29066 9- Hos : Tann $or Maoem an
M&Q& # Date Issued i : .
TF73T : Lt2s _ :

TP # To Complete Application:

Form I- Medical Education .
, Form 2 ~ Postgraduate Training 47y a\.\1 Lo

ROUMELL, Theodore L. . Form 3 — Licensure Verification {550

Name . - . Form 4 A- Hospital Affiliations #

Mailing: Practice: . Form 4 - Hospital Affiliations List _

: = Form 5 - References —t=2" . pee® _pﬁ e oo
100 Medical Ctr. Dr. Form 6 — Waiver
Hazard, KY 41701 . AMALAOA - - &> Ko, 000
(097) Form 8 - Federation @ i50®
U. ML, Ann Arbor (02101)-1960 - : National Practiti ta Bank =,
Medical School, Year Graduated quHEﬁh%zwoﬁmﬁoszﬁzn ((State Board Exam) M
, : Photograph ,

Ml OB/GYN 10 ECFMG Y=

Endorsed _ Specialty Starus —5tpathway
AIDS Affidavit Signed .

hﬁ\ah\ : l' AIDS Course Completed \Q& 08/6 \\L

Acknowledged Ss# ’ CME's

CRIMINAL BACKGROUND CHECK,

, . TYemporary Permit Information
. _$250.00 2/8/05 .
Fees paid Fees Paid Location: mvnh.nE E

TP Approved o= 7o

Board Approved & d 55

-
. Start Date: __1=2b-0>
IBL Mar/June/Septv/Dec ,

Mail To :

BL Mar/JunefSeptfDec (-0




COPY

Denny M. Clark, M.D. Telephone (502) 429-8046

President : Fax (502) 429-9923
KENTUCKY BOARD OF MEDICAL LICENSURE
B - Hurstbourne Office Park ’
310 Whittington Parkway, Suite 1B
LoulsviHe, Kentucky 40222
www.kbml.ky.pov
TO:  Theodore L. Roumell, M.D.
FROM: C. William Schmidt, Executive Director
DATE: . June 10, 2005
RE: Temporary Permit

~ Enclosed is your temporary permit to practice medicine and surgery in the state of Kenlﬂcky. Your temporary
permit number TP937 was issued 6/7/2005 and will expire 12/7/2005. '

Please note that your temporary permit has been issued for a maximum period of six months and is not
renewable, Within this six-month period, you MUST complete your application in its entirety. Your full license
to practice medicine in Kentucky will not be Issued until all requirements have been met. .

Your application has been presented or will be presented to the Board as indicated below and the following items
are needed to complete your application for licensure:

June 16, 2005 Board Meeting

X September 14, 2005 Board Meeting

X HIV/AIDS Education Requirement

Form 2 — Post-Graduate Training Verification

- Criminal Background Check

National Practitioner Data Bank Self Query

Application is complete
If you decide to discontinue your practice in Kentucky, please notify this office immediately. Please be advised
that your incomplete file will remain in this office for one year from date of your application. Also, you should be
aware that your temporary permit is subject to cancellation without prior hearing upon violation of any provision

. of the Kentucky Medical and Osteopathic Practice Act.

Should you have any questions regarding the above, please contact the Medical Licerisure Coordinator at
(502) 429-8046 between the hours of 8:00am and 12:30pm EST.




, Northern Arizona Healthcare 1200 North Beaver Street

Flagstaff Medical Cent’er_: / R/ g%?%iﬁﬁ ::6001
S RECEIVED
MAR 10 2005
K:B.M.L.

* March 9, 2005

- Kentucky Board of Medical Licensure
310 Whiftington Parkway, Suite 1B
Louisville, Kentucky 40222

- Re: - Theodore L, Roumell, MD
Primary Speciaity: OB/GYN

To Whom It May Concern:
Theodore L. Roumell, MD was a Locum Tenens physician at Flagstéff Medical

Center during the time period of 6/6/2004 — 6/7/2004, covering in the area of
OB/GYN. ) : :

SIncérer,

P A B

Susan Peters
Medical Staff Services
(928) 214-3501




copRY

Danny M. Clark, M.D.

Presldent

Fax

KENTUCKY BOARD OF MEDICAL LICENSURE

Hursthourne Office Park
310 Whittington Parkway, Soite 1B
Louisville, Kentucky 40222
www.kbml.ky.gov

ACKNOWLEDGMENT OF APPLICATION
To: Theodore L. Roumell, M.D.
February 15, 2005 —
This is to acknowledge receipt of your recent application for medical/osteopathic licensure in the state of
Kentucky. Your application will be presented to the Board at the next regularly scheduled meeting, which
will be held on June 16, 2005, provided that we receive the following by the next Board deadline on
May 6, 2005: , : ' '

Form 1 — Verification of Medical Education
- Form 2 — Verification of Postgraduate Training-Henry Ford Hospital

Form 3 - Veriﬁcatiqn of Licensure (MI)

Form 4 - HospitalIClinic Afﬁliatioh Listing

Form 4A — Hospital/Clinic Affiliation Verification

Form 5 — Reference Form (2 Required)

Form 6 - Release and Waiver of Rights

National Practitioner Data Bank *Self Query"” Repon(Oﬁ-Iine: www.npdb-hipdb.com)
ECFMG Certification
" Exam Scores (FLEX,NBME,NBOME,LMCC,USMLE,State Board)

Recent Photograph — Must be signed and dated

AMA Profile/AOA Profile (www.ama-assn.org/famaprofiles)(www.aca-net.org)
HIV/AIDS Affidavit

_X
X
X
X
X
X
X
X

*HIV/AIDS Education Requirement(Copy of certificate once completed for full license)
(hitp://chs.ky.gov/publichealth/hiv-aids.htm)

CME Form

X #Criminal Background Check
*[tems do not have to be in the office for the deadline but MUST be received in order lo issue full licensure

Please be advised that your incomplete file will remain in this office for one year from the date of
your application. After one year, all incomplete files will be purged. NO faxes accepted. The
above forms may be printed from our web site: www.kbmlky.gov. If you have any questions
regarding your application, please call this office between 8:00 a.m. and 12:30 p.m. EST, at
(502) 429-8046, Ext. 222,

Telephone (502) 429-8046

(502) 429-9923




- Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B RECEIVED lpbh

Louisville, KY 40222
(502) 429-8046 FEB 0 § 2005
Application for License to Practice Medlcme/Osteopathy by W%}sgment

" NOTE: Appﬂcaﬂon must be legible and fally completed with all requested Information and documentation supplied, Iniﬁal

licensure fee of $250.00 must accompany application. This fee is non-refundable.

me in Full: -
e pore, Lovis — Foupell M0,

(first) . _ (middlé) /' (last) i (degree)

2. Addressl:Practice address in Kentucky: (A licgnse will not be issued w1thout this)
Street: /OO [Z@_@J (aﬂzw b‘/db '
City, State;%%%uﬂ_, /f[ ¢ Zipcode: 4/ 70 }

3. Address 2: Mailj All corr garding application will be sent to this address):
‘Street: '
City, State: Zipcode: 1

5. Workd#: (4, -/ R 3/
4. DEA #(if applicable): 14 ﬁ 272370 I 6. Home#%_—-_'—
7. Date of Birth: 1 8.Birthplace —

9, Have you ever applied for or been issued a Kentucky medical license? [_JYes [A] No If Yes, #____

10. Specify reason for requiring medical licensure in Kentucky: Mé&/ﬁ? ey

11. Specialty: Jﬁ/ 6, /j /y ' American Specialty Board Ceniﬁcation:%&iﬁp

12. Specify your type of practice: (check one)

[Hospital Base DOcchbational Medicine [ Instructor [(IMilitary
[(JAdmin. Medicine [JResearch Resident/Fellow [(JEmergency Medicine
[IPrivate Practice = [ JInactive/Semi-Retired ocum Tenens

13. Indicate your ECFMG number:(International Medical Graduates only) M / /4’

14, List the name, location and dates of attendance of every college and medlcal/osteopathlc school you have

* attended: : w
ﬂame_ : Locatlon Dates (From-To) Degree
Upgznciy gt (s men nn /Mw M1 195t )Gug) )
8




RECEIVED
FEB 0 8 2005

15. In what state or Canadian province did you receive your original license to practicMcﬂﬂiﬁelosteopathy?

State/Province License # Date of Issuance Current? @)No |

MT #4350 b [/ 90!

16. List all other states and Canadian provinces where you currently hold or ever held any type of
medlcal/osteOpathlc license:

- State/Province Type éicense # | Date of [ssnance | Current? Yes/No
, o LA F)I965 2
Lo rm, 214kl /2002, -

17. Listall internship, residency and fellowship programs you have completed since medlcallosteopathlc school
graduation: (Please listd in chronological order)

INTERNSHIP (Llst US and Canadian only) b
Hospital: Clty, State 2hid M dﬁ

Specialty: %’Q@ 7([ @M Z!zt’ﬂ To — From: Z (24(2 Z(Zg /
RESIDENCY: (List US and Canadlan only)

City, State: .DP ?Lfdé/ M/

To — From: 1947 - /Q{ﬂg

Hospital: City, State:

Specialty: _ To — From:

18. In chronological order, llst all locatlons where you have practiced medicine/osteopathy since obtaining
your original licensure. - Also list and explain dates of all extended absence periods. Please attach
additional sheets if necessary,

L City, S Type of A Dat T
a fac:altmji ity, State ﬁgm{y "7 ype 0 ;)mty ) Q@ % f;ﬁ;%!}l\ 7 %)6
_FLEHT Spf obon lis: ,4 24 }’-'nl‘f’c ; [ Fe] ~ 1953

19. Indicate which licensing examination(s) you have taken Include all attempts, locations, scores, and dates.
Be exact, including all attempts and failures.

Type (FLEX,NBME,US ,LMCC etc) Location Score Date
A/ﬂx’vma/&af A/E 17 Jdfer/one, /969




RECEIvED
[Category 1] FEB 0 8 2875

Please answer all questions on this application. Category I will help the Board determmdﬁ.@nm meet the
essential eligibility requirements for licensure by virtue of your background, education, training "and experience.
If you are qualified to practice under Category I, Category II will be reviewed to help the Board determine if
you are qualified to practice safely and competently, with or without reasonable modification.

If you answer “Yes” to any of the questions, you must attach a complete written axplanatioﬁ of the eveni(s)
or condition(s), including dates, names, addresses, circumstances, and results along with your returned
application.

NOTE: Inten_tianal false answers or misrepresentation in applying for or procuring a license, regisiration or
reactivation in Kentucky are grounds for disciplinary action, including denial or revocation of license, and
are reported to the National Practitioner Data Bank and/or appropriate national professional credentialing
organization. You must answer “yes” to any question If the event(s} described in that question has actually occurred.
You must answer “yes” In such circumstance even if you have been advised by an attorney or other person that you
may answer “no”. You must also answer “yes” in such circumstance even if the record of the event has been sealed or
expunged by Court order, or has been designated “confidential” by the body involved. After answering “yes” to the
apprapriate question(s), you may advise the Board of any additional relevant information pertaining fo your answer
(i.e., record has been sealed or expunged, record is designated “confidential,” attorney has advised that you properly
answer “no”). The Board will consider this additional information, along with your answer(s), in determining the
appropriate action. If you have any question about whether or not you should answer “yes” to a question, you should
err in favor of answering “yes” and providing an explanation, because any non-disclosure violation will likely result in
denial of your application or disciplinary action against your license. This application may not be altered in any way.

1. Have you ever been dismissed from, resigned while under investigation, failed to complete an academic
year, taken a leave of absence, or been placed on probation or reprimanded at a medical school or a
postgraduate training program?

[Yes No

2. Areyou currently in default on any student loan repayment obllgatlons payable to the financial aid
programs gmmlstered by the Kentucky Higher Education Assistance Authority?

[(JYes

3. Have you ever been denied a license or denied the privilege of taking a licensure exannnatlon by any
State, Federﬂl or International licensure jurisdiction?

[Jves o

- 4. Have you ever had any license, certificate, registration or other privilege as a health care professional
denied, revoked, suspended, probated, restricted or limited, or subjected to any other disciplinary action,
by a State medical/osteopathic hcensmg board, or Federal, or International authority?

[Jyes MNO

S. Have you ever been disciplined by any licensed hospital (including postgraduate training) or the medical
staff of any licensed hospital, including removal, suspension, probation, limitation of hospital privileges -
or any other disciplinary action if the action was based upon what the hospital or medical staff found to

-be unprofessional conduct, professional mcompetence malpractice or a violation of a provision(s) of a
Medical Practice Act?

-.l:_-lYes FNO

10




10.

11,

12.

13,

14,

15.

RECEIVED

Have you surrendered such credential, or placed it into an inactive status, to avoi(f E?G%ﬁng@%ction or
in connection with or in anticipation of a disciplinary mvestlgatlon/acnon by the hcexlsgl%nghonty of
such jurisdiction? :

[DYes E}No

Have you ever resigned your privileges or failed to renew privileges at a licensed hospital or from the
medical staff of the hospital, while under investigation or while you were subject to disciplinary
proceedings by the hospital?

[ves - EN
Have you ever been removed, suspended, expelled or disciplined by any professmnal medical facnhty,
association or society? ,

[Jyes M}Io

Have you ever voluntarily or involuntarily surrendered a medical or osteopathic license, or controlled
substance registration certificate issued to you?
[IYes No

Have you ever been or are you currently under inifestigation by any State, Federal or International
licensure authority or any drug llcensure/enforcement authority?
Clyes XNo

Are any legal proceedings regarding licensure presently pending against you by any State, Federal or International
licensure authority or any drug licensure/enforcement authority?

Oyes - ENO

Have you ever been convicted of a felony or misdemeanor by any State, Federal or Intemnational court?
[(Yes No

Are any criminal charges presently pending against you in any of those courts?

[IYes

To your knowledge, are you the subject of an investigation for a criminal act?

[Yes JZTNO

In the past ten (10} years have you had to pay a judgment in a malpractice action or other civil action against your
medical practice or are any malpractice or other civil actions against your medical practice presently pending in
any court? E{f yes, complete enclosed Medical Malpractice Form)

Oyes 0

11




See abeve CKC””P*/‘”?

RECEIVED
FEB 0 8 2005

[Category II]

The answers to these questions are exempt from public disclosure under KRS 61.878(1)(a) and (I) anm.sﬁgﬁ:m
and shall be subject to inspection only upon order of a court of competent jurisdiction, except that no court shall
authorize the inspection by any party of any materials pertaining to civil litigation beyond that which is provided by the
Kentucky Rules of Civil Procedure governing pretrial discovery. The answers to these questions may be considered by
the Board (KBML) and may be disclosed in any contested case proceeding, including a Show Cause proceeding, or
appeal of a licensing decision based upon them.

“Illegal drug vse” means the use of an illegally obtuined controlled substance or dangerous drug; the l'erm “illegal
drug use” also means the use of a legally obtained controlled substance or dangerous drug which is not taken in
accordance with the direction of the licensed health care professional who prescribed the controlled substance or
dangerous drug. -

Do you currently, or have you had wnthm the past 5 years, any physical, mental, or emotional condition which
impaired, or jnight reasonably impair your ability to practice your health care profession safely and competently?

2. Within the past 5 years, have you been adrmtted to any hospital or other in-patient care faclllty for any physical,
mental or emotional condition, which impaired, or might reasonably be considered to impair, your ability to practice

iour healﬁ iii profession safely and competently?

3. Do you currently have, or have you had within the past 5 years, a dependency on or abuse of the use of alcohol or
drugs, which impaired, or might reasonably impair, your ability to practice your health care profession safely and

omietentli?

4. Within the past 5 years, have you engaged in the excessive use of alcohol or 1llegal drugs, or recewed any in-patient
or outpatient or individual therapy/treatment or been hospltallzed for alcoholism, or illegal use, or been arrested fora
DUI (Driving Under The Influence)?

5. Within the past 5 years, have you been the subject of any chemical substance screening test which resufted in an
indication of the presence in your body of any controlled substance, any dangerous drug, or alcohol level above .10%
BAC? (Thls does not include those drugs taken by you as a result of a legitimate health care diagnosis, and prescnbed

~ for you in good faith by another licensed health care professmnal )

**% Affidavit of Applicant***
I hereby state that the Information contalned in this application has not been altered in any way and Is true, accurate, and complete to
the best of my knowiedge and bellef. I understand that under Kentucky law the submission of any false, fraudulent or forged
statement, document or other matter in connection with this application is grounds for criminal prosecution and the denlal of licensure.
I authorize the Board (KBML) or its agents to obtain from other sources any Information necessary for determining my qualifications
for licensure. I also authorize them to furnish any information they may now or in the future have concerning my qualificatlons and

fitness ctice medicine/osteopathy to any person Stitption, associatlon, huul huspital or government entity.
, DAL AL

(Signature of Applican®)” ~ (Date)

E%gmmwﬁw M»p,
(Print Name} ‘

Subscribed and sworn to before me by the above named apphcant on thisQRO ORO day of FEBRVARY, 2005

(month, yéar)
F 2
Seal of Notary (Slznature of Notary) FRAN CAGLE
Notary Public, State of Michigan.
My commission expires:__ County of Macomb

ommigst

Acst'lng in the County of___ﬁﬁ&ﬁm__
12
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*** Affidavit of Applicant***
1 hereby state that the information contained in this application has not been altered in any way and is true,
accurate, and complete to the best of my knowledge and belief. I understand that under Kentucky law the
submission of any false, fraudulent or forged statement, document or other matter in connection with this
application is grounds for criminal prosecution and the denial of licensure. Iauthorize the Board (KBML) or its
agents to obtain from other sources any information necessary for determining my qualifications for licensure. I
" also authorize them to furnish any information they may now or in the future have concerning my qualifications
‘and fitness to practice medicine/osteopathy to any person, institution, association, schonl hospital or government

,;{j/ %é/mﬁ /,zé// 0%

(Signature “of Applicant) (Dite)
[HEopens L. flou i bl
(Print Name)

Subscribed and sworn to before me by the above named applicant on this)20day of FE BRUARY, 3005

F,' month,year)
/an : FRAN CAGLE

(Signature of Notary) Coun‘y of Mecomb
My commission expires: _MMMMNMOW

-Seal of Notary
“Only the applicant and person authorized by appllcant may call regarding the c T t be
given information during the credentialing proces | D é\
Specify name of authonz;d person;: C’ L/ f 4 4 f

%’ﬂy J@m, \

13




April 21, 2005 - RECEIVED

Kentucky Board of Medical Licensure MAY 0 2 2005
Hurstbourne Office Park | i{.B.M.L.

