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Before the Board of Medical Examiners
of the State of Nevada

}

In the Matter of the )
)

License to Practice Medicine )
}

In the State of Nevada, of: )
FeNe ¢ Uiosnss Mo TSR 3

Roy SILVER MD. )

8631 W, Jrd Strest 3

Suite 1040 !

Log Angeles CA Si048- i

i

NOTICE OF AUTOMATIC SUSPENSION OF
LICENSE TO PRACTICE MEDICINE

The above named physician, having failed to pay the fee for the blennial registration o the secretary
treasurer of the Board; and having been notified at least once that the fee for biennial registration was
due on or before July 1, 2009, is, pursuant to the provisions of MRS 6530.267, hereby ORDERED o be
AUTOMATICALLY SUSPENDED FROM THE PRACTICE OF MEDICINE in the State of
Nevada, effective upon the date of this Order.

vOU ARE FURTHER ORDERED TO IMMEDIATELY CEASE THE PRACTICE OF
MEDICINE IN THE STATE OF NEVADA

Your license may be reinstated to your pravious status upon compliance with the provisions of NRS |
£30.267(2), which requires, within two (2) years after the date of this Order, payment of the sum of |
SIXTEEN HUNDRED DOLLARS ($1,800.00), if you were in ACTIVE status prior to this order, or
EIGHT HUNDRED DOLLARS ($800), if you were in INACTIVE status prior to this order, these sums |
representing twice the amount of the current fees for blennial registration, to the secretary-ireasurer, .
submission of a completed renewal application, including the statement required pursuani o
NRS 630.197 regarding child support, proof of continuing medical education requirements pursuant 0
MRS 630,253 and NAC 630.153, and compliance with the provisions of Chapter 630 of the MNevada |
revised Statutes. You may not be reinstated to a siatus other than the status you held prior 1o this
order. ‘

A copy of this Notice of Automatic Suspension of License to Practice Medicine shail be sent to the |
Drug Enforcement Administration of the United States Department of Justice pursuant o the)
requirements of NRS 630.267. This notice will also be sent to the Nevada State Board of Pharmacy.

DATED this 2™ day of July, 2009.

CIIARLES N HELD. M.D., President
MNevada State Board of Medical Examiners

1
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PHYSICIAN Fate Hecewed by Board : ;”’f —
APPLICATION FOR REGISTRATION RENEWAL APRO G 2005 % CcenseNo. Il 4
FOR THE BIENNIAL REGISTRATION PERIOD 2005 - 2007 APR 2 8 2005 WV
T ATE BOARD OF MEDICAL EXAMINERS -
W e 4250 {Foy Board Use Croiyd

é 8¢
s apply for ren ol of blennial registration § i enclose the appropriate fee(s) as indicated balow!
_ACTIVE Us 5600.000%
TINACTIVE STATUS $300.00,.... (INACT IWE STATUS DOES NOY PERMIT
coT NON-RENEWAL CEMSBE” THE PRACTICE OF MEDICINE INCLUDING
' NON-RENEWAL, SEE ELOV THE WRITING OF PRESCRIPTIONS IN NEVADA)

Fila Mo Ligense No, 11159 o
. — N saake cheoks payable
Roy SILVER MD.  NEVADASTATE BOARD OF MEDICAL EXAMINERS
10525 Courtney Gove {Foreign checks must indicate LS, FUNDSY

gy 39144
Las Vegas Ny 89144

g%gtgifégi for %@%ﬁ»ﬁ%ﬁﬁ%ﬁ%& of Ef,,é’ggfggﬁ fo Praclice %%ﬁge:ﬁggﬁa In Nevada

| hersby represent that { am the parson namad in this APPLICATION FOR REGISTRATION RENEWAL of license to
practice medicine in the state of Nevada.

fy signing on the signature line nalow, | am requesting that my licensa {o pragtice madicine in Nevada ?4{3? b
renewed by the Nevada State Board of M~-cal Examiners. | will return this signed form 10 the Board office.

PLEASE NOTE!

~7OUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2005. COMPLETED APPLICATION FOR REGISTRATION

RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2005 AT 5:00 P.M. ARE AUTOMATICALLY

SPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA

1AS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR
REGISTRATION RENEWAL FORM.)

_ YOUR LICENSE WILL NOT BE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR
SEGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS
ANSWERED “YES”

_ ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS PUBLIC
INFORMATION. _

PLEASE TYPE OR PRINT LEGIBLY

1 Active status registration re newal requires the submission of proof of completion of 44 hours of AMA Category 1 continuing
rnadical aducation (CME), which includes 2 hours of CME in medical ethics and 20 hours of CME inyour sgope of practice or
speciaity completed during the period July 1, 2003 through June 30, 2008, Additionally, pursuant 0 Nevada Revised
Statutes (NRS) 530.253{2¥b) an applicant must complats a course of instruction relating to the medical consequences of an
act of terrorism that involves ihe use of a weapon of mass destruction, “Tha course must provide atleast4 hours of instruction
ihat includes instruction in the following subjects: (1) an overview of acts of terrorism and weapons of mass destruction; {2}
parsonal protective agquiprment required for acls of terrorism, (3) Common syrptoms and mathods of treatment associated with
gxposure fo, of injuries caused by, chemical, hinlogicad, radioactive and nuclear agents; {4} Syndromic surveillance and
reporting procedures for acts of terrorism that involve biclogical agents; and {5} An overview of the information available on,
and the use of, the Health Alert Network.®  Submit your oroof of completion of CME with your completed Application for
Registration Ranewal form. {See last page of this form for CME statement.}

2. ¥ your neme andior address has changad from that printed on the iabel on this form, clearly indicate the change in the
space provided nalow. Also, please indicate your current telephone and fax sumbers. [Pleasanoiar a notarized or cerlified

i omont wodbier

oopy of the documant authorizing your name change (marriage license, divorce decree, eic.) must be inciudad .}

5»*“‘?:;3 - ('i )

Mame SO =D Meo WD
Street_ <517 Hose S
cwloas \eoas county_ CAGI% state W Zip $G10

?‘“%{3?‘%% f’;jgﬁmﬁgf 3 i};%’\% F'“i }"*_ﬁj" - ‘:"g %ﬁ%fi ;\r?&x 5“3@3’%%}%&“ ? {}f;{\} L’ES}X - g@%z




Hi]
17
18
4

21
3
25
a0
K3
37
44

£ yOU HAVE RETIRED OR MOVE

ADDHCTION MEFHCINE
ACE MEDICINE

i,

ALLE LY AMMUNOLOGY
AMBULATORY METHGINE
AMESTHESIOLOBY

A DODBEANIUNG
fj?%&ﬁﬁi}?ﬁﬂ??i%i?&{}{}?
CARDICVASRCULAR HBEASES
{;ﬁifg?m}ﬂ&ﬁxﬁﬁtmﬁ
CFiLD MELROLOGY

CHILD PEYCPIATRY
CLINICAL PHARMAGOLOGY
CRITICA. CARE
OERMATOLOGY
CERMATOPATHOLOGY
EMERGENCY MEDICINE
ERNCOGFINOLOGY

FAMLY PRACTICE
FORENSIC MEDICINE
CASTROENTEROLOGY
GENERAL PRACTICE
CEFIATRIC PRY CHIATHY
GERIATRICS
CPRNECOLOGY

FAIR TRANSPLANTATION
HEMATOLOGY
HOMECPATHY

HYPNOSES

IAMUNOLOGY

INFECTIOUS DISEASES
MFERTHTY

SETERNAL MEDICINE
LARYNGOLOBY

LEGAL MEDICINE
MATERNALFETAL MEDICINE
MEDICAL ACUPUNCTURE
REDICAL ETHICS
MEMCAL GENETICS
NEQPERINATAL REEDICINE
MEORLASTIC DISEASES

4. Indicate below your primary

and

£ YOUR PRACTICE, indicate the o

secondary scopes

2COPES OF PRACTICE CODES

48
47
fi:

ﬁ"'d
primary Scope of practice ) 2

MEPHROLDGY

MELIROLOGY
%é%ﬁ?%@ﬁ?}%?ﬁ!&iﬁﬁi OHEY
ﬂ&iﬁ%%{}?ﬁ‘i"ﬁi}%,{}ﬁ}"{
MEURORAMOLOGY
MELROTOLOGY
?éﬁ?é-ﬁi?%@g?ﬁiﬁm MEDMCINE
MUCLEAR MEDICINE
MUTRITION

ORSTETRICS

OBRSTETIRNHIGYN BOOLOGY
OCCUPATIONAL MEDCINE
ONCOLOGY

ONOCOLOGY, GYNECDLOGICAL
CRCOLOBY, HEMATOLOGY
OMNCOLOGY, RADIATION
CMOCOLOGY, SURGICAL
OPHTHALMOLOGY
TOLARYNGOLOGY

OTOLOGY

AN MANAGEMENT
SATHOLOGY

ERTHILOGY, anaTOMIC
PATHOLOGY, CLUNICAL
PATHOLOGY, FORENSIC
PEDIATRIC, ALLERGY
BEHATRIC, ANESTHESIGLOGY
PEDIATRIC, CARDIDLOGY
PEOLATRIC, CRITICAL CARE
PECRATIIC, ERAERGENDY MEDICINE
PEIHATRIG, ENEORINOLOGY
PEDIATRIC, CASTHOENTERDLOGY
PEIHATISG, HEMATOLOGYIONCOLOGY
PEDIATRIC, INFECTIONS DHEEASES
PEDIATRIC, INTENSMET
DEPHATRIC, SEPHROLOGY
PEIMATRIC, MELIROLOGEY
PEHATRIC, OF R THALMOLOGY
PECHATING, PHYSIATRY
SEDIATIIC, PULMONARY
PESIATRIC, RAINOGLOGY
PEDATRIG, EMEUMATOLOGY

sacondary Scope of Praciics

of practice using tha

sllowing codes:

a5 PEANTRIC, SURGERY
a8 PEDHATRIC, UROLOGY
A7 PEDIATRICS
a8 PHYSICAL MEMCINEREHABLITATION
59 PREVENTIVE MEDICINE
00 PRYCHIANTRY
91 PEYCHOANALYBIS
97 PSYCHOMATIC MEDICINE
93 PUBLIC MEALTH
a4 PULMONARY DISEASES
a5 OCCUPATIONAL MEDICINE
o5 RADIOLOGY
a7 RADIOLOGY, DIAGNOSTIC
08 RADIOLOGY, INTERVENTIONAL
oy RADIOLOGY, NUCLEAR
100 RADIOLOGY, THERAPELITIC
11 RADIOLOGY, VASGULAR
102 RHEUMATOLOGY
103 RENOLOGY
104 SLEEP DISORDERS
108 SPORTS MEDIGINE
105 SURGERY, AHDOMINAL
107 SURGERY, CARDIOTHORACGIC
108 SURGERY, CARDIOVASCULAR
100 SURGERY, COLONRECTAL
140 SURGERY, CRAMIOFACIAL
191 SURGERY, GENERAL
142 SURGERY, HAND
143 SURGERY, HEADINECK
114 SURGERY, MAXILLOFACIAL
115 SURGERY, NEUROLOGICAL
118 SURGERY, ORTHOPEDIC
117 SURGERY, PLASTIC
148 SURGERY, THORACIC
118 SURGERT, TRANSPLANT
126 SURGERY, TRAUMATIC
121 SURGERY, URDLOGIC
123 SURGERY, VASTULAR
123 TOMIDOLOGY
124 TRANSPLANTATION
128 URGENT CARE
198 UROLOGY

