STATE OF MARYLAND

BOARD OF PHYSICIAN QUALITY ASSURANCE

ENWMENT[FLEX APPHCA"FIOH

CAMOIATLS £ COMPONENT mtsw
ONE¥ ] Wﬂfﬂﬁ&?
2.8 MM Z2 S eaipronivy o Figx:
2 A GF W bintionas Bowrds Wit St o ¢ ‘
APPLICATION FRLEL L bk
:W"tcme‘“ﬁ o postel abisrevieticns

mmmmwmm

95 ORTRMENT FAOU AROYE: Buitimars, Mo
"y ; foy b m»mmwa;mmmfnmpmm

thw Rostrdof

mmm

| Aflee compiating: Wiu Infaemaion. returs. apicetion, to- te.
mummcmumm« 201 W, Freston g1,

ASBUIRNCH, thi fe (nclicated my.

f‘
;}f’/ V272 w374

2 X4 ": {n) fl’ I’Z"'!




CORRECTED Y - 3%‘//4/7
#13 - ACTIVITIES sincg GRADUATION (Confinued)

Jewish Hospital 6/78 12/79 Emergency Room
Cincinnati, OH Director

Self-employed 1/80 Preseant Private practice




Chio Wesleyan

Registrar

University Hesll, Roocw 114
61 S. Sandusky St.eet
Deleware, CH 43015
614-369-4131

University of Alabama
Medical College

1717 Eleventh Ave. S.
Birmingham, AL 35294
205-934-8011
205-934-.8222

University of Alabama Hospital
House Staff Office

619 5. 19th Street

Birmingham, AL 35233

ATTN: Cindy Mitechell
205-934-4011

University of Cincinnati
College of Medicine

HMail Location 796
Cincinnati, OH 45267
ATTN: Dr. Andrew Filak
513~558-7391

Dr. Jack Dozier
P.0. Box

Fulton, AL 36446
205-636-4823

Tauss Clinic

2124 Fourth Ave. S.
Birmingham, AL 35233
205-323=-1661

Marion General Hospital
McKinley Park Drive
Marion, OH 43302

ATTN: Joyce Bailey
614-383-8400




Cincinnati Academy of Medicine
320 Broadway

Cincinnati, OH 45202
513-“21~7010

Montgomery County Medical Society
40 South Perry st.
Dayten, o 4540

Americarn Academy of Family Physicians
P.0. Box £723
Kansas City, Missouri 6411”-0723

Ohio State Medieal Board
77 S. High Street
Columbus, OH 13266
614-&66-3934

Alabama Medical Licensure Commissfon
06 3. Hull Streey

Suite 110

Montgomery, AL 36104-0g46
205-261-411¢
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14, When do yous intend to begin practicing io Maryland? 190

Whete?
15.. Do you hoid a kitense {cusrentixpired) in any siatn? . M so, list the state and icense number for sach state.
Ciie -D372538 |, SHapama.: (R e
15. MHave vou ever been charged vith viotation of any law relative jo practice of inedicine or talative to any crima.{felony)?
M ,
17, Have you ever tean found guilty i & malpractices suit or seltfed & malpractice ctaim? _NO
18. Have you evey taken an examination without receiving a licenss from any medicat licensing agency of been denied
& ficensa by, or denied the privilege of taking an examination by any medical icensing agency? m’ﬁﬁ;}_mw,__,

19, Have you ever been notified by amy medicak ieensing agercy or medical society of & complaint against you or ot an
investigation refated ko the practice of medicine? - Jo .

20. Hawh you evar had your medical ficense ravoked, suspended or placad on probation of have you sutrendevad a
{iocal, state, or federal) permit 10 presciibe contioind substances? _ D

21 Have you ever been discharged kom or had a contract volded by any hospital service os training program or had any
cestrichions of witharawats of hospilal privileges based upon disciplinary action? KO

22. Have you aver had a physical or mental llcress requiring professional attention? [N

23 mm ever baen addiciedt 1o or Weated for an addiction 1o of abuse: oi any chemical substangs? 3.1;.‘_.__...._

24. Have you sver faon sepurated from any service of the Unitec States Sovernment for lazs than hunorable cause(s).

MCs . _Hyes Branch; Date of Discharge;
Type of discharge:
H you ancwer “yes™ Ic asty quesiion 141hvrough 24, atach 3 separats page with & complete explanaion of sach cccasion.