- 310 Whittington Parkway, Suite 1B |
Louisville, KY 40222

502-429-8046 '

To Whom It May Concern:

Only the applicant and person authorized by applicant may call
regarding the credentialing of my application or be given information
during the credentialing process. I now request that the specific
people be changed from Stacy DeGraff and Amy Sayre of Staff Care,
1Inc. to Jennifer Moorman of Staff Care, Inc. Please give her the
information that is hecessary to ensure completion of my application
on my behalf,

Sincerely, ,
/::‘ . 7 B

Theodore L. Roumell, MD




RECEIVED
FEB 08 25
K.B.M.L.

Temporary Permit Form

KRS 311.575 provides that Temporary permits may be issued at the discretion of the Executive
Director, provided the applicant for a full license has a completed application with all
supporting documents on file with the Board, meets all statutory requirements for licensure,
and needs to begin working in Kentucky before the next regularly scheduled meeting of the

. Board. You must request the Temporarj; Permit by completing this form; it is not
automattcally issued,

- Temporary Permits will not be issued to an applicant who has a prior history of
disciplinary action taken by a licensing jurisdiction or hospital, a criminal record, a history
of substance/chemical abuse or any negative or derogatory information. This also includes
any malpractice cases in the last ten years in which you paid a settlement of $100,000 or
more.

The Temporary Permit will not be issued until all administrative screening processes are
complete. The Board recommends you submit your eompleted application at least thirty (60)
days prior to the time you need your Temporary Permit. (This time may be extended to 60 — 90
days during the months of May, June, and July} The Board also recommends that you do not
make any commitments to accept a position in Kentucky until you have a Temporary
Permit in hand.

You may request a Temporary Permit by completing this form and returnmg it directly to the
Board:

Name: 7/0//0/&@ Z 70“/”-@//1/” D _,M.D.ID.(_).

(please print)

Practice Location in Kentucky: o / L(/LZ)
Hazarc /7 _VL 4170/

Date Temporary Permit Reqtiested: / ’pZé 'ﬂj B

Address Temporary Permit should be mailed:

Please Note: You will not be issued 2 Temporary Permit to practice in Kentucky
without a specific Kentucky practice address listed on this form.

15




Medical Malpractice Form

- REGEIVED
Kentucky Board of Medical Licensure o :
310 Whittington Parkway Suite 1B ' FEB 082
Louisville, KY 40222 _ .

(502) 429-8046 : - KB.M.L.

This form must be completed if you have ever been named as a defendant in a malpractice lawsuif, verdict or
setflement, Your application is not complete until this form has been returned to the Board.

FH Popogt ) 0Vss  KOUmELmly  242L5) ooy

Name of Physician Offfce Telephone No.
LOb0 W i) v&ﬁf‘/?\w [ocppsrape Mgty Y33 20
Address City Smle Zj ip

Malpractice Complaint: (Include name of pat:enr age, sex, fare of accurregce and location, i.e., officg or name and

address of hospital.} 2 : ¥ Cottrte Ja : Wk,

,%zwé”, ,ﬁma@ %;%&._a&mﬂm&» :

Pahent sName ”J-' _/-' ..&tf‘ ol : nm* g'mmdé%e
A y 233""' Wﬁ—% . : ,

; .S'

Indicate you position in case, i.e., resident, primary physician, efc:

Filed Against: () Individual Doctor { ) Group { ) Hospital

List names of other defendant-doctors and/or hospitals:

Dis‘position: ( ) Pending { )Jury Verdfct ( ) Settled
If there has been a verdict or seuleﬁzem. please provide the following information:

Legal outcome:

Date: Total Amount Paid {if any):

Amount atiributable to you:

Send To This Board Copies Of The Cogmplaint, AnswerE Eelease, Settlement Doc ents, All Other
Relevant Legal Documents. b et T a%—e;o—

On A Separate Sheet, Please Provide A Detailed Explanation Of Background And Medical Issues
Involved In The Case. -

Signalu? :

> A separate report must be completed for each malpractice suit. This Jorm may be duplicated, Please return form(s)
_ and other information to the Board at the above address.

16




Physicians Name \ %Mﬂ}’ 7 6@/’%@&/ y (_/M ¢ /‘Q_/ ‘

RECEIVED
FEB 0 8 2005

Form 4

K.B.M.L. M.D./D.O.

List all hospitals/clinics other than training where you have practiced medicine within the last five (5) years and
send Form 4A to each. (This should also include moonlighting and all locum tenens assignments.)

Dates Hosp_itallCiinicIOfﬁce Name _ Complete Address Indicate -
won-19, | FIAGSTAIE mppenl, TAHE ST F
L~ ¥\ csrrep AR zorH Biooy | gme

Lz '
7l =y ‘/g[)o.é;’ JHER A L ﬁfﬁ%%;ﬂ L. T
4,00'7//%% 2 CENTE K | Y 7’;2/
W NFBINES P EPERE| A DG —
/
/:_9 h ;é’ S wossrs fremrH | FEC L mS BH |
1015 f BN TER m by s T
/o e | - |
> & po- LSRR (ITEHNTD Y, FE B TEN T/ VF
“{ ﬁ-_hﬁ&) PITH] A Mt SR S TP
O [y

b ]

B
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Form 1

Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B 3
Louisville, Kentucky 40222 . RECEIVED
JAN 28 2005

Verification of Medical Education
(€.BM.L.
+sNo substitutes will be accepted in lieu of this formes
To Applicant: In applying for a license to practice medicine/osteopathy in the Commonwealth
of Kentucky, the Kentucky Board of Medical Licensure requires this form be completed by the

Dean or Registrar of the medical school where you graduated. This form must be sent from the
reference source to the Board at the above address.

Name: M oClore. Z;?Q({LZ]@J t ﬂ: ID! M.D./D.O. Graduation Date: m
(please print) : S ,

Address:

t*ttt****#***!Il*1!************11*********_**#llﬂ*i***********#**#**t**#*#**#******

To Reference Source: Please complete this form, sign, seal and return to the Board (KBML) at

the above stated address. Any fees for completion of this form should be collected from the

applicant. If you have any additional information that should be considered by this Board

(KXBML) prior to issuance of a license to this applicant, please provide this information to the

Board (KBML) by writing to the above address. Please affix the Seal of the Medical School or
have the form Notarized by a school official.

It is hereby certified that 7Az0@lrr. L. Aopme/(
attended the fJnivessit o Michiaan medical 3elool

- - \J J .
locatedat Ann })mftyj /Y)jj for a period of ﬂ years,
Dates of attendance; MZ@@ - (p'//l '/b o Degree:_ /7).

Date of graduation: | V14 [Z_ 1860
] ey, Y294

Signature of Dean or H{egistrar

Seal of the Medical School

Swom to and subscribed before me this | day of , 19
Seal of Notary .
' Notary Public
17




RECENED Form 2
' - Page (1) of (2)
Kentucky Board of Medical Licensure APR 0 7 2005
310 Whitlington Parkway, #1B KB.ML REGEIVED
Louisville, KY 40222 oD -
| MAY 0 6 2005
Postgraduate Training Verification  KBML.

Applicant’s Authorization: I authonze the release of mformatlon from my postgraduate training program listed below to
be forwarded to the Kentucky Board of Medical Licensure.

Applicant’s signature: y_ I3 J?,e f a/MALU
Print or type name: 7% fﬂﬂ}/’)/”/ » /o///)ml { /W,\D .

Name & Address of Institu

-';‘/v W #8402 -2b08
Instructions to the Pro - Director: Thisform must not not be completed more than thirty (30} days prior to the
completion of training program if less than two (2) years. Please complete this form, sign, seal and return to the Board at
the above stated address. Any fees for completion of this form should be collected from the applicant,” Please affix the

seal of the hospital or have form notarized by a hospital official.

Name of Institution: 4@9 2 /%7.0-'/"2
If name of Institution was different when apphcant attended, please enter name:

Enrollment and participation: Our records indicate that 7/?:5@@ &&W ﬂ@mclpated in the

following program:

(Type or print applicant’s name)

Program type (Internship, Residency, PGY Department Dates Aftended Completed | Accredited
Fellowship) 12,34 ’ (Month/Day/Year) Yes/No By:
: "ACGME,
_ AOA, Efc..
_ , I /
ook || 0Fh Pl B\ EF| gy | s
a r Il v
! / / /
/ / P
/ / / !

18




. RECEVER e vED |
MaY 06 Z%R 07 2009 Form 2

-. . » - age (2) o
Applicant’s Name:—MLM K.B.M.L KBML Page (2) of (2)

Unusual circumstances: The followirig questions apply to unusual circumstances that occurred during any part of the -
applicant’s medical education. Please mark the appropriate response. **Il you answer yes to any of these questions,
please enclose an explanation, :

QUESTIONS Yes No

1. Did the applicant take any leave of absences or breaks from his/her
post-graduate training?

2. Was the épplicant ever placed on probation?
Was the applicant ever disciplined or under investigation?

4. Were any limitations or special requirements imposed on the applicant
because of academic incompetence or disciplinary problems?

5. Was your postgraduate medical training program accredited

O O 000

during the applicant’s participation? If “Yes” answer 5a.

Sa.by: [WACGME  []Other

Comments: Z "4 2 !'é!’ . N&IM&M /M&‘:@ -

7

Certification: | heréby certify that the above information is correct, to the best of my knowledge. - '

Program Director’s SignatuD

Print Name: O QB Pee LaA(ﬂSdf-()

Academic Title: 7

Telephone: (%/3 _ 9 y7A [02.2 Today’s Date: ééééi

Affix Institutional Seal Here '

(If the institution does not have a seal, this form must be notarized.)
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RECEIVED

FEB 02 2005 Form2
_ Page (1) of (2)
Kentucky Board of Medical Licensure i.B.M.L.

310 Whittington Parkway, #1B
Loulsville, KY 40222

Postgraduate Training Verification

Applicant’s Authorization: I authorize the release of mformatlon from my postgraduate training program listed below to
be forwarded to the Kentucky Board of Medical Licensure.

Applicant’s signat'ure:

Print or type name:

Name & Address of Institution:

Instructions to the Program Director: This form must not be completed more than thirty (30) days prior to the
completion of training program if less than two (2) years. Please complete this form, sign, seal and return to the Board at
the above stated address. Any fees for completion of this form should be collected from the applicant. Please affix the
seal of the hospital or have form notarized by a hospital official.

Name of Institution: \-\m\’d@r\i - '—?ﬁ\—h\ﬁ_

If name of Institution was different when applicant attended, please enter name:

\.DMLW\.Q_\

Enrollment and participation: Our records indicate that \

articipated in the
following program: '

{Type or print applicant’s name)

P.l ta\

Program type (Internship, Residency, PGY Department Dates Attended Completed | Accredited
Fellowship) 1,234 (Month/Day/Year) Yes/No " By:
ACGME,
AOA, Ete..
/ / /
w@\b \ b M-bD [b-21-b\ | Yes [DNWE]
. I !
/] /
f / !
/ / /

18




RECEIVED

FEB 02 2008 -
KBML.  Pageof 2

Applfcant’s Nam:a:—_“g eogﬁ . L \ & QLA e.\ l y\. x

Unusual circumstances: The following questions apply to unusual circumstances that ccurred during any part of the
applicant’s medical education. Please mark the appropriate response. **If you answer yes to any of these questions,

please enclose an explanation.

QUESTIONS

1. Did the applicant take any leave of absences or breaks from his’her
post-graduate fraining? _ '

2. Was the applicant ever placed on probétion?
Was the applicant ever disciplined or under investigation?

4. Were any limitations or special requirements imposed on the applicant
because of academic incompetence or disciplinary problems?

5. Was your postgraduate medical training program accredited

during the applicant’s participation? If “Yes” answer 5a.

Yes No

R O OO0
0 R BRE-

5a. by: &ACGME [] Other:

Comments:

Certification: ] heieby certify that the above information is correct, to he best of my knowledge.

) Program Director’s Signature:__ M

v

Print Name:(s r& W\\ﬁ

o

Academic Title:

Telephone: (. ) 203— ZBCI - L;? L/ Today’s Date:

Affix Institutional Seal Here

(If the institution does not have a seal, this form must be notarized.)
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’ StaTE OFMICHIGAN HEC E IVED
JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI
GOVERNOR ' LANSINGO FEB 1 B Zuus DIREGTOR
VERIFICATION OF_" LICENSURE
MICHIGAN BOARD OF MEDICINE K.B.M.L.
VERIFICATION OF LICENSURE AS OF 02/14/2005

KENTUCKY BOARD OF MEDICAL LICENSURE
310 WHITTINGTON PARKWAY SUITE 15
LOUISVILLE KY 40222

NAME: Theodore L Roumell SSN:
ADDRESS: 1050 W University BIRTHDATE:
Roc_hester, MI_48307-1877
TYPE: - Medical Doctor ORIGINAL DATE: = 06/26/1961

LICENSE NUMBER: 4301024386 STATUS: Active _EXPIRATION DATE:  01/31/2008
OBTAINED BY: Michigan Examination '

EXAM DATE EXAM - _ ' SCORES
06/08/1960 Physiology 92
06/08/1960 Pathology 93
06/08/1960 Medical Jurisprudence 45
06/08/1960 " Eye, Ear, Nose and Throat - : 45
06/08/1960 Anatomy, Gross Microscopic & Neuro 79
(6/08/1960 Biological Chemistry ’ 45
06/08/1960 Bactericlogy, Microbiology & Immun 41
06/08/1960 Medicine Incl. Dermatology : 78
06/08/1960 Preventive Medicine & Public Health 42
06/08/1960 . Obstetrics & Gynecology 425
06/08/1960 Materia Medica, Pharm & Therapeutics 85
06/08/1960 Surgery Incl. Anesth. & Radiclogy - 85
06/08/1960 Neurology & Psychiatry 40
06/08/1960 Pediatrics ' 37.5

DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS FORMAL COMPLAINTS NONE

N A

CAROLYN F. PARKINSON

BUREAU OF HEALTH PROFESSIONS - )
811 W. OTTAWA ¢ P.O. BOX 20670 ¢ LANSING, MICHIGAN 48909-8170
OHS5-0201 (12/03) www.michigan.gov ¢ (517) 335-0918




Page 1 of2

o’

Arizona Medical Board RECEIVED
Physician Profile
JAN 28 2005
K.B.0M.L,

' Printed; 1/27/2005 11:50:02 AM from hitp:/iwww.azmdboard.org

" General Information

License Number: 28481
Theodore L. Roumell MD Uicenso Stalus: Active
1050 W University Dr . Lcenso Dele: 71712000
Rochester Mlchigan 48307-1877 Ucense Renawed: 8/15/2003
Phone: 248-651-4004 Renew By: 08/2005

License Explres: 12/2005

Education and Training (a)

Modlcal School: UNIVERSITY OF MICHIGAN MEDICAL SCHOOL
ANN ARBOR, MI
Graduation Date: 6/11/1960

Intornshlg: 612411960 - 612411961 (Intetn)
nternship: pENYER HEALTH MEDICAL CENTER
DENVER, COLORADO

Rosldanay: /111983 - 4/30/1967 (inten)
asitlanty: HENRY FORD HEALTH SYSTEM
DETROIT, MICHIGAN

ib) Area of Interest: Obsteldcs & Gynecology (ABMS Board Certified)

Board Investigations and Actions
BOARD ACTIONS: 0 - NON DISCIPLINARY ACTIONS: 0
{c) OPEN INVESTIGATIONS: 0

Malpractice/Criminal Information

- CRIMINAL CONVICTIONS / 0 {e) MALFRACTICE CASES 0
"NO CONTEST™ PLEAS: RESULTING IN PAYMENT:

The Arlzona Medlcal Board presents this Informaifon as a service to the public. The Board refies upon Informatlon provided by
lleanseas lo ba ruo and correct, s raquired by statute, It Is an act of unprofesslonal conduct for a licensee to previde arroneous
Informallon to the Board. The Board makes no warranty or guarantea conceming the accuracy or reliability of the content of this
webslte or the conlent of eny other webslte to which i may link. Assessing accuracy and reliabllity of the Information obtalned from
this webslte Is solely the responslibliity of the user. The Board Is nol llable for amors or for any damages resulting from the use of the
Information conlalned hereln.

