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STATE OF MARYLAND

DHMH Board of Physicians

Maryland Department of Health and Mental Hygiene
4201 Patterson Avenue ® Baltimore, Maryland 2121 5-2299
Martin O'Malley, Governor ~ Anthony G. Brown, Lt. Govemor - John M. Colmers, Secretary

July 15,2009

Willie James Parkerl M.D.

Re: Initial Medical License
Dear Dr. Parker:

The Board of Physicians (the Board) is pleased to inform you, the processing of your application for a medical
Jicense in the State of Maryland is now complete. You have been issued license number D0069574 effective
from July 15, 2009 to September 30, 2009.

You will receive a refund in the amount of $420.00 in approximately eight to ten weeks. The refund will come
from the Comptroller’s Office in Annapolis, Maryland and be made payable to you. If someone, other than you,
paid the initial application fee, it is your responsibility to reconcile the refund with the other party.

Please be advised, you must renew your medical license before the date it expires. Pursuant to regulations
effective since April 5, 1999, you are reqf ired to complete the Maryland Board of Physician's New Physician
Orientation Program prior to your first renewal of your Maryland medical license. Your renewal will not be
processed until you have completed the orientation program. You may complete this program by visiting

F/A bp.state.md.us, on the Internet and clicking on the button for the New Physician Orientation
Program. Be sure to enter your license number and follow the prompts.

An individual witha non-renewed license is not authorized to practice medicine in Maryland. Any person who
practices medicine in Maryland without a license is subject to 8 civil fine of not more than $50,000.00 to be
levied by the Board (Md Code Ann., Health Occ. §§ 14-601, 606).

You must also notify the Board in writing of any change in name or address within 60 days of the change.
Failure to do so may subject you to an admi istrative penalty of $100.00 (Md Code Ann., Health Occ. §14-316
)

Enclosed are the following: a registration card that reflects your license pumber and its expiration date; a wall
certificate; and a packet of information for you as a newly licensed physician in Maryland.

Thank you for selecting Maryland as your practice site.

Sincerely,

Cowl b.osR—

Carol Johnson
Licensure Analyst

Toll Free 1-800-492-6836 * 410-764-4717 » Fax 410-358-2252
Web Site: www.mbp state.md.us
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CERSORAL INFORMATION MARYLAND BOARD OF PHYSICIANS

P.0. Box 37217, Baltimore, MD 21207
Telaphone: 4107644777 Faoc: 410-358-1208 Toll Froe: 8004826336
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HYBRID EXAMINATIONS
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18e fyou answered “YES® to any of the questions in item 17, please provide an explanation below and attach all
complaints, pleadings and _Enao._s_..>§ additiona signed and dated pages as needed.

48b. 1 you answered yes to 17L - answer the following questions:
4. Total number of malpractice claims ever filed in which you were named as 8 ._&!am__sll;.wlll
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4 Foraclaim filed at any time, but paid (settiement / judgment) within the last 60 months (5 years), listeach
claim by claimants nams; describe the disposition of each claim; and provide a copy of the complaint, |
pleading, and judgment of each medical malpractice claim. 4
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 Appiicant’s Signatiire 7

22. Affidavit: Toumwmmhmmdammmuwsmmmmmm
‘ Ieuﬂlymd1hmpcmmllymlunddlthomponouhlhmﬁnoﬂhlsqplmmmdmolmmIhmghmistmomd
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Please rew the checkist before signing page 11. Afwmim:hswﬁinwﬁwmmymdapuﬂmdmmmwmmywrapplicaﬁon.
J provided al the personal information requesisd on this appication (page 1)

My chronology of activities after graduating medical school s legib.  Control No: 105046
parker. Willie James

O { sppicable) | have enclosed addifonl shests formy chronology. . Application Form (Standard)

06/02/2009
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lhumadu\emylbonpageﬂofmisappncaﬁoll;sigmdallddmdmns19,20(|fappﬁuble).21and22;mdarrangedb
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STOP! Completed application and check must be mailed to the Maryland Board of Physicians,
P.O. Box 37217, Baltimore, Maryland 21297.
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Part 1 APPLICANT: Compiete Part 1 ammmmwhmmzmm Print your name on top of the reverse page, and
wambmmmmmmmmm.aemwmwm

ﬁamlwém Willie James

oy f
m :

Date of Bisth:

b.Nemeofstituon: Univevrert

Department and Area of Training:

Complets Addresst L /

a: Ann Arbor
Monh Year Month Year

row [A1=137c] ™ [B]LI[OIZ]

e
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T.Dxd to apploart paricipats In posigradusia taining in your department during the period isted above?”
D] ves [0 -Nox pieass sntrexsctdotes: o
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Supplémyntsl Form VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION

Appicants Name i W1 1he James Packer

6. Did the applicant have any physical or mental problem that affected the applicant's ability to practice medicine during the period of training?
&NO DYB i *Yes," pleass give a detailed explanation”

7. Was any action taken against the appiicant by any training program, hospital, medical board, licensing authority, or court ? Such actions include,
but ase not Smited 1o investigations, limitations of privileges or special conditions, requirements imposed for academic incompatence, discipiinary
actions, probationary actions, etc.

