated or G e &
rasigned while under investigation by a hospital or healthcare facility of any military agency? ¢ Yes

If Yes, please explain below

— Malpractice Claims History

#16 Have you had any malpractice actions within the past 5 years (pending, settled, arbitrated, mediated or
Htigated?
& yas F Mo

If Yes,click to add malpractice details
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Provider Enroliment : Texas Standardized Credentialing Application

- Medical Malpractice Claims History
Incident Date: 871372003 | Date Claim was Filed: E8,’12/2005

Date Notlce of Clalm Given: ?Clalm/case Status: ;PENDING

Frofasslional Liabllity Carrler Involvad:

Liablilty Carrler Address:

Street: ‘

: Policy Number!

Award or Settlement: & Award & Satement

Zip Code: - Amount of Award or Settlement Paid:

Method of Resolution:

x Fiting € Sortted (with prejudice)

& Sertde b

# Dism

@ Judgment for Defandant(s) @ Judgment Far Plaintifits) @ Madiation ar Arbitration

Description of Allegations:
| TTACHMENT

Were you Primary Defendant or Co-Defend

& primary Defandant

Number of other Co-Defendants:
@ Co-Datendant

Your Invelvment {Attending, Consulting, Etc.)

Description of Alleged Injury to the Patient:

To the Best of Your Knowladgs, Is this Case Included in the Mational Practitioner Data Bank (NPDB)?

@ yas @ No
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Provider Envoliment : Texas Standardized Credentialing Application : Section i - Disclosure Questions sontinued

e Criminal

| @17 Have you ever been convicted of, pled guilty to, or pled nolo contendere to any felony that is reasonably 05 vae @ e
related to yvour qualifications, competence, functions, or duties as & medical professional. eSS
If Yes, please expiain below

i
i
i

#18 Have you aver been convicted of, pled guilty to, or pled nolo contendere to any felony including an act of violence, child abuse or a sexual offense? @& Yes @& No

If Yes, please axplain below
|

#19 Have you been court-martialed for actions related to your duties as a medical professional? & vos &

o

If Yas, please explain below

Abliity o Parform Job

#20 Are you currently engaged in the lilegal use of drugs? ("Currently” means sufficiently recent to justify a
reasonable belief that the use of drug may have an ongoing impact on one's ability to practice medicine. It is
not limited to the day of, or withln a matter of days or weeks before the date of application, rather that It has
occurred recently enough to indicate the individual is actively engaged in such conduct. "THegal use of drugs" & s @
refers to drugs whose possession or distribution is unlawful under the Controlled Substances Act, 21 U.S.C. § H Yes W Ho
812.22. It "does not Include the use of a drug taken under supervision by a licensed health care professional,
or other uses authorized by the Controlied Substances Act or other provision of Federal law.” The term does
include, however, the unlawful use of prescription controlled substances.)
If Yes, please explaln below

#21 Do you use any chemical substances that would in any way Impair or limit your ability to practice medicine and perform the functions of your job -
with reasonable skill and safety? i
Tf Yes, please explain below
|

I

#22 Do you have any reason to belleve that you would pose a risk to the safety or well-being of your patients? @ no
If Yes, please explain below
L.
2, . . . . . .
23 Are you unable to perform the essential functions of a practitioner in your area of practice, with or without reasonable accommodation? & vas @& N

If Yes, please explain below
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Final Acknowledgement

- Agreemant
1

| By submitting this application for provider enroliment or credentialing, as well as the information provided in connection with this application, I acknowledge that I intend to become
i enrolled or credentlaled as a provider In the Texas State Programs. I also agree to adhere to all applicable laws, adminlstrative rules, policies, and guidelines, and I understand that

| under these authorities I must adhere to standards of behavlor that, If not met, can result In administrative, civil and/or criminal sactions.

Once the application is accepted and submitted, you will not be able to make modifications during TMHP processing.
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Credentialing Print Screen

Application Status PEP Tickot Number
Submitted 10390843

Thank you for submitting your application to TMHP.com. You can check thae status of your application by logging onto TMHP.com and clicking View Existing Transactions.

= Print Options

To obtain a copy of your electronic onilne apptication please allow a 24 hour processing time. To print for your personal records, log onto TMHP.com to View Existing Transactions
and navigate to the Messages screen for the Portal Ticket # of the submitted application.

Adobe Acrobat 7.0 or greater Is required to view and print from Provider Enroliment on the Portal.

In order to complete the application process to submit to TMHP.

To expedite processing, please print cover letter and send it in with the required supporting documentation.

Print the final checkllst to conflrm that all applicabie documentation is Inciuded for TMHP to complete processing of your application.