{a} Information up to the date of iniliat licensure Is verified by the Board. Infermation provided by the physiclan after this date Is not
verified by lhe Board. ] -

{b) The Board does not verify current specialiles. For more Informatlon please seo the American Board of Medlcal Speclalifes wab_sﬂe
at:_hitp:/www.abms.ora to determineg if the physician has eamed a specialty cerlilication from 1hls privale agency. .

(c) Opan invesligations represen! unproven allegations - Upon investigation many complaints are found lo be wilthout merit and |
dismissed.

(d) Advisory Lelters and Physiclan Responges to the Advisory Letters are only available on-tine for a 5 year period from date of
Ettp:llwww.azmdboard. g/profile.asp?PersonID=41815 1/27/2005




Page 2 of 2
Issuance by the Board. 7 .‘ AN 2 3 7-0“5 '

{e) The settlement of a medical malpractice action may occur for a varlety of reasons that do not necessarily reflect negative n\l=he
profasslonal compatence or conduct of the doclor. A payment In settlement of a medical malpractice action does not %?B sbar
presumplion that madical malpraclice occurred. '

{1} Prior to 1999, "Advisory Latters" ware known as "Letters of Concern”

http:/lwww.azmdboa:d.oré/proﬁle.asp?PersonID=4181 5 _ 1/27/2005




STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor
c ot MEDICAL BOARD OF CALIFORNIA
Caftoria LICENSING PROGRAM
cos.‘,\n;';:““‘“ e s
Affales” TEEA: (810) 263-2044
www.Caldocinfo.ca.gov' .
February 2, 2005 HECEWEU
FEB 03 25
HORGTSOURNE OPFICE PARK oo oone 8,00,

310 WHITTINGTON PKWY STE 1B
LOUISVILLE KY 40222-4916

To Whom It May Concern:

In response to your inquiry a standard search of available records in
this office has been performed. The following indicates the results
of that search: -

Physician: - THEODORE L ROUMELL
License No.: C 27076

Issued: May 19, 1965

Exam Type: A written examination
Expiration Date: August 31, 2005
Status: Renewed/current

If a discipline  status is listed, you may obtain information
concerning this action by contacting the Board's Enforcement Program,
Central File Room, 1426 Howe Avenue, Sacramento, CA 95825-3236 or by
faxing your request to the Central File Room at (916) 263-2420.

r

) edadnol

Joyce E,/ Hadnot _
-Acting"Chief, Licensing Program

SEAL




[~
]

- -RECEIVED pgb ren Ty,
™ FEB 25 205 MEDICAL CENTER _

February 22’ 2005 ‘ ] Caring Professlonnds Commniitted to Excellence
G&B'M oL .- Office: 469-524-1628
' Fax: 469-524-1505

LicenseSTAT . . -y -« L7 s dne
Stacy DeGraaf :
~ KY Board of Medical Licensure

310 Whittington Parkway, Ste, 1B -
Louisville, KY 40222

RE: Theodore L Roumell, MD

S . - : . .
In response to your recent request regarding the status of your privileges at Crittenton
Hospital Medical Center, please be advised-that due to the large volume of reference
requests, Crittenton Hospital Medical Center has chosen to expedite this process by

provndmg the following information:
Fegd

Original Appointment: 5/2.’1967 - present -
Current Status: Active Voting

Tefmination Date: v '

Specialty: o Obstetrics and Gynecology
Department: o Obstetrics And Gynecology

A review of this physician’s file indicates no adverse actions with regard to professional
ethics, discip]in_ary actions, c]inié‘al abilitiesor health status. '

Should you require aty- addmonal mformaflon please do not hesﬂate to contact me

dircoly at (248) 652:523% = i+ A
I RTRU SR ',l: s ,
Smcerely, ST T

Credentialing Coordinator i

Medical Staff OﬁiceHOI 'We.ét University, Rochester, Michigan 48307




RECEIVED

MAR 10 2005 Form 2A

Kéntucky Board of Medical Licensure : K M.L
310 Whittington Parkway, Suite 1B e
Louisville, Kentucky 40222

Hospital, Clinic, Facility Affiliation Form

To Applicant: In applying for a license to practice medicine in the Commonweaith of Kentucky, the Kentucky
Board of Medical Licensure requires this form to be completed by an administrator or chairperson in each facility
where you have practiced medicine during the five (5) years preceding your application. My signature below is
your authority to release any and all information in your files, favorable or otherwise regarding myself.

NameMMML@-ID-Q.MﬁﬁAgA_PM |

(Please print) : "~ (Signature)

Name and Address of Facility:_{ ) CQ.L » ' Y, {VE

ok oiokokok ik ok sk ok okolok B kokck ook kool b ook Rk kR R ks kb ko ok kR ook R Rk Rk R

To Reference Source: Please complete this form, sign, and retumn directly to the Board at the above stated
address. The processing time for licensure depends on timely receipt of critical forms such as this.  All applicants
have signed a general relase, which relieves anyone of liability for information furnished in good faith. No
Substitutions will be accepted in lieu of this form. Al other forms submitted will be returned.

1. Position and Department of the above applicant? LOOu.mTJLﬂ_Q AL - O CDU'I [N

2. Affiliation Dates: From ”e\u\oq To ‘-‘Ikllbt_p

3.  Wereany Iiniitétions imposed on this physician?_N O [f “Yes”, please explain briefly and aitach
certified copies of any documentation pertaining to such action.

4. Were privileges cver revoked, suspended, restricted, limited, reprimanded, placed on probation or otherwise
disciplined? \¢> If #Yes", please explain briefly and attach certified copies of any documentation pertaining
to such action.

S.  Was the above physician terminated from employment? Ny  Ifyes, please explain in detail.

Derogatory Information, if any:

Comments, if any: m\l.h pnou}d 0 d locm Tenen  Cou D)\G%ﬂ_.

Signature, Date, TitleL KGM&JL@MA \S‘IE&S C@Oflc? '

. Printed NameP\HTH L —)ZA/NOS

- - , Facility Oby, Medicad Conan

Affix Seal Her'e-‘! A&dreSS %13 zjg%. otdp GU,@
 Adpjan MU 9529/

Phone Number~2 ! 7 2(05. 0429

Medical Staff Coordinator

(If no seal, so indicatg:)

7
—

17




B85/16/2085 ©3:01 5861745 LICENSING | . PAGE B4

-
Ea-H

. ,;.'} i , Formm 4A
Kentucky Board of Medical Licensure B
310 Whittington Parkway, Suite 1B , E@EIVE
Louisville, Kentucky 40222 iy g . D
_ s

Hospital/Clinic/Facility Affiliation Form K8 "
By

To Applicant: In applying for a license to practice medicine in the Commonwealth of Kentucky, the
Kentucky Board of Medical Licensure requires this form to be completed by an administrator or
chairperson in ezch facility where you have practiced medicine during the five (5) years preceding your
application. My signatute below is your authority to release any and all information in your files,
favorable or otherwise regarding myself. o

Name:  JAC 0dbre ﬂﬂ{m M r#Q- M.D./D.O. %&é&ﬁﬂ@_
(Please print) / : ignatu -

Address: //%MW ' %//Ig ( /MI

#i#***iﬂl*#ﬂl##*#****t**t##*t*!lll*l!!*###**'ﬁ****#******###***-*#*ml*##t#t#t*t******

To Reference Source: Please complete this form, sign and return to the Board at the above stated
address. The processing time for licensure depends on timely recejpt of critical forms such as this. Al
applicants have signed a general release, which relieves anyone of liability for information furnished in
pood faith. No Substitutions will be accepled in lieu of this form. Al other forms submitted will be

relarned

1. What privileges were extended to the app jcant? —F: H ok —Gya -j
Affilistion Dates: From IO/ O& / 0.3 To l 0 OS ! &3

3. Were any limitations imposed on such privileges? N _If “Yes”, please explain briefly and attach
certified copies of eny documentation pertaining to such action,

4,  Were privileges ever revoked, suspended, restricted, limited, reprimanded, placed on probation or otherwise
disciptined? \NCIf "Yes", please explain briefly and attach certified copies of any documentation pertaining
to such action. : : :

Derogatory Information, if any:

Comments, if any:

Signature l . QQmmOJ‘O,Q
Title E'\ﬁ&l{ \)«)Om%\é EM\W
. Hospital Q T‘lQ’Z- \_ O&P el

Seal of Hospital %@h Ol Address SOV T Q 34 mm]n&\ 5

(If no sea, 50 indicate) - ISoOnsesh : 0y RSOl

Date v 0qQ 1S

22




Form 4A

Kentucky Board of Medical Licensure

310 Whittington Parkway, Suite 1B - ~ RECEIVED

Louisville, Kentucky 40222 S MAR Z 1 2005
| Hospital/Clinic Affiliation Form | K.B.M.L.

To Applicant: In applying for a license to practice medicine in the Commonwealth of .

" Kentucky, the Kentucky Board of Medical Licensure requires this form to be completed by the
hospital administration in each hospital/clinic where you have practiced medicine during the five
(5) years preceding your application. My signature below is your authority to release any and all
information in your files, favorable or otherwise regarding myself.

Name:_IN¢odote. QDWY\&\\ @DO

(Please print) (Signature)

Address:

ool e e e ek koo ok o sk ke s ok et ok st o koo ok ke sk sk ks s ol sk o stk otk ok s ekl s ek o

To Reference Source: Please complete this form, sign and return to the Board at the above
stated address. The processing time for licensure depends on timely receipt of critical forms such
as this. All applicants have signed a general release, which relieves anyone of liability for
information furnished in good faith. No Substitutions will be accepted in lien of this form. All
other forms submitted will be refurned.

1. Whiat privileges were extended to the applicant? Locim  Jewews R

Afﬁhatnon'Dat'és From é/é/a-y’ o " To {2/ S e e e

Were any limitations imposed on such privileges? ﬂ If “Yes”, please explam briefly and - -
attach certified copies of any documentation pertaining to such action.

4. ~ Were privileges ever revoked, suspended, restricted, limited, reprimanded, placed on probation or
otherwise disciplined? If "Yes", please explain briefly and attach cestified copies of any
documentation pertaining to such action.

Derogatory Information, if any:

Comments, if any:

Signature ﬂé"—"’ e/ ,
' /- : o Title, M ,@/MM
- N . - Hospital W Priclecat d—,-,.tr/
‘Seal ofHospital ' Address _ /227 77 DA

(If no seal, so indicate) - M Mz 4 28 /. .

Date 3~ 15— 05"




RECEIVED

Northern Arizona Healthcare MAR 2 1 2005 1200 Norh Beaer el
~ Flagstaff Medical Center | i.8.M.L. 2 om
RECEIVED
MAR 10 2005
i€.B.M.L.

March 9, 2005

Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
"Louisville, Kentucky 40222

Re: TheodoreL. Roumell, MID-
Primary Specialty: OB/GYN

To Whom it May Concern:;

Theodore L. Roumell, MD was a Locum Tenens physician at Flagstaff Medicai
Center during the time period of 6/6/2004 — 6/7/2004, covering in the area of
OB/GYN.

Sincerely,

LoD

Susan Peters
Medical Staff Services
(928) 214-3501




' " Form 4A
Kentucky Board of Medical Licensure .

310 Whittington Parkway, Suite 1B

Loulsville, Kentucky 40222

Hospital/Clinfe/Facility Affiliation Forlﬁ

To Applicant: In applying for a license to practice medicine in the Commonwealth of Kentucky, the
Kentucky Board of Medical Licensure requires this form to be completed by an administratoror
chairperson in each facility where you have practiced medicine during the five (5) years preceding your
application. My signature below is your authority to release any and all information in your files,
favorable or otherwise regarding myself.

A
Name: .DJ/D.O. ECE’VED
(Please print) (SiIgmﬂtu.reg )’§ 2 ta s %EB 28 2005
Address:__gzw ,(AI /Zr 4 M / . 7 _ &, 8, M.L

lt'llil'l‘l!!‘tllittt!'.‘ilﬂill“#Ql*t*i#li#l*il.tiil'ltlOlltiti!‘!###it‘tﬁ#iﬁlﬂri*i

To Reference Source: Please complete this form, sign and retum to the Board at the above stated
address. The processing time for licensure depends on timely receipt of critical forms such as this. Al
applicants have signed a general rclease, which relieves anyonc of Jiability for information furvished in
good faith. No Substitutions will be accepted in leu of this form. Al other forms submitted will be

returned.
. What privi-l-egﬁ were extended to the applicant?_gb caam Toenen . - O /3)
2. Affiliation Dates: From L4 lo 4 10 2 g 00

3.  Were any limitations Irﬁpoaed on such priviteges?__A )/ Jf Yes”, pleasc explaln briefly and attach
certified coples of any dooumentation pertaining to such action,

4,  Were privileges ever revoked, suspended, restricted, lmited, reprlmnnded, placed on probation or otherwise
disciplined?_AYJf "¥es*, please explain briefly and attach certifled copies of any documentation pertaining
to such action,

Derogatory Information, if any: NONKR

Comments, ifany:

. ool Kua by W odsead) Conley
Sea! of Hospital .- > Address 3!2 E‘lddﬂfmidz ( ) ot
(fnosenl, soindicpte) - Ovdugso NG <Gaa 7

Dae QA3 .0S

22




Form 5

: Page (1) of (2)
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B . RECEIVED
Louisville, KY 40222
FEB 17 2005
Reference Form .
’ ﬂ%uBnMnL-

To applicant: The Kentucky Board of Medical Licensure requires completion of two (2)
Reference Forms from reference sources. These forms must be sent from the reference source to
the Board at the above address,

In addition, the forms must meet the following criteria:
{a) Recent (no older than 6 months)
(b) Original signature
(c) Sent by licensed physician familiar with your practice. It is preferable that one be sent by the
Program Ditector for those who recently completed residency training, or the last hospital where
staff privileges were held,

Please be sure to indicate your name below for identification purposes,

Name of appllcant \j/) eodlory ﬁﬁ W (/wf @/\4

(Please print)

ook ko ok ok R ORI ool UKk i R kR OUOOE R O ko R A kR kR Rk Rk

To reference source: Please complete this form, sign and return to the Board at the above stated
address. All applicants have signed a general release, which relieves anyone of any liability for
information furnished in good faith.

From: JA 1ML V. ARA G OAES , AL

(Full Name — Please Print)

sduih 302 o1 Oartwood. B M 49307

(Address) (City, State? Zipcode)
Telephone: (.‘248 ) Gg/ 32 /-Z

How long have you known the applicant? 4L -ye M/

1.
2. In what capacity are you acquainted with him/her? Qs Hosp.
. .
Yes No . Not Applicable

3. Have you ever received reports of poor practice by this - O X ]

physician or have you discussed concerns you had about - - :

his/her practice with medical staff officers at a hospital?
4, Have you ever received reports of poor relationships ] X ]

between this physician and other members of hospital

medical staff?
5. Are you aware of any derogatory information about this | IE ]

~ physician with respect to his/her ability to practice
medicine?
23




- Form$
Page (2) of (2)

- Note: If you answer “NO” to questions 10, 11 or 13, please give an explanation.

10.

11

12,

13.

Comments:

Yes

Does he/she have, or has he/fshe had in the past, any ]
mental or physical illness or personal problems that
interfere with his‘her medical practice?

Has he/she ever abused alcohol or drugs or shown any ]
signs of chemical dependency?.

Are you aware of any lawsuits having to do with his/ B{
her medical practice that this physician has either lost -
or settled out of court?

Are you aware of any restrictions, limitations or other 7|:|
actions of any nature taken against this physician by a
hospital or other health related entity?

Does this physician accept medical staff and hospital E

policies and function willingly according to these
policies?

Does he/she enjoy professional respect among his/her E
colleagues and in the community where he/she practices?

Are you sorry to see this physician leave your IE
community?

Do you recommend him/her for unrestricted medical (X
licensure in Kentucky?

No

X

O

Not Ap liEcable

CEIVED
FEB 17 2005
K.B.0.L,

O

Wikl qw,a,&/wof W@a@ ﬂlwwco G/

/v.w&)ﬂea%oau—& MMMAWM/

Signature Q(/ OJL oqQ M 70

Tite /ot Y0y v LY

Hospital Cux%e/m’m\/ #OWaL,

Date d?_,(') .

/6,
7

2006~

24




, ' : Form §
1 ) o , Page (1) of (2)

Kentucky Board of Medical Licensure RECEIVED
310 Whittington Parkway, Suite 1B :

" Louisville, KY 40222 FEB 17 2005
Reference Form : i.B.MLL.

To applicant: The Kentucky Board of Medical Llcensure requires completlon of two (2)
Reference Forms from reference sources. These forms must be sent from the reference source to
the Board at the above address.

In addition, the forms must meet the following criferia:
(a) Recent (no older than 6 months)
(b) Original signature
{c) Sent by licensed physician familiar with your practice. Itis preferable that one be sent by the
Program Director for those who recently completed residency training, or the last hospital where
- staff privileges were held.

Please be sure to indicate your name below for identification purposes.

Name of appllcant 4,/')60 dord 7206{ /)q,q,/ ,[,,- M, Q
(Please print)

**4*‘#i#***i#1'*#i*ti**i*#’lll.lii*lk##llll*t*i‘i*itti#*#titi#ti*l*##tl*##**iit###tiil#til#t#*i*i*i

To reference source: Please complete this form, sign and return to the Board at the above stated
address. All applicants have signed a genera! release, which relieves anyone of any liability for
information furnished in good faith.