NO Dﬂs I "Yes,” please give a detailed explanation”

8. In each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement without conditional or
probationary status to the next year and next progressive level of responsibilily in a designaled specially program?

mﬂs Duo Comments:*

Cﬂlltl'ﬁl Ne: 105046 06/10/2009
Parker, Willie James .
IML3-Accredited Training Programs . L
Received: Vicktoria Rhoney
Analyst: Carol Johnson
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Quick Search
Advanced Search
My Aleris

Heip

Logout

Account Info

Home I About Us l Product info l FAQ's l Resources ' Contact Us

Viewed:7/
Ab}
Parkar, Willla Jamaes
(Born: 10/18/1962)
ABMS Primary Source Data

CERTIPICA
Obstetrics & Gynecology 11/15/1996 - 12/31/2006, 12/31/2006 - 12/31/2007, 12/31/2007 -
12/31/2008, 12/31/2008 - 12/31/2009 '

Diplomate Self Reported Data

EDUCATION:
(MD)

LOCATION;
Kensington, MD, USA

. send feeddack on cismTl' back to search results | . Save speciatisi(s) |
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MARYLAND BOARD OF PHYSIC:ANS

inidal Madical Licensure 4201 Pattorson Avenws | P.OBax2s71 { [1%/[09 Side A
applamanta Form Bakimors, Maryland 21215.0008 1 )
perilor M Telaphone: 410-7644777 800-102-6836 ﬂ] 2-9%

VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION

Part 1 JAPPLICANT: Complete Part 1 and sign where indiceted in the Past 2 instructions. Print your name on tp of the reverse page, and
sand a form o the director of each postgraduate training program you attended. Be sure to copy both sides.

fa. Applicant's Name: e 1 {lic U‘a&%

M s -
.. Name of institution: (jﬂwe.rg.i% of Cincitwnnafs Hosectals
Departmant and Area o Traing .Qh_‘Ltc_tﬂ_LL_ﬁ_'ki_&’_ﬂf_m, 9y
compiate adrmse~ Med i2a] Scleviees BH&EML#MM

. su.:o Aex qfam—os%,

ay C incinnat)

Month Year Month Yeor
| RO &’Fﬂ: nr,amm

Part2 drectly to the '
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1.0 the appicant participels in postgradusle training in your department during the perlod isted above?* — -
YES DNO ¥ *No," please enter exact dates: © % :u'.‘

% training was partime, plasse explair the training schedule afer iam 8 of this form,
2 During the ime of the appiicant's participetion, was the posigraduale training program accreditad? MYas [ &

Accredited by: m ACGME: Program # 10383\ [:] AOA: D#:

2.0id the applicant participate in al of the components of the training s required by the accrediting body?
MYB [[] N0 Comments attach signed and dated adcitions as neadedy:

4.0id successfully complete ali requirements of each year of training?
mﬂm NO  Comments (sitach signed and dated additions as needed):

applicant's s) of training, did the applicant have any break in training?
NO ﬁv&s Comments (attach signed and dated additions as nesded):

(Continued onnext page)
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| 1alfak Madical Licertsurs MARYLAND BOARD OF PHYSICIANS
{Fom-: VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION

waewr | enamee W1 [l1e James forker

6 wuwmmmummumuwsmmmmmmmmwdm
mno DYES 1f*Yes,” please give a detaled expianation”

7 WummmnmmmbymumWn.MWM.W&M,«M?MMM
Mnmwwmwmawawm.mmwwmmmm
actions, probationary actions, etc.

m NO DYES 1f“Yes” please give a detailed explanation”

8 mmywd‘tm.mmmumaammmmmhmummmmmu
MMMMMmeWMdWhAWMW?

myes Duo Comments:*

} 'Hwhmmgplmau&ss\pdaﬂwmeml

mzlmmmmmmummmammammmﬁe,m,mmmm

to ali avallable records.
. Dithur endorl Yendo Proen, Dishs |
E@C\\m\u\ El\ bl Stn Wot Gotn GR0
ORlew oY S8 -0

Telephone Number
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—— MARYLAND BOARD OF PHYSICIANS
lnitiol Medical-Licensurs 4201 Palterson Avenue} P.O. Box 2571
WF"" Baitisore, Maryland 21215-0085
b Telephone: 410-764-4777

VERFICATIWOFE)UCATIONAM)ENGLI@*LANGUAGEINS'MICTDN %
which issued your medical degree. if you salist

APPLICANT: Complete Part 1 and send to the institution

Part 1 mmmwmmmmmm,mmam
MWM&MDMNMMM\:NM.

Name: Pﬂ[jkgﬁ b\ﬁ{:nﬂ 1 ;mz:qmmc

Print tast name and genarational indicaor (., Sr, 0, Ul, exc)

Affiliated with (¥ eppicable)

Name of insdtution that conferred your degree, f difflerent from medical colleg

siattom: Qo /56 0 05 [ F0_vumotraust: oz/o4/30

Part 2 mmmummmmmmmdmnm
|h«obycq'ﬂlyu\dmed)ovo-numdindivldudmmlsmﬁtuﬂondurlngthelncluslvadd
|, Month D Year Monkh Year

) EECEEE « CEIRIIRIE e

J tenguagets)of __Englioh : thatal clinical clerkships were
language(s) of Evg\hb\n- - and that he/she was conferred

/|
MM.D. D DO. D MDD D MBBS. D MBB.Ch mfy)
Mot Yoar
slon mmmmmmmdmm.

Ui vesdteg of Touwn | <
e Thig , Fos
Printed Name of izef Official . of institution
copmReqiatroe 319-335-(eP23 319 -335 "AlW3 0
Title of Official Telephone Number Fax Numbaer
L oulos [£200% INST
‘Authorized Official Dale

P




PROGRAM SEARCH - VIEW PROGRAM Back to Search Results

PROGRAM INFORMATION

University HospitallUniversity of Cincinnati College of Medicine
e el b
Conter
231 Albert Sabin Way, ML 0526
Cincinnatl, Ohlo 45267

hitp:/ivww.med.uc.edu/obgyn/education/residency .ofm
Sponsoring instiution: University Hospital Inc

Specielly: Obstetrics and Gynecology
DIRECTOR INFORMATION COORDINATOR INFORMATION
Atihwr T. Oendoril, Michelie C. Doll

Phone: 558-2080 Phane: (513) 558-7653

Fax: q&-ma o) e uc e

ACCREDITAION AND GENERAL INFORMATION

mmmmmnm

Acareciisfion Stalus:

Accreciied Program Lenglh: 4 years

Program Formet: Standad

ulSthlgdan.w

wm-ama-vutmi.mz

mmnuumunmuo

mmwmwmm

Wmmmuwm

ACGME APPROVED POSITIONS AcéMEFlLLED POSITIONS (CATEGORICAL AND
PREL!MINARY POSITIONS ONLY)

Yeer 1 Positions: 7 Yoer 1 Filled Posiions: 7

Yeer 2 Poslions: 7 Year 2 Filled Positions: 7

Yeer 3 Posltions: T Yoar 3 Filed Posiiions: 7

Yoor 4 Posliions: 7 Yeer 4 Fillod Posilions:

Tote! ACGME Approved Posttions: 28 Total Number of Filled Posilions: 28




Sy ‘.,xi'“,m'.‘ LS

i,

[RS8

COMMENTS

The department of OGB/GYN is I the procees

ways 0 teach and sveluste the

g e
s .

pre-requishe

o TR

of axpaning o el sarvices nd stmuarsousy devsiophd
okiis 10 become an excellent physician.