1 agren that | will coopermte fully with any reguest ior information, inspection of Avs medical practice or investigation, in-
chsding the subpoena of Jocuments of records, incident to my medical practice while licansed in the State of Maryland.
1.2 aware thas, il | become Lrensed i the State of Maryland. according to Health Occupations Article, Section: 14-502,
Annotstad Code of Marytand, in return for the privilege o practice medicine in the State of Maryland, | consent to submit
0 an examination # roquesied by the Board of Physician Quality Assurance.
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Sworn before me this (2~
day of BT & L1927

pnbara o bl
BARBARA J. Gazenkic: HOBY




EADORSEMENT

" ROARD OF PHYSTCTAN QUALTTY ASSURANCE .
i 4201 Parterson Ave BALTIMORE, MD, 21215-0002
PO zox 2:3?2

CERTIFICATE OF PRELIMINARY AND MEDICAL
EDUCATION AND IDENTIFICATION

FRILMINARY ZDUCATION: The Board reserves the right to make further investigation as it may deem

fRCESIAn.
] zwa.s a‘-:s‘ws fo the siucy of medicine upan thae totwwmg svidonce of prefiminary Education:
8 t pk g [*Eui\/j urlft fi“ - \[a mr}d;
3 {/I‘
Give Dates . I
MEDICAL EDUCATION:
Maonthe Years Momths  Yozrs Print legat name and lecation of inatitution in full on gach line
F o
Tt Year 4 ¢ 30 Stk iAo z‘m Al dbema,
28 Year_ L 19 507 0 s e L2 e hﬁi ok £ lr&mb
Tt Year 119 70 o le 19 Tt Ll gv gors by of kb
an Year_ 113 ve_iz_19 T LEpyier ity © #_ Frla
SRR i raceived the Cagres of Doctor of Madicing from (£ rrierse ] of_f i
IR Coat s ml,wﬂ;ﬁm;p PM: *.L\KW" 1% ’r/,;i
: Date of mgmli 7
' S _ L . .
4 L 1 PE'a s g T g a /“ ’ . 'f"f‘,:
R co il TVt Mertin Moefadd “ g A & M.D. (Appiicanty
ool i tPrimg mame im fwlil ‘%Mﬂn name im ol
A < i P 3 . Ja— o b ] . s
. Cated at L Lo ‘J‘z«, O~ (et £ 18, £7
CERTIFICATION BY MEDICAL SCHOOL: .

i heqpby cenify:

A, The ancwe statements of Apphicant (o e carmect and im accord with the reCords ypon wmch e 38 adrmtied 13
the cegree of Doctor of Medicine and

B. That (e pRoIOGrAns Neeunto JEACHED. ANS DO WG QU GMCIal SEal DES Deen IMpressed. 13 Inas of the

parsor: making this application, Mil}iam Hudd Wartin Haskel, M.f

F o b
Gt e officer making cenification A is umabie
personaity o igentify Applicant he will strike
Lo g : out cartification B and Mmust NGl IMpress seas
R upan phatagraphi

Unisersity of Alabema School of Medicine dam )
July S, 1989 of Semoct ]
Canfeming
Medical Degrae

-




BUARD OF ‘PHYSICIAN QUALTITY ASSURANCE @Dd/tsg'/’fé’ 7..—-
4201 Patterson Ave, PO Box 257} A

BALTIMORE, MD. 33315.0002 L7717

CERTIFICATE OF PHYSICIANS

Ve hereby centify that William Mudd Martin Haskell

M.D.
fegiding in___Cincinmati, Ohio

’ i v s
personally known 1o us and to the best of our knowledge and beliet, ne is of good moral
character and frae from mentai defects and drug habits likely to interfere with the proper prac-

tice of medicine and sur erv. We further certify that th Lhatograph affixed to his application
'S & recent ane and 3 gegusm likeness of W eLy %Eke SRS Haskdly

PELMT NAME

M.D.

i ”:. P d p ." ,.4:

Signature and 7 ddress of voucher ___% it A N Vs
i oL o

L T e Tlaey b A& e g

13 Bt Mo Ha lier due,

« M.D.

(datey Censcinnads ; OMrs 45 247 43/?“'/’?

Licensed in State of Blvap

Signature and address of voucher _ /Z / ‘%W/{’///% 7‘2é ;é' 6.0

Leciped T ol ven
YTl RO L

Licensed in State of LSt ‘




R O R .

. S/00/89
BUARD OF PHYSICIAN QUALITY ASSURANCE Endbie scmperyr
L20L Patrerson Ave ~REFHITATEINT

FQ Box 2571

Baltimore, MD 21215-~0002 "72;/_...5/777
e, o o1 SFFETTIND
i i . LICENSE VERIFICATION =~ - "
' el i .
T it : Szate Medical Board @
g “‘ v %
i ik AT Qf
N

' ‘ £ ik Y § {, . - }

I have applied for medical I}émnswa L0 the Maryland Scave

Hoard of Medical
cExaniners. Flesse £11l in the lguer pervims of

whis torm and wmatl diractly to the

maryiand Bosrd. I have civen W ~emission tx release this information.