From_B#’p\(qOL- %fOC/IC_ M>

(FuII'Name lease Print)
z_d )b6 W'V sy f‘b/#%’oo roﬂ s M, 7—&307

(City, State, Zipcode)
Telephone: M gz"“ ‘3, o §O

1. How long have you known the applicant? gﬂf\f(“ = / -7‘ / g
2. Inwhat capacity are you acquainted with him/her? W oFTHE OBIGVH DEP

physician or have you discussed concerns you had about
hisfher practice with medical staff officers at a hospital?

O

4. Have you ever received reports of poor relationships 1
between this physician and other members of hospital

Yes N, Not Appllcable
3, Have you ever received reports of poor practlce bythis [ ﬁ'
medical staff?

O

5 * Are you aware of any derogatory information about this [
physician with respect to his/her ability to practice
medicine?

25




RECEIVED
. ’ Form 5
, , FEB172005 page)ora)
> Note: If you answer “NO” to questions 10, 11 or 13, ple:g&gé‘ﬂwla'an explanaﬁon.

Yes Not Applicable .

|

6.  Does he/she have, or has he/she had in the past, any O
mental or physical illness or personal problems that
_intetfere with his/her medical practice?

signs of chemical dependency?

8.  Areyou aware of any lawsuits having to do with his/ ~ []
her medical practice that this physician has either lost
or settled out of court?

9. Are you aware of any restrictions, limitations or other
actions of any nature taken against this physician by a
hospital or other health related entity?

O

No
1. Has he/she ever abused alcohol or drugs or shownany [ @ ]

&

10.  Does this physician accept medical staff and hospital O O
policies and function willingly according to these

policies?

11. Does he/she enjoy professional respect among his/her
colleagues and in the community where he/she practices?

®
O
[

12. Are you sorry to see this physician leave @- - O O
community _ :

13, Do you recommend him/her for unrestricted medical $ O O
licensure in Kentucky?

Comments:

S = e

Signatu% I%@%
Title M,
Hospital 127 TE77 YO = H OSP VAL

Date Qﬂlé\%@?
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RECEWE‘E}
FEBOS &

§.B.0.L.
.jA éﬂf/ /4 ? UumeLl, A4, @ereby authorize the following individuals and entities to release all information

(documented oral or other) about me in their possession to the Kentucky Board of Medical Licensure (KBML) or its -
agents:

Form 6

Release and Waiver of Rights Form

1. All medical/osteopathic schools which I have attended.

2. All hospitals or other health care facilities at which I have ever held staff privileges, whether full or limited,
temporary or permanent; and all hospitals or other health care facilities at which T have ever received training.

3. All medical/osteopathic societies, specialty boards, and other medical/osteopathic organizations with which
I have been associated.

4, All other state or Canadian licensure boards, federal health agencies, and federal and state drug control
agencies.

5. All licensed physicians, nurses or other health care professionals of any state or Canadian province.
6. All attorneys who have participated in civil or criminal actions in which I was named party.

I hereby release the above-named individuals and entities from all liability for the release of information to the Board
(KBML)'or its agents.

I further authorize the Board (KBML) or any of its duly authorized agents, to make any investigations that they deem
necessary to securc information concerning me, which is relevant to the requ:rements for licensure. 1 further authorize
them to release such information they may now or in the future have, concerning mie to (i} any federal, state, county or
local governmental entity, (ii) any hospital or other health care facility, or (iii) any other person upon a showing that the
release of the information is vital to the health, safety and welfare of the general public.

1 hereby make this release and waiver of rights for the purpose of allowing the Board (KBML) to carry out its duties
pursuant to my request for a license to practice medicine/osteopathy in the Commonwealth of Kentucky; and further, for
" the purpose of allowing the Board (KBML) to carry out its duties in regard to my continued licensure.

This release and waiver of rights has no expiration date and shall remain effective during my licensure in the

Common th of Kentucky

(Appl ca nature5 (Date)
772 core 7 Houmet [ M: R

{Print Name)

Sworn to and Subscribed Before Me By the Above Named Applicant on this the JRoday of FENRVARY 20 005,

Seal - ' F/\ﬁ/f\ CXMﬁQ
i

- Notary Public

. . - FRAN CAGLE
My Commission expires: chigan

Couniy of Macomb
My Commission Expirea Sept. 10 2007
Acting inthe Cuunty of K
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American Medical Association RECEIVED

Physicians dedicated to the health of America

Dlvision of Survey and Data Resources - 3
515 North State Street JAN 1 2[]”5
Chlcago, Minois 60610
http:/fwww.ama-assn.org/amaprofiles K- B-MaL-
AMA Physician Profile
Name and Mailing Address: Primary Office Address:

THEODORE LOUIS ROUMELLMD . _
1050 W UNIVERSITY DR SAME AS MAILING ADDRESS

ROCHESTER HLS MI 48307-1877

Phone: 1-248-651-4004

Birthdate: :
‘Birthplace:
Physician's Major Professional Activity: OFFICE BASED PRACTICE

Practlce Specialties Self Deslgnated by the Physician*:

Primary Specialty:  OBSTETRICS & GYNECOLOGY

Secondary Specialty: UNSPECIFIED .
*Saif-Designaled Praclice Speciaities/Areas of Practice (SDPS) listed on the AMA Physician Profile do not imply "recognition” or

"endorsament” of any fleld of madical practice by the Association, nor does it imply, certification by & Member Medical Specially Board of

" the American Board of Medical Specialties, or that the physician has been lralned or has special competence to practice the SDPS.

AMA membership: NON MEMBER
All Information from this Point Forward is Provided by the Primary Source

Current and/or Historjcal Medical School:
UN1V OF MI MED SCH, ANN ARBCR MI 48109
Degree Awarded: Yes
Reported Year of Graduation 1960

AMA Files Checked 1/27/2005 15:17:18  Profile for: Theodore Louis Roumell MD Page | of 4

7 €005 by the American Medical Association




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the
requesting organization that this Physician Profile (see reverse) is provided to the
requesting organization with the understanding that (1) the information on the Profile will
be treated with total confidentiality; (2) that such information is granted solely tothe
requesting organization and is granted as a non-exclusive limited license, consistent with
and limited to the specific purposes set forth on the Physician Profile request form or other
agreement; and (3) that no Physician Profile or information contained therein will be sold,
provided to, released, copied, extracted or otherwise usurped for use by any other party,
 entity, organization or government agency. Disclosure, sale or resale of Physician
Profiles or the information contained therein to any third party, whether or not
affiliated with the requesting organization, is strictly prohibited except that this
prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about
‘whom any such data relates), judicial authorities under court order, federal
regulatory bodies with jurisdiction over the requesting organization, or disclosures
otherwise required under federal or state law; provided however, that if the requesting
organization is served with a subpeena or other legal process requiring the
production or disclosure of Physician Profiles, then the requesting organization, to
- the extent reasonably practicable before complying, will promptly notify AMA and
permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or uponthe
effective date of any statute, regulation or court decision mandating any disclosure
whatsoever of such Profile information by the requesting organization, such license to use
and possess the Profile shall be automatically and nnmedmtely terminated and the Profile
and any information or data contained thereon or, in any way, derived therefrom shall be
returned to the AMA 1mmed1ately, but, in no event, later than 48 hours after such
automatic termination,

AMA makes no representations or warranties, either expressed or implied, as to the
accuracy, completeness or timeliness of the information contained in Physician Profiles

- and assumes no responsibility for any errors or omissions contained therein. Furthermore,
no warranty, express or implied, is created by providing information through Physician
Profiles. The AMA does not endorse in any way the individuals described in the Physician
Profiles; and in no event shall the AMA be liable to the requesting organization or anyone
else for any decision made or action take in reliance on such information.




American Medical Association . RECEIVED

Physicians dedicated to the health of America

Divislon of Survey and Data Resources ) ) JAN 3 ] 20[]5
515 North State Street
Chicago, Iifinols 60610 K B M L

htlp:/iwww.ama-sssn.org/amaprofiles

AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs ‘Accredited by the Accreditation Council for
Graduate Medical Education (ACGME): '

Fuiure training dates, as reporfed by the program, should be interpreted as "in progress” or "eurrent” with projected date of completion, ifthe
training program indicates thal training for a physiclan in a particular specialty was nof completed at their institution, the training segmeni will be
ideniifled as "INCOMPLETE TRAINING". o

Tostitution: UNIV OF PITTSBURGH MED CTR State: PENNSYLVANIA
Specialty : FLEXIBLE OR TRANSITIONAL 06/1960 - 06/1961
(VERIFIED)
Institution: HENRY FORD HOSP State: MICHIGAN
Specialty : OBSTETRICS & GYNECOLOGY 0771963 - 02/1967
' (VERIFIED)

Note: I you have discrepant information, please submit a Request for Investigation to the AMA so0 that we may verlfy the information with the
primary source(s). See the st page of thls Profile for instructions on how lo report a data discrepancy.

Current and/or Historical Medical Licensure:

MDD/ Date Explration License | Last
Jurisdiction DO Granted Date Status Type Reported
ARIZONA MD 07/07/2000  12/27/2005 ACTIVE UNLIMITED  01/24/2005
CALIFORNIA MD 05/19/1965  08/31/2005 ACTIVE UNLIMITED  01/10/2005
MICHIGAN MD 062671961  01/31/2006  ACTIVE UNLIMITED 01/07/2005

Note: When the specific month and day are unknown, the date will display the default value of “0L1." Notall licensing boards
maintain or provide full date values, Please contact the sppropriate licensing board directly for this informatlon.

ECFMG Certfication:
Applicant Number:

Note: The Educational Commisslon for Forelgn Medleal Graduates (ECFMG) appllcant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECEFMG Certification Yerlfication Service [n
writing at P.O. Box 13679, Phiadelphia, PA 19101, ‘

AMA Files Checked 1/27/2005 15:17:18  Profile for; Theodore Louis Roumell MD Pape 2 of 4
©32005 by the American Medical Association




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the
requesting organization that this Physician Profile (see reverse) is provided to the
requesting organization with the understanding that (1) the information on the Profile will -
be treated with total confidentiality; (2) that such information is granted solely to the
requesting organization and is granted as a non-exclusive limited license, consistent with
and limited to the specific purposes set forth on the Physician Profile request form or other
agreement; and (3) that no Physician Profile or information contained therein will be sold,
provided to, released, copied, extracted or otherwise usurped for use by any other party,
entity, organization or government agency. Disclosure, sale or resale of Physician
Profiles or the information contained therein to any third party, whether or not
affiliated with the requesting organization, is strictly prohibited except that this
prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about
whom any such data relates), judicial authorities under court order, federal
regulatory bodies with jurisdiction over the requesting organization, or disclosures
otherwise required under federal or state law; provided however, that if the requesting
organization is served with a subpoena or other legal process requiring the
production or disclosure of Physician Profiles, then the requesting organization, to
the extent reasonably practicable before complying, will promptly notify AMA and
permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure
whatsoever of such Profile information by the requesting organization, such license to use
and possess the Profile shall be automatically and unmedlately terminated and the Profile
and any information or data contained thereon or, in any way, derived therefrom shall be
returned to the AMA immediately, but, in no event, later than 48 hours after such
automatic temunatlon

AMA makes no representations or warranties, either expressed or implied, as to the
accuracy, completeness or timeliness of the information contained in Physician Profiles
and assumes no responsibility for any errors or omissions contained therein. Furthermore,
no warranty, express or implied, is created by providing information through Physician
Profiles. The AMA does not endorse in any way the individuals described in the Physician
Profiles; and in no event shail the AMA be liable to the requesting organization or anyone
else for any decision made or action take in reliance on such information.




American Medical Association RECEIVED
Physicians dedicated to the health of America JAN 3 1 2005

Division of Sﬁrvey and Data Resources

515 North State Street K.. M‘ L.
Chicago, Illinels 60610 o

http:/fiwww.ama-assn.orgfamaprofiles

AMA Physician Profile

Federal Drug Enforcement Administration:

FEDERAL DEA REGISTRATION INFORMATION WAS LAST REPORTED TO THE AMA ON 12/17/2004.
DEA REGISTRATION IS VALID THROUGH 04/30/2005.

Note:  Many stafes require their own controfled substonces reglsiratfonflicense, Please check with your sfate
licensing authorlty for requirement information as the AMA does not malntaln this information.

Specialty Board Certification(s)*:
Specialty Board Certification(s) by ane or more of the 24 boards recognized by the American Board of Medical Specialties
(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported
by the ABMS: '

The AMA Physician Profile has been designated by the ABMS as an official "display agent” of the ABMS Specialiy Board
Cestification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to ctedentialing standards set forth by accrediting bodies such as the Joint Commission
on the Accreditation of Healthcare Organizations (JCAHQ) and Nationat Committee for Quality Assurance {NCQA).

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Certificate: OBSTETRICS & GYNECOLOGY

Certllicate Type: GENERAL B
Duration ‘Effective Expiration Occurrence Last Reported
LIFETIME 01/01/1969 INITIAL 01/13/2005

Note:  For certilicatlon dates, a default value of "01" appears int the day or month Reld If data were not provided to AMA, Please coniact the
approprlate apeclalty hoard directly for this informatlon. (**) Indicates an expired certiflcate.

*This Informatlon is proprietary data maintalned in a copyrighted database compilation owned by the American Board of Medical Specialifes.
Copyright 2004 American Board of Medical Specialties, All right reserved.

Medicare/Medicald Sanction(s): .

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

Other 'Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

AMA Files Checked 1/27/2005 15:17:18  Profile for: Theodore Louis Roumell MD Page 3 of 4
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AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the
requesting organization that this Physician Profile (see reverse) is provided to the
requesting organization with the understanding that (1) the information on the Profile will
be treated with total confidentiality; (2) that such information is granted solely to the
requesting organization and is granted as a non-exclusive limited license, consistent with
and limited to the specific purposes set forth on the Physician Profile request form or other
agreement; and (3) that no Physician Profile or information contained therein will be sold,
provided to, released, copied, extracted or otherwise usurped for use by any other party,
entity, organization or government agency. Disclosure, sale or resale of Physician
Profiles or the information contained therein to any third party, whether or not
affiliated with the requesting organization, is strictly prohibited except that this -
prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about
whom any such data relates), judicial authorities under court order, federal
regulatory bodies with jurisdiction over the requesting organization, or disclosures
otherwise required under federal or state law; provided however, that if the requesting
organization is served with a subpoena or other legal process requiring the
production or disclosure of Physician Profiles, then the requesting organization, to
the extent reasonably practicable before complying, will promptly notify AMA and
permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure
whatsoever of such Profile information by the requesting organization, such license to use
and possess the Profile shall be automatically and immediately terminated and the Profile
and any information or data contained thereon or, in any way, derived therefrom shall be
returned to the AMA immediately, but, in no event, later than 48 hours after such
automatic termination. '

AMA makes no representations or warranties, either expressed or implied, as to the
accuracy, completeness or timeliness of the information contained in Physician Profiles
and assumes no responsibility for any errors or omissions contained therein. Furthermore,
no warranty, express or implied, is created by providing infornation through Physician
Profiles. The AMA does not endorse in any way the individuals described in the Physician
Profiles; and in no event shall the AMA be liable to the requesting organization or anyone
else for any decision made or action take in reliance on such information.




American Medical Association RECEIVED
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Division of Survey and Data Resources _ ) JAN 3 1 2035
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AMA Physician Profile

Additional Information:
TO DATE, THERE 1S NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the AMA Physiclan Profile Is intended to assist with credentialing, Appropriate use of the AMA Physiclan Masterfile data
contained on this Profile by an organization would meet the primary source verlficatlon reguirements of the Jolnt Commisslon on Accreditation
of Healthcare Organlzations (JCAHO) and the American Acereditation HealthCare Commlssion/URAC, The Physician Masterfile meets the
Nat{ona! Commitiee for Quality Assurance (NCQA) standards for verification of medical education, post graduate medleal tralning, board
cerfification, DEA status, and Medicare/Medlcaid sanctlons.

If you note any discrepancies, please log onto our web site and go to the order detail page, select the D following the physiclan's name and enter
the data in question. Or you can mark the Issucs on a copy of the profile and mail or fax te:

Divislon of Database Products and Licensing
Attn: Credentialing Products

515 N. State Street

Chlcago, 1L 60610

800- 665-2882

312 464-5900 (fax)

AMA Files Checked 1/27/2005 15:17:18  Profile for: Theodore Louis Roumell MD Page 4 of 4
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AMA Physician Profile (continued)

Itis mutually agreed between the American Medical Association (AMA) and the
requesting organization that this Physician Profile (see reverse) is provided to the
requesting organization with the understanding that (1) the information on the Profile will
be treated with total confidentiality; (2) that such information is granted solely to the
requesting organization and is granted as a non-exclusive limited license, consistent with
and limited to the specific purposes set forth on the Physician Profile request form or other
agreement; and (3) that no Physician Profilé or information contained therein will be sold,
provided to, released, copied, extracted or otherwise usurped for use by any other party,
entity, organization or government agency. Disclosure, sale or resale of Physician
Profiles or the information contained therein to any third party, whether.or not
affiliated with the requesting organization, is strictly prohibited except that this
prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about
whom any such data relates), judicial authorities under court order, federal
regulatory bodies with jurisdiction over the requesting organization, or disclosures
otherwise required under federal or state law; provided however, that if the requesting
organization is served with a subpoena or other legal process requiring the
production or disclosure of Physician Profiles, then the requesting organization, to
the extent reasonably practicable before complying, will promptly notify AMA and
permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure
whatsoever of such Profile information by the requesting organization, such license to use
and possess the Profile shall be automatically and unmedmtely terminated and the Profile
and any information or data contained thereon or, in any way, derived therefrom shall be
retuned to the AMA immediately, but, in no event, later than 48 hours after such
automatlc termination.