Q—E__” MEDICAL BOARD OF CALIFORNIA

Liceraing Program
Consuaer 2005 Evergresn Sireet, Sulls 1200
Allaire Sactamenio, CA 95818
(916) 263-2302 FAX (516) 263-2844
Www.mbo.oa.gov
. May 25, 2000
TO WHOM IT MAY CONCERN:
This bbwﬂyﬂﬂmhdﬁtdﬂhlﬂuﬂnmﬂdmw Board of California (Board)
indicate the following information:
PHYSICIAN: WILLIE JAMES PARKER
LICENSE NUMBER: AS3102
ISSUED: May 25, 1994
EXAM TYPE: A Written Examination
EXPIRATION DATE: Oclober 31, 2009
STATUS: RENEWED/CURRENT

BOARD DISCIPLINE:  No

This license information was last updated on: 06/21/2000

memmbmmwmummumwwms
WwwwW.mbc.ce.gov.

Do I\W

DEBORAH PELLEGRIN!
CHIEF OF LICENSING




GOVERNMENT OF THE DISTRICT OF COLUMBIA

’ l)antlllentofllealtll
: * % %
MMM _
[
Dear Sir or Madam:

WILLIE J PARKER

MEDICINE AND SURGERY

MD037446

06/30/2008

12/31/2010

Waiver of Examination
Active
BEREA COLLEGE 05/01/1986
HARVARD SCHOOL OF PUBLOC HEALTH

06/01/1998
UNIVERSITY OF IOWA COLLEGE OF 101/1990

Ummm,mhummmmmqmm
2 ummmmmwﬂwymmmm

(See attached copies.)

SEAL




2.0. BOX 3469
: HONOLULU, HAMAII 96801

06/06/09

YLAND BOARD OF PHYSICIARS
01 avg

0 BOX 2571

m 21215

IRE: VERIFICATION OF LICENSE/RXAM SCOMES DATED 06/09/09 yom
i WILLIE PARKER

DARD/COMMISSIOM: HAMATI MEDICAL BOARD
| xcomsz TYres yRYSICIAN
[CERSE IDENTIFICATION: D 11733
EYIOD OF LICENGUAR: PASNED PLEX
o= LIcERsEDs 10711701
JICENSE SYAYUS: CORRENT, VALID & IN GOOD STANDING
fICxnse EXPIRATION DATK: 01/31/10
ISCIVLINARY ACTION: mome

COORDING

20 OUR COMPLAINT RECORDS WHYCH DATE BACK TO 1985:
V. %0 DEROGATORY INFORMATION IS ON FILE.

Fant O R




Fiokds of Oppostenities STATE OF IOWA

CHESTER J. CULVER \OWA BOARD OF MEDICINE
GOVERNOR MARK BOWDEN

PATTY JUDGE EXECUTIVE DIRECTOR
LT.GOVERNOR

May 25, 2009

Maryiand State Board of Physicians
P.O. Box 2571
Baltimore, MD 21215

This is to certify that the records of the lowa Board of Medicine indicate the following information
regarding this physician.

NAME: Willie James Parker, MD
DATE OF BIRTH: 10/18/1962

LICENSE NUMBER: 28574

LICENSE TYPE: Permanent

ISSUE DATE: 03/19/1992
EXPIRATION DATE: 10/01/1994

HOW OBTAINED: FLEX

STATUS: Inactive

DISCIPLINARY ACTION: No

HISTORY OF INVESTIGATION: See below

mmmmuwmm

mmmbpmpmmaﬂphysmmwwmbm. Alplwsbiammeonsldered
in good standing unless otherwise noted. ldbclpmacﬂonmm indicated or if a history of
hmum.aeowofmwmnwﬂbopmwdbmmham
nmwuhmwm

Sincerely,

Syivia Crook
Licensing Specialist

MSNNISTREET.&ITEC\[BM 1A 503004608
PHONES15-281-6171 FAXS15-242-5008 www.medicalboard lows.qov

et e e T S
Lo .
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STATE OF MICHIGAN

JENNIFER W. GRANHOLM \
Coramor DEPARTMENT OF COMMUNITY HEALTH JANET oLsZEWSI)
LANSING
VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE

VERIFICATION OF LICENSURE AS OF 05/25/2009

NAME: Wiilie James Parker BIRTHDATE: 10/18/1962

ADDRESS: 635 Liberty Pointe Dr
Ann Asbor Mi 481030000

TYPE: Medical Doctor ORIGINAL DATE: 05/08/2008
LICENSE NUMBER: 4301067606 STATUS: Active EXPIRATION DATE: 0131/2010
OBTAINED BY: Endorsement - Licensed >= 10 Years

DISCIPUNARYACTION ~ NONE

OPEN FORMALCOMPLAINTS ~ NONE
This icenss information was iaet updsiad orn: 08/26/2009

BUREAL OF HEALTH PROFESSIONS-
811 W.OTTAWA o P.O. BOX 30670 » LANSING, MICHIGAN 40609-8170
wwwe.michican.aov e (517) 3350018




’

State Medical Board of Ohio

30 E. Broad Street, 3" Floor e Columbus, OH 43215-6127 ¢ (614) 466-3934 o Website: http://med.ohio.gov/

VERIFICATION OF LICENSURE

This is to verify that the records of the State Medical Board of Ohio contain the following
information for the indicated licensee as of 6/3/2009:

Identification Information
Dr. WILLIE JAMES PARKER

635 Liberty Pointe
Ann Arbor, MI 48103

Date of Birth: 10/18/1962
Place of Birth: BIRMINGHAM, AL

School of Graduation: Des Moines University - Osteopathic Medical Center
Date of Graduation: 05/04/90

License Information

Type of License: Doctor of Medicine

License Number: 35 - 063458
End Flex
05/29/1992
04/01/2010

Status: ACTIVE

Formal Disciplinary Action: No




Maryland Board of Physicians License Renewal

3

DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Application for renewal of: Physicians
1. License Number D0069574 Dr. Willie James Parker

Page 1 of 9

A00F

Individual National Provider Identifier NPI: 1841203536 I do not have an NPI
2. | This is the NPI entered in the field for Rendering NP1 on a claim (10 digit number)

* | NPI Information

3. EMAIL ADDRESS: This is your email address on file. If it has changed, please edit below. If you do not have an email
address please indicate by checking the checkbox below.

|bereansGwp@yahoo.com
| do not have an email address

Address Changes (Non-Public and Public):
You must submit a Public and Non-Public address. If either address has changed, please correct here.

Your address(es) on the online renewal application is cument as of July 1, 2012 . If you requested any changes to your address(es) that are not reflected

on this application, please make the change at this time. These changes will be updated in the main database.

4a. Non-Public Address: This address is for Board use only and is where your license will be mailed. However, if no
public address is listed, this address will also be made available to the public.

Street )
Street (2)
Street (3)
City
State

ZipCode
Country

4b. Public Address: This address, usually your office, is available to the public and will be posted on the Internet. If you do
not designate a public address, your non-public address will be posted on the Internet,

Check if Public Address is the same as your Non-Public address (the address above will be automatically entered below.)
4

Street 1400 Spring Street |

Street (2) #450 _ o

Street (3) |

City Silv_er Spring |

State Maryland o ”

_If'selecting a country other than USA or Canada, please choose "Foreign" as your state

ZipCode 20910 e

Country United States .

the Federation of State Medical Boards' Physician Data Center? See instruction

5. Do you give the Maryland Board of Physicians permission to report your date of birth to .Yes vo

CHARACTER AND FITNESS (Question 6)

6. The following questions pertain to the period since July 1, 2010. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO

next to each question. If you answer Yes, provide an explanation at the prompt.
* All questions must be answered Yes or No.

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any entity
of the armed services denied your application for licensure, reinstatement or renewal, or taken any
- action against your license, including but not limited to reprimand, suspension, revocation, a fine, or
nonjudicial punishment, for an act that would be grounds for disciplinary action under Md. Code

Ann. Health Occ. §14-404?

https://www.mbp.state.md.us/MBP_MZ_2009a/application.aspx?admin=l&licno=D0069574

7/24/2012




Maryland Board of Phyéicians License Renewal Page 2 of 9

I

b. Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board) or an
entity of the armed services?

¢. Has your application for a medical or health professional license been withdrawn for reasons that
would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-404?

d. Has an investigation or charge been brought against you by a hospital, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Health Occ.
§14-4047?

e. Have you had any denial of application for privileges, failure to renew your privileges, or limitation,
restriction, suspension, revocation or loss in privileges in a hospital, related health care facility, or
alternative health care system that would be grounds for disciplinary action under Md. Code Ann.
Health Occ. §14-4047?

f. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition of any criminal act, excluding traffic violations?

g. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition for an alcohol or controlled dangerous substance offense,
including but not limited to driving while under the influence of alcohol or controlied dangerous
substances?

h. Are there any pending criminal charges against you in any court of law, excluding minor traffic
violations?

i. Do you have a physical or mental condition that currently impairs your ability to practice medicine?

j. Has the use of drugs and/or alcohol resulted in an impairment of your ability to practice your
profession?

k. Do you illegally use drugs?

|. Have you surrendered or allowed your license to lapse while under investigation by any licensing or
disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or settlement of a medical malpractice action?

| have not been named since my original license application

n. Has your employment by any hospital, HMO, related health care or other institution, or military
entity been terminated for any diciplinary reasons?

Have you voluntarily resigned from any hospital, HMO, or other health care facility or institution, or

httne/farane mhn ctate md ne/MRP M7 20N00a/annlicatinn acnv?admin=1 L& lena=NNNAOLT74 TMANNN




~——w vveal

Page 3

0. military entity while under investigation by that institution for discipiinary reasong? )

P. Are youin default of o Service obligation resulting from your receipt of state or federal funding for
Your medicg) education?

9. Have yoy fajjeq to mak,
Medical

education?

€ arrangements to Satisfy any state or federa) loans that financed your

CONT INUING

a. CME met. I have €amed
Years prior to this renewal,

MEDICAL EDUCATION (Question 7)

credit hours of Category 1 Continuing Medical education during the two (2)

. Pt from CME during the Iénewal periog because this is my first
medica) licensyre in Marylang and | haye Completed the Boarg ici
ri ram. The New Physician Orientation is for i i
licenseq prior to September 30, 201
Orientatig, .

's New p
EwLy licenseg i
\ Oor reinstated, this do
N Program web site Your | will not be
orientation.

Physicians only. If yoy were
es not apply to yoy, e New Physici
renewed Unless yoy

‘ t editation Council for Graduate Medica|
roved by the American Osteopathic A Ciation; or b) a feiiowship
by the ACGME,

. PX?admin=1&licno=D0060<7A
I




Maryland Board of Physicians License Renewal Page 4 of 9
Prifnary Cor;centraﬁon Obstetrics & Gyneéology [General) v .
a

Secondary Concentration None

12. SPECIALTY BOARD CERTIFICATION: List up to two (2) specialty areas only if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association (AQA).

Primary Certification Obstetrics & Gynecology [General] . n

Secondary Certification Ngne e i e o ‘-

13. Please indicate below how the hours in your typical work week are allocated. The sum of these hours should reflect the
number of hours in your typical work week. Definitions of these categories are listed below.