BRME . IR \4/ﬁ AT N Ty

: (Piesse Primc ;

; ' , / o K o » P
Frolessional Scrool of Cradusty y AL A A A R T e Y Year /.L

‘ A T L) g

ilicense wunber e b e Dare Izzued A,

,’ - . N . v\,(
. Licensed by: Flex Othar written sxamination Resiprocivy ~Hational Boards A

7

o z
E COMPLETE ﬁ”ﬁ"'?’f’x?ﬁ:‘@@asyﬁ

':' 14
W
¢ Licamse 33 1n goed standing \(‘A

. License 0D&% Teen yevoked iy Suspendaed No

| Reazus

v Cener Dezogazory laformarian or Panding Charges:

¥o derogarory information or pending charges

Reng 22 MNone / \

saze: Avgusr 21, 1989 sgnedf

fAgehor s za sghaturel
¢ C.MLE., Records and Rer

WA Bae

~r

AdoD BIqENRAY 180G |
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BOARD OF PHYSTCIAN QUALTTY ASSURANCE CEADiesEmmenT
. _, ,
: 4701 Patterson Ave ~REGNETEERNT
PO pox 2571
wp 21215-0002 Ty t777

. palrimore,
+ 1304

LICENSE VERIFICATION

Srate Medical Board

S pyeg  p € L L

Stz

B O -0

o

LW AR b
Board of Medical

M?ﬁCll licensyre to the Maryland State
ety wo the

crrion of this form and mall 2irec
ission to relsage this information.

I nave applied for
Teaningrs. Plesse fill in the lower
farylend Board. I Bave given my

WALz Le i W 'EL‘.('E Vool Pedg T t‘“‘hb&" g 44

(Fiense Printl

Professional School of Gracugslon ’le“t 1.“}(21"”4.35,,1‘1& C)’?Q“ ,‘{Ha}*n J3114 Year /,/ £
Liremse Sumher . Date zuw; / ’7‘ 7 5 % '
Licensed bys Tlex Qthexr Wwritten examﬁmuqnmmupmczty_______ﬂa:i‘.ana}. Boazds \z:/,
e A
ty g(uuvrek - ~
License ii im $o0¢ stending Yos
by ) suspended __ No

License hes Deern revokes

Feason

Crhar Dezsgatary IniOrmation oF Pending Cnarges:

Hone

/""%\ |
/O‘:\*’ v~ 4 “'A(L,h;‘tﬁg'ly).\ £ /ngl)

FA
l (a(.‘\,QL T

ReN& T ad "
LECN C. HAMRICK, M\D,

Framad
(Auther Lzed Signature’

June 27, 1989

Date:

Chairman

PSR S A

wHME Beb




NA‘ZYON@&. BOARD OF MEDICAL, EXAMINERS™S « 3930 CHESTNUT STREET. PHILADELPHIA, PA 19404
h ENDORSEMENT OF CERTIFICATION
r.r'_._-_._..w et e
NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNIFED STATES OF AMERICA
Wtlkiam Mudd Martin Haskell, M. D,
Pt waniibing w1 1pap AGUirsMenty ane hawvipg wiceanbully passad the. #XMNINSLONG in herohy
aeaTiraet s Oplomate of my Mistiomal Buwre of Mivetiaul E sarninnrs,

. “}
T e s A

Artesy  f, T, Myers
Lhasrvim ot thy Romrer
SEAL John P, Hubbard
Proitdleramig M Povsidens ot the Bosrd:

E_ July 2. §91% Cartificote # [ 26488

58 i Qurdifiod what the aboue o Paaxionile of vy Diglamvats Cartifingta which ag bean or wili be* awirded te the
vy miened 30oue, Wi girackamae femer ¥ Alabama chool of Nedictne

m Sune L9972 ek wlsner BIE LY e s . Fn‘mphyu’cimhammczmm!lv‘ccmmmdt
S s aions radismnel o centificutinm by thy Matiomal Boart of Madingp Examingrs, The seoray abtaingd by
BRI DTN g VNI i Brage contifiquvion i bared ary- A fatlows:
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Seanclpech Sealy
Feory. Haaeg
PARY | pansec LT
LT TN
Prygsimliogy
ﬁtmi&twﬁm{n‘;
Fstivstiogy
Bhigreitigiiag
Plunmsaoingy
Ban it Seiuemrag
FOFAL TEST (Sivmimuunn Pasaivng Same JA0L15,
PARY M pumucs el ] ;
Erteernnal Sbidicsiowg '
Surery
Ctbweanorien anes Syraeeiony
Pistie: Hiattin e Prausmsive Mudtiine
Pedtanrics
Poscinaney
VAL TEST (Miairmam: Pagsiong: Seansy: 290175
PART 1 pamsees Q313
A Garspal Tuag ok Climvgah Carmpetsmey
TOTAL TEST thimwmun Pamineg Scaoe 200178, - -
GEMERAY AVEMAGE fParma, b, EH and bk Soale Scaray -

T Ror thomw iomdiviguals who have mgt yer sakisfacrority completad ane Rl year of post-M.D. trasning the date shown:
ot factimile s U date whnch hug hasrs eartifind by the ARy sitian's residency arggram dirgctor as the date on
o i taquicsmmant for certificatiom by the Nationgt Board wilt ber fulfitier) and syeh cwrtitication wilk ba
augedied

e T
Sewretary for Cartitication

SEAL 6-20-89




L
DEPARTMENT OF HEALTH AND MENTAL HYGIENE i L s
BOARD OF PHYSICIAN QUALITY ASSURANCE )