AMA makes no representations or warranties, either expressed or lmplled astothe .
accuracy, completeness or timeliness of the information contained in Physician Profiles
and assumes no responsibility for any errors or omissions contained therein, Furthermore,
no warranty, express or implied, is created by providing information through Physician
Profiles. The AMA does not endorse in any way the individuals described in the Physician
Profiles; and in no event shall the AMA be liable to the requesting organization or nnyone
else for any decision made or action take in reliance on such information.




National Practitioner Data Bank
Healthcare Integrity and Protection Dala Bank .

P.O. Box 10832 REGENED
Chantilly, VA 20153-0832
FEB 15 2005

hitp:/iwww.npdb-hipdb.com ) K B M L

. DCN: 5500000036293301

Process Date: 02/09/2005
Page:1 of 2

RESPONSE TO SELF-QUERY

A. SUBJECT . Subject Name: ROUMELL, THEODORE
P oN wom blect Rame: =
DISCLOSURE Gender:
IS REQUESTED Date of Birth:
Other Name(s) Used:
Organization Name:
Organlzation Type:

Other, as Specifled:

Home or Work Address:—
City, State, ZIP—

Country.

Social Security Numbers (SSN): _

Individual Taxpayer Identification Numbers {ITIN):
Federal Employer ldentlfication Numbers {FEIN):
National Provider Identifiers (NPI):

Drug Enforcement Administration (DEA) Numbers:
Unigue Physiclan identilication Numbers (UPIN):

Professional School{s) & Year(s) of Graduation: UNIVERSITY OF MICHIGAN MEDICAL SCHOOL

Occupation/Fleld of Licensure (Code): PHYSICIAN (MD) (010)

1960

State License Numbers, State of Licensure: 24386, MI
Other, as Specified:
_ Speclalty:
B. PAYMENT .
INFORMATION Payment Type: CREDIT CARD

Account Number:
Expivation Date:

Transaction Date:
Transaction Numbe
Total Charge:

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000036293301
Healthcare Integrity and Protection Data Bank ﬁECENED Process Dale: 02/09/2005
P.O. Box 10832 Page:2 of 2

Chantilly, VA 20153-0832 FEB 15 2005 g
) K..Mn Lu

hitp://www.npdb-hipdb.com

. SEARCH Based on the subject identification information provided by you'In Section A above, a search of
RESULT the NPDB has located the following 2 repori(s). _
| Type of Report Report Number
| Medical Malpractice Payment Reporl 1019902830153000
Medical Malpraclice Payment Report 1019902906125000

‘Reciplonts should verify that the subject Identifled in Section A Is, in fact, the subject of Interest.

Coples of thess reports are enclosed for restriclediimited use as prescribed by Tltle IV of Public Law 99-660, as amended. Reclpients should verify
that tha subject identilled in Section B of the'report(s) Is, in fact, the subject of interest. Information from the NPDB Is confidential and must be used
solely for the purpose for which Il was disclosed. ANY PERSON WHO VIOLATES THE CONFIDENTIALITY PROVISIONS AS SPECIFIED IN TITLE
IV I8 SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $14,000 FOR EACH VIOLATION. Subjects of reports who oblain information about
themselves from the NPDB are permitted 1o share that Information with anyone they choose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 1019902830153000
Healthcare Integrity and Protection Data Bank QECEIVED Process Date: 11/10/1990
P.O. Box 10832 _ Page: 1 of 3

Chantilly, VA 20153-0832 FEB 5 2009 '

hitp:/www.npdb-hipdb.com I{.B.M.L.

MEDICAL MALPRACTICE PAYMENT REPORT
o ' Report Number 1019902830153000 "
This report is maintained in: |_T_| The National Practitioner Data Bank
|:|The Healthcare Integrity and Protectlon Data Bank
The Informatlon contalned in this report is maintained by the National Praclitioner Data Bank for restricted use under the provisions of Title IV-

of Public Law 99-660, as amendad, and 45 CFR Part 80. All information Is confidential and may be used only for the purpose for which it was
disclosed. For additional information or clarification, contact the reporting entity [dentified In Section A.

‘A. REPORTING Entity Name: PHYSICIANS INSURANCE CO OF MICHIGAN
ENTITY -Address: po BOX 2510

..._-._._
!

City, State, ZIP: OEKMOS, MI 48864-2510

Entity Intemal Report Reference
{e.g., clalm number):

Name or Office: JEFFREY L. OLSEN
Titte or Depariment: CLAIMS EXAMINER
Telephone: 517-349-6500 EXT.267

Type of Reporl: INITIAL REPORT

B ISITIJJEBI\‘IJ'II'-:I‘IE;I;: ATION Subject Name: ROUMELL, THEODORE L
. INFORMATION - Other Name(s) Used:
E (INDIVIDUAL) ' Gender: UNKNOWN

Organizatldn Name: THEODORE L ROUMELL, M.D.P.C.
Work Address: 1050 WEST UNIVERSITY

Cily, State, ZIP: ROCHESTER, MI 48063
Country:

Home Addross:

City, Slate, ZIP:
_Counlry:

Social Security Number§ (SSN):
" Date of Birth: _
Deceased: NO
Professlonal School(s) & Year(s) of.Graduallun: UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 1960

Occupation/Fleld of Licensure (Code); PHYSICIAN (MD} (010}
State License Nurnber, State of Licensure: 0243686, MI
Other, as Specifled:

Drug Enforcement Administration (DEA} Numbers:

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitloner Data Bank

Healthcare Integrity and Protection Data Ban Process Date: 11/10/1990
P.O. Box 10832 FIECEWED Page: 2  of 3
Chantilly, VA 20153-0832
' FEB 15 2005
http:/iwww.npdb-hipdb.com K.B.M.L.

DCN: 1019902830153000

Hospltal Affiliation(s):

'CT]NFOR-MATION - Date of Repon:
REPORTED

ActfOmisslon Code:

-Date of Act/Omisslon:

Payment Date:

Multiple or Single Payment:

Amount of This Payment:

 Total Amount of Judgmant or Settlemant:
Payment Result of:

Number of Practitioners for Whom Payment Is Made:
Felationship of Entity to the Practitioner:
Date of Judgment/Settlement:

Adjudicallve Case Number;

Adjudicative Body Name:

Court File Number:

11/10/1980
SURGERY: IMPROPER PERFORMANCE OF SURGERY {250)
09/25/1987 ;
10/02/1990
SINGLE
510,000.00

SETTLEMENT

1
INSURANCE COMPANY

o

Reporters ALLEGED FAILURE TO PROPERLY PERFORM AN ABORTION RESULTING IN
Description of the 1nFECTION. 8975-040A

Act or Omilsslon:

Reporter's $10, 000 SETTLEMENT.

- Description of the
Judgment or
Settlement:
D. SUBJECT If the subject identified in Section B of this report has submilted a stalement, it appears In this

i STATEMENT soctlon.
i

'E. REPORT
STATUS

contested this report.

(-

Unless one or more boxes below are checked, the subject of this report idenlified In Section B has not

D fbox Is chedked, thls report has been disputed by the subject identified In Sectlon B.

D If box is chacked, at the request of the subject Identified in Sectlon B, this report is being reviewed

by the Secretary of the U.S. Department of Health and Human Services lo determine its accuracy
and/or whether it complies with reporting requirements. No decislon has been reached. :

D If box Is checked, at the request of the subject identified in Section B, this repot was reviewed by
the Secretary of the U.S. Depariment of Health and Human Seivices, The Secretary's decislon Is

shown below:

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank : DCN: 1019902830153000
Healthcare Integrity and Protection Data Bank Progess Date: 11/10/1990
P.O. Box 10832 RECEIVED | Page:3 of 3
Chantllly, VA 20153-0832 '

| FEB 15 2005
hitp://www.npdb-hipdb.com . KB.M.L

Date of Initial Report: 11/10/1990

Date of Most Recenl Change: 11/10/1990

END OF REPORT

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitloner Data Bank DCN: 10199023361’53000

Healthcare Integrity and Protection Data Bank Process Date: 02/09/2005
P.O. Box 10832 ﬁECENED Page: 1 of 5
Chantllly, VA 20153-0832 -

FEB 15 2005
http:/iwww.npdb-hipdb.com K.B.M.L.

DISCLOSURE HISTORY

Report Number 1019802830153000

F. DISCLOSURE
HISTORY

Recipient(s) of the Current Version of this Report

A copy of this report has been disclosed 1o the following entity(entities) for limited/restricled use under the statutory provisions specified
in this report. Additlonally, all active entlties who received the sarlier version of this report within the three year perlod prior lo the date
the correctlon was filed were mailed a copy of the current version of this report.

Date Released Entity Name

06/04/1992 CRITTENTON HOSPITAL
1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307 .
{248) 652-5232
Date Released Entity Name
06/03/1991 DETROIT-MACOMB HOSPITAL CORP

7733 EAST JEFFERSON AVENUE

DETROIT, MI 48214
(313} 499-4666
Date Released Entity Name
07/22/1991 DETROIT-MACOMB HOSPITAL CORP

7733 BAST JEFFERSON AVENUE

DETROIT, MI 48214
(313) 499-4666
Date Released Entity Name
05/07/1993 DETROIT-MACOMB HOSPITAL CORP

7733 EAST JEFFERSON AVENUE

DETROIT, MI 48214
{313) 499-4666

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




" Nationa! Practitioner Data Bank DCN: 1019902830153000
I;eoalt;carfog;ggrity and Protection Data Bank ' Process Date: 02/09/2005
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L FEB 15 2005
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DISCLOSURE HISTORY

Report Number 1019902830153000

Date Released Entity Name

10/01/1993 UNIVERSITY OF MICHIGAN MEDICAL STAFF SER
1500 E. MEDICAL CENTER DRIVE F2306 MCHC

ANN ARBOR, MI 48109
(734) 936-9879

Date Released Entity Name

05/10/1994 CRITTENTON HOSPITAL

1101 W UNIVERSITY DRIVE

ROCHESTER. MI 48307
(248) 652-5232

Date Released - Entity Name

05/15/1995 ‘'DETROLT-MACOMB HOSPITAL CORP

7733 EAST JEFFERSON AVENUE

DETROIT, MI 48214
(313) 499-4666
Date Released Entity Name
06/18/1996 CRITTENTON HOSPITAL

1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
(248) 652-5232
Date Released Entlty Name
05/27/1997 ST. JOHN DETROIT RIVERVIEW HOSPITAL

MEDICAL AFFAIRS

7733 E. JEFFERSON

DETROIT, MI 48214

{313) 499-4666 .

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank

Healthcare Integrity and Protection Data Ban
P.O. Box 10832 , I?RECEI\!ED
Chantilly, VA 20153-0832

FEB 15 2005
hitp://www.npdb-hipdb.com K.B.M.L.

| pcN: 1019902830153000

Process Date: 02/09/2005
Page: 3 of 5

DISCLOSURE HISTORY

Report Number 1019902830153000

Date Released

Entity Name

02/27/1998

Daie Released

TENET HEALTHSYSTEM
14001 DALLAS PARKWAY

DALLAS, TX 75240
(972) 789-6056

Entity Name

07/17/1998

Date Released

CRITTENTON HOSPITAL
1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
(248) 652-5232

Entity Name

06/02/1999

Date Released

NATIONAL ABCRTION FEDERATION

1755 MASSACHUSETTS AVENUE, NW
SUITE 600 .
WASHINGTON, DC 20036
{202} 667-5881

Entity Name

©07/14/1999

Date Released

ST, JOHN DETROIT RIVERVIEW HOSPITAL

MEDICAL AFFAIRS

7733 E. JEFFERSON
DETROIT, MI 48214
(313) 4992-4666

Entity Name

05/25/2001

ST. JOHN DETROIT RIVERVIEW HOSPITAL

MEDICAL AFFAIRS

7733 E. JEFFERSON
DETROIT, MI 48214
{313) 499-4666

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank -

Healthcare Integrity and Protectlon Data Bank

P.QO. Box 10832

Chantilly, VA 20153-0832

hitp://www.npdb-hlpdb.com

RECGEIVED
FEB 15 2005
(€.8.M.L.

DCN: 1019902830153000
Process Date: 02/09/2005
Page: 4 of 5

DISCLOSURE HISTORY

Report Number 1019902830153000

Date Released

Entity Name

07/12/2002

Date Released

CRITTENTON HOSPITAL

1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307

(248) 652-5232
Entity Name

05/16/2003

Date Released

ST. JOHN DETROIT RIVERVIEW HOSPITAL

MEDICAL AFFAIRS

7733 E. JEFFERSON
DETROIT, MI 48214
{313) 499-4666

Entity Name

- 03/30/2003

Dale Released

BIXBY MEDICAL CENTER
818 RIVERSIDE AVE.

ADRIAN, MI 49221
{517) 265-0429%

"Entity Name

1271572003

Date Released

BIXBY MEDICAL CENTER
818 RIVERSIDE AVE.

ADRIAN, MI 49221
{517) 265-0429

Entity Name

03/08/2004

BIXBY MEDICAL CENTER
818 RIVERSIDE AVE.

ADRIAN, MI 49221
(517) 265-0429

CONFIbENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY -




Natlonal Practitloner Data Bank DCN: 1019502830153000
Healthcare Integrity and Protection Data Bank Process Date: 02/09/2005
P.O. Box 10832 RECEIVED Page: 5 of 5

Chantilly, VA 20153-0832 :
: FEB 15 2005

- http:/iwww.npdb-hipdb.com - K B M.L

DISCLOSURE HISTORY

Report Number 1019902830153000

Date Released Entity Name

06/03/2004 FLAGSTAFF MEDICAL CENTER

MEDICAL STAFF QOFFICE1200 NORTH BEAVER ST
1200 NORTH BEAVER STREET .

FLAGSTAFF, AZ 86001

(520) 779-3366

Date Released Entity Name

07/22/2004 CRITTENTON HOSPITAL
1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
{248) 652-5232

Date Released Entity Name

02/09/2005 PRACTITIONER SELF-QUERY

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank HECEWED DCN: 1019902900125000
Healthcare Integrity and Protection Data Bank Process Date: 02/21/1992
P.O, Box 10832 ‘ Page: 1 of 3
Chantilly, VA 20153-0832 FEB 15 2005

KIBIMQL-
hitp://www.npdb~hipdb.com -

MEDICAL MALPRACTICE PAYMENT REPORT

‘Report Number 1019902900125000

This report Is maintalned in: LT_—l The National Practitioner Data Bank

[ ] The Healthcare Integrity and Protection Data Bank

The Information contained In Lhis report is maintained by the National Praclitioner Data Bank for resiricled use under the provisions of Title IV
of Public Law 99-660, as amended, and 46 CFR Part 60. Ali information Is confidential and may be used only for the purpose for which it was
disclosed. For additional information or clarification, contact the reporting entity identlfied in Saction A.

?T REPORTING

Entity Name:
ENTITY

Address;

I
1
! City, State, ZIP:

Entity Internal Report Relerence
(e.g., claim numbaer):

Name or Office:
Title or Department:
Telephone:

Type of Repont:

PHYSICIANS INSURANCE CO OF MICHIGAN
PO BOX 2510

OEKMOS, MI 48864-2510

JEFFREY L. OLSEN
CLAIMS EXAMINER

517-349-6500 EXT.267
INITIAL REPORT

SUBJECT |
IDENTIFICATION

i INFORMATION

I (INDIVIDUAL)

Subject Name:
Other Name(s) Used:
G_ender:

Organization Name:
Work Address:

Cily, State, ZIP:
Counlry:

Home Address:

City, State, ZIP:
Country:

Social Security Numbers (SSN).
Date of Birth:

Deceased;

Professlonal School(s) & Year(s) of Gradualion:

Occupatlon/Field of Licensure (Code):

State License Number, Slate of Licensure:
Other, as Specified:

Drug Enforcement Administration {DEA) Numbers:

ROUMELL, THEODORE L

UNKNOWN

THEODORE 1., ROUMELL, M.D. P.C.
1050 WEST UNIVERSITY
MI

ROCHESTER, 48063

NO

UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 1960

PHYSICIAN (MD) (010)

80167, MI

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank DCN: 1019902900125000
Healthcare Integrity and Protection Data Bank Process Date: 02/21/1992
P.O. Box 10832 RECEIVED Page:2 of 3
Chantilly, VA 20153-0832 '
FEB 15 20
http:/fwww.npdb-hipdb.com . &(_B,M.L.
Hospital Affliation{s):
C. INFORMATION Date of Report: 02/21/1992 _
REPORTED .
Act/Omission Code: SURGERY: IMPROPER PERFQRMANCE OF SURGERY (250}
Date of Act/Omisslon: 11/16/1987 :
Payment Date: 10/08/1980
Multiple or Single Payment: SINGLE
" Amount of This Payment; $20,000.00
Total Amount of Judgment or Setllemont: 7
-Payment Result of: SETTLEMENT
Number of Practilloners for Whom Payment Is Made: 1

Relationship of Entity 1o the Practitioner:
Date of Judgment/Settlement:
Adjudicatlve Case Number:
Adjudicative Body Name:

Court File Number:

INSURANCE COMPANY

Reporiers IT WAS ALLEGED THERE WAS A PERFORATICN OF THE ILEUM DURING A TUBAL
Description of the 1,IGATIONLEADING TO SUBSEQUENT SURGERIES.