Lt you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
Information section (Questions 15-26) of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-related clinical activities (such as pathologic
and radiologic assessments), maintaining patient records, obtaining and reviewing test resuits, arranging referrals, consulting with
other providers about patients, talking with a patient’s family members.

Research includes clinical, laboratory, and analytical research

Teaching includes teaching of medical undergraduate & graduate students and other graduate students.

Administration & Other: Administration includes practice management (billing, contract negotiations, personnel, regutatory
activities) & management of institutions or programs (heaith departments, health insurance, hospitals, other health-related
institutions or programs); Other

@ Use whole numbers. No fractional hours. If none enter 0.
a. Patient Care Related Activities ___hours per week

b. Research hours per week
c. Teaching W:hours per week
d. Administration & Other ~ hours per week
Total Hours ___'hours per week

14. If you indicated in Question 13 that you are not engaged in patient care related activities, do you intend to resume patient care
related activities in the next 2 years?

OvYes ONo

PRACTICE INFORMATION (Questions 15-26)
15. Do you plan to discontinue patient care related activities in the next two years?

‘Yes ‘No

16. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.

a. Number of locations in Maryland (if none, enter 0) 1

b. Number of locations outside of Maryland (if none, enter 0) i
@ you have locations outside Maryland, please answer (c) below after you 2
answer (b). :

c. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
®vYes ©No @ Don't know

ttns://www.mhn.state. md.us/MBP M7, 20093/annlicaﬁnn,asm(?admin=l&linnn=nnnﬁo<7d nAANTA



Maryland Board of Physicians License Renewal

17. Please lndlcate below the number of hospitals at which you currently have admlttmg privileges.
a. Number of hospitals in Maryland (if none, enter 0) 0 |

b. Number of hospitals outside of Maryland (if none, enter 0) T .

Page 5 of 9

18. Primary Practice / Office Location Primary Practice / Office Location

< ] Please answer all Primary Practice questions

a. Organization Name ‘Planned Parenthood Metro Washlngton
b, Street Address I

¢. Street2 0 Enter sunte or room number here (Ex Suite 101 or Room 101)
d. City |Washington o

6. State | Dqst_nct of Colurﬁbia ‘ .

f. Zip Code 20036 |

g. Jurisdiction | Non-Maryiand B

h. Employer Tax ID — @What is Employer tax ID?

Enter "None" if you do not have an Employer tax ID

i Please select one of the following related to the NP used for billing insurers:
| use an Organizational NP for billing. Please Enter > | |
® 1 use my Individual NPI for billing. Organizational NP1
| do not bill public or private insurers.

j- Youindicated in Question 13 total typical work week hours of 48 .

How many of the patient care related activity hours in your typical work week are delivered 28 Hours
at this practice/office location?

If none, enter 0.

- Setig Otercine
I Private/Public ‘ anate—Not for proﬁt l
m. Practice | Staff Non-Acute Care Facility - N |

19. Secondary Practice / Office Location

- you have a secondary practice/office location and you've checked the box above, you will see a series of questions that must be compieted.

i

a. Organization Name Planned Parenthood Metro Washington i

b. Street Address 14_00 Spring Street. Ste 450
c. Streef2
’ Enter suite or room number (Ex. Suite 101 or Room 101)
d. City Sulver Spnng N
e. State . Maryland _ i
f. Zip Code 120910 ‘

https://www.mbp.state.md.us/MBP_MZ_Z009a/application.aspx?admin=1&licno=D0069574

712412012




Maryland Board of Physicians License Renewal Page 6 of 9

g. Jurisdiction l MONTG_OMERY , .

h. Employer Tax ID p @What is Employer tax ID?

@ Enter None if you do not have an Employer tax ID

. Please select one of the following related to the NPI used for billing insurers:
©1 use an Organizational NP for billing. Please Enter > |
®iuse my Individual NPI for billing. Organizational NPt
@1 do not bill public or private insurers.

j- Youindicated in Question 13 total typical work week hours of 48 . e .
How many of the patient care related activity hours in your typical work week are delivered 6 | Hours
at this practice/office location? '
if none, enter 0.

k. Setting | Other Clinic B ]
| Private/Public | Private-Not for profit | N
m. Practice f_A_Staff Non-acute Care Facilty ]

20. Information Technology (Primary Practice / Office Location)

OPIease answer all Primary Practice information Technology questions

This question is about the use of computers and other forms of information technology, such as hand-held computers, in
diagnosing or treating your patients at your primary office/practice location, which you listed in question 18.

® Yes No A. To obtain information about treatment alternatives or recommended guidelines?

Yes @ No B. To send prescriptions electronically to a pharmacy?

e

If you answered Yes to 20B, what percentage of prescriptions are | - %
submitted electronically? & Use whole numbers. S

Yes & No C. To generate reminders for you about preventive services needed for your patients?
Yes @ No D. To access patient notes, medication lists, or problem lists?

Yes @ No E. For clinical data and image exchanges WITH OTHER PHYSICIANS?

Yes @ No F. For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?

Yes @ No G. To communicate about clinical issues with patients by email?

H. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient
®ves ©ONo conditions?

21. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?
Q Yes, all electronic@ Yes, part paper and part electronic €@ No QDon't know
21a. If No, please indicate your most significant reason for not using electronic medical records.

https://www.mbp.state.md.us/MBP_MZ_2009a/application.aspx?admin= 1&licno=D0069574 712412012




e vavvvas Page 7 of ¢
Capital cost outlays Risk of privacy breaches Retiring soon
Overburdened staff Lack of technology standards Not my decision

Physician resistance to adoption Intangible benefits

22. Please indicate if you participate in the following private and public insurance Programs, and whether you are currently accepting new public
insurance Program patients.

a.  Participate in any PRIVATE insurance plan networks, including PPO, EPO, HMO, etc. @ Yes & No

b. Participate in the MARYLAND MEDICAL ASSISTANCE PROGRAM (in either the traditional program or a @ @
Managed Care Organization) Yes © No
b1. If Yes, are You accepting new Maryland Medical Assistance patients? Yes @ No

¢ Participate in the MEDICARE (in either the traditional Program or a Medicare Advantage Plan)? ® ves No

c1. If Yes, are You accepting new Medicare patients?