AP0 PATTERSON AVE & BALTIMORE, Wg 21215-2296

Arum Cade Vit-186-477r

TV FOR DEAE B 7855
O Klaren NAKMIgAY

DISCIPLINARY INQUIRIES

Yederation of State Medical Boards
283¢ wWest Freeway, Suite 138

Fort wWorth, Texas 761062-7999

Lo i RAL
SIhE

5
PO Bor 4350a |
. o D) /

C.y:ll Me s &y c_)H

Iy, State and Zip

Date Q-!:‘ B’I,rlyx

Ty 20 I :
A Flabama N

RINY .
ical S¢ oL Graduation and Branch Locarion
M7
Date of Graduvation
Piease wn Li the response to the following address __ -

Board of Physician Quality Assurance

#201 VYatterson Ave, PO Box 2571

Ezlrimore, Maryland 21215~0002

Attention: Endorsement Unit

Signature
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AGLRESS?

SIRTHPLALCES
BIRTHUATES

MERBER OF AMAD NOT MEMBER

MEDECAL SCHTOL

AMA PHYSICLAN PROFILE

AMERECAN MEDECAL ASSTCEATLON
535 NORTH DEARBORN STREET

CHITAGTs ILLINGES 0610

UKEY OF ALABANA SCH OF MEDy BIRMINGHAM AL 35294\
YEAR OF GRADUATIONE 2972y
LICENSES i;mzzug YEAR GRANTED BY STATR)S
Y

4 3913
OH I9T4Y
KY 3580

RATIOM&L BOARED CERVIFXCAY I0HE

SPECIALTY BOARD CERVIFI

PFRYSICIAN'S PROFESSIONAL ACFIVITEES® OFFJ

SELF DESIGHATED SPECEALYIES

PRIMARYS  © ECCLOGY

SECONDARYS FAMILY FRACTICE

TERTIARY S GLNSPECIFIED

CURRENT MEDECAL TRAININGS
PRIGR KEDICAL IRAIKINGS
HOSPEIALS
DATES UF FRATHINGS
SPECLALTYS
SPECLALYYZ
WOSPETALS
DATES WF TRAININGZ
SPECIALEYE
SPECIALTYS

PRICR MEVECAL TRAKKINGS
HGSPETALS
DATES OF TRAININGS
SPECIALTYE
SPECTALTYS

NOWE REPORFEL TD CALE /
RESROENT

UNIV CINCINNAEL AUSP-MED 194 L
01f Ve 06l TO CCOMFIRMED )
GEMERAL SURGERY

UNSPEC EFRED

UMY CINCIMMATE RsP-nED CTR
07F16~064 T ~— CCONFIRREDY
FAMILY PRACTICH

URSPEC IFEEQ /

INTERM 4

URIY AL HOSPS

Q6L TZ~06/TH — (CUNFIRMERY
UNSPECEFLED

URSPECTFIER

FELLORSHIPS NONE KEPORTED 10 DATE

THE FOLAOMING 15 HISTORECALS

RAT IONAL SCIENTIFIC MEGECAL SOCEETRESS
AMERICAN ACADERY CF FARILY PHYSICIANS

AMERICAR COLLEGE CF

EMERGENCY PHYSECEANS

PRUFESSURIAL APPCINTRENES  WONE REPORTED Ty DATE

COPYKIGHE 1989

BIVESLION OF L .os¥e¥ AND A}A RESOURCES

DEPARTMENT ?/ PHYSECIAN BAEA SERVICES

KELLWH MDD KARTENy Mo ihe

DAYE: 06-30-89
TIMES 8303 PX

313
CATIONS AMERICAN BUARD OF FAMILY PRACTICE
€& GASED PRACTECE

CINCINNATY Qi 45267

CINCIRNATY O 45267

BIRMENGHAM AL 35233

CHECK ik PRLIKARY SOURCES FUR CUBRRENE STATUSS

AMEZLCAN MEDICAL ASSGCEATEOM. Sk REVERSE. svsasns FILES gﬁg;gﬁgm
&7







OEPARTMENT OF HEALT) AND MENTAL HyGiENg
BOARD OF PHYSICIAN QUALITY ASSURANCE

4201 PATTERSON AVENUE, P.O. BOx 2571,BALT“IMOREI,MD..21215~OOO2
391-764-4‘;’?7‘ mronoun:mg.mms

D.C.“ﬂmms'
¥ oMantiy ABRSLELL up

23 80X 43222 ¢
TINCIvNATI 09 45243 7/ld1:t8:

SZAR Doc YOR:

WE HBAVE RECEIVID YOuR APPLICATION FOR MARYLAND MESICAL LICExsE, PLEASE FURNISH
THIS oFFIcT WITH THE POLLOWING .