Act or Omission:

Reporiers TOTAL SETTLEMENT AMOUNT OF $30,000 WITH THE HOSPITAL CONTRIBUTING
Descriplion of the <19, 600. 9518-040a

Judgment or

Setilement:
'D ssl'l{g.'.lj'E:‘ILN'_l' lsl' elgt?osr,‘u:abjecl identified In Section B of this report has submitted a statement, It appears in this
] :
.
E Rsf-i?-sg Unless one or more boxes below are checked, the subject of this report Identilied In Section 8 has nat
conlested this report.

|
l
| |

O

@ If box is checked, this report has baen disputed by the subject identified In Section B.

If box Is checked, at the request of the subject identified in Section B, this report is being -revlawad
by the Secretary of the U.S. Department of Health and Human Services to determine its accuracy

and/or whether ft complies with reporting requirements. No declision has been reached.

[)

shown below:

If box Is checked, at the reguest of the subject identliled in Section B, this report was reviewed by
the Sacretary of the U.S. Department of Health and Human Services. The Secretary’s decision is

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




'National Practitioner Data Bank - RECEIVED [ pcn: 1019502900125000
Heaithcare Integritly and Protectlon Data Bank Process Date: 02/21/1992

P.O. Box 10832 FEB 152003 | Page:3 of 3
Chantilly, VA 20153-0832
KIOMDLD

http://www.npdb-hipdb.com

Date of Initlal Report: 02/21/1992

Date of Most Recent Change: 02/21/1992

END OF REPORT

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank ‘| DCN: 1019502900125000
Healthcare Integrity and Protection Data Bank RECEIVED Process Date: 02/09/2005
P.O. Box 10832 : Page: 1 of 5

Chantilly, VA 20153-0832 - FEB 15 2005

http://www.npdb-hipdb.com K'B'M'L'

DISCLOSURE HISTORY

Report Number 1019202900125000

F. DISCLOSURE
i HISTORY

Reciplent(s) of the Current Version of this Report

A copy of this report has been disclosed to the following entity(entities) tor limited/resltricted use under the statutory provisloné specified
in this report.- Additionally, all active entities who received the earlier version of this report within the three year period prior to the date
the correction was filed were mailed a copy of the current verslon of this repor.

Date Released Entity Name

06/04/1992 CRITTENTON HOSPITAL
1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
(248) 652-5232

Date Released Entlty Name

05/07/1993 DETROIT-MACOMB HOSPITAL CORP

7733 EAST JEFFERSON AVENUE

DETROIT, MI 48214
(313) 499-4666
Date Released Entity Name
10/01/1993 UNIVERSITY OF MICHIGAN MEDICAL STAFF SER

1500 E. MEDICAL CENTER DRIVE F2306 MCHC

ANN ARBOR, MI 48109
(734) 936-9879

Date Released Entity Name

05/10/1994 ~ CRITTENTON HOSPITAL

1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
{248) 652-5232

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank '- DCN: 1019902900125000

Healthcare Integrity and Protection Data Bank Process Date: 02/09/2005
P.O. Box 10832 HECENED Page: 2 of 5
Chantilly, VA 20153-0832

FER 15 2005
- hitp:fiwww.npdb-~hipdb.com : K.B.M.L.

DISCLOSURE HISTORY

Report Number 1019902900125000

Date Released Entity Name

05/15/1995 DETROIT-MACOMB HOSPITAL CORP
7733 EAST JEFFERSON AVENUE

DETROIT, MI 48214 )
{313) 499-4666
Date Released Entity Name
" 06/18/1996 CRITTENTON HOSPITAL

1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
{248) 652-5232
Date Released Entity Name
- 0572771997 ST. JOHN DETROIT RIVERVIEW HOSPITAL

" MEDICAL AFFAIRS
7733 E. JEFFERSON
DETROIT, MIX 48214
(313) 499-4666

Date Released Entity Name

02/27/1998 TENET HEALTHSYSTEM
14003, DALLAS PARKWAY

DALLAS, TX 75240
(972) 789-6056
Date Released Entity Name
07/17/71998 CRITTENTON HOSPITAL

1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
(248) 652-5232

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank : DCN; 1019902900125000
Healthcare Integrity and Protectlon Data Bank REGEIVED Process Date: 02709/2005

P.O. Box 10832

Chantilly, VA 20153-0832

hﬂb:ﬂwww.npdb—hlpdb.com iX.B.M.L.

Page: 3 of 5

FEB 15 2005

DISCLOSURE HISTORY

Report Number 1019902900125000

Date Released

Entity Name

06/02/1999

Date Released

NATIONAL ABORTION FEDERATION
1755 MASSACHUSETTS AVENUE, NW

SUITE 600

WASHINGTON, DC 20036
{202) 667-5881

Entity Name

07/14/1999

Date Released

ST. JOHN DETROIT RIVERVIEW HOSPITAL

MEDICAL AFFAIRS

7733 E. JEFFERSON
DETROIT, MI 48214
(313) 499-4666

Entity Name

05/25/2001

Date Released

ST. JOHN DETROIT RIVERVIEW HOSPITAL

MEDICAL RFFAIRS

7733 E. JEFFERSCN
DETROIT, MI 48214
{313) 499-4666

Entity Name

07/12/2002

Date Released

 CRTITTENTON HOSFITAL

1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
{248) 652-5232

Entity Name

05/16/2003

ST. JOEN DETROIT RIVERVIEW HOSPITAL

MEDICAL AFFAIRS

7733 E. JEFFERSON
DETROLIT, MI 48214
(313) 492-4666

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 1019902900125000
Healthcare Integrity and Protecticn Data Bank RECEIVED Process Date: 02/09/2005
Chantilly, VA 20153-0832 .

Y | FEB 15 2005
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DISCLOSURE HISTORY

Report Number 1019902900125000

Date Released Entity Name

09/30/2003  BIXBY MEDICAL CENTER
818 RIVERSIDE AVE.

ADRIAN, MI 49221
{517} 265-0429
Date Released Entity Name
12/15/2003 BIXBY MEDICAL CENTER

818 RIVERSIDE AVE.

ADRIAN, MI 49221
(517) 265-0429
Date Released Entity Name
03/08/2004 BIXBY MEDICAL CENTER

818 RIVERSIDE AVE.

ADRIAN, MI 49221
{517) 265-0429

Date Released Entity Name

06/03/2004 ~ FLAGSTAFF MEDICAL CENTER

MEDICAL STAFF OFFICE1200 NORTH BEAVER ST
1200 NORTH BEAVER STREET

FLAGSTAFF, AZ 86001

{520) 779-3366

Date Released Entlty Name

07/22/2004  CRITTENTON HOSPITAL
1101 W UNIVERSITY DRIVE

ROCHESTER, MI 48307
(248) 652-5232

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 1019902900125000
Healthcare Integrity and Protection Data Bank Process Date: 02/09/2005
P.O. Box 10832 - RECEIVED Page & of 5
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, FEB 15 2005
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DISCLOSURE HISTORY

Report Number 1019902900125000

Date Released Entity Name

02/09/2005 PRACTITIONER SELF-QUERY

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




 Natlonal Practitloner Data Bank | oen: 5500000036293301
Healthcare Integrity and Protection Data Bank RECENED Process Date: 02/09/2005
P.0. Box 10832 : . Page:1 of 2

~ Chantilly, VA 20153-0832 ' FEB 15 2005

. KIBIMILD
http://www.npdb-hipdh.com

RESPONSE TO SELF-QUERY

A. SUBJECT 7 Subject Name: ROUMELL, THEODORE
ON WHOM

DISCLOSURE Gender:
IS REQUESTED Date of Birth:

P Other Name(s) Used

Organization Name:
Organization Type:
Other, as Specified:
Homa or Work Address:

U

Clty, State, ZIP:—
Counlry: -

Soclal Security Numbers (SSN): — '

Individual Taxpayer Identiflcation Numbers (ITIN):

Federal Employer Identification Numbers (FEIN):

National Provider Identifiers {NPI):

Drug Enforcement Administration {DEA) Numbers:

Unique Physiclan Identification Numbers (UPIN):

Professional School(s) & Year(s) of Graduatlon: UNIVERSITY OF MICHIGAN MEDICAL SCHOOL = 1960

Occupation/Field of Licensure {Code): PHYSICIAN (MD) {010}

State Licanse Numbers, Slate of Llcensure: 24386, MI
Other, as Specified:
Speclalty:
B. PAYMENT
| INFORMATION Payment Type: CREDIT CARD
! Account Number:
1 Expiratlon Date:
I Transaction Date:
Transaction Number:
Total Charge: &8.00
C. SEARCH Based on the subject identification Information provided by you in Section A above, a search of
RESULT the HIPDB has located the foliowing O repori(s).
Recipients should verify that the subject Identifled in Section A is, In fac!, the subject of interest.

CONFIDENTIAL DOCUMENT ~ FOR AUTHORIZED USE ONLY




Natlonal Practitioner Data Bank RECEIVED | DCN: 5500000036293301
Healthcare Integrity and Protection Data Bank - | Process Date: 02/09/2005
. P.0. Box 10832 FEB 152005 Page:z of 2

Chantilly, VA 20153-0832

(€.B.M.L.
hitp:/iwww.npdb-hipdb.com

Copies of these reports are enclosed for restriciedfimited use as prescribed by Sectlon 1128E of the Soclal Security Act. Reclplents should verify that
the subject ldentifled fn Section B of the repori{s) is, In fact, the subject of Intsrest. lnformatlon from the HIPDB Is confidential and must be used solely
for the purpose for which It was disclosed. Subjects of reports who obtain information about themselves from the HIPDB are pemmitted 1o share that

information with anyone they choose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




" JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH
: GOVERNGRA : LANSING )
VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE

RECE g,

MiRg .,
2 ZOBSJANET OLSZEWSKI

DIRECTOR

VERIFICATION OF LICENSURE AS OF 02/28/2005

KENTUCKY BOARD OF MEDICINE
310 WHITTINGTON PARKWAY SUITE 1B
LOUISVILLE KY 40222

NAME: Theodore L Roumell

. : , SSN:
ADDRESS: 1050 W University ' BIRTHDATE: -
Rochester, Mi 48307-1877

TYPE: Medical Doctor ORIGINAL DATE:  06/26/1961

LICENSE NUMBER: 4301024386 STATUS: Active EXPIRATION DATE:  01/31/2006
OBTAINED BY: Michigan Examination

EXAM DATE EXAM . SCORES
06/08/1960 Physiology 92
08/08/1960 Pathology 93
06/08/1960 Medical Jurisprudence 45
06/08/1960 Eye, Ear, Nose and Throat 45
06/08/1960 ~ Anatomy, Gross Microscopic & Neuro 79
06/08/1960 . Biological Chemisiry ] 45
06/08/1960 Bacteriology, Microbiology & Immun 41
06/08/1960 Medicine Incl. Dermatology 78
06/08/1960 Preventive Medicine & Public Health 42
06/08/1960 Obstetrics & Gynecology 42.5
06/08/1960 Materia Medica, Pharm & Therapeutics 85
06/08/1960 Surgery Incl. Anesth. & Radiology 85
06/08/1960 Neurology & Psychiatry 40
06/08/1960 Pediatrics 37.5

DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS NONE
| f /f .
// / -

CAROLYN F. PARKINSON

BUREAU OF HEALTH PROFESSIONS
611 W. OTTAWA » P.O. BOX 30670 s LANSING, MICHIGAN 48909-8170
OHS-0201 {12/03} yovw.michigan.gov ¢ (517) 335-0918

_\\.




@c/10/2085 11:37 732255682661 BROADDATA . PAGE 82

. . 1
2 3 o ‘Nursing Spectrum Divislon of Centinuing Education is i
= v : accrediled as a provider of continuing education in !
g}ﬁx_, [UUU gt;rslng tl::mugh Lhe Amar;::an Nurses c(re.dgrgl)alglg !
’ : nter's Comlesion on Accreditalion (ANCC); Slate 1 .
M[m} S@WB[B[K_ of Flerida Board of Nursing (provider no, FBN 2804); i Receive a
n Californla Board of Registared Nursing (provider na. i catalog
GER13213); and American Assoclalion of Crilical-Care : instantly:
2002 Renglssance Blvd, ¢ uite 120 Nurses (AACN, provider no. 0009269), ! nstantly;
King of Prussia, PA 19404 i
(900) 866-0919  ce@nu singspectrum.com AACN Category: A KY CHS #1106-1511-M !
| CERTIFICATE i contact
- ' ' . ! ce@nursing
Kentucky Hit /alds Requirement For Healthcare Professlonals RECEIVI . | spectrum.com
. 1 bt
Pass Date: 12/11/2005 _ N {  orcall (800)
Contact hou s: 2.0 S JUN 32X | B86-0919
., :
Licensed in; TP937 K.B.M-L i
- ]
. ! . . : Vish our
You answan .d the following ques§ons incorrectly: 2 | website at
j | . v wvAv.nurslng
The correcl inswers are: ¢ : specirum.cam
i for more
|— —] ; continuing
i education
Theodore Foumell Wk i opportunities
1050 W Uni rersity i o
ochester, | 1 48307 - : :
Roch Roben G. Hess, Jr., AN, PhD |
vice Preskient of - 1 veww.nuringapectum.com
B J Continuing Edusatlan ;
| i
Do not send this certificate tr the Board of Nursing — Keep this certificate for § years. Replacement certificate {ee is $2.00. '; wea nutseweek.com




The Federation of State Medical Boards

of the United States, Inc. N RECEIVED
PO Box 619850 ;
Dallas, Texas 75261-9850 FEB 18 2005
Telephone: (817) 868-4000 _
FAX (817) 868-4099 iK.B.M.L.

BOARD ACTION SEARCH RECONCILIATION REPORT

February 15, 2005

Kentucky State Bd. of Med. Lic
Attn; C. William Schmidt
Hurstbourne Office Park

310 Whittington Pkwy Ste 1B
Louisville, KY 40222-4916

Re: Board Action Query Dated: February 15, 2005
Your Reference Number:
FSMB Batch Number: BQ1085507

PRACTITIONERS CLEARED WITH NO ACTION AS OF APPLICABLE SEARCH DATE

Name ' DOB School YriGrad

Request ID

Roumell, Theodore R oo 1960

Please refer to prior clearance reports to determine the search date for each practitioner.

15220907

Page 1

of




REGEIVED
FEB 18 2009
WE HAVE NO UNFAVORABLE IFCRMATION -

February 11, 2005 o RBEL g m IO
Federation of State Medical Boards FEB 1 5 2005
400 Fuller Wiser Rd., Suite 300

Euless, TX 76039 : b 2. Qm-aﬁw
(817) 868-4000 B R s

ATTN: Disciplinary Inquiry Department

~ Please forward a Disciplinary Inqwry for licensure in the State of Kentucky
The following information should be helpful:

NAME: Theodore Roumell, M.D.

DOB:

SS#:

MEDICAL SC :  University of Michigan, Ann Arbor, MI
DATE OF GRADUATION: 1960

ECFMG#: N/A :

Enclosed is a Federal Express air bill and envelope for your convenience in
forwarding the document directly to the KY State Board. Please seal

If you have any questions or require additional information, please do not
hesitate to call me at (800) 685-2272, Ext. 1628. Thank you for your help.

Sincerely,

%Df’é’féﬁ/'

Graaf
Llcensmg Coordinator

Enclosure




L]

ECE| ECEIVED
RECEIVED Kentucky HIV/AIDS Education R
Affidavit of Reasonable Cause FER 08 2005

ZAY 19 2005
/ / ﬁ W{MM M a » request that the Board (KBML%@E%&%;
('Name)

HIV/AIDS education reqmrement for initial professional licensure (KRS 214.615) for the following reason,

Please explain in detail: _
L am_pursving e focum fenens position in yeur state. T b
ntue erefre_reque a € . coupled bhe qovrse.,

I understand that the deferment is valid for six (6) months from the date of the issuance of my temporary permit
to practice medicine and is not renewable. I further understand that within this six months [ must send to the
Board (KBML), a copy of a certificate showing completion of a Kentucky Cabinet for Health Services
approved HIV/AIDS course for a full and unrestricted license to be issued.

sngnamé%ﬁz mw 22D Date:) / 9‘/ o
brinted Nome: TFo000ve S midl, AR

Social Security Number:

> This form must be sent to the Board (KBML) in order for you to receive a six-month extension. Please
retain a copy of this affidavit for your records.

Mail this form to the following address:

Medical Licensure Coordinator
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
" Louisville, KY 40222
(502) 429-8046

28




'RECEIVED

CME
y FEB D 8 2005 Form
Name THEOLAE L OO me - w. b KBML.
(Please Print or Type) | |
Record of Category I Continuing Medical Education Credits(Last 3 years)
DO NOT PROVIDE DOCUMENTATION
Dates: ~ Name of Activity/Course  HofCredit Hours
// iz -lthe. Cptirarr pep b porcemn, B
Nigop zom. bisps e Gl TY S fygpns Y
#oo 3 PERISLHE el SFPY/IFIOn DIt D25
2003 WA INE <t Lonl yaps/Ty Scwgmes £
Foe = CANTENTow ME5p PEYSfom e =5
Zoeo Y CLLTTEN TR Ho3 L LIS/ £5D L. 24
g Y WIPE STRIE  Lopitr, Sl s 56, 5

I attest that.thie above is valid. ' |
%%M@% 131 /o5

Signature Date' /

31




FIECEIVED
MAR 0 2 2005 For Offtce Use Oniy: ::;’zggﬂg:::: 15 ‘3‘1

$225.00[ )Check #

K.B.M.L.