Code

PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION & RECERTIFICATION
Date of initlal Ceviification Ciate of Last Recartification
Mo Moy
Subboard
A0S o)

All

of the following qu

July 1, 2003,

Eor the purposes of the foilowing guestions, these phrases of

shreast of medical davelnpmenis;

5 Tha ahilite bo communicats o

o practice madicine”
1. The cognitive capacity 1o ma

is 1o e consbued inciude all of the following:

he mpprnpriale clinical diagnoses and ammiég raasoned medicat judgmants and o sem andkoep

estions refer to the time period
through the present date only.

words have these meanings:

S8 §g§§mﬁ§s and medicat information to patients and other noalth care providers, with oy withms




cicat provesdures, with erwithout the U

3. Tha phy
of s or davice

nological conditions of disarders, such as, bul syt bt to, oriho pexlian,
54 trﬁggéég, prltiple sclerosis, cancer, noart dissase, diabetas, smotional of
irsg addichon, and alcoholism

sieohol, drugs of medications, ingluding those taken pursuant 1o 2 vlid

sdical condition”
vy, apeach, b popabrat D

mental iliness, HIV diseass, tuberoul
sehemical substances” is o be construed to include
praseription fow lonithnate smadical purposes and in accordancd with the prescriber’s ciraction.

FOR ALL “YES” RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT YOUR

WRITTEN EXPLANATION(S) OMN A SEPARATE SHEET ATTACHED TO YOUR COMPLETED
APPLICATION FOR REGISTRATION RENEWAL FORM.

1. Doyouhave d medical condition which in any way impairs or fimits your ability 1o oractice med icine with reasonable skill and

safety? — Yes .,,h_u..;;{:..w?’iﬁ

if you have 8 medical condition which in any way impairs of it your ability to practice medicing, is that impairment or
ation reduced or ameliorated because of the field of practice, ihe setting, or the manner iry which you have chgspn i

esr Mes _ No TN

3. you use chem el substances, does your yse in any way impair of fimit your ability to praclice meé%r;ig&wﬁ?& reasonable

skill and safety?  es_A Mo b A

4. Pl you iafied to iniliata he parformancs of public garvice within one yesr after tha date the public service is required to
pegin o satisly 3 reguiremeant of your receiving & inan or scholarship from the federal govemnment 80,3 siate or local

government for your medical education? o Yes ] Mo MAA

5. Haveyou been a defendant in a legal action involving professional fiahility {malpractice} or nhad a professional Habiliy claim
paid in your pehalf or paid such a claim yourself? ves A No

. Have you gvel been investigated for, charged with, convicted of, or plead guiity or nolo contendere to any offense of
vialation of any faderal, state or local law, including any forelgn country, which is 2 misdemeanor, gross rrisreTnsanor, OF
talony, exciuding any ninoy traffic offense {driving Or 0 controt of a motor vehicle while under the influence of any chemical
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing, O
gispensing of controlied substances? , Yes S~ No

7. Have you ever been denied a licansa, permission 10 practice medicine or any other healing arl, of permission 1o jake an
examination to practice medicine or any other healing art in any state, country or LS. territory? .88 Y Mo

3. Have you aver had a medical cense oF cprse 1o practice any other healing arl revoked, suspended, fimited, or resirigted in
any state, couniry oF 1.5, tarritory? , Yas ¢ Ho

g, Have you sver voluntarily surrendered a ficense lo practice medicine or any other healing art in any stale, ﬁﬁ%ﬁﬂﬁ‘;\]{‘f LS.
torritory? Yo Ho

16, Have you ever been denied membership or axpelled from a madical society or other professional maxdiont {:s;’gar;\iaﬁﬁﬁ?
- You Y+

11, Have you aver beert a) notified that you were under investigation for, b} investigated for; ¢) charged with; or d) convicted of
any violation of & siatle, g or regdation governing your practice as a physician by any madical licensing board, hospilal,
madical society, govermmental antity or other agency other than the Nevada State Board of Medical Examiners? |

o Yes X , No

12, Have you aver surrendered your state or faderal controlled substance registration or had it revoked or restricted in any

__Yes fﬁ Mo

43, List afl hospitals where you nave had staff privileges denied, suspanded, fimited, revoked or not renewed by the hospital.
Listany and all resignations from any medical staff in leu of discipiirsmry of administrative action. (Elgase Ngte: Do notinclude
SUSPENSIONS OF rastrictions for fallure 10 oomplete hospital medical records, atlend hoapital depariment or sigif meslings, of
maintain requied maipraciion msurance ) {§ more space is needed, altach a separate sheet)

sading 'Tf‘;agg of Dates of Action
Adeirens Action crom (MoJYr) To {Mo.JYr.)




CHILD SUPPORT STA

Stazse place 8 ehack mark naxt lo ong of tha following statemanis

e

§ am not sublectio a eourt order for the support of a childh

by tam subl sct to a court order fof the support of one of More children and am in comptiance with the order or am in
o with & plan approve by the district attomey or other public agency enforcing the order for the repayment of the
unt owed pursuant lo he order; OR

ey lam subjectica court order forthe support of one of more children and am NOT ingompliance with the prder or
pproved by the distriot attomey of ather public agency enforcing the order for the rapayment of the amount owed
sand tn the ordar,

L3

CONTINUING MEDICAL EDUCATION (CME] STATEMENT

Please place a check mark next to one of the following statements:

i completed a minimum of 44 hours of AMA Category 1 continuing medical education (CME), 2 hours of which
& gt medical ethics and 20 hours of which wers in my 800p8 of practice or specialty, and an additional 4 hours of AMA
mategory cantinuing medical aducation in acts of terrorism, during the past biennial period of July 1, 2003 through June 30,
TO0E;

() | was initially licensed in Nevada during the timne period January 1 2004 through June 30, 2004, the second six

months of the past nignnial period, and completed a minimum of 34 hours of AMA Category 1 continuing medical education
(CME), 2 hours of which were i madical ethics and 20 hours of which were in my scope of practice or specially, ard an
additionat 4 hours of AMA Category 1 continuing medical aducation in acts of tarrorism;

oy twas initially licensed in Nevada during the time period July 1, 2004 through Decamber 31, 2004, the third six
months of the past niennial period, and completed a minimum of 24 hours of AMA Category 1 continuing medical education
{CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice of gpecialty, and an

additional 4 hours of AMA Category 1 continuing medical aducation in acts of ferrorism;

mmmmmmmmm {d) 1 was initially censed in Nevada during ihe time period January 1, 2005 through June 30, 2005, the fourth siX
months of the past mignnial period, and completed a minimum of 14 hours of AMA Category 1 continuing medical education
{CME), 2 hours of which were in medical athics and 8 hours of which were In my scope of practice or specialty, and an

sdditional 4 hours of AMA Category 1 continuing medical education in acls of terrorism; OR

V’f {@) lam axempt from subrmitfing proof of complation of continuing medical aducation {(CME) because { have completed

FOARREREE

7 full year of residency of fellowship iraining during the biennial period July 1, 2003 through June 30, 2005,

» ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS.

. IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD
JULY 1, 2003 THROUGH JUNE 30, 2005, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.

. YOURCOPIES OF PROOF OF CME OR TRAINING COMPLETION WiLL NOT BE RETURNED TO YOU.

{HAVE __ HAVE NOT _ (CHECK ONE)} ACTIVELY FRACTICED MEDICINE IN MEVADA WITHIN THE PAST
12 MONTHS,

Y SIGNING ON THE SIGNATURE LINE BELOW:

| HEREBY REPRESENT THAT | AM THE SERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL

OF LICENSE TO PRACTICE MEDIGINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS | HAVE MADE
HEREIN ARE TRUE;

2y i UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
SLACED A CHECK MARK NEXT TO (a), (b}, OR (€} UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DEMIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: {a) THE APPROPRIATE COPIES OF
sRO0OE OF CONTINUING MEDICAL EDUCATION {CME}, OR RESIDENCY OR FELLOWSHIP TRAINING

COMPLETION; (b} PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (¢} WRITTEN
=Y PLANATION(S) TO ANY “YES" ANSWER(S).

'ﬁ”f Lt

i
e A a1 IM AT ERTARI £




BHYSICIANL & Recaived iy ard
APPLICATION FOR INITIAL RuGISTRATION i -3 i 3 ?i}ﬁ% ) Ligenss Mo,
MEVADA STATE BOARD OF MEDICAL EXAMIN ERS - Fiie Mo
flox 7238 Reno, Nevads 89510 Phone (775} BBE-2553 , ﬁm@gﬁg&%}gﬁ

IOURECOMPEETED APPLICATION FOR

eR. M.D. INITIAL REGISTRATION MUST BE

 URTNEY COVE RETURNED TO THE BOARD OFFICE

T LU —  WITHIN THIRTY (30) DAYS OF RECEIPT,
PLEASE TYPE OR PRINT LEGIBLY

PLEASE PROVIDE ALL INFORMATION AS REQUESTED

55 has changed from ihat printed on the jabel on this form, clearly indicate the change in the space
dicate your current telephone and fax aumbers, B