CERTIrIZD CHECK Ok HONEY ORDER, {(WE ARp RETURNTING YOUR APPLICATION
Ay INcormzer FEZ}

PHOTOS T, 720 COPY oF py PLOMA GRAST ING MEDICAL DEGRZE, CORIGINAL LANGUAGE)
AUTHENT O TAANGLAT I oM OF RIPLOWA GRAITING MEDICAL DEGREZ, (OPFICIAL
LETTERITAL)

PHOTCS TAT T cary or PERMANZ T ECTHG CIRTIFICATE,
PROTOSTITIC COPIES OFaLL J0SRITAL C!’.’R’I'IFIC&TES ATTESTING TO EVERY
POS‘:"«.»R‘SDUR:‘&f TRAINING PROGRAM TN WHICH Y

QU HAvE P&RTICZ?RTED,

ST oACTIVE
PRAECTICEZ I THE STatr 130 WRICH Yoy g

CERTIFICHTE or PHYSICIAuS FICNED By T LICENSED PHY3IIA
DE.
ING Angy CLosInG
AMENT PHaT YOU ARp
EXRECTED 7o SATISFACTOR: Ly cousrzre

X PROFESSIGNAL AIDAOR NOn-pROy ZESIOMAL RCBIVITIES ramam TOg LG .
PHOTOSTAT THE LICEMSE VERIFICNTION FORA As DW#Y TIMES &s. WECESSARY,
FILL I Tup LYPRLR POATION OF TRE FORM, AND RATE TO ALL OF THE &TaTEL
HEDICAL BOARDS 1y WHECH you HAVE Evea HELD & LICensy,

SZD CERTIPICATE or FRELTHINARY AND WEDICKL EDUCATIoON TC YOUR MELICAL
SCHaoL,, WITH IMSMCTIOMST@HH&RJE THE FORM DIRECTLY 1o TEIS OF FICE,

— TRANSCRIPT oF GRADES Fuom THZ MATTONAL BOARDS PEDERATION o
& STATE MEDICAL BOARDS,

L P TYOUR LICWSZ’; SINCE gomp OF Youm
BMS UR MAMP g wr IAM MUDD mp PIN HASKE & ON YOuR APPLICAYL
FLIASE RE'ZUI%? K'IS%C{‘C&ESE SUBM%‘?TINGL’XZ‘%Z ~BOVE, xggﬁ HAVE vy »Lﬁmg A8 MARTIN -
H, .
YERY TRuLy YOURs,
ﬂ_,a - i% -,
.‘o.:"“n, /Jy?
éﬁGRSg.EkT iz{.r i

OEMH 1806
JULY 1984




BOARD OF PHYSICIAN QUALITY ASSURANCE

4201 PATTIERS
301-T64-4777

TIAR SOCTOR:

®i HAVE RECE
THIS OFFICE

R

DEPARTMENT OF HEALTH AND MENTAL HYGIENE

O8N AVERUE, P.O. BOX 2571,BALTIMORE,MD..21215-0002

TTY FOR DEAF. Bolio. 3017888
D.C. Metrey 5450451

I11v7/89
date

IVED YOUR APPLICATION FOR MARYLANG MEDICAL LICENSE. PLEASE FURNISH

WiTH THE FOLLOWING:

CERTITIED CHECK OR MCHZY ORDER. {WE ARE RETURNING YOUR APPLICATION

RS INCORRECT FET}

PHOTOSTATIC CURY OF DIPLOKA GRASTING MEDICAL DEGREE. {OQRIGINAL LANGUAGE)

AUTTHENTIC TRANSLATION OF DIPLOVA GRAWIING MEDICAL DEGREE..
LETTERBEAD

(GFFICIAL

PHOLOSTATIC COPY OF PEAMANZUT ECTMG CIRTIFICATE.

PHOTSSTATIC COPIES OF ALL NOSP iTal € EP‘T.I FICATES ATTESTING TO EVERY
WHICH YOU HAVE PARTICIPATED.

POET-SRADURTE TRAINING PROGRAM IN

£1CENS SIGNED BY TWD LICENSED PHYSICIANS Iil ACTIVE

CERTIZICATE OF FHY
AT IN WRICH 70U RESIDE.

PRACTICT 1% THE 57

STATTAELT FROU YOUR PAOCRAT DIRZCTOR AIVING STARTING AND CLOSING
DATSS OF YOUR CURREAT TARINING PROGRAA, AND: A STATEZMENT THAT YO ARE
TAPECTED B0 SATLSFACTORILY COMPLITE THi PROGRAM.

TO .

e r——

~PROPISSIONAL ACTIVITIES FAROM

PROFESSIGNAL RIDADR HWOL

PHOTOSTAT THE LICENST VERIFICATION FOMA AS M&ZY TIMES KS NECESSARY,
Il 1% THE CPPIR RURTION OF THE FORM, AND MALL TG ALL OF THE STATE
HESICAL BOARDS Ia WHICH YOU BAVE EVER HELD A LICENSE.