26. Workers Compensation

Workers Compensation coverage: If yoy employ one or more Persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issyed.

Insurance Company [
Policy Number ' —

Expiration Date [ O Enteras mwpDYYYY Enter as MM/DD/YyYy

s://wwwmbp.state.md.us/MBP_MZ_2009a/application.aspx?admin=1 &licno=D0069574 TNAInAA




Maryland Board of Physicians License Renewal Page 8 of 9

respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article
Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.

* Required Field
Please provide the phone number that should be used in the event of an actual emergency.

Daytime *
Nighttime*

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

[Ichemical [ IBiological [ |Radiological

If you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at hitp://bioterrorism.dhmh._state.md.us/volunteer.htm.

Thank you for your assistance!

APPLICATION PACKET FOR EXEMPTION FROM LICENSE FEE

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

Please check the first 3 boxes to certify and affirm your renewal application.

a. | certify that | have personally reviewed all responses to the items in this application and that the information | havé
given is true and correct to the best of my knowledge and that any false information provided as part of my applicatio
may be cause for the denial of my application.

7 b. 1 agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current employers,
govemnment agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank, hosp
and other licensing bodies, and | agree that any person or agency may release to the Board the information requestq
also agree to sign any subsequent releases for information that may be requested by the Board.

% c. | shall inform the Board, by certified mail, retumn receipt requested, within 30 days of: (a) action that would be grou
for disciplinary action under Md. Code Ann. Health Occ. §14-404, that occurred at any time during the application pel
(b) change in any answer that was originally given in this application.

d. Check Here if you wish to have the option of viewing your completed application online after you renew your liceng
Otherwise, your application will not be available online for your later viewing. If selected, viewing is available until
12/1/2012.

29. Please provide your elecﬁrggic signatur_g_ (type your name)_ below

t

Name Wille J. Parker, MD,MPH
Today's Date 9122009 |

Last four digits of Social 1

Security Number: &

30. Select a Payment Option here to complete your application.
Please note: Credit cards may be used for online payment only. If you or a 3rd party is sending in payment, it must be by check.

Your renewal fee is:

_’ Credit Card [ Send Check ' 3rd Party Check 3rd Party Payer: i}

https://www.mbp.state.md.us/MBP MZ 2009a/application.aspx?admin=1&licno=D0069574 7/24/2012




Maryland Board of Physicians License Renewal Page 9 of 9

PAYMENT
APPLICATION COMPLETION INFORMATION:
Date Application Started 9/9/2009
Date Application Submitted /2009
Confirmation Number
Payment Method
Amount Paid
Credit Card Approval No.

https://www.mbp.state.md.us/MBP_MZ_2009a/application.aspx?admin= 1&licno=D0069574 7/2412012



Maryland Board of Physicians License Renewal Page 1 of 9

x

DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Application for renewal of: Physicians } 0 1 I
1. License Number D0069574 Dr. Willie James Parker

Individual National Provider Identifier NPI: | 1841203536 | do not have an NPl
2. | This is the NP! entered in the field for Rendering NP on a claim (10 digit number)

ﬂ NPI Information

3. EMAIL ADDRESS: This is your email address on file. If it has changed, please edit below. If you do not have an email
address please indicate by checking the checkbox below.
a e

berean86wp@yahoo.com
| do not have an email address

Address Changes (Non-Public and Public):

You must submit a Public and Non-Public address. if either address has changed, please correct here.

Your address(es) on the online renewal application is current as of July 1, 2012 . If you requested any changes to your address(es) that are not reflected
on this application, please make the change at this time. These changes will be updated in the main database.

4a. Non-Public Address: This address is for Board use only and is where your license will be mailed. However, if no
public address is listed, this address will aiso be made available to the public.

Street
Street (2)
Street (3)
City
State
ZipCode
Country

|
1
|
|
i

her than USA or Canada, please choose "Foreign” as your state

|
i

4b. Public Address: This address, usually your office, is available to the public and wili be posted on the Intemet. If you do
not designate a public address, your non-public address will be posted on the Internet.

Check if Public Address is the same as your Non-Public address (the address above will be automatically entered below.)
Street 1400 Spring Street

Street (2) #450
Street (3)
City Silver Spring
e Niaryind S -
if selecting a country other than USA or Canada, please choose "Foreign" as your state
ZipCode 20910
Country _ Umted States ‘ -

5. Do you give the Maryland Board of Physicians permission to report your date of birth to ‘
the Federation of State Medical Boards' Physician Data Center? See instruction Yes ’N°

CHARACTER AND FITNESS (Question 6)
6. The following questions pertain to the period since July 1, 2010. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. if you answer Yes, provide an explanation at the prompt.
* All questions must be answered Yes or No.

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any entity
of the armed services denied your application for licensure, reinstatement or renewal, or taken any
action against your license, including but not limited to reprimand, suspension, revocation, a fine, or

nonjudicial punishment, for an act that would be grounds for disciplinary action under Md. Code
Ann. Health Occ. §14-404?

httos://www.mbnp.state.md.us/MBP MZ 201 1/application.aspx?admin=1&licno=D0069574 7124/2012
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b. Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board) or an
entity of the armed services?

c. Has your application for a medical or health professional license been withdrawn for reasons that
would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

d. Has an investigation or charge been brought against you by a hospital, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Heaith Occ.
§14-4047?

e. Have you had any denial of application for privileges, failure to renew your privileges, or limitation,
restriction, suspension, revocation or loss in privileges in a hospital, related health care facility, or
alternative health care system that would be grounds for disciplinary action under Md. Code Ann.
Health Occ. §14-4047

Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition of any criminal act, excluding traffic violations?

. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition for an alcohol or controlled dangerous substance offense,
including but not limited to driving while under the influence of alcohol or controlled dangerous
substances?

. Are there any pending criminal charges against you in any court of law, excluding minor traffic
violations?

Do you have a physical or mental condition that currently impairs your abifity to practice medicine?

Has the use of drugs and/or alcohol resulted in an impairment of your ability to practice your
profession? :

. Do youillegally use drugs?

Have you surrendered or allowed your license to lapse while under investigation by any licensing or
disciplinary board of any jurisdiction or an entity of the armed services?

. Have you been named as a defendant in a filing or settiement of a medical malpractice action?

. Has your employment by any hospital, HMO, related health care or other institution, or military
entity been terminated for any diciplinary reasons?

ttps://www.mbp.state.md.us/MBP_MZ_ZOl l/application.aspx?admin=l&licno=D0069574 774”019
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0. Have you voluntarily resigned from any hospital, HMO
military entity while under investigation by that institutio

P. Are you in default of a service obligation resutting from your receipt of state or federaj funding for
your medical education?

q. Have you failed to make arrangements to satisfy any state or federal loans that financed your
medical education?

CONTINUING MEDICAL EDUCATION (Question 7

a. CME met. | have eamed 50 credit hours of Category 1 continuing medical education during the two 2)
years prior to this renewal,

b. First Renewal 8 NPO. | am exempt from CME during the renewal
icensed physicians only. If you were
licensed prior to September 30, 2010 Or reinstated, this does not apply to you. See New Physician
Orientation Program web site. Your license will not be renewed unless you have completed the
orientation.

c. First Renewal after reinstatement. | am exempt from CME during the renewa period because this is
my first renewal after reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION

8a. Gender  @hmaie @ remaie

8b. Ethnicity and Race: (Select all that apply)
ispanic or Latino

American Indian or Alaska native
Asian

Black or African American

ative Hawaiian or other Pacific Islander
ite
her

(Questions 8-1 7)

. Are you employed by the Federal Govemment?
Yes ® No

). Please indicate if You are currently in: a)a residency program accredited by the Accreditation Council for Graduate Medical
lucation or an internship or residency program approved by the American Osteopathic Association; or b) a fellowship
ubspecialty) training program accredited by the ACGME.

hif YOou answer Yes to either a. or b. you will not be required to complete the Practice Information section (Questions 15-26) of
$ application.

Inan accredited/approved in
DYes ®nNo

temship or residency program?
In an accredited fellowship (subspecialty) training program?

1&licha=Nnnzac~ 4

\://www.mbp.state.md.us/MBP_MZ_ZOl l/application.aspx?admin=
EEEE——
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‘ Yes @ No

11. Which best describes your current area(s) of concentration:

Primary Concentration | Obstetrics & Gynecology , n

12. SPECIALTY BOARD CERTIFICATION: List up to two (2) specialty areas only if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association (AOA).

Primary Certification . Obstetrics & Gynecology -!
Secondary Certification | Nome o n
13a. How many weeks per year do you work? 46 .‘

13b. Please indicate below how the hours in your typical work week are allocated. The sum of these hours should reflect the
number of hours in your typical work week. Definitions of these categories are listed below.

@ if you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
Information section (Questions 15-26) of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-related clinical activities (such as pathologic
and radiologic assessments), maintaining patient records, obtaining and reviewing test results, arranging referrals, consulting with
other providers about patients, talking with a patient's family members.

Research includes clinical, laboratory, and analytical research
Teaching includes teaching of medical undergraduate & graduate students and other graduate students.

Administration & Other: Administration includes practice management (billing, contract negotiations, personnel, regulatory
activities) & management of institutions or programs (health departments, health insurance, hospitals, other health-related
institutions or programs); Other

@ Use whole numbers. No fractional hours. If none enter 0.
a. Patient Care Related Activities (32 hours per week

b. Research ; 0 hours per week
c. Teaching r0 hours per week
d. Administration & Other 16 hours per week

Total Hours 38 hours per week

14. If you indicated in Question 13 that you are not engaged in patient care related activities, do you intend to resume patient care
related activities in the next 2 years?

K PN
Oves ONo

PRACTICE INFORMATION (Questions 15-26)

15. Do you plan to discontinue patient care related activities in the next two years?
Yes @ No

16. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.
a. Number of locations in Maryland (if none, enter 0) 1 v

1ttps ://www.mbp.state.md.us/MBP_MZ_201 1/application.aspx?admin=1&licno=D0069574 774/>M9
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b.  Number of locations outside of Maryland (if none, enter 0)

If you have locations outside Maryland, please answer (c) below after you -0
answer (b).

¢. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
©Yes ©®No © Don't know

a. Number of hospitals in Maryland (if none, enter 0) (0] |

b. Number of hospitals outside of Maryland (if none, enter 0) l: =

17. Please indicate below the number of hospitals at which you currently have admitting privileges.
T

18. Primary Practice / Office Location Primary Practice / Office Location

& Please answer all Primary Practice questions

@ Organization Name . [Planned Parenthood Metro Washington |

b. Street Address 1108 16th Street NE |
@ Enter suite or room number here. (Ex. Suite 101 or Room 101)
d. City |Weshington
e. State |Districtof Columbia g
f. Zip Code 20038 |
g. Jurisdiction : MONT'GOYMERY v .
h. Employer Tax ID @“:“ } - 00“660:(‘)6* @ If you do not have an EIN enter 00-0000000

@What is Employer tax ID?