§ vour namea and/or acdra
it Balow, Also, please |
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indicate below your primary and secondary practice specialties using the following codes:

fﬁ?{}?ﬁﬁ OF PRACTICE CODES

5 ADDICTION MEDICINE 43 NEPHROLOGY 58 PEDINTRIC, SURGERY
3 ADOLESCENT MEDICINE 44 NEUROLOGY 35 PEHATRIC, UROLOGY
3 AEROSPACE MEDICINE 45  NEURO-OPHTHALMOLOGY a7  PEDIATRICS
4 ALLERGY 48 NEUROPATHOLOGY a8 PHYSICAL MEDICINE/REHABILITATION
5 ALLERGYAMMUNOLOGY 47  MEURORADIOLOGY a3 PREVENTIVE MEDICINE
& AMBULATORY MEDICINE 48 HEURQTOLOGY gg  PEYCHIATRY
7 ANESTHESIOLOGY 19 NON-CONVENTIONAL MEDIGINE 91 PSYCHOANALYSIS
5  SLODDBANKING 50 NUCLEAR MEDICINE 97 PSYCHOMATIC MEDICINE
5 BRONCO-ESOPHAGOLOGY 51 MUTRITION 93 PUBLIC HEALTH
10 CARDIOVASCULAR DISEASES 52 OBSTETRICS 94 PULMONARY DISEABES
11 CATSCANAULTRASOUND 53 OBSTETRICS/GYNECOLOGY 55 OCCUPATIONAL MEDICINE
12 CHILD NEUROLOGY 64 ODCUPATIONAL MEDICINE o8 RADIOLOGY
13 CHILD PEYCHIATRY 56 ONGOLOGY 57 RADICLOGY, DIAGNOSTIC
14 CLINICAL PHARMACQLOGY s ONCOLOGY, GYNECOLOGICAL of  RADICLOGY, INTERVENTIONAL
15 CRITICAL CARE 57 ONCOLOGY, HEMATOLOGY 58 RADIOLOGY, NUCLEAR
18 DERMATOLOGY 58 ONCOLOGY, RADIATION 100 RADIOLOGY, THERAPEUTIC
17 DERMATOPATHOLOGY 56 ONCOLOGY, SURGICAL 101 RADIOLOGY, VABCULAR
15 EMERGENCY MEDICINE a0 OPHTHALMOLOGY 102 RHEUMATOLOGY
ENDOCRINOLOGY 81 OTOLARYNGOLOGY 103 RHINOLOGY
FAMILY PRACTICE 52 OTOLOGY 104 SLEEP DISQORDERS
FORENSIC MEDICINE 83 PAIN MANAGEMENT 105 BRORTS MEDICINE
GASTROENTERQOLOGY §4 PATHOLOGY 106 SURGERY, ABDOMINAL
GENERAL PRACTICE 55 PATHOLOGY, ANATOMIC 107 SURGERY, CARDIOTHORACIC
RIATRIC PSYCHIATRY 48 PATHOLOGY, CLINICAL 108 SURGERY, CARDIOVASCULAR
GERIATRICS a7 PATHOLOGY, FORENSIC 108 SURGERY, COLONRECTAL
GYNECOLOGY 58 PEDIATRIC, ALLERGY 110 SURGERY, CRANIOFACIAL
AR TRANSPLANTATION 6o PEDIATRIC, ANESTHESIOLOGY 111 SURGERY, GENERAL
HEMATOLOGY 70 PEDIATRIC, CARDIOLOGY 112 SURGERY, HAND
HOMEOPATHY 71  PEDIATRIC, CRITICAL CARE 143 SURGERY, HEAD/NECK
HYPNOSIS Yo PEDIATRIC, EMERGENCY MEDICINE 114 SURGERY, MAXILLOFACIAL
IAMUNOLOGY +3  PEDIATRIC, ENDOCRINOLOGY 115 SURGERY, NEURDLOGICAL
INFECTIOUS DISEABES 74 PEDIATRIC, GASTROENTEROLOGY 118 SURGERY, ORTHOPEDIC
HFERTIITY s  PEDIATRIC, HEMATOLOGY/ONCOLOGY 117 SURGERY, PLASTIC
TERNAL MEDICINE Y6 PEDIATRIC, INFECTIOUS DISEASES 118 SURGERY, THORACIC
LARYNGOLOGY 77 PEDIATRIC, INTENSIVIST 410 SURGERT, TRANSPLANY
LEGAL MEDICINE 78 PEDIATRIC, NEPHROLOGY 120 SURGERY, TRAUMATIC
VATERNALFETAL MEDICINE 78 PEDIATRIC, NEUROLOGY 121 SURGERY, URCLOGIC
MEDICAL ACUPUNCTURE a0 PEDIATRIC, OPHTHALMOLOGY 127 SURGERY, VASCULAR
MEDICAL ETHICS 51 FEDIATRIC, PHYSIATRY 124 TOMCOLOGY
MEDICAL GENETICS a2 PEDIATRIC, PULMONARY 124 TRANSPLANTATION
NEC/PERINATAL MEDICINE 21 PEDIATRIC, RADIOLOGY 125 URGENT CARE
NEOPLASTIC DISEABES 84 PEDIATRIC, RHEUMATOLOGY 126 URCLOGY
Code Lode

o Beana of Practics 3:% *3“ . sacondary Scope of Eractice _
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»g oF words nave these

ywing questions, these phri

Eor the purposes 0f the
meanings:

s Ability to practice medicine” is to be construed 10 inciuds all
+ The cognilive ooty 1 sake appropriste chininal dings
: il developments

2 The ability o communicats those edgmands o i e
e use of aids of davices, such a8 voige ampifiers] and
a4, The phy ieal capability o parforn madical task
s ng cofraciive lenses of nearing a

of the following:

easonad medical judgments and 1o leam and keap

e

A infornation 1 patients and wiher haalthcare providers, with of without

ok as physician axarmination and surgical procedures, with oredthoutthe use

“sgedical condition” includes physiclogical, mental 0f paychological conditions or disorders, such as, but not fimited to, ortl
ion, speach, haarig, oen mral palsy, eplepsy, musoutar dystrophy, multipls sclarosts, canoal, haart diseass, diabeles, amnotonal of
ial Hinass, MV diseass, oreuiosis, grug addiction, and sieoholisn

s hemical subsiances” is o be construed to include aleohol, drugs of me

stiong, ncluding those taken pursuant 10 8 varlich
siption for legitimate medical purposes and I accordance wil

th the prasoriber’s diraction.
FOR ALL "YES” RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR INITIAL REGISTRATION FORM.

impairs or Himils your ability to practice m adicing with reasonable skil and
Yes o No

[UR——— TN A

T B

1, Doyouhava d medicat condition which in any way
suiety?

a medical condition which in any way impairs of limils your ability to practice maedicing, is that impairment of

2. if you have
e of the field of practice, the selting, or he manner in which you have chosen o

imitation reduced of amalioratad becaus

oractice? S Yes VW No __  NA
3. W you use chemical substances, does your use in any way impair or Himit your ability to praclice medicine with reasonable
Slendsalety? Yes v ” No NIA

led o iniliate the parformance of public service within one year after the date the public service is required o
oan or scholarship from the federal government or @ state or local
_Yes g No _NIA
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4. Have you fal
begin to satisfy a requirernent of your recelving a !
@;}i}ﬁ?}f{%?’ﬁﬁﬁ? fow youry medical aducation? e

volving professional Lahility {ma&;ﬁzra@ﬁge} ar had a professional bty clairn
vey b

J

5. Have youbeena defendant in a legal action irs
paid Iy your nehalf or pald such a camyoursel? T
5. Have you ever been investigated for, charged with, eoavicted of, or plead guilty or nolo contendere to any offense or
violation of any federal {including the 15, Miitary), state of aeal law, including any foreign country, which is & misdemeanor,
gross misdemeanar, eourt martial or felony, excluding any minor traffic offense (driving or in conirot of a motor vehicle while
. the influence of any chemical substance s not considered a minor iraffic offense) or which is related to the manufacture,

tribpution, prescribing, of dispensing of controfied substances? e Yes T

7. Have you ever been deniad a lcense, permission 1o practice madicing or any other healing arl, of perrnission to take an

axamination to practice medicine or any other neating art in any state, country of U8, tarritory? _es T <
3. Havayou everhada medical license of ficense 10 practice any other healing art revoked, suspended, limited, of restricted in
any state, couniry of Us tertoy? T Yes 7 NO
9. Have you avel volniariy surrendered & license to practice medicing or any other nealing art in any staie, country or U8,
territory? Yes s Mo

16, Have you sver neen denied mambarship of gxpelled from a medical society or other professional medical organization?
e

11, viave you aver been: a) notified that you were under investigation for; b) investigate for; ¢} charged with; of ) convicted of

any viclation of a statute, rule of regutation governing your practice as physician by any madicat icensing board, hospital,

madicat soclety, governmental antity or other agency aj;@{gig};;ggi?;@ %&%ﬁag@ Siate Board of Medical Examinars? ,
=GR W = B R Yesg ﬁ*&ﬁ
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12, Have you ever Ui
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ndered your state or federal controbar a&%@sﬁﬁ;eg;mraﬁm or had it revoked or restricted i any
way? . ' -

Yag ¥ No
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woked or not rancwed by the o
raacton. (Plaass

s

b5 %g:sﬁaﬁiaﬁ,%irﬁ
e of iplinary of administs M
spital medical records, attend hospital department o

wilude
aff reetings, o

iong oF 78 sns for fallure

{315 A4E T RSO ILASS

roguirad malpractice insurance). _Y
sailing Type of Datas of Action
Address Aot From (MoJYr) To {MofYr.)

Hospital

....,ﬁ.v.-...»-N.wV..,..-..;.,..A.”..~.»,«ap.,ﬂ.vﬂ..w*,wﬂ,w.‘.w»ww ,,,,,

{if mors space is needed, attach a separala sheel)

CHILD SUPPORT STATEMENT

please place a check mark next to ona of the following statements:

=
________ Y (a) lam not subject to a court order for the support of 3 child;
(b} tamsubj ect to a court order for tha su pport of one oF More children and am in compliance with the order or am in

‘;5;2:}%{%5{?&;1{;& with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the

amount owed pursuant 10 the order; OR

{c} lamsubjectioa court order for the support of pne or more children and am NOT in compliance with the prder of
{ of the amount owed

SR

a plan approved by the district attorney or other pblic agency enforcing the order for fhe repaymen
pursuant o {he order.

BY SIGNING ON THE SIGNATURE LINE BELOW:

1) IHEREBY REP RESENT THAT | AM THE PERSON NAMED IN THIS APPLICATION FOR INITIAL REGISTRATION OF
LICENSE TO PRACTICE MEDICINE 1N THE STATE OF NEVADA AND THAT ALL STATEMENTS HAVE MADE

HEREIN ARE TRUE;

2y 1U NDERSTAND THAT THIS APPLICATION FOR INITIAL REGISTRATION WILL BE DENIED IF LHAVE NOT
pLAGED A CHECK MARK NEXT TO (a), (b}, OR {c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WiLL BE DENIED IF | HAVE HOT
ANSWERED ALL QUESTIONS THEREON ANDIOR ATTACHED THERETO WRITTEN EXPLANATION(S) TO ANY

“yES” ANSWER(S).

oF : £ s

F ' fng;?i? ~ J— ) B . i SRR s

Date/ /' Grature (SIGNATURE STAMP UNACCEPTABLE) :
RECEIVED
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NEVADA STATE HOARD OF
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4. Telaphone Mumber { Ty LHE -7 3P S _ Foyx Murnbet (Feiy SFr-2 33 -
{fles Homg
Fo g SR o S s e o R e
5. Date of Bl {7 73 PaonofBrh A KL
6. Ciizenships 1.5, Gitizen wng% Aflern Regisiration # Emptoyment Authorization#

Submit a gertiffed copy of birth certiffieate of original Certificate of Mafurehzation or current L8, passport or copy of the fromd
ang back of your affen rugistration card, Emnployment Authosization or Vise. Fleasg pate Copy of docnent aulhorizing a nams efngs
{marringe Hoenss, diverce doacree, sic) must be inpiuded.