SEND CERTIFICATE OF PRELIMINANY AND MEDICAL EDUCATION T YOUR MEDICAL
SCHOOL, WITH I%STRUCTIONS TO AZTURN THE FORM GIAZLTLY TO TRIS OFFICE.

TRLNSCRIPT OF GRADES TaOM THE NATIONAL BOARDS FEDERATION OF
STATZ MEDICAL BOMRDS.

OTHER PLEASE EXPLAIN TO ge IN WRITING THAT YOU BELD AT ONE TIHME A
LICENSE IN KEMTUCKY SINCE TEIS WAS NOT INCLUDED OM YOUR APPLICATION,
B80T YOUR AMA PHYSICIARS PROFILE INCLUDED IT.

-

2o ZASE RETURN THIS NOTILE WHEN SUBRITTING THE NBOVE.

VEQY TRULY YOURS,
o

ord o

INOORSEMENT UWIT

TN



i Haskell M D, F AAEP
D 0. Bux 48292

Cincit 1t Ohio 45243 ' o
Clinical Rese. v, FellMlﬁn_;ican Academy
15134 293-73:. B3 2, 0002 of Family Practice

August 14, 1989

Maryland Board of Physician Quality Assurance
Endorsement Unit

4201 Patterson Avenue

P.,0. Box 2571

Baltimore, MD 21215-0002

ATTN: Randi Zipper

Dear Randi Zipper:

As requested in your attachked notice, a Kentucky Iicense, nunbe,
21067, was issued to me on October 9, 1980. I was Aot using ang,
therefore, did not renew this license.

Sincerely,

=2
z
o
=
&
O
3
i<




.

KENTUCKY BOARD OF MEDICAL LICENSURE

THE MALL OFFICE CENTER ‘
4G SHERBURN LANE, SUITE 227 '
.- =R ‘ LOUSVILLE, KENTUCKY 40207

Pecerber I8, (9835

T VBT TT MAY COMOERM:

Dear Sirs:
Ve are writing to you at the request ggmwﬂrwmm Magkekl, M. D,
“ho I8 applving for lconmoe in youx stite, Ve are ashad to
frndsh your Bost with the following:
License Nurber 2E067 /
Data of Issuance  10/9/80
On What Basis Abzbama Poard
Querent Starus Tragtive
- ‘Eepiration Date  Unavallable .
R Deromtory Information MNore

o

RS 1f this office can be of furcher assistarce in this matter,
i please feel free to comtact us.

Sircerely,




DEPARTMENT OF HEALTH AND MENTAL HYGIENE -
BOARKD OF PHYSICIAN QUALITY ASSURANCE
4201 Patterson Avenue, P.O. Box 2571, Baltimore, MD. 21215-0002

firea Code 30}-764-4777 TIY PO DRAF: Sahe:. 3007343
W. MARTIN HASKELL MD Y PG e $06-041
B BOX 43222 -
cincinnati oh 45243 L4131 /90

Bear Dector:

The processing of your application hasx been completad. FPlexse
et ws knmow hbow you wish to obtain your lizense:

1. The Bosrd will mail the license to youw by certified majil

and you, yourself, must clsim the packet. It will ve
sent for “addressee’s signature only.*

24 V/ Send the Board & statement, signed by you, bearing the
' ' name of the sgent, for ua to deliver the license %o the
agent.

Your sicemse will comtaim your fuil name even Lhough you do ,
not wse vour il mame im your sighature. ;

PLEASE DETACH AKD RETURK THIS FORM TO THE BOARD.

A " O U . - D ] PO I I T O W AW A A L T T W O P - - "

ey ckels

i P )
Current Asdress: ‘ﬁj{} | ?ﬁﬁﬁ%i A
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DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Application for renewal of: Physicians

1. License NumberD0039525Dr. W Martin Haskell

Individual National Provider Identifier NPI: 1215088018 | do not have an NPI
2. | This is the NPI entered in the field for Rendering NPI on a claim (10 digit number)

NP1 Information

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

.
L ..... 4 I do not have an email address

Address Changes (Non-Public and Public):

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

Your address(es) on the online renewal application is current as of July 1, 2010 . If you requested any changes to your address(es) that are not reflected
on this application, please make the change at this time. These changes will be updated in the main database.

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

Street
Street (2)
Street (3)
City

State

ZipCode
Country

4b. Public Address: This address, usually your office, is available to the public and will be posted on the internet. 1f you do
not designate a public address, your non-public address will be posted on the Internet.

Street Women's Med Group
Street (2) 11250 Lebanon Rd
Street (3)
City Cincinnati
State Ohio [~]
If selecting a country other than USA or Canada, please choose "Foreign” as your state
ZipCode 45241
Country Uniied_State's" o E:f

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

the Federation of State Medical Boards' Physician Data Center? See instruction ® Yes - No

CHARACTER AND FITNESS (Question 6)
6. The following questions pertain to the period since July 1, 2008. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.

* All questions must be answered Yes or No.

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any

entity of the armed services denied your application for licensure, reinstatement or renewal, or
NO taken any action against your license, including but not limited to reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Occ. §14-4047?