Application for Renewal of Kentucky Medlcal/Osteopathic License for Year 2006
Registration Fee: $125.00

Late Registration After March 1, but before April 1, may be made by payment of an
additional $50.00 fee. After Aprll 1, 2008, you will be imposed an additional $100.00 fee.
~ All questions on this application must be answered and received with the correct renewal
fee. Applicatlons with unanswered questions will be returned to you, which wlll create a delay
int timely processing.

. Note: Intentional false answers or misrepresentation in applying for or procuring a llcense, registration or
reactivation In Kentucky are grounds for disciplinary action, inciuding denial or revocalion of license, and are
reported to the National Practitioner Data Bank and/or sppropriate national professional credentialing
organization. You must answer “yes”lo any question if the eveni(s) describad in thal question has actually
occurred. You must answer, ‘yes” in such circumstances even if you have been advised by an attorney or other
person that you may answer ‘no". You must also answer “yes” In such clrcumstance even If the record of the
event has been sealed or expunged by Court order, or has been designated “confidentlal” by the body involved.
Afler answering ‘yes” to the appropriate question(s), you may advise the Board of any additional relevant
Information pertaining to your answer (i.e., record has besn sealed or expunged, record Is designated

“confidential,” attorney has advised that you properly answer "no”). The Board will consider this additional
information, along with your answer(s), in determining the appropriate action.
If you have any question about whether or not you should answer “yes” to a question, you should err in
favor of answering “yes”, providing an explanation, because any non-disclosure violation will likely result in
denlal of your application or disciplinary actlon agalnst your license. _

(Please Type or Print)

1) Name: T‘HE ﬁﬂﬁﬁig Lc feﬁU W)ﬂj,_}ﬁ %‘K%Licensé No.: 3 ? .ﬁé?

3) Malling Address: / 0572 W UPUp | VERS ) =y 1P ot 7 R

(Street) “(Clty)

Dllctt) épn ~ 930D

State or Counlry) Zlp Code)

4} Practice Address:
' {Note: Prlmary Practice address appears on the KBML Physiclan Profile at www.kbml.ky.gov.)

Primary Practice Address [OS2 W Umlys s/ T ,[/ Ko Hf}@?f
(Strest) ~ (CiR)

ML A0 yF207

(State or Country) {Zip Code)

5) Office Telephone Number: (}ﬁ’) ,5 G . oo

6) E-Mall Address (For Office Use Only). "




Application for Registration of Kentucky Medical/Osteopathic License for Year 2006
Name: Tﬁﬁoﬁ ot L. ﬁﬁl/ }”ﬂ,};é- M. D License No.: 37‘5‘%,¢

7) Are you currently practicing in Kentucky? [Jyes J;Bﬁo

8) Please provide KY County and number of hours worked weekly In this county:

(a) County: — : .

(b} Number of hours worked weekly In this county: _—

If you have additional practice counties in Kentucky, please indicate so below:

a) Additional Practice County in KY: =~
Number of hours worked weekiy in this county:

b) Additional Practice County In KY: ==
Number of hours worked weekly in this county:

9) Do you currently have hospltal staff privileges in Kentucky? [Yes '}‘HNo
10) Do you currently have a collaborative agreement with an ARNP? [ves Iﬂi\lo

11) Do you have plans to practfce medicine in Kentucky during the year? Bves [No

12)Specialy: _ B L “— & S
13) Type of Practice: L o &¢/' vV WM‘S A-e;‘ SE s T

[ Hospital Based [ Resldent/Fellow O Mmilitary [ Retired
(] Faculty [ Private Practice [ Research [ Semi-Reflred
O Administrative Medicine [J Occupational Medicine (1 Emergency Medlcine mocum Tenens
’ [ Public Health/Govemment

Questions (14) and (15) regarding gender and ethnicity are voluntary:

14) Gender
15) Race/Ethnicity

frican American stan aucaslan ispanic Latino
ultiracial ative American acific Is!ander Other
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Application for Registration of Kentucky Medi.calIOSteopathic License for Year 2006

Name: f#ﬁoﬁéﬁﬁ L * NﬁUME I MﬂLicehseNo.:Z 2 é'é "2

1)

Since you last registered have you had any license, certificate, registration ar other privilage to praclice as a health
care professional denied, revoked, suspended, probated, restricted, reprimanded, limited, or subjected to any other

disciplinary action, by a state medical/osteopathic licensing board, or Federal, or Intemational authority?

2)

3)

4)

5)

6)

7)

8)

9)

10)

11)

12)

[1Yes o

Sincé last reglstered have you surrendered such credential, or placed it Info an Inactive status, to avoid
disciplinary actlon or In connection with or In anliclpatlon of a disciplinary Investigation/action by the llcensing
authority c&\llmh Jurisdiction? ’

Oves 0

Since you last registered have you been or are you currently under investigation by any Staie medicallosteopathic
ilf:'enslng %d. Federal or Intemational llcensure authority or any drug licensure/enforcement authority?
Yes o - : :

Sinca you fast reqistered has the Drug Enforcement Administration {DEA}, or any state or International drug
licensurefenforcement authority denled, revoked, suspended, restricted, limited, or otherwise disclplined a controlied

" substancg reglstration ¢ertificate Issued to you?

Yas [1]

Since vou last reglstered have you voluntarily or Involuniarily surrendered a medical or osteopathlc license, or
controfled sHbstance registration cerlificate Issued to you?

(JYes 0

Sines you egistered has any hospital, hospital medlcal staff or any other health care entlty revoked, suspended,
lr:elstric!ed liplted, reprimanded, placed on prabation or otherwise disclplined your staff privileges?
Yes o

Since you last reqlslerad have you resigned your priviieges or falled to renew privileges at a llcensed haspital or from
the medical staff of the hospilal or any other health care entity, while under Investigation or while you were subject to
disclptinary proceedings by any of the entitles noted above? : _ '

Cyes o )

Sincs you last reglstered are any legal proceedings ragarding licensure presently pending agalnst you by any State,
Federal or Iﬂernaliunal licensure authority or any drug licensure/enforcement authority?

[Oves o

Since you last reglstered have you been removed, suspended, expelted or disciplined by any professional medical

assoclation gr soclety?
Ovyes wlo'

Since vou last registered have you been convicted of a-felony or misdemeanor by any State, Federal or Intematlonal
cL_c_:lurt? Aﬁny criminal charges presently panding agalnst you in any of those courts? .
Yes o

SEIlm:e ou [ast registered to your knowledge, are you the subject of an Investigation for a criminal act?
Yes ﬁﬁo . '

Since you last reglstered have you had to pay a judgment of $250,000 or greater in a malpractice action or other civil
acllon agalngt your medical practice? .
[Clyes ﬁﬁle

13) Are you currently in default on any student loan repayment obligations payable to the financtal aid programs

la:cjlmlnlsle red by the Kentucky Higher Education Assistance Authority?
Yes o

I hereby state that the Information contalned In this application Is true, accurate and complete to the best of my
knowledge and belief. | understand any false Information on my application may subject my license to disclplinary

actlon pursuant to the Medica Act. yﬁ
¢ W Dale:zg //

Applicant Signature:

I you answer "Yes” tb‘i',-ues tions 1 - 13, please attach a written eXpiansiion,
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Se& abode excmpa"i'ah

Application for Reglstration of Kentucky Medical/Osteopathic License for Year 2006

Name: T#% &7/@ éﬂi A b lg ﬂ" U‘M/E’ﬁj/'* - _Llcense No.:?; qg é (/7

The answers to these questlons are exempt from public disclosure under KRS 61,878(1) (a) and KRS 311.619 and
shall be subject ta Inspeclion only upon ordér of a court of competent judsdictlon, except that no court shall authorize the
Inspection by any party of any materials pertalning to civil ltigation beyond that which Is provided by the Kentucky Rules of
Clvil Procedure governing prelrlal discovery. The answers to these questions may be considerad by the Board and may be

disclosed in any contested case proceeding, including a Show Cause procaeding, or appeal of a licensing declslon based
upon them. ’

“lllegal drug use” means the use of an lilegally obtained controlled substance or dangsrous drug; the term “illegal drug
use” also means the use of a legally obtained controlled substance or dangerous drug which is not taken In accordance with
the direction of the licensed health care professional who prescribed the controlled substance or dangerous drug.

if you are currently a participant In the Kentucky Physiclans Health Foundatlon Program {Impalred Physiclans -
Program) or a similar program fn another state, make nole of your Involvement and answer the following questions as they
are written. 7 :

1) Since you last registered, have you suffered from or been treated for an

7 y medical andfor psychlatric condition which
mliil Imiali ﬁur abllity to continue to practice medliclne? }
2) Sinie iol Iasl reilstergg, have you suffered from or been treated for drug or alcohol abuse and/or dependency?

| hereby state that the information contained In this application Is true, accurate and complete to the best of my

knowledge and bellef. | understand any false information on my application may subject my license to discipfinrary
action pursuant to the Medlcal Practice Act.

Applicant Slgnatur%%*%%/m@: 7"/ j 5?/&: “

If You Answer “Yes"” To'Questions 1 or 2, Please Attach A Written Explanation, =

Mall Application to:
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 18
Louisville, KY 40222
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Kentucky Board of Medi'_cal Licensure

Continuing Medical Education Certification Form
CME Cycle: January 1, 2003 - December 31, 2005

Continuing Medical Education (CME) regulation 201 KAR 9:310 requires all medical and
osteopathic physicians maintalning an active Kentucky medical license to obtain 60 hours of CME
- every three years. Thirty hours in Category 1 accredited by the Accreditation Council on Continuing
Medlcal Education or the American Osteopathic Assoclation and thirty hours may conslst of non-
supervised personal activitles. Two of the total sixty hours must be acquired in a HIV/AIDS course
approved by the Kentucky Cablnet for Health and Famlly Services every ten-year period. Physiclan
who obtained a new license during the CME cycle should refer to the Information below for calculating
CME hours due:

According to the Continuing Medical Education (CME}) regulation 201 KAR 9:310, for each (3)
year CME cycle, a licensee shail complete: '

(a) A total of sixty (60) hours of CME, If his/her license has been renewed for each year of a CME cycle;

(b) if hisfher license has not been renewed for each year of a CME cycle, licensee shall complete twenty
(20} hours of CME for each year for which his/her license has been renewed.

{¢) A licensee whose initial licensure was granted the first year of the CME cycle for which verification is
submitted: completion of (60) hours of CME before the end of the cycle;

(d) A licensea whose Initial licensure was granted the second year of the CME cycle for which a verification

. Is submitted: completion of forty {40} hours of CME before the end of the cycle;

(e) A licensee whose initial licensure was granted the third year of the CME cycle for which verification Is

submitted; completion if twenty (20) hours of CME before the end of the cycle.

You are required to report that you have completed the CME requirements for the years that
you have maintained an active medical license in Kentucky during the cycle. If you have not
completed the required hours noted above In sectlons (a) — (e), please complete the ‘Request for
Extension to Complete Required CME Hours" which is Included with this application. Payment of
$100.00 will be required in order to request this extension. It should be noted that failure to
complete this form, pay the extension fee and return with your 2006 renewal application will
result in delay of your renewal application being processed.

Name: Wﬁ &%ﬂﬂﬁ V/"-—- ﬁ O ovhE I ” 'I?ic!;nse'Number: >7¢8”

Address: /£ 6= ﬁgmnfgﬁff T AROSeESTE L MK
- 78780

In order to comply with this requirement, please answer the following:

Yes ] No

%—/WWW/‘% ﬁf&—y/ 24

Signature - - — - Date

ﬁve you completed your CME requirements for the CME cycle 1/1/2003 - 12/31/2005?

Please do not send documentation of your CME hours to the Board Linless requested.




Application for Renewal of Kentucky Medical/Osteopathic License for
-Year 2007 : '

Registration Fee: $150.00

Late Registration After March 1, but before April 1, may be made by payment of an
additional $50.00 fee. After April 1, 2007, you will be imposed an additional $100.00 fee.
All questions on this application must be answered and received with the correct renewal
fee. Applications with unanswered quéstions will be returned to you, which will create a
delay in timely processing. ’

Note: Intentional false answers or misrepresentation In applying for or procuring a license,
registration or reactivation in Kentucky are grounds for disciplinary action, including denial
or revocation of license, and are reported fo the National Practitioner Data Bank and/or
appropriate national professionaf credentialing organization. You must answer “yes” o
any question if the event(s) described in that question has actually occurred. You must
answef, “ves" In such circumstances even if you have been advised by an attorney or
other person that you may answer “no”. You must also answer *yes” in such circumstance
even if the record of the event has been sealed or expunged by Court order, or has been
designated "confidential” by the body involved. After answering "yes” lo the appropriate
quesfion(s), you may advise the Board of any additional relevant information pertaining to
your answer (i.e., record has been sealed or expunged, record Is designated “confidential,”
attorney has advised that you propetly answer “no”). The Board will consider this
additional information, along with your answer(s), in determining the appropriale action.

If you have any question about whether or not you shoufd answer “yes” to a question, you
should err in favor of answering "yes”, providing an explanation, because any non-
disclostire violation will likely result in denial of your application or disciplinary acfion
against your license.

1} Name: Theodore L. Roumell
2) KY License No.: 39667
3) Mailing Address: 1050 W, University

Rochester, Ml 48307

4) Practice Address: 1050 W, University
Rochester, M1 48307

5) Office Telephone Number: 2486514004

6} E-mail Address: —
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Application for Renewal of Kentucky Medical/Osteopathic License for
Year 2007

7) Are you currently practicing in Kentucky?  No

8) Please provide KY County and number of hours worked weekly in this county:

a) County: Out of State

b} Number of hours worked weekly in this county:
If you have additional practice countles In Kentucky, please indicate so below:

‘a) Additional Practice County in KY:
Number of hours worked weekiy in this county:

b) Additional Practice County in KY:

Number of hours worked weekly in this county:
9)' Do you currently have hospital staff privileges in Kentucky? No
10) Do you currently have a collaborative agreement with an Advanced Registered Nurse
Practitioner (ARNP)?
No
11) Do you have plans to practice medicine in Kentucky during the year? False

12) Specialty: Obstetrics/Gynecology

13) Type of Practice: Locum Tehens

14) Gender: -
15} Race/Ethnicity: —

20f 5




Application for Renewal of Kentucky Medical/Osteopathic License for
Year 2007

1) Since you last registered have you had any license, certificate, registration or other
privilege to practice as a health care professional denied, revoked, suspended, probated,
resfricted, reprimanded, limited, or subjected to any other disciplinary action, by a state
medical/osteopathic licensing board, or Federal, or International authority?

No

2} Since you last registered have you surrendered such credenlial, or placed it into an
inactive status, to avoid disciplinary action or in connection with or in anticipation of a
disciplinary investigation/action by the licensing authority of such jurisdiction?

No

3) Since you last registered have you been or are you currehtly under investigation by any
State medical/osteopathic licensing board, Federal or International licensure authority or
any drug licensure/enforcement authority?

No

4} Since you last registered has the Drug Enforcement Administration (DEA), or any state
or International drug licensurefenforcement authority denied, revoked, suspended,
resiricted, limited, or otherwise disciplined a controlled substance regisfration certificate
issued to you?

No

5) Since you last registered have you voluntarily or involuntarily surrendered a medical or
osteopathic license, or controlled substance regisfration certificate issued to you?

No

6) Since you last registered has any hospital, hospital medical staff or any other health
care entity revoked, suspended, restricted, limited, reprlmanded placed on probation or
otherwise disciplined your staff privileges?

No

7) Since you last registered have you resigned your privileges or failed to renew privileges
at a licensed hospital or from the medical staff of the hospital or any other health care
entity, while under investigation or while you were subject to disciplinary proceedings by
any of the entities noted above?

No

B8) Since you last registered are any lsgal proceedings regarding licensure presently
pending against you by any State, Federal or International licensure authority or any drug
llcensurelenforcement authority?

3of 5




Application for Renewal of Kentucky MedicallOstéopathic License for'

Year 2007
No

9) Since you last registered have you been removed, suspended, expelled or disciplined
by any professional medical association or society?

No

10) Since you last registered have you been convicted of a felony or misdemeanor by any
State, Federal or International court? Are any criminal charges presently pending against
you in any of those couris?

No

11) Since you last registered to your knowledge, are you the subject of an investigation for
a criminal act? : :

No

12) Since you last registered have you had to pay a judgment of $250,000 or greater in a
malpractice action or other civil action against your medical practice?

No

13) Are you cuirsntly in default on any student loan repayment obligations payable to the
financial aid programs administered by the Kentucky Higher Education Assistance
Authority? ‘

No

40of 5




See above CK"—""P%“

Appiication for Renewal of Kentucky Medical/Osteopathic License for
Year 2007

The answers to these questions are exempt from public disclosure under KRS 61.878(1)
{a) and KRS 311.619 and shall be subject to inspection only upon order of a court of
competent jurisdiction, except that no court shall authorize the inspection by any party of
any materials pertaining to civil litigation beyond that which is provided by the Kentucky
Rules of Civil Procedure governing pretrial discovery. The answers to these questions
may be considered by the Board and may be disclosed in any contested case proceeding,
including a Show Cause proceeding, or appeal of a licensing decision based upon them. -
“lilegal drug use™ means the use of an lllegally obtained controlled substance or dangerous
drug; the term “illegal drug use” also means the use of a legally obtained confrolled
substance or dangerous drug which is not taken in accordance with the direction of the
licensed health care professional who prescribed the controlled substance or dangerous
drug. i

If you are currently a participant in the Kentucky Physicians Health Foundation Program
{Impaired Physicians Program) or a similar program in another state, make note of your
involvement and answer the following questions as they are written.