”f " .sﬂ"'-' i ]
7. Social Securlly NUmBet . - Halght ,é_ Ei_ Waight ___;i_%jw Coor of Byes M:_j»f_jf_ f___ e Color of Halr ”’i‘iﬁﬁéﬁ_"w}_ﬁ

For the purposes of the following guestions, these phrases of words have these meanings:

*Ability to practice medicing” s 1o be construed lo include ail of the following:
+, The coprifive capadity | make approprizte dinical diagnoses and sxercise repsoned medical judgments argt o leam

dovelopments;
% Thoe ahiiy i eommunicats thoss judgments and medical information o patients and other eaith cars providers, withor wilhout e use of pids or

devices, such 2§ voice ampiens; and
%, The physicst capabiity fo parfor madical maks guch a8 physician avarrinaiion and swgiosl arocadures, witl or without e use of aids of

dovions, such 88 comactive tenses of haaring alds.

anel keep shreasiol eryactiond

ssiedical condition® incudes physiclogical, mental of paychological condltions of disorders, such as, but not limited fo, orthopedic, vision, speech,
hearing, carebral palsy, spilepsy, muscular dysirophy, snuttiple solamsts, cancer, haart disesss, diabetes, emotonal o mental finess, HiV diseass, fuberouiosis,
drg mddicion, and atesholian.

sehamical substanges”islobe construed to include aloohol, drugs of medications, including ihose taken pursuant 03 valid prescription for legitimate
msdionl purposes and i acoordance wilh the prasuribers direction,

FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT
YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO
YOUR COMPLETED APPLICA TION FOR LICENSURE FORM,

& Dovouhavea medical condiion which In any way ympates or Emils your ability o practica medicine with reasonable skill and safely? #‘/
Yas ¥ Mo

4, Hyouhavea madical condiion which i any way inpairs or Hemits your abifity o praciive medicing, s that bnpalement o Smitation ratugad oF amefiorated
narsuee of the fiald of practics, ihe selting, or the mannes n which you have chasen tr practiva?
Yas ¥ Mo RHA

16, i you use chandeal subslances,
Yag ¥ MO A

doss your use i any way irmpair o lmil your ahilty lo practics medicine with reasonable si and safely’?

1, s vou falled o initiate the performancs of public servica within one yaar affar he dule e publicsendce s reuired fo bagin o satiafy a raquirernent of
oiF spceiving 2 {oan of scholarship from e fadaral government of a sialg of looat goverrsnant for your medical sducation? f
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e
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wniving professional Habilily remipractioa) of had

; it Hability chalm pald in yout hohalf ¢
1 MUET COMPLETE FORN B AND FORMS Vog &
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ot hean 3 defendantin 2 g
yoursalf? { i AMBWER S

1. piwve you aver bean invas stedd for, charged with, convictart of, or plead ety of oo contendare o anyolfenss or viclation of aoy fadenal fchuding f:S
t any foraign couniey, which is o misdemaanor, gross reisderneanay, courmarniat, of fatnny, sachuding any ooy e

sy o o confrot ol @ envtoy valvicle whilis under the intiuance of any chemical substance s not considered aminos frafiootfonse)or for any &gﬁﬁﬁ

¥ Shh 45 i i
wenieh Is relatad o the 10 e marniiacking, ietribution, preseribing, of diapsnsing of eontroliad substances? e L R
14, Have you previously apptind for medical Hoansure in Nevada fnchuding 8 rasicency program)? T L s PG

15, Lt ramas and addrasses of 2l madical schools attended. HAVE EACH MEDIGAL SCROOL BUBWT AN OERICIAL TRANSCRIPY DIRECILYTO THE

H{ARD.
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(Al information st hagh on the application, if more spoe s npaded, B

18, Doctor of Medidne Degres granted by,

sadicatl School Nape Sy Stale sxact Dale of hsuance
e , i, s ; . >
..... S bearyes Ve véers ;f‘}f f;fﬁ#ﬁgggﬁgf 0¢/ sésff qo00
§F. Ligtal ACGME™ approved graduats r&aﬁ%zsai soucation vou have racaived 58 an dem o coatdent in the Unitad Stales of Canada.
* pepreitation Goundl for Siraduate Medieal Education
Pogtgradusis Hospitalf CltyiSiaie Type of figtes of Atlendance
Your nadution Spechalty From Me v} To TEE AR
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(Al information rmust bagin on he appiication, if mors space is neaded, ploase altach separats shaet}

1q, Have any scions, sustrictions, nitatons, of probations svay boon imposed O you while participating In any hpe of galning program? S
af *vas,” attach explanation on separte shest) B vas b Mo

A e R
na, i you graduated roma madical school located mdside the United States of Americs or Canada, listyour ELFMGE si? e ? éf - 5 ﬁy J ;E

2 For each of the Dflowing ficensing exarminations, st e tncation, parts and dates takers, and scores oblained, {5l ts aryy fafieg e rinntiengs
eoE BACH EXAN TAKEN, HAVE CERTIFICATE OF SCORES SUBMITTED FROM THE TESTING ENTITY DIRECTLY TO THE BOARD OFFIGE.

i
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Location Fart Taken Drate BdoiYY} Resulls (Soves)




5, FLEX {Federation Linanaing Eraminabonk s INCLUDE ALL INEDFRMATION ERTAING TOANY M

LEDE fa;iw%ii‘iﬁii{ S ’%

Loouton Part Takan Thate (Mol Beaulis (Soores)
NMECEIVED
AUG 17 2004
2 USMLE {United States Racionl Llicansing Eyaminalion): (ALSG NCLLGE ALL INFORMATION PERTABING TO ANY AND ALL CAILED EXAMMATIONS)
Lo Frart Taker 5};&23 A0YT) Remils (Soonee)
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x 19/48 i1
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[176)

al 146

ﬁ?‘%’f AND ALL FAILED EXAMINATIONS

Daln (Mol Sasults (Soores)
5. Stale Wriilten Sxamination;
Location Par Takern Date Moy Hesults (Soores}
¢ oPEX {Special Purpose Exarninabony
Location Sart Takan Date doin Rasulls Seoves)
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4. Listany and all cortificatons and re-certifications by a board

Specially Board Carlification #

or sub-board recogrized by he AMERICAN BOARD OF WEDICAL SRECIALTIES.
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Al information must begin on the application, If Mo Space in neaded, please altach saparate shaal}

st balow the raguasiad infornation fo mit hospilats i which you ARE, OR HAVE EVER HEEN 5 siaff member ai any level during the last ten years. i
none, pieass indicate. Do not iUk Eﬁﬁﬁéﬁb?ﬁﬁiﬁ%&@.ﬁi@iﬁﬁ%ﬁiﬁﬁﬁi&%ﬁ@a

,,,,,,, Lt

fratps of Agpoirdment
siempital Complete Mailing Address From (MoJYr} To (MoJYr)

Mone.

P s

(Al information st hegin on he application, if mons Space is nasdad, please attach separale shesal)

wn. Listany s all Hoonges anchuding Faining seenses and permils) YOU HOLD O HAVE HELD pracion medicing in any sials, lerdiory oF sesaniny.

Sigted Tanibay Drates of Pragics
Country Licsnse # Diate of ssuance Erom (Modvr) To oAl

Neviok LLsRBR NL-0l-0] Y ?g g/ :w;fffg v

(Al indormation must begin on e spplication, if more space i neaded, please attach separats sheel)
o7, Have vou sver been denied 8 loanse, permission o practcs medicing Of any aiher healing sl of parmission 1 lake an exarination o praclios meciicing
ar any oihar healing art in any atats, country or LB, teritory? (f "Yes," attach explanation on saparate sheal j I £ e Mo

up, Haveyoueverhada medical icense or ioense & practios any other naaling art revokad, suspanded, lmitad, or restricted In any sials, couniry OF LS.
weritory?  This doss not inclugde lapsed of non-renewed ficanses {f *ras,” attach sxplanation on separale ghesel} . Yes L7 Mo

Have vou aver voluntanty surenderad & ficenss {o praciice medicine of any aifser heating ant in any state, eounty o U.S. tarritory’?
5 does not includs lapsed of non-renewed licenses, i ves,” altach pxplanation on saparate shest .} Yas v No

30, Have you ever been denled mambership of expelied from a madical society or other professional medical organization? - Yo i Mo
a4f “vas,” attach explanation on separals ghaat )

T4, piavs you avar beent 2} nofified hal you wars under nvestigation for; b) investigated fon ¢} charged with; o) cernvictad of any violalion of 2 shatule, e or
rapalation cvarning your pracive g gay%ggag_ﬁzyﬁ%y mgﬁmi licensing board, hospiial, rmeclleat socety, govarnmental entityor ainer agenoy cherihan e
‘evada State Board of Medical Exgriners(y 12 | g

e et

a4 "vas,” attach sxplanation on soparaie shest .} Yoy 7 Mo
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controlled substance reglstration of el it rewvol tricted n any way?
f “yas atladh soplanation S shgal}

a7, biave you aver surrandarsd your stata o

alt fosplisly whars you S Bt st priviiages deried, suspandasd, imites, sorvokad of not renewed by ihe hospitsl, Lstany and shrasignations from

ciend staff i s of dlsciplingry of adeniriatrative scion. (Blg s Moes Donot includs suspensions oF restrioions for falre 1o cormpiate hospitad srvctieal
ar rmakntain regquiretd galpraciics nsuranta b

§ fiates of Aclion

rets, attend hospital depariment of gl mestings,
Bading Py of
Hoseital Agddross Action Erom (Mof¥e) To{Modvr)
£

st A T

A Irdorrnation sreist bagin on e appiication, i more space i paedad, pleass atlach separats shes

CHILD SUPPORT STATEMENT

v of the stats of slevads ragquires Tt sl appicants for s of 3 ioenaa ha reauirad provide he fotiowing nformation sonoarning he
b of 5 chilld, You are achvised that this questions 18 part of your appiication, your rasponsa is ghven under oath, and any rpsponse nerito whith is
e, Fraudutend, rristeading, inagourale of mcomplete, may result i your application baing carded. You must mark one of e following respongss, and
et vk one of tha FERDORSES MY sasull In caniat of your application.