Yas W No

b. Have any complaints, investigations or charges been brought against you or are any currently

ves pending in any jurisdiction by any licensing or disciplinary board (except this licensing board)

https://www.mbp.state.md.us/MBP_AL_2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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NO

NO

Yo
NO

Yes
NO

Y g 3} No
NO

Yes 9 No
NO

von @
NO

‘YY‘;L \? \)(
NO

vas B
NO

or an entity of the armed services?

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

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

Have you had any denial of application for privileges, failure to renew your privileges, or
limitation, restriction, suspension, revocation or loss in privileges in a hospital, related health
care facility, or alternative health care system that would be grounds for disciplinary action
under Md. Code Ann. Health Occ. §14-404?

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

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

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

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

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

Do you illegally use drugs?

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

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

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

Have you voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or military entity while under investigation by that institution for disciplinary reasons?

https://www.mbp.state.md.us/MBP_ AL 2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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p. Are you in default of a service obligation resulting from your receipt of state or federal funding

Vas W Ng
: o
NO for your medical education?
ves B ne q. Have you failed to make arrangements to satisfy any state or federal loans that financed your
NO B R medical education?

CONTINUING MEDICAL EDUCATION (Question 7)
% a.CME met. | have earned 50 credit hours of Category 1 continuing medical education during the two (2)
~ years prior to this renewal.
b. First Renewal & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physician Orientation is for NEWLY licensed physicians only. If you were
licensed prior to September 30, 2008 or reinstated, this does not apply to you. See New Physician
Orientation Program web site. Your license will not be renewed unless you have completed the
orientation.

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

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)
8. Ethnicity and Race: (Select all that apply)

Hispanic or Latino

American Indian or Alaska native

 Asian

lack or African American

ative Hawaiian or other Pacific Islander

9. Are you employed by the Federal Government?

i Yes ® No

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

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

a. In an accredited/approved internship or residency program?
" Yes ® No

b. In an accredited fellowship (subspecialty) training program?

% Yes

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

Gyneéology

Primary Concentration

6 E

Secondary Concentration None

https://www.mbp.state. md.us/MBP_AL_2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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12. SPECIALTY BOARD CERTIFICATION: List up to two (2) specialty areas only if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association (AOA).

Primary Certification Nome : S (]

Secondary Certification (Nore e - ]

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

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

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

Research includes clinical, laboratory, and analytical research

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

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

WUse whole numbers. No fractional hours. If none enter 0.

a. Patient Care Related Activities 15 hours per week
b. Research 1 hours per week
c. Teaching 1 hours per week
d. Administration & Other 23 hours per week
Total Hours ;40 hours per week

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

Covss Mo

PRACTICE INFORMATION (Questions 15-26)

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

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

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

¥ If you have locations outside Maryland, please answer (c) below after you 3
answer (b).

¢. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
¥ Yes ¥ No 77 Don't know

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

b. Number of hospitals outside of Maryland (if none, enter 0) 1

https://www.mbp.state.md.us/MBP_AL 2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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18. Primary Practice / Office Location Primary Practice / Office Location

@ Please answer all Primary Practice questions

a.

b.

Organization Name Women's Med Group
Street Address . 11250 Lebanon Rd
Street2
& Enter suite or room number here. (Ex. Suite 101 or Room 101)
City Cincinnati
State Ohio o e
Zip Code 45241
Jurisdiction Non-Maryland  [~]
Employer Tax ID —3) What is Employer tax 1D?

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

Please select one of the following related to the NPI used for billing insurers:

£ | use an Organizational NP! for billing. Please Enter >

% luse my Individual NPI for billing. Organizational NP1

7 1 do not bill public or private insurers.

You indicated in Question 13a, 15 hours of Patient Care Related Activities during a typical work
week.

How many of those Patient Care Related Activity hours in your typical work week are delivered at
this practice/office location?

& {f none, enter 0. Hours
Setting  Freestanding Ambulatory Surg Ctr =]
Private/Public | P‘rri’yahte—’thrMprofit - +]

. Practice Single-Specialty Group ]

Please answer the following regarding staffing at this practice/office location on a typical day.
Definition of mid-level medical providers is listed below.

W If none, enter 0; if you don’t know the number, enter 999

Number of physicians (MDs, DOs, residents, fellows) including yourself at this location. 2

Number of mid-level medical providers at this location. 1

WMid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician assistants.

Page 5 of 9

19. Secondary Practice / Office Location

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

a.
b.

Organization Name Womens Med Center of Indianapolis

Street Address 1201 N Arlington Ave

Street2 & Enter suite or room number {Ex. Suite 101 or Room 101)
City Cincinnati '

State ‘Ohio - [=

Zip Code 45243

Jurisdiction Non-MaryIand - B

https://www.mbp.state.md.us/MBP_AL 2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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h. Employer Tax ID None :?J)What is Employer tax |ID?