1) Since you last registered, have you suffered from or been treated for any medical
and/or psychiatric condition which might impair your ability to continue to practice
medicine?

2) Since you last registered, have you suffered from or been treated for drug or alcohol
abuse and/or dependency? -

I hereby state that the Information | have provided In this application is true,
accurate and complete to the best of my knowledge and belief. | understand that
any false Informatlon on my application may subject my license to dlsciplinary
actlon pursuant to the Medlcal Practice Act. Checking thls box serves as my
electronic signature. By submitting this application online and checking this
box, | walve any claim that my electronic signature Is not my actual slgnature
In any disciplinary proceeding based upon an allegation that speclflc answers In
this applicatlon are not true. If | refuse to provide this walver by checking
the checkbox, | understand that | must flle a paper application which Includes
my actual slgnature.

50of &




Application for Renewal of Kentucky Medical/Osteopathic License for
Year 2008

Lic. it 39667
Ronowal Date: 2/28/2008 8:45:06 PM

Reglstratio'n Fee: $150.00

Late Registration Aiter March 1, but before April 1, may be made by payment of an
-additional $50.00 fee. After April 1, 2008, you will be imposed an additional $100.00 fee.

All questions on this application must be answered and received with the correct renewal
fee. Applications with unanswered questions will be returned to you, which will create a
delay in timely processing.

Nofte: Intentional false answers or misrepresentation in applying for or procuring a license,
registration or reactivation in Kentucky are grounds for disciplinary action, including denial
or revocation of license, and are reported fo the National Practiloner Data Bank and/or
appropriate national professional credentialing organization. You must answer "yes” o
any question if the evenl(s) described in that question has actually occurred. You must
answaer, “yes” in such circumstances even if you have been advised by an attorney or
other person that you may answer “no”. You must also answer "yes” in such circumstance
even if the record of the event has been sealed or expunged by Court order, or has been
designated "confidential” by the body involved. After answering *yes” fo the appropriate
question(s), you may advise the Board of any additional relevant information pertaining o
your answer (i.e., record has been sealed or expunged, record is designated “confidential,”
aftorney has advised that you propetly answer "no’). The Board will consider this
additional information, along with your answer(s), in determining the appropriate action.

If you have any question about whether or not you should answer “yes" to a question, you
should err in favor of answering “yes", providing an explanation, because any non-
disclosure violation will likely result in denial of your application or discipfinary action
against your flicense.

1) Name: Theodore L. Roumell
2) KY License No.: 39667
3) Mailing Address: 1050 W. University

Roachester, M| 48307

4) Practice Address: : 1050 W, University
Rochester, Ml 48307

5) Office Telephone Number: 2486514004

6) E-mail Address: —

10of B




Application for Renewal of Kentucky Medical/Osteopathic License for
Year 2008

Lic. # 39667
Renewal Date: 2/28/2008 8:45:06 PM

7) Are yod currently practicing in Kentucky? No
8) Please provide KY County and number of hours worked weekly in this county:

a) County: Out of State

b} Number of hours worked weekly in this county:

If you have addltfonal practice countles In Kentucky, please indicate so below:

a) Additional Practice County in KY:

Number of hours worked weekly in this county:

b) Additional Praclice County in KY:

Number of hours worked weekly in this county;
9) Do you currently have hospital staff privileges in Kentucky? No
10) Do you currently have a collaborative agreement with an Advanced Registered Nurse
Practitioner (ARNP)?
No
11) Do you have plans to practice medicine in Kentucky during the year? True

12) Specialty: Obstetiics/Gynecology

13) Type of Praclice: Locum Tenens

14) Gender: -
15) Race/Ethnicity: -

20f B




Appltcatlon for Renewal of Kentucky Medical/Osteopathic License for
Year 2008

Lic. # 39667
Reneowal Date: 2/28/2008 8:45:06 PM

1} Since you last registered have you had any license, certificate, registration or other
privilege to practice as a health care professional denied, revoked, suspended, probaled,
restricted, reprimanded, limited, or subjected to any other disciplinary action, by a state
medicallosteopathic licensing board, or Federal, or Inernational authority?

No

2) Since you last registered, have you surrendered such credential, or placed it into an
inactive status, to avold disciplinary action or in connection with or in anticipation of a
disciplinary investigation/action by the licensing authority of such jurisdiction with the
exception of the Kentucky Medical Board?

No

3) Since you last registered, have you been or are you currently under investigation by any
State medical/osteopathic licensing board, Federal or Intemational licensure authority or
any drug licensure/enforcement authority with the exception of the Kentucky Medlcal
Board?

"No

4} Since you last registered, has the Drug Enforcement Administration (DEA), or any state
or International drug licensurefenforcement authority denied, revoked, suspended,
restricted, limited, or otherwise disciplined a controlled substance registration certificate
issued to you?

No

5) Since you last registered, have you voluntarily or involuntarily surrendered a medical or
osteopathic license with the exception of your Kentucky license, or controlted substance
" registration certificate issued to you?

No_

6) Since you last registered, has any hospital or hospital medical staff removed,
suspended, restricted, limited, probated, reprimanded or failed to renew your privileges for
cause, or taken any other disciplinary action against your privileges?

No

7) Since you last registered, have you resigned your privileges at any hospital under
- pressure or investigation or while you were the subject of disciplinary proceedings?

N_o'

Jof 5




Application for Renewal of Kentucky Medical/Osteopathic License for
Year 2008

8) Since you last registered, are any legal proceedings regarding licensure presently

pending against you by any State, Federal or International licensure authority or any drug -

licensure/enforcement authority with the exception of the Kentucky Medical Board?

No

9} Since you last registered have you been removed; suspended, expelled or disciplined
by any professional medical association or society

No

10} Since you last registered, have you entered a guilty plea, nolo contendere plea or
Alford plea, or been convicted, of any felony offense, any misdemeanor offense, or alcohol
related offense in any court?

No

11) Since you last registered, have you had to pay a judgment of $250,000 or greater in a
malpractice action or other civil action against your medical practice?

No

12) Since you last registered, to your knowledge, have you become the subject of any -
criminal investigation or are any criminal charges pending against you?

No

_13) Are you currently in default on any student loan repayment obligations payable to the
financial aid programs administered by the Kentucky Higher Education Assistance
Authority?

_No

40f 5
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See ghove cxe

Application for Renewal of Kentucky Medical/Osteopathic License for
Year 2008

Lic. # 39667
Ronowal Dale: 2/28/2008 8:45:06 PM

The answers to these questions are exempt from public disclosure under KRS 61.878(1)
(a) and KRS 311.619 and shall be subject to inspection only upon order of a couit of
competent jurisdiction, except that no court shall authorize the inspection by any party of
any materials pertaining to civil litigation beyond that which is provided by the Kentucky
Rules of Civil Procedure governing pretrial discovery. The answers to these questions
may be considered by the Board and may be disclosed in any contested case proceeding,
including a Show Cause proceeding, or appeal of a licensing decision based upon them.
“lllegal drug use” means the use of an illegally obtained controlled substance or dangerous
drug, the term “illegal drug use” also means the use of a legally obfained controlled
substance or dangerous drug which is not taken in accordance with the direction of the
licensed health care professional who prescribed the controlled substance or dangerous
drug. ' )

if you are currently a participant in the Kentucky Physicians Health Foundation Program
(Impaired Physicians Program) or a similar program in another state, make note of your
involvement and answer the following questions as they are writtan.

1} Since you last registered, have you suffered from or been treated for any medical
and/or psychiatric condition which might impair your ability to continue to practice
medicine?

2) Since you last registered, have you suffered from or been treated for drug or alcohol
abuse and/or dependency? '

| hereby state that the informatlen | have provided in this application Is true,
‘accurate and complete to the best of my knowledge and belief. | understand that
any false information on my application may subject my license to disciplinary
action pursuant to the Medical Practice Act. Checking thls box serves as my
electronlc slgnature. By submitting this application online and checking this
box, | walve any claim that my electronlc signature is not my actual signature
In any disciplinary proceeding based upon an allegation that speclfic answers in
this application are not true. If | refuse to provide this waiver by checking
the checkbox, | understand that | must file a paper application which includes
my actual signature.

S5of 5




Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009
Lic. # 39667 _ '
Renewal Date/Time: 2/19/2009 10:20:36 PM

The fee to renew a license is $150.00. Registrations taking place after March 1 but before April 1 will be assessed an
additional $50 fee per license. After April 1, 2009, you should contact the Board in order to reinstate a license.

Intentional false answers or misrepresentation in applying for or procuring a license, registration or reactivalion in

_Kentucky are grounds for disciplinary action, including denial or revacation of license, and are reported to the National
Practitioner Data Bank and/or appropriate national professional credentialing organization. You must answer "yes" to
any question if the evenl(s) described in that question has actually occurred. You must answer, "yes" in such
circumstances even if you have been advised by an attormney or other person that you may answer “no". You must also
answer "yes" in stich circumstance even if the record of the event has been sealed or expunged by Court order, or has
been designated “confidential” by the body involved. Affer answering "yes" to the appropriale guestion(s), you may
advise the Board of any additional relevant information pertaining lo your answer (i.e., record has been sealed or
expunged, record is designated "confidential,” atlorney has advised thal you properly answer "no"). The Board wilt
consider this additional information, along with your answei(s), in determining the appropriate action.

If you have any question about whether or nof you should answer "yes"” to a question, you should err in favor of -
answering "ves" and providing an explanation, because any non-disclosure violation will likely resuit in denial of your
application or disciplinary action against your license.

Nofe: You cannot change your name through this renewal application,

You will need fo notify the Board in writing of a name change. However, you may proceed wilh your renewal and notify
the Board afterwards. '

Please verify your mailing address and indicate whether or nol it is correct. If the address is incorrect, you may edit it. If
you reside outside the United States, please choose "Out-of-Counlry” in the drop-down selection for Sfale..

Name: 7 Theodore L.. Roumell
KY License No.: 39667
Mailing Address: ‘ 1050 W. University

- Rochester, MI 48307

Practice Address: 1050 W. University
Rachester, MI 48307

Office Telephone Number: 2486514004

= mai Addess: E——
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Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009

Lic. # - 39667
Renewal Date/Time: 2/19/2009 10:20:36 PM

1} Since you last registered, have you had any license, cerfificate, registration or other privilege to practice as a health
care professional denied, revoked, suspended, probated, restricted, reprimanded, limited, or subjected to any other
disciplinary action, by a state medicalfostecpathic licensing board, or Federal, or International authority with the exception
of the Kentucky Medical Board?

No

2) Since you last registered, have you surrendered such credential, or placed it into an inactive status, to avoid disciplinary
action or in connection with or in anticipation of a disciplinary investigation/action by the licensing authority of such -
jurisdiction with the exception of the Kentucky Medical Board?

No

3) Since you last registered, have you been or are you currently under investigation by any State medical/osteopathic
licensing board, Federal or International licensure authority or any drug licensure/enforcement authority with the exception

of the Kentucky Medical Board?
No

4) Since you last registered, has the Drug Enforcement Administration (DEA), or any state or International drug
licensurefenforcement authority denied, revoked, suspended, restricted, limited, or otherwise disciplined a controlled
substance registration certificate issued to you?

No

5) Since you last registered, have you voluntarily or involuntarily surrendered a medical or osteopathic license with the
exception of your Kentucky license, or controlled substance registration certificate issued to you?

No

6) Since you last registered, has any hospital or hospital medical staff removed, suspended, restricted, limited, probated,
reprimanded or failed to renew your privileges for cause, or taken any other disciplinary action against your privileges?

No

7) Since you last registered, have you resigned your privileges at any hospital under pressure or investigation or while you
were the subject of disciplinary proceedings?

No

8) Since you last registered, are any legal proceedings regarding licensure presently pending against you by any State,
Federal or International licensure authority or any drug licensure/enforcement authority with the exception of the Kentucky

‘Medical Board?
No

9) Since you last registered have you been removed, suspended, expelled or dlsmplmed by any professional medical
association or society?

No

10) Since you last registered, have you entered a guilty plea, nolo contendere plea or Alford plea, or been convicted, of any
felony offense, any misdemeanor offense, or alcohol related offense in any court?

No

11) Since you last registered, have you had to pay a setllement or judgment of $250,000 or greater in a malpractice action
or other civil action against your medical practice?

No

12) Since you last registered, to your knowledge, have you become the subject of any criminal investigation or are any
criminal charges pending agalnst you?:

No

13) Are you currently in default on any'sludent loan repayment obligatibns payable to the financial aid programs
administered by the Kentucky Higher Education Assistance Authority? '

No
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Application for Renewal-of Kentucky Medical/Osteopathic License for Year 2009

Lic. # 39667
Renewal Date/Time: 2/19/2009 10:20:36 PM

The answers fo the following questions are exempt from public disclosure under KRS 61.878(1)(a) and KRS 311.619
and shall be subject to inspection only upon order of a court of competent jurisdiction, except that no court shall
authorize the inspection by any party of any materials pertaining to civil litigation beyond that which is provided by the
Kentucky Rules of Civil Procedure governing pretrial discovery. The answers to these questions may be considered by
the Board and may be disclosed in any contested case proceedmg, including a Show Cause proceeding, or appeal of a
licensing decision based upon them.

"lllegal drug use" means the use of an illegally obtained controlled substance or dangerous drug; the term “illegal drug
use” also means the use of a legally abtained controlled substance or dangerous drug which is not taken in
accordance with the direction of the licensed health care professional who prescribed the controlled substance or
dangerous drug. If you are currently a participant in the Kentucky Physicians Health Foundation Program {Impaired
Physicians Program) ar a similar program in another state, make note of your involvement and answer the following
questions as they are written.

1) Since you last registered, have you suffered from or been treated for any medical and/or psychiatric condition which
might impair your ability to continue to practice medicine?

2) Since you last registered, have you suffered from or been treated for drug or alcohol abuse andfor dependency?

See above cxe mpﬁbn
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Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009

Lic. # 39667

Renewal Date/Time: 21192009 10:20:36 PM
Are you currently retired from the praclice of - No
medicine?

Race/Ethnicity: ([ RN
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Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009

Lic. # 39667
Renewal Date/Time: © o 2M9/20609 10:20:36 PM
Are you currently bfacticing in Kentucky? No

Please provide KY County and number of hours worked weekly in this county:

- a) County:

b) Numbér of hours worked weekly in this county:
If you have additional practice counties in Kenfucky, pleaée indicate so below:

a) Additional Praclice County in KY:

- Number of hours worked weekly in this county:

b) Additional Practice County In K?:
' Number of hours worked weekiy in this county:

Do you currently have hospital staff privileges in Kentucky? Yes

Do you currently have a collaborative agreement with an No

Advanced Registered Nurse Practitioner (ARNP)?

Do you have plans to practice medicine in Kentucky during the year? Yes
' Specialty: Obstelrics/Gynecology

Type of Practice: Locum Tenens

50f 7




Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009

Lic. # 39667
Renewal DatefTime: 2/19/2009 10:20:36 PM

CME Certification

According to the Continuing Medical Education (CME) regulation 201 KAR 9:310, for each (3) year CME cycle, a
licensee shall complete:

{(a) A total of sixty (60) hours of CME, if his/her license has been renewed for each year of a CME cycle;

(b) If his/her license has not been renewed for each year of a CME cycle, licensee shall complete twenty (20) hours
of GME for each year for which histher license has been renewed.

(¢) A licensee whose initial licensure was granted the first year of the CME cycle for which verification is submiited:
completion of sixty (60) hours of CME before the end of the cycle;

{d) A licensee whose initial licensure was granted the second year of the CME cycle for WhICh a verification is
submitted: completion of forty (40) hours of CME before the end of the cycle;

{e) A licensee whose inilial licensure was granted the third year of the CME cycle for which verifi cauon is submitted;
completion of twenty (20) hours of CME before the end of the cycle.

Have you completed your CME requirements for the CME cycle 1/1/2006-12/31/20087
Yes '

(Note: Continuing Medication Education {CME) regulation 201 KAR 9:310 requires all medical and osteopathic
physicians wishing to maintain their Kentucky medical license to obtain 60 hours of CME every three years. The CME
cycle for which you are reporting is January 1, 2006 through December 31, 2008. Thirty of these required hours must
be in Category 1 accredited by the Accreditation Council on Continuing Medical Education or the American
Osteopathic Assoclation and thrity hours may consist of non-supervised psrsonal activities. Two of the total 60 hours
inust be acquired in a HIV/IAIDS course approved by the Kentucky Cabinet for Health and Family Services every fen
year period. Please do not send documentation of your CME credits to the Board untess requesfed.)
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Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009

Lic.# 39667
Renewal Date/Time: 2/19/2009 10:20:36 PM

| hereby state that the information | have provided In this application Is true, accurate and complete to the best
of my knowledge and belief, | understand that any false Informatlon on my applicatlon may subject my llcense
to disciplinary action pursuant to the Medical Practice Act. Typlng my name serves as my electronic signature.
By submitting this application online and typing my name, | waive any claim that my electronic signature is not
my actual signature in any disclplinary proceeding based upon an allegation that specific answers in this
applicatlon are not true. If | refuse to provide this waiver by typing my name, | understand that | must file.a
paper applicatlion which Includes my written signature.

Theodore L Rourr_lell MD
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