Plaage place 3 chack mark naxt o one of tha following statements:

/

- j () tamnot subdect o a coyrt order sy the supportof & child;
o my tam subject to 8 court nrrer for the support of one of moTe chitdren and am i complisnce with e ordar or am in compiiance with @ plan
approved by the cistict attorney of oher public agency anforcing s ordar for the repayment of the amount owad pursuant 1o thy organ; O

wore chitdren and am NOT complianon wifl e order or & plan approverd by e distict

______ it} lamsubjeciion coutt orcer for tha support of ong oF v
sitorney of ofher mublic agency anforcing the order for e rapaynent of the amont owed pursuant ke e ardar.
*i; L / y
i, o1 LV g v being duly swom, depose and says
o as well a5 any and alt further sxplanations sorviained on ANy

E L 2 - 5 - = »
That e answars o the forencing questions and siatements mads in the ahove applicatiol
separats attached pages o i and correct, tat | amthe parson rarned in e orecentials o be subrstied, and that the same were procuved i fha raguiar
conrsa of nstruciion and axsrrination without fraud o risrepresentation. | understand that if any of my rasponsas on this application ars iaise, Faudulant,
islending, nsoourste, o nearnpiete, My appiication for licensure will he denied.

/
o e 5 /TY 2%
7 {digrature of applicant) [ datg)
& i
4 o7 / yA
Srate of Jiﬁf {ffi _ County of ! ,»*;:é‘“f F - .
(NOTARY SEAL) -
subscribed and swom o before me is ol o, dayof

e Py ; ¢
/7 Vine ke 2. Qf&f v .
=y A R
By: AT f;‘ e
4 F e Py
stotary Public for the Stale of A=A ﬁ}if*’@'
&
wy Commission Expiras: ﬁ%f’:éf?.ff gf '
L s y
Residing at__ oL@ I ffﬁ%ﬁ”’ 4 f;ﬁ/f

P A vy
7 i A e

Signaturs of Notary:

PAGE -5-N W




MEGATIVES AHD FIGITAL PHOTOS
SEPTABLE.

{ nereby cortify that the atached photogeaph is @ frue dkeness of rvself taken within we lant sixiy (60) days.

it

iy o T




Fate RecepEEB®Y v/ £ 1)

EGISTRATION RENEWAL A —
A LIMITED LICENSE APD 9 1 0
ARD OF MEDICAL EXAMINERS APR 20 2004 frono. o

yh et soarerer
MEDICAL EXAMINERS

. YOUR LICENSE WiLL NOT BE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON
THIS APPLICATION FOR REGISTRATION RENEWAL FORM.
YyOU MUST PROVIDE WRITTEN ,%ﬁ%ﬁ&?iﬁ%ﬁ FOR ALL QUESTIONS ANSWERED “YES.”

.....

ann, Movada ags10  Phone (F75) (88-2550 i or

expiras: 08/ 2004

NY 80144

PLEASE TYPE OR PRINT LEGIBLY
PLEASE PROV DE ALL FORMATION AS REQUESTED

i your narme andfor addrass has changed from that printed on the 1abel on this form, clearly indicate the change in the space
provided nelow. Also, please ind icate your current telephone and fax aumbers. [Pleasenolg: a notarized or certified copy of

the document authorizing your name change {marriage license, divorce decres, et} mustbe nchuded.]

Hama
Street , -
Gy County - State Zip

phone Number, _ Fax MNumber

E5§i§§fiﬁfis‘§§§f§§§§f§§§§£§§3555!5?3f?iiﬁfi?;‘ifif33fﬁﬁﬁﬁifs’é’;?ii55fHiﬁ‘fiﬁfﬁ1f§fz‘ﬁf5?5!555;‘5};‘fs’iﬁs‘i5§$i3§5§§$!§§}5§?i!z’ﬁfis‘fififf????Hﬁéﬁ5S$§§§§§Sf§§§5§§s’ﬁﬁﬁﬁ§§55§¥£§f§§§§§§§?
i

THIS PORTION OF THE APPLICATION FOR REGISTRATION RENEWAL
iS TO BE COMPLETED 8Y THE DIRECTOR OF MEDICAL EDUCATION
FOR THE RESIDENCY PROGRAM |

. /472

€

. DE. Mt St . HE
Hesidency Program and Fiald of Training

s gl /AL gt 2, e P LAL L S5 MY $2/02
Fesidency Program Address ’
o/ Jns = b/ 30/0%

Dated Fraining Begdn and Ended

/7
Wionths of Accreditation Coundcil for %mds}aiﬁ Madical ?Eﬂ?ﬁ%ﬁﬁi‘i {ACGME) Cradit Received

& - & ;;; . E o 3‘
Gt & A j i’?““’?:“ S f *"::’“wwwgf 5

Tniicate Quality of Resident's Worl

ave been conducted on 3}3%3 rasicent's

Dlegse indicate if any actions, resirictions, yvitations, probations, of hearings b
YE MO A

performance during the past year. YES
{F ANSWERING “YES” PLEASE ATTACH EXPLANATION ON A SEPARATE SHEET)

| hereby certify that the information | have provided hereto for the above-named resident is accurate, 1, a8 Director of
Madical Educalion for tha Residendy Program, recommend this resident 1o continue in the ahove-named residency program.

AT o
Signature of i}%ggﬁﬁ@}?’ Madical ducation for the Above-Named Residency Program

fan o SLSSEREPT AR B




THIS PORTION OF i APPLICATION FOR RE RATION RENEWAL
1S TO BE COMPLETED BY THE RESIDENT RECE!
Ll PR il B

VED
Eor the purposes of the following questions, these phrases or %@ﬁggﬁ fafa%% these
meanings: A 4
REVADA 5T

“Ability to practice madicine” is o be construed to indlude all of the following: M
"4 The cognitive capacity fo make appropriate clinical diagnoses and averciss reasonad madical judgments and to tmsms and kaep
ahraast of madical deveiopmanis

2, The ability W0 communicate those judgments and sacioal
ihe usa of alds or devices, such as volce amplifiers; and

4. The physical papabiiity io parform madical ks such as physician sxamination and surgical proceduras, withorwithout the use
of alcls or devices, such as corractive jansas of rearing aids.

information fo patients and other health care providers, it orwithout

such as, but not fmited 1o, arthopadio,

sadical condition” includes physiological, mentat of psychological conditions of disorders,
dinbatas, amotional of

a1, spaach, nearing, cerebral palsy, apilepsy, muscular dystrophy, muitiple seiarosis, cancer, hoart diseass,
montat liness, HIV diseass, wberculosis, drug addiction, arwd alcoholiam.

sphamical substances” is fo be construed to includa alcohol, s:imgsé or medications, including those taken pursuant o a vaiid
praseription for Yapitirente madical purposes and In accovdanos with the §¥$§?QF§§3&“$ dhiraction,
FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM.

4, Doyouhave a meadical condition which in any way impairs of limits your ability to practice medicine with reasonabile skill and

safety? Yas hig
2. ¥you have @ medical condition which in any way impairs or limits your ahility to praciice madicing, is that impairment or
imitation reduced or ameliorated because of the fleld of practice, the seiting, or the manner in which you have chosen 10
practica? o Nes No e NIA
3, you ysa chemical substances, doas your yse in any way impalr or limit your ability to practice medicine with reasonable
skill and safely? Yas No
- < NIA

to the performance of public service within one year after the date the public service is raquired 10

4, Have you failed to initiat )
hegin to satisfy a requirement of your receiving 8 loan of scholarship from the federal government or a state or ooal
Vel :

government for your medical education?
v Mo NIA

8, Have youbeena defendant in a legal action involving professional liability (maipractice) of had a professional llabiity giaim
paid in your nehalf or paid such a claim yourself? Yas T

§. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense of
vietation of any federal, state of iocal law, including any foreign country, which is a misdemeanor, gross misdemeanor, of
falony, excluding any minor iraffic offense (driving or in control of a motor vehicle while under the influence of any chamical
substance is not considered a minor traffic offense) or which is ralated to the manufacture, distribution, prescribing, of
dispensing = of controlied substances?
Yas ¥ No

7. Mave you sver been denied a license, permission © practice medicina or any other healing art, or permission to taks an
sxamination to practice madicine or any other healing art in any state, country of U8, territory? ves o Ho

adical icense or license to practice any other healing art revoked, suspended, limited, or rastricted in

8, Haveyoueverhadam
_Yes__y Mo

any state, country of 11.8. territory?

o, Have you ever voluntarily surrendered a license to practice medicine or any other haaling art in any state, souniry or U5
Yas | No

territory?

10, Hava you sver been denied membership of axpeiied from a medical soclely or other professional medical iﬁfgﬁﬂf}fﬁﬁﬁﬁ?
Yes v Mo




you were under investigation for; by inv for: ¢ charged with; or d) convicted of
b, yuils of 1 Hon goveming your pr tice as a physi any madical licansing poard, hospital,
anlity or other agency other than the Nevada State Board of Medical Examiners?

ves v HNo

AT [P, M

3, Have you aver surrenderad your state or faderal controlled substance registration or had it ravoked or E‘%ﬁi?iﬁi&%}ﬂ any
Yas w7 No

wayT
13, List sl hospitals whers you have had staff privileges deniad, suspended, fmited, revoked or not renewed by tha hospital,
ny and all rasignations from any m edical staff in lieu of disciplinary or sdministrative action. (Please Nole: Do not include
suspensions or restrictions for failuras to complete hospital medical records, attend hospital department or staff meatings, of
maintain required malpractice insurancel,

Mailing Typa of Dates of Action
Hospital Address Action From (Mo./Yr) To (Mo.f¥r)

0E O E R
A U oo SR el I

APR Z ﬁgﬁ%

MEVADRSTATE BOARD o

MEDICAL EXAMINERS

{if mora spaca is needed, attach a separate shael.)

ploase place a check mark next to one of the following statemenis:

e
. ‘if {a) tamnot subject to & court order for the support of a child;

by tam subject to a court order for the support of one or More children and am in compliance with the orderoramin
compliance with a plan approved by the district attormey or other public agency enforcing the arder for the repayment of the

amount owed pursuant {0 the order; OR

ey tam subject to a court order for the support of one or more childran and am NOT in compliance with the order of
a plan approved by the district attorney or other public agancy enforcing the order for the repayment of the amount owad
pursuant to the grder. ,

BY SIGNING ON THE SIGNATURE LINE BELOW:
1) 1HEREBY REPRESENT THAT 1 AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL

LIMITED LICENSE 7O PRACTICE MEDICINE AS A RESIDENT IN THE STATE OF NEVADA AND THAT ALL
STATEMENTS | HAVE MADE HEREIN ARE TRUE;
2} 1UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WiLL BE DENIED IF | HAVE NOT
SLACED A CHECK MARK NEXT TO (1), (b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND
4y | UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO WRITTEN EXPLANATION(S) TO ANY
“YES" ANSWER(S)

P

L . f ! . .f'?
# o F i - B :
fi// ; S f & ‘

:za;;é 7 e (SIGNATURE STAMP UNACCEPTABLE)




© et TRESLERVERE LY BRI

w

APPLICATION FO REG TION RENEWAL

FOR A LIMITED L{JNSE
-ATE BOARD OF WMETHCAL EXAMINERS 0 DO e -
Rono, Nevads 80810 Phone (775) 688:2559 {For Board Use Joly) S

YOUR LICENSE WILL NOT BE RENEWED UNLESS YOU ANSWER ALL, QUESTIONS ON

THIS APPLICATION FOR REGISTRATION RENEWAL FORM.
YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS ANSWERED “YES.”