. Please select one of the following related to the NP| used for billing insurers:

®lusean Organizational NPI for billing. Please Enter > |
® 1 use my Individual NP| for billing. Organizational NP1
I do not bill public or private insurers.

j- You indicated in Question 13a, 32 hours of Patient Care Related Activities during a typical work

week,
How many of those Patient Care Related Activity hours in your typical work week are delivered at e
this practice/office location? 8 |
if none, enter 0. Hours
k. Setting f’Free Standi_dg_ Mgdiéél Facility .j
I Private/Public | Private-Not for profit |
m. Practice Other Contractual-Associate Staff (individual only) §i

19. Secondary Practice / Office Location
No Secondary Location indicated from your response in Question 16.

If you have a secondary practice/office location and you've checked the box above, you will see a series of questions that must be completed.

tps://www.mbp.state.md.us/MBP_MZ_ZO1 1/application.aspx?admin=1 &licno=D0069574 7/24/2012
I ——
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20. Information Technology (Primary Practice / Office Location)

.Please answer all Primary Practice Information Technology questions

This question is about the use of computers and other forms of information technology, such as hand-held computers, in
diagnosing or treating your patients at your primary office/practice location, which you listed in question 18.

® vYes ®No A. To obtain information about treatment alternatives or recommended guidelines?

® Yes ®No B. To send prescriptions electronically to a pharmacy?

If you answered Yes to 20B, what percentage of prescriptions are I N %

submitted electronically? @ uUse whole numbers. e

Yes @ No C. To generate reminders for you about preventive services needed for your patients?
© Yes ®No D. To access patient notes, medication lists, or problem lists?

Yes @& No E. For clinical data and image exchanges WITH OTHER PHYSICIANS?

® ves ® No F. For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?

®Yes & No G. To communicate about clinical issues with patients by email?

H. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient
®ves ONo conditions?

21. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?
Yes, all electronic © Yes, part paper and part electronic ® No Don't know
21a. If No, please indicate your most significant reason for not using electronic medical records,
Capital cost outlays ® Risk of privacy breaches Retiring soon
L5 Overburdened staff € Lack of technology standards @ Not my decision
Physician resistance to adoption Intangible benefits

22, Please indicate if you participate in the following private and public insurance programs, and whether you are currently accepting new public
insurance program patients.

a. Participate in any PRIVATE insurance plan networks, including PPO, EPO, HMO, etc. ®ves © No

b.  Participate in the MARYLAND MEDICAL ASSISTANCE PROGRAM (in either the traditional program or a .
Managed Care Organization) Yes @ No

b1. If Yes, are you accepting new Maryland Medical Assistance patients? Oves (ONo

¢. Participate in the MEDICARE (in either the traditional Program or a Medicare Advantage Plan)?

©Yes ®No
c1. If Yes, are you accepting new Medicare patients? - IYes INo

23. Do you offer a sliding fee scale based on ability to pay? (Utilize a standardized fee reduction schedule for low-income)
©Yes &No ®NA

24. Please report the typical number of hours per week you personally provide care to patients on a charity basis (do not include bad debt).
itps ://www.mbp.state.md.us/MBP_MZ_201 1/application.aspx?admin=1&licno=D0069574 TNANNIA




ATAUL J AtAAM ASUGMM UL 1 1LY DIVIGLD LIIVULIDG INCLIC WAl rage /01v

4  hoursperweek. @ ifnone, enter 0

If you are practicing as an adult primary care specialist (internal medicine, family practice, general medicine), answer Q.25. Otherwise skip to Q.26.

25. Do you charge patients an annual fee for participating on your patient panel (sometime called direct, concierge, or retainer-based practice)?
‘Yes wo

26. Workers Compensation

Workers Compensation coverage: If you employ one or more persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

| hereby certify:
ot Applicable (Do not complete below)

| do not practice in Maryland.
| do not employ anyone in my practice in Maryland.

I employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
Qi you are a Maryland employer you must provide the information requested below.
Insurance Company [ '

Policy Number |

Expiration Date [ @ Enteras MMDDIYYYY Enter as MWDD/YYYY

PHYSICIANS EMERGENCY CONTACT INFORMATION

27. As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
identified the need for certain contact information for licensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article
Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.

* Required Field
Please provide the phone number that should be used in the event of an actual emergency.
Daytime * |

Nighttime*

indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

__IChemical | Biological Radiological

if you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at https://mdresponds.dhmh.maryland.gov/.

Thank you for your assistance!

APPLICATION PACKET FOR EXEMPTION FROM LICENSE FEE

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

https://www.mbp.state.md.us/MBP_MZ_2011/application.aspx?admin=1&licno=D0069574 7/24/2012
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a. | certify that | have personally reviewed all responses to the items in this application and that the information | have
given is true and correct to the best of my knowledge and that any false information provided as part of my application
may be cause for the denial of my application.

b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current employers,
government agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank,
hospitals and other licensing bodies, and | agree that any person or agency may release to the Board the information
requested. | also agree to sign any subsequent releases for information that may be requested by the Board.

K

& c. | shall inform the Board, by certified mail, return receipt requested, within 30 days of: (a) action that would be
grounds for disciplinary action under Md. Code Ann. Health Occ. §14-404, that occurred at any time during the
application period; (b) change in any answer that was originally given in this application.

7 d. Check Here if you wish to have the option of viewing your completed application online after you renew your
license. Otherwise, your application will not be available online for your later viewing. If selected, viewing is available
until 12/1/2012.

Electronic Health Record Incentive

Beginning in 2011, physicians that adopt an electronic health record are eligible to receive an incentive either under Medicare
or Medicaid. To receive this incentive, a physician must meet certain criteria, which varies depending on which program you
choose. The Medicare incentive is up to $44,000 over five years and the Medicaid incentive is up to $63,750 over six years.
Physicians are encouraged to learn more about these incentive opportunities by visiting the Centers for Medicare and

Medicaid Services website http://iwww.cms.gov/EHRIncentivePrograms/

29. Please provide your electronic signature (type your nam_g_) p_glqﬂ:
Name Willie J. Parker
Today's Date 98011 |ER

Last four digits of Social P
Secury Normoer: (I

30. Select a Payment Option here to complete your application.
Please note: Credit cards may be used for online payment only. If you or a 3rd party is sending in payment, it must be by check.

Your renewal fee is:

‘Crsdlt Card 'sgnd Check ‘rd Party Check 3rd Party Payer: -

PAYMENT

https://www.mbp.vstate.md.us/MBP_MZ_20 11/application.aspx?admin=1&licno=D0069574 712412012