For Provider Records Omly -~ Not to be sest o TMHP
Fortal Ticket # 10300843

Page 2
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Provider Enrallment : Texas Standardized Credentialing Application : Supplemantal Information Checklist

- Ragquired Tor Supplement Information
Please attach hard copy or scanned documents of the following:

r‘ Capy of other Controlled Dangerous Substances Registration Certificate(s)

{77 Copy of current professionat liability insurance policy faca sheet, showing expiration dates, limits and applicant's name
{71 Copies of IRS W-9s for verification of each tax identification number used

™l Copy of workers compensation certificate of coverage, if applicabla

[7] Copy of CLIA certifications, if applicabla

[ Copies of radiology certifications, if applicable

[ Copy of DD214, record of military service, if appticable

7

Call Coverage List, If applicable
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Teoliips

Credentiating

ToolTip
MIE
Drug Enforcement Agancy
Depary ¥ HESER
Unique Physlclan Identification Number
Professionat Spedalty Info Health Maintenance Organization
Priofessionsl Spadiatty Ink L PP tefarred Provider Organization.
Professional Spedalty Info FOS: Point of Service

(?roup pumber corresponding to Tax ID number Group Texas Provider Tdentifier
{if applicable):

Page
Individdatnforniitie
License Certificates
Hoenge Cartificate:
License Certificates

Practice Locations Page 1

Use the Tax ID or S5N used for enrolimeant In Texas Medicald: If enrolling as a group, enter the Tax ID
Practice Locations Page 1 Tax ID Number: If enrolling as an individual, enter either the Tax ID or SSN If enrolling a performing provider, enter the
group Tax ID

1
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TEXAS MEDICAID & HEALTHCARE PARTNERSHIP
TMHP A STATE MEDICAID CONTRACTOR — i

12357-B Riata Trace Parkway, Ste. 150
Austin, Texas 78727

March 2, 2010

FRANZ THEARD
4800 ALBERTA AVE
EL PASO, TX 799052709

TPI: 133825308 NPI: 1770633216

Dear Provider:

d The Texas Medicaid & Healtheare Partnership (TMHP) is pleased to inform you that the TMHP Credentialing
: Committee has approved your application for participation in Primary Care Case Management (PCCM).

Y our effective date of participation is March 1, 2010. Participation as a primary care provider in PCCM is for
three years based on your date of birth. Your re-credentialing date will be converted to your date of birth in the
second year of your participation. TMHP will request all documents nceessary for re-credentialing consideration
in the second year,

The following publications and services are offered to PCCM providers:

Community Health Services — Community Health Services (CHS) coordinators assist PCCM clients by utilizing

b available resources 10 meet established needs, and 10 promote the highest available level of health and
independence in living. You may refer clients to CHS by completing the “Primary Care Case Management
(PCCM) Community Health Services Referral Request Form™ located in the Texas Medicuid Provider Procedures
Manual. You may fax the form to 1-512-302-0318 or call the Community Health Services Intake staff a1 1-888-
276-0702. Coordinators arc also available to provide health education services in an office setting,

Nurse Helpline - PCCM provides a toll-free clinical Murse Helpline at 1-800-304-5468 for its clients. The Nurse
Helpline is staffed (nationally) by registered nurses who use physician-developed, symptom-based algorithms and
1,200 sets of self-care instructions to provide information, Wiage, and clinical assessment services for heaith plan
clients 24 hours a day, 7 days a week. MNurse Helpline nurses do not diagnose; they assess the client’s symptoms
and guide the client 1o the maost appropriate care setting.

Panel Bepores - The panel repornt, prepared for each PCCM primary care provider, detsils the number of assipned
PCCM clients. Panel reports are updated at the beginning of each month and are available 1o all providers
electronically on the TMHP website. To view your secure repont online, go to www tmhp.com, and click
Activate My Account from the “1 would like to....” link on the upper right side of the TMHFP .com home page. If
you reguire assistance with the account activation process, contact the TMHP Elecironic Data Interchange (EDD
Helpdesk at 1-888-863-3638 from 7 a.m. to 7 p.m. (CST). You may request to have a panel report mailed each
month by calling the PCCM Provider Helpline at 1-888-834.7226.

wdH D O
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) TEXAS MEDICAID & HEALTHCARE PARTNERSHIP
TMHP ASTATE MEDICAID CONTRACTOR

12357-B Riata Trace Parkway, Ste. 150
Austin, Texas 78727

Provider Relations — TMHP conducts provider seminars and workshops to present the latest information on
Medicaid program policies and procedures. claims processing requirements, and federal and state

regulations affecting the Medicaid program. TMHP Provider Relations representatives are also available to assist
you with program issues, problem resolution, and on-site visits. Visit www tmhp com for

workshop dates and to locate the provider representative in your area or call the PCCM Provider Helpline at |-
888-834-7226.

Provider Website — The TMHP provider website (www.tmhp.com) offers access to electronic publications.
announcements, schedules for workshops and upcoming events. Providers can also check claims status, verify
eligibility, web chat, update office demographic information, and find contact information for Provider Relations
representatives.

Texas Medicaid Bulletins - Texas Medicaid bulletins are published bi-monthly and serve as updates to Medicaid
policies and procedures published in the Texas Medicaid Provider Procedures Manual,

Texas Medicald Provider Procedures Manual ~ Reading, understanding, and adhering to the policies outlined in
this manual will greatly assist you in properly fulfilling your responsibilities as a Managed Care primary care
provider. This comprehensive guide is available on the TMHP website. The manual contains information for
specific provider types as well as appendices with additional reference materials, forms, and claim examples. If
you are unable to access the website, a hard-copy manual, Medicaid bulletins, forms, or any other PCCM
information may be requested by calling the PCCM Provider Helpline at 1-888-834-7226.

Welcome and thank you for your participation in PCCM. If you have any questions or concerns, please contact
the PCCM Provider Helpline at 1-888-834-7226.
Sincerely,

Contracting/Credentialing Deparument
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