M.D. RECEIVED
5 Courtney Gove VE LS
s Vegas NV 89144 MAY 10 03

NEVADA STATE BOARD. OF
HERICATERAMINERS

S ~PLEASE TYPE OR PRINT LEGIBLY
PLEASE PROVIDE ALL INFORMATION AS REQUESTED

anged from that printed on the tabet on this form, clearly indicate the change in the space
provided below. Also, please indicata your currant telephona and fax numbers. [Please note: a notarized of ceriified copy of

e document authorizing your nams change (marriage license, divorge decres, ate.) must be included.]

if your name andior address has ch

Name |18y =rZ 7

b .

Syeet IPSAS Laws fﬁv’;{? L e _ —
o I __County_ State_ Zip,

phone Number . , Fax Mumber

5555555fﬂiﬁ;f?é;i?ﬁ?ffff!iﬁ?ﬁ?ffﬁéiﬁ SR §i§§i§$i§§§§§i§£§i§§ﬁ§f!iﬁi??f{ﬁéifféé}ﬁff fﬁﬁf}fi5f:‘é’iﬁfz’iiﬁfiﬁﬁﬁﬁﬁiifSiﬁﬁ5555fg‘iﬁé§f$§§§3§§§§§§§§§§§§55§§§$

H

THIS PORTION OF THE APPLICATION FOR REGISTRATION RENEWAL
1S TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION
EOR THE RESIDENCY PROGRAM

VP Ly Ada ST DF CP Ly ey z?%/fﬁ; s/

Hasidency Program and Field of Training
o 2 3 o et ey v g R S ; I S
ApvD (L L fﬁfz”f?ﬁ’—’ésiﬁ’.’%f@;i} Fegd  STE 200, JAS YerasS M Y O
Beeidency Program Address ’ <
s
5‘?!{*}” 4/ 203

Baise Fraining Began ‘and Ended

[
Wionths of Accreditation Councit for Graduate Wiadical Education (ACGME]) Credit Received

H

S e A

hdicate Quatity of cesdents Motk =

please indicate if any actions, restriclions, ymitations, probations, of nearings have been conducted on this, rosicent’s
. g‘s J,.f‘

performance during the past year. ¥ _ NO_ e
aF ANSWERING #yES,"” PLEASE ATTACH EXPLANA TION ON A SEPARA TE SHEET.)

R

i heraby certify that the information | have provided hereto for the above-named resident Is accurate, |, a8 Director of
Medical Education for the Becinanm: Deanram. recommend this resident to continue in the ahove-named residency program.

DINDD

Dpje 'ﬁ'égﬁaiu{}ﬁff Pirector of %5&36%&:%& Education 1o the Ahave-Mamed Residency Program
d (SIGNATURE STAMP LUMACCEPTABLE)




P g W LWL B LS FrLEEL FRESRTEDE FOMT FIRATE FRSIYE FE AL

DENT

g FEay PSR E IV IR W

T | 1S TEmBE COMPLETED BY THE REg

© For the purposes of the following questions, these phrases of words have these
meanings:
" Ability to practice madicine” s to be construed to include all of the following:

1. The cogrilive capacity 1o ks appropitale ehinical diagnioses and axorcisa reasoned medical judgrnents and o leam an keah
abreast of medical develonments

5 Tha ability to communicals those judgments and madicnl information o patients and other hesith core providers, with of without

the use of aids or devices, such ag voics amplifiers] and ‘ »
4, The physioal capahility to perform medical asks such a5 physician examination and surgical procedures, with orwithout the use

of aids or devices, such as corractive lenses of heaing aids,

ssaadical condition” includes physiological, mental of psychologicat conditions of disorders, such as, but notlimited to, orthopedie,
Jision, speech, hearing, cersbral palsy, epilepsy, muscular dystrophy, muliiple sclerosis, cancer, heart disease, diabetes, emotional o
mental Hness, HIV direase, bberulosis, drug addiction, and sfeoholism,

se>hamical substances’ is to be construsd ig include alcobol, drugs of medications, including those taken pursuant to a valid
presoriplion oy legitimate madical puyposes and in socordance with the prasorbers divection.

FOR ALL "YES” RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST

SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM.

i, Doyouhavea medical condition which in any way impairs or limits your ability to practice medicine with reasonable skill ard
safety? L No

2. Hyouhave d medical condition which in any way impairs or limits your ability to practice medicing, is that impairment of
firnitation reduced of amaliorated bacauss of the field of practice, the setling, or the manney in which you have chosen o
practice? L Yes __N/A

RN A

3, if you use chermnical substances, does your use in any way impair or fimit your ability o practice medicine with reasonable

skill and safsty? Yes_ 7 No

e

4. Have you failed 0 initiate the performance of public service within one year after the date the public service is reguired o
begin fo salisfy a requirement of your raceiving & loan of scholarship from the faderal govemment of state or local
goverpment for your medical education? o Yes

T/ No NIA

5, Haveyoubeend defendant in a legal action involving professional liability (malpractice) of had a professional liability, chaim
paid in your behalf of paid such a claim yourself?  Nes 4 Mo

A, Have you ever been investigated for, charged with, convicted of, or plead guilty of nolo contendere to any offense of
viclation of any federal, staie of iocal law, including any foreign country, which is & misdemeanor, gross misdemeanor, of
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the influence of any chemical
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing, of
digpensing ¢ of controlled substances?

P

ves ¥ No

Have you ever been denied a license, permission © practice medicing or any other healing art, or permission o tﬁj{,s ¥

xamination fo practice medicine or any other healing artin any state, country or U.S, territory? . Yes Mo

i
H
o

5. Have you ever had a medical license or license (o oractice any other healing art revoked, suspended, limited, or rostriptad in
k Mo

any state, country of LLB, territory? o Yes n
3, Have you aver voluntarily surrendered a license (o practice medicine or any ather healing art in any state, mgmirg}g LB,
territary? . Yes Ne

101, Have you ever been denied membership of axpelled from a medical society or other professional medical organization?
Yes w7 Mo

iR




o+ EAY VI

e B E ed B G RREREE 48 F aed =.i_>:§'€.:§4:§-=4‘§ B opEt g o g EEEY
tion governing your practice as a physt
other agency olher than the Nevada Sial

i e S

341

raadical sousty, Efi}%i*-i’s'ii'ﬁfﬁﬁiﬁi and

flad subsiance registration or had it revolked or restricted in any
Yes_ 7 Mo

17 Hiave you aver surrendered your state or foderal conlro

b S
49, List all hospitals where you nave had staff privileges denied, suspended, smited, revoked or not renewed by the hospilal,

istany and all r signations from any medical staff in lieu of disciplinary o administrative action. (Pleage Note: Do not include
sions or restrictions for faiure to completa hospitat medical cacords, attend hospital department or siaff meetings, of
maintain required malpraciice nsurancel.

i

Mailing Type of Dates of Action
Hospital Addrass Action From (Mo./Yr) To {(Mo.JYr)

{If mors space is needed, attach a separals sheal}

CHILD SUPPORT STATEMENT

Pipage place 3 check mark next to one of the following siatemanis

-

P
i~ (a) 1am notsubject to @ court order for the support of @ child;

. {py lamsu bject to a court arder for the support of one of more children and am in compliance with the order or am in
compliance with a plan approved by the district attorney or other public agancy enforcing the order for the repayment of the
g [ ey

amount owed pursuant 1o e order; OR

i

r the support of one or more children and am NOT in compliance with the oroer o

oy lam subjectica court order fo
g the order for the repayment of the amount owed

55%5:?” approved by the district attorney of other public agency enforcin
pursuant 1o he order,

BY SIGNING ON THE SIGNATURE LINE BELOW:
i HERERY REPRESENT THAT | AM THE PERSON NAMED IN THIS APPLICATION EOR REGISTRATION BENBEWAL

0OF

LIMITED LICENSE TO PRACTICE MEDICINE AS A RESIDENT IN THE STATE OF NEVADA AND THAT ALL
STATEMENTS 1 HAVE VADE HEREIN ARE TRUE;

i UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
PLACED A CHECK MARK NEXT TO (a), (b), OR {c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

i B UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WiLL BE DENIED IF | HAVE NOT

ANSWERED ALL QUESTIONS THEREON ANDIOR ATTACHED THERETO WRITTEN EXPLANATION{S) TO ANY

yES” ANSWER(S).

Date ” Eignature (SIGNATURE STAMP INACCEPTABLE)




o RESIDE

- APPLICATION FOR RE
. FOR A LIMITED i%%."%ﬁh

IEVADA STATE ?i}ﬁiﬁi} OF MEDICAL EXAMINERS

e Box 7238, Fang, rs,fa& 80510 Phone

- YOUR Liﬂ%ﬁ?‘%ﬁg WILL NOT BE %E‘%%;%%SEQ UNLESS YOU ANSWER ﬁj& %ﬁ%ﬁﬁ%’%ﬁ%% ON
THIS APPLICATION FOR | REGISTRATION RENEWAL FORM. '
. YOU MUST PROVIDE ‘sf%?%é TTEN &}‘{?’Lﬁ?ﬁﬁ TIONS ?il}%l ;?ai«i, mb%ﬁ?iﬁ%% %ﬁﬁ@é&&&ﬁ HYES)

PLEASE TYPE OR BRINT LEGIBLY
PLEASE PROVIDE ALL mmwﬁm{m AS REQUESTED

I your ;sﬁmﬁ aﬁﬁfﬁ%’ addrass has mdm‘gnfi from that printed on the label on this %{’sm‘ shaarly indicate the change in f‘i‘a s&aﬁ%
}i’@f%{}?ﬁﬁ helow. Alsg, please indicate your current telephone and fax mzmhmﬁ [Please note: a notarized or ¢ cerfified copy of

BTG Bolbnobidl < B b

ihe document authorizing your name change (marriage license, divorce decree, ete. must be indl mﬁeé 1.

,»f:g% )
Name_ fg.. 5 i
' Sireet - VNN 2w d ?‘W;@ f ,,;;‘f, ﬂj‘?”*’&

oty Lo s»«;%;» " ounty_ (LA e, A 70 BINY

ity . - . 4
. oy e ¥ f g

Phone Number }5; :53 g-272F FaxNumber 02~ & P& 355

’ ,sf%‘ffffiifffﬁf;’ff!f?’fﬁ5;‘5;555555?355’55?35;f;‘ifif’fffg}fféffﬁﬁfsifffi5355;‘5;!ﬁ}ff!}ff;!Effféfié’ﬁfﬁf5353§3§!§§§§;‘55§§§3§5?5555;5555;‘555;’?5555;‘35féﬁfi;"ffiﬁffé’ffﬁi}ffffffiﬁfﬁﬁfﬁfiﬁﬁfgﬁi

THIS PORTION OF THE APPLICATION FOR REGISTRATION RENEWAL
{S.TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION
FOR THE &%ﬁ&’ﬁ}ﬁféﬁy PROGRAM

WLl I f;%%;% G ;?w ””’ﬁ’j A, §£y§§}§d

Residency ﬁ{zgs’am and Fled of Tr;;a:mm; )

'\

, ;Egﬁ;gas Education for tha ?ﬁﬁ&i@?’%w’ Fragram, reca;*mwzi Hhig 7

. e S e

200 (/. / 77Tl ﬁ}r{ f g (g 78 ,vyi'iﬁ?j} LAS EmAS A P2

Mz;zdem:y ?mgs‘am Address A
Wffs/s:fff — L/ @:ﬂf’éﬁfﬁm

Dates Tfﬁ*iﬂiﬁt} E%izgas’rasa{i Ended” ¢

7@?{: sz’;%

H isw‘ié@g of Aecreditation Council for Graduate padical M{iuﬂaﬁcﬁéﬁﬁ{;?ﬁé} Cradit Reoeived

/ j}hfw e 5‘31.

i fzi;:me Cluaiily. {:sf i’%ﬁsmeﬂt’@ ‘iﬁs’i}ﬁ{

Siease indicate ? By 5@6?3, "%ém’z@rés fimitations, gmi}aﬁ{}as or hearings have been conducted on this rasidents

performance during the past year. - OYES NO__ X o
(IF ANSWERING “YES,” PLEASE ,éf;?“?’ sf‘a{i’%f EXPLANATION ON A @Ez’?ﬁ&ﬁi TE SHEET.) -

a:ﬁ’;é-‘ws;ﬁmt is accurate. |, as Director of
’ ;{*}?’iitaﬁe nihe ﬁ?}sv@~ﬂar*‘z&§ rasidency HOgram.

| hereby certify that the armation | have ?*ﬁﬁﬂﬂﬁi'%ﬁ?iﬁ for z?}sa

Nl *?‘*
the &émxf@%& med Rasidency ??’ﬂgrsﬁ

B

Tate . Signaitre af Q;r‘asmr of Medical Eddbatio
- (SIGNATURE STAMP UNACCEPJABI,




D@ THE APPLICATION FOR RE ISTRATION RENEWAL
S TO BE COMPLETED BY THE RESIDENT

o
el
7%
T
.
3
|
.
i

For the gmrg:zs}ﬁ% of the following questions, these phrases orfvBrgshiavEtese
meanings: . ' . ;
meaning ~JUN 05 2002

*Ability to practice medicine” is to be construed to include al of the following: NEVADA STATE BOABD OF
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgpmpisaad b a‘{%;} keap

sheaast of madical developments; _
2. The ability to communicale those judgments and medical information to patients and other haalth care providers, with orwithout

iha use of aids or devices, such as volce amplifiers: and
3. The physical capability to perform medical tasks such as physiclan examination and surgical procedures, with orwithout the

use of aids or devices, such as corrective lenses of hearing aids.

sMadical condition® includes physiclogical, mental or psyehological conditions or disorders, such as, bul not trrited to, orthopedic
ion, speach, haaing, carohral palsy, epilepey, musadar dystrophy, multipte sclerosls, cancer, near disgase, diabetes, emotional or
mantal iness, HIV disease, ubarculosis, drug addiction, and aloholilsm, ’

sChemical substances” is to be construed fo include aicohol, drugs or medications, including those taken pursuant ta a valid
sgoription for legitimate medicat purposes and in accordance with the prescriber's dirsalion,

COR ALL "YES” RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM.

1. Do you have a medical condition which in any way impairs o limits your ability to practice medicine with reasonable skilland
safety? ' Yes =" Mo

2. i you have a medical condition which in any way impairs or fimits your ability to practice madicine, is that impairment or

dien

Nmitation reduced or ameliorated because of the fisld of practice, the setting, or the manner in-which yauﬂ@v& chosen to
o Yes =" No MiA

practice?

3, if you use chemical
shilland safety?
o NIA '

substances, does your use in any way impair of firnit your ability to practice medicine with reasg ahls
’ Yes No

4. Have you falled to initiste the performance of public service within one yaar after the date the public service is reguired (o
begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a state or loosl
govarnment for your medical education? ) . - ' Yas

L No NIA

PN Qe

5. Have you been a defendant in a legal action involvirig professional fiability (malpractice) orhad a orofassional liahility claim
paid in your behaif or paid such a claim yourseif? vag  ~"No

8. Have vou sver been investigated for, charged with, convicted of, or plead guilty or nolo contenders fo any offense or

violation of any federal, state or local law, including any forsign country, which is a misdemesnor, gross misdemeanor, of

falony, excluding any minor fraffic offense {driving or in control of a motor vehicle while under the influence of any chemical

" substance is not considered a minor traffic offense) or which Is related to the manufacture, distribution, preseribing, or

dispensing V,,«w‘” - of . : controlied substances?
Yes T No i

7, Haveryou ever been denied a license, permission to practice medicine or any other healing art, or permission.in takg an

5

exarmination to practice medicine or any other healing art in any state, country or U5, tarritory? - Yeg . No

ficense to practice any other healing art revoked, suspended, limited, or restrictad in

5. Have you ever had a medical ficenses or
_Yes 4+ No

any state, country or U5, tmrritory?

9. Have you ever voluntarlly surrendered a license to practice medicine or any other healing artin any state, counrv ﬁ_i}u&
Yes =7 No

territory?




A S

sership or expelied from a medical society™

10, Have you ever been deniec sther professional medical orga
Yas

s

Mo

11. Have you ever been; a} notified that you were under investigation for; b) investigated for; ¢} charged with; or d) convicted of |
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital,
medical society, governmental entity or other agency other than the Nevada State Board of Medical Examiners e

12, Have you ever surrendered your state or federal controlled substance registration or had it revoked or restricted in any
7 . Yes o~ No

13, List all hospitals where you have had staff privileges denied, suspended, firnited, revoked or not renawed by the hospital.
List any and all resignations from any madical staff in lieu of disciplinary or administrative action. {Plegse Note: Donot include

IR0 kit AR e

spensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meslings, of

Mailing : Type of Diptes of Action
Hospital Adddress Agtion From {(MoJYr.) To (MoJYr}

g:}g-.ﬁ;_;;g“*
TERTTVED

JUNT5 705

fllnt s o o
1;...7 LA S TATEE f R
MEDICAL EXAMNL

{if more space s needed, altach a separate shael)

;3%%%{3 SUPPORT STATEMENT

Please place a check mark next to one of the followirig statements]

w" (a} Pamnotsubjectioa court order for the support of a child;

B

. {b) lamsubjectioa court order for the support of one or more children and amin compliance with the order oramin
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
arnount owed pursuant to the order; OR _

(o) lamsubjectioa court order for the support of ane or more children and am NOT In compliance with the orderor .
a plan approved by the district attorney or ofhier public agency enforcing the order for the repayment of the amount owed
pursuant to the order. - ,

BY SIGNING ON THE SIGNATURE LINE BELOW:
1} IHEREBY ﬁﬁ?ﬁﬁﬁﬁﬁf THAT | AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL

OF :
LMITED LICENSE TO PRACTICE MEDICINE AS A RESIDENT IN THE STATE OF NEVADA AND THAT ALL

. STATEMENTS | HAVE MADE HEREIN ARE TRUE;

2) 1UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
5L ACED A CHECK MARK NEXT TO (a), {b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO WRITTEN EXPLANATION(S) TO ANY

“YES" ANSWER(S)

S e e TRICENATURE STAMD UNACCEPTABLE)




MEDICAL DOCTO
HOARD OF MEDICAL EXAMINE

it

=4
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15 APPLICATION FOR LICENSURE

4 Roy I _

First Migddie Maiden
{ist any other name ever used o
~ pusiness andfor Mailing Address 3183 Abington Dr., BH, CA 90210
Sirael ity Siate Zip
3. Home Address 2183 Abington Dr.; peverly Hills, CA 80210
Sirpet Clty State
4. Telephone (7 10y & 97-5711 A b
sred cods {iffice ares code Herne

5 DateofBrth . = 73 Place of Birih

&t

1sraellE

- City, state, country
citizenship: U.S. Citizen_ 1 Alien Registration #
iga Type and #
Submit a cortifled copy

R

| Weight
Security Number__

7, Age._ . Height,
Soclal

Colorof Eyes_
Eqr the purposes of the following questions,

#anitity o practice madicine” s tobe construed to inciude all of the foliowing!

{. The cognitive capacity to make appropriate clinical diagnoses and axercise reasoned medical

judgments and 1o leam and keep abreast of medical developments; and

3. Thaabiityto communicate those judgments and medical information

care providers, with or without tha use of aids of devices, such
4. The physician capability to perform medical tasks such as ghysician

procedures, with or without the use of aids or devices, such as eorrective lensas

mental or psychological
cerebral palsy, apilepsy.

swlestical candition” nchades ghgsiaiag;i{:ai,
imited 1o, orthopedic, vision, speech, and hearing,
selerosis, cancer
addiction, and aicoholism.

Work Authorization#

of birth certificats, of original Certificate of Naturalization or current WS,
passport oF copy of frontf back of your alian registration card, work authorlzation of Yisa.

Color of Halr

{hese phyases of words have these maanings:

to patients and ofher health
as voice amplifiers; and

sxarnination and surgic
or hearing alds.

S S

condilions of disorders, such as, but e
muscular dystrophy, muliiple
heart diseass, dinbates, emotional or mental tiness, HIV disease,

wibercuiosis, drug

sehemical substances” islo he construed (o nclude alcohol, drugs of medications, including those taken

pursuant
dirsotion.

apyprently” does not mean
application. Egther, tmeans
sunctioning as @ Hoanses.

recently enough SO thatthe use

3. Doyouy have d medical condition which
(spsonable sl and safety? Yas Mo
if Yas, separaie attgened explanaiion raguirad.

g, Hyouhavea medical condition which in any way impairs or

o a valid prascription for legitimate medical purposes and in sccordancs

of drugs may have an

with the prescriber's

on the day of, or aven in the weeks or monins preceding the completing of (his
ongaing impact on one's

iy any way impairs of imits your abllity to practice medicine with

firnits your ability t© practice medicine i that

impairment of fimitation reduced of ameliorated because of the field of practice, the setting, or tha manner in

which you have chosen to practice? Yag & No HNIA

i Yos, separate altached axplanglion requirad.

10, i you use chemical substances, does your use of chamical
abilily o practice medicine with ransonable skill and safety?
if yos, separsie atimched miplanation ragiired.

4

substance(s) in any way impair or imityour
ves % No NIA




11, Have you failed 10 mitinte | oerformance of public service within ong  ar after ihe date the public
sarvice is required 0 pegin to sausfy 8 raquirement of your yecaiving a loan o scholarship from the faderat
government of 3 state of local government for your medical education? Yas i‘* Ho

1 yas, separals 282 e pxplanalion mguined,

49, Have you been 2 defendant in a legal action involving professional fiability (malpraciice) or had 3
gféf@f;giﬁﬁgi jiabiiity claim pai in your behalf or paid such a claim yourself? yvag X No
1Y as, separale aigched axglanalion requirad.

19, Have you ever been investiqated for, charged with, convicted of, or plead guilty of nola cordendere i, any
sifense or violation of any federal, siate or iocal law, including any foreign country, which is a misdemeanar,
TS mmisdameanor, OF telony, excluding any rinor traffic offense (Driving of irs controt of 2 motor vehicle whila

undar the influence of any substance is not considered a minor traffic offense) or which is related fo the
manufaclure, distribution, prescribing, of dispensing of controlled substances? Yes & No

i Yog, separale sitached sxplaraton repsivad,

14, Fave you vgkfﬁ*siﬁuﬁ?f applied for medical  licensure in Nevada (including & residency program)?
ves % . No.

S N

15, Listname and address of all schools where professional medical instruction was received. HMAVE EACGH
5CHOOL SUBMIT AN OFFICIAL TRANSCRIPT DIRECTLY TO THE BOARD.

R e sl A=

Mame Addrass Place Where Dates of Altendance
nstruction Received  From {MoJYr) To {MoJYr)
Sr, George's Grenads, Wl 3/06 ro 6700

H rmare Space 8 soaced, please aliach seoarale ghweed .
16. Doctor of Medicing Degree granted by:

Medical Schoot Mame Madical School Address Exact Date of Issuancs
gr. Ceorge's Univ SOM Grepada, WL 6/18]eo
v » by

17, List all ACGME® approved graduate medical education you have received as an intern or resident inthe

United States of Canada,
*Accreditation Couneil for Graduate Medical Education

Hospitall Mailing Type of Service Dates of Attendance
institution Address ar Specially From {(MoJYr} To {Mo.¥r)
NYU Downtown Hosp. 170 Williams o  NY.NY 10038 55@ b Hzx
Ob/Gyn
# rove space 3 neaded, please alisch separats shasl
14, Ustall Eellowship raining programs attended in the United States or Canada,
Mailing Type of Oates of Altendancs
1nstitution Addrass Feliowship Erom (MoJYr.) To (MoJYr)
N/A

¥ ot Spacs s needad, please allach separate shasl

19. Have any aclions, restrictions, limitations, or probations ever been imposed onyou while participating In

any type of raining program? ____Yes XA HNo.
ST i ¥as, separate explanation required.

20, you graduated froma medical school located outside the United States of America or Canada, st your
ECEMGH (=534~5385~2

JENURURI L

ot



24 For gach of the followh consing axaminations list the ionation, ga Cand dates taken, and soores

0 FOR BEACH EXAM TAKEN, HAVE CERTIFICATE OF SCORES SUBMITTED FROM THE
TESTING ENTITY DIRECTLY 0 THE BOARD OFFICE.

a. MATIONAL BOARDS:

{ocation Part Taken Date Results {Scores)
- . Hih

4. FLEX (Federation Licensing Examination):

Location Part Taken Date Result {Scores)
WA

o USMLE {United States Medicat Licensing Exarnination):

Location Part Taken Date Result (Scores) j%&? I 20m
 Pumdpstel p C8 oz y/1e /74 | 34
Los f’iﬁfﬂ;ﬁ“ ¢ i ff ;’s;f:é‘ /1
4. State Written Exarnination

L ocation Part Taken Date Result {Scores)

LIS NE \arfeefis ML

. '_ TN 3/ [ /32N

o, SPEX (Special Purpose Examination):

t peption #art Taken ale Rasult {Scoras).
Mih
59 State your area of specially: Obstetrics & Gynecology

29, List any and ol certifications and re-certifications by a board of sub-board recognized by tha AMERICAN
BOARD OF MEDICAL SPECIALTIES.

Dates of
specialty Board Certification # Certification/Recertification
N/A

b




ALL PERIODS OF TIME W
CitylState/Country

5

waduation
s ACCOEINTEDR FOR

JuR R RS

usa  Jniv. s tliaim] 0BG su eleclive

§ v“ § #dde s s‘"”’-» [ 4 . 4
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JRNTRUSIRES At

i more spave i8 needed, atach ssparate shaal

2% {ist below the raquasted information for all hospitals in which you ARE, OR HAVE EVER BEEN a stafl -

mamber at any level during the last ten years. i none, please indicale. o notlist infernghis, rosidency 2F
ip affliation. *

tiates of Appoiniment
Hospital Complete Malling Address From (MoJYr) To {MoJYr)

H#note spees s nesded, siiach separale shesl.
26, List any and afl licenses YOU HOLD OR HAVE HELD fo practice medicine in any state, territory of
couniry.

siatelTermitory » Dates of Practice
Country Licanse # Date of Issuance  From {MoJYr) To {(ModYr.)

o .. . - o wen e sy bl

i more Spacs is e, aitach separals shasl

~7. Have you svel neen denied a licenseg, permission to practice madicine or any other healing arig, of
permission to take an examination to practice medicine or any other healing arts in any state, country or U.5.
tarritory?  ves__ % No.

1 Yag, separsis sitached sxplanation reguined,

28. Have you ever had a medical license revoked, suspended, limited, or rastricted in any state, country of
1.5, territory? .88 % _No
if yas, separaia attzchaed explanalion raquired,

25, Have you aver valuntarily surrendered a license 0 practice a healing art in any state, couniry of US.
sarritory? .. Y88 X _No.
' if yeu, separate gitgehed exphanabion raquirad.

30, Have you svel ween denied membership o expelled from a medical society or other professional medical
organization? _ Yes A Mo,
if ves, sapargis attached axplanation seouirad,

4




» igatad for, charged with, oF convicted o J violation of a statute, rule of
py governing the prac ca of madicine by any medical licensing baard, hospital, medical socialy,

giﬁﬁfﬁiﬁﬁﬁi antity or oiher ency’? Yes & Mo
# Yes, sepamte sttached saplanation saquirad,

Have you ever been

37, rHave you aver surrenderad your state of fedaral controlled substance registration of had it revoked of

rosiricted i ATy way? Yes ¥ No
if yes, separats stiached exptanstion auicad.

A%, Ligtall hospitals where you have had staff privileges denied, suspended, firnited, revoked orf not rorewed
the hospital. {ist any and all resigriations from any medicat staff in lieu of disciplinary of administralive
n. (Please Note: Do not include suspensions of restrictions for fallure 10 mmgﬁaig?msg&iai medical

M
cacords, attend hospital depariment staff meetings, of maintain required majpractice insurancel
Mailing Type of it <Dates of Action . FR
Hospilal Address Action From (MoJYr) To (Me/Yr.)
IR SRR L b ;;e;lsé%'é:}
e ———————— g g,.“ gy e
. ) R M 1 ’-5; i: i}
— : PRI
AR |

x:-w»wwwmww

i e spaca 8 pesdad, attach separale shagh
CHILD SUPPO RT INFORMATION
The law of the stale of Nevada requires thal afl applicants for issuance or renawal of a professional
licensa be provided the opportunity 10 indicate if one of the following circumsiances is applicable lo the
applicant.

vou are advised that this question is part of your application, your rasponse is given under oath, and
that any response nereto which is faise, fraudulent, misleading, inacourate, oF incomplets, may result inyouw

application peing denied.

vou must mark oneé of the following responses, and fallure to mark ong of the responses may resull e
danial of your appiication.

PLACE AN X ONTHE APPROPRIATE LINE

P

| am not subjectio a court order for the supportof 8 child.

| G

tam subjectioa court order for the support of one or more children and am in.compliance with
the order or amin pormpliance with a plan approved by the district attornay or other public agency
snforcing the order for the repayment of the amount owed pursuant to the ordern oF

it

t am subjectloa court order for the support of one or more children and am NOT in compliance
with the order ora plan approved by the district attorney or other FPBncY enforcing the order for
he i‘%%;}é’i‘;{m&ﬁi of the amount owed pursuant to ine order.

Roy Silver, M. 0. —
Type of print pams Social Security Number
4/10/0%
Slgnatre Dats

Wit




satach a finished ¢ shotograph

f ;d&%x}f}ﬁ quality of your
ad and shoulders anly.

ohnto must have meen laken
within the last §0 days and
gt least 27 % 2 sine.
3 i ik BOTOSS
jeywvat ?Qﬁmﬁ of iis front

pronf photos 2 s and negatives
are not aece splable

& procured ihe reguiar z’i}w e o
}z:mcj *m;f aryy of my raspon 5 OF

rzﬂ;z:{hsmm on. -
ete, mmy application for licensure will be ¢

weding, Aoy

aﬂ*g C’z::a szmim;ars Ex

PR I
b

“ﬂ,a;i.ﬁ"’*‘ of ?‘3% 3;‘1;

| heraby certify that the atlached
photograph is a lrue ;ksﬁﬁﬁsﬁ of
3“5";_‘;“5@&? iaken within the last 80 days.

 of Applicant

Date