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

i.  Please select one of the following related to the NPI used for billing insurers:

£ | use an Organizational NPI for billing. Please Enter >
@ | use my Individual NPI for billing. Organizational NP|

| do not bill public or private insurers.

j. Youindicated in Question 13a, 15 hours of Patient Care Related Activities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at
this practice/office location?

% If none, enter 0. Hours
k. Setting Free Standing Medical Facility 7]
I Private/Public  Private-For profit ) m
m. Practice . Single-Specialty Group [v]

Please answer the following regarding staffing at this practice/office location on a typical day.
Definition of mid-level medical providers is listed below.

@ none, enter 0; if you don’t know the number, enter 899
Number of physicians (MDs, DOs, residents, fellows) including yourself at this location. 2

Number of mid-level medical providers at this location. 2
Mid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician assistants.

20. Information Technology (Primary Practice / Office Location)

bplease answer all Primary Practice Information Technology questions

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

g,

f\ N A. To obtain information about treatment alternatives or recommended guidelines?

es No

o o® B. To send prescriptions electronically to a pharmacy?

Yes No
If you answered Yes to 20B, what percentage of prescriptions are T
submitted electronically? & Use whole numbers.

\;es ri; C. To generate reminders for you about preventive services needed for your patients?

" » D. To access patient notes, medication lists, or problem lists?

Yes No

Yés ,;Z E. For clinical data and image exchanges WITH OTHER PHYSICIANS?

\‘( " I:? F. For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?

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

https://www.mbp.state.md.us/MBP_AL 2010a/application.aspx?admin=1&licno=D0039525
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% & H.To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient conditions?
Yes No

21. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?
7> Yes, all electronic I Yes, part paper and part electronic # No ¥ Don't know
21a. If No, please indicate your most significant reason for not using electronic medical records.
& Capital cost outlays 7} Risk of privacy breaches % Retiring soon

£ Overburdened staff @ Lack of technology standards ~ ' Not my decision

" Physician resistance to adoption " Intangible benefits

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

a. Participate in any PRIVATE insurance plan networks, including PPQO, EPO, HMO, etc. “
Yes No
b. Participate in the MARYLAND MEDICAL ASSISTANCE PROGRAM (in either the traditional program or a Managed @&
Care Organization) Yes No
b1. If Yes, are you accepting new Maryland Medical Assistance patients? v

. RS N
c. Participate in the MEDICARE (in either the traditional program or a Medicare Advantage Plan)? Y '\?
es [o]

c1. If Yes, are you accepting new Medicare patients? o N

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

24. Please report the typical number of hours per week you personally provide care to patients on a charity basis (do not include bad debt).
0 hours perweek. % If none. enter 0

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

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

e S50,

“Yes . No

26. Workers Compensation

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

| hereby certify:

# | do not practice in Maryland.
¥ I do not employ anyone in my practice in Maryland.

7 | employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
4¥ If you are a Maryland employer you must provide the information requested below.

Insurance Company
Policy Number

Expiration Date

https://www.mbp.state.md.us/MBP_AL_2010a/application.aspx?admin=1&1licno=D0039525 6/24/2013
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i @ Enter as MM/DD/YYYY Enter as MM/DD/YYYY

PHYSICIANS EMERGENCY CONTACT INFORMATION

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

*Required Field

Please provide the phone number that should be used in the event of an actual emergency.
Daytime * S T
Nighttime*

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

Chemical L Biolog

L Radiological

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

Thank you for your assistance!

APPLICATION PACKET FOR EXEMPTION FROM LICENSE FEE

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

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

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

b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current employers,

government agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank, hospjtals
and other licensing bodies, and | agree that any person or agency may release to the Board the information requestdd. |
also agree to sign any subsequent releases for information that may be requested by the Board.

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

o d. Check Here if you wish to have the option of viewing your completed application online after you renew your licende.
Otherwise, your application will not be available online for your later viewing. If selected, viewing is available until
12/1/2010.

29. Please provide your electronic signature (type your name) below:
Name Martin Haskell
Today's Date 9/23/2010  FEB

Last four digits of Social s
Security Number: “

30. Select a Payment Option here to complete your.application.

https://www.mbp.state.md.us/MBP_ AL 2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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% Please note: Credit cards may be used for online payment only. If you or a 3rd party is sending in payment, it must be by check.

Your renewal fee is:

3 Credit Card lfSend Check"-.\ 3rd Party Check 3rd Party Payer:

PAYMENT
APPLICATION COMPLETION INFORMATION:
Date Application Started 9/23/2010

Date Application Submitted 9/23/2010
Confirmation Number . _
Payment Method
Amount Paid $512.00

https://www.mbp.state.md.us/MBP_AL 2010a/application.aspx?admin=1&licno=D0039525 6/24/2013
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&Print
DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.

Application for renewal of: Physicians

1. License NumberD0039525Dr. W Martin Haskell

Individual National Provider Identifier NPI: 1215088018 71 1 do not have an NPI
2. | This is the NPI entered in the field for Rendering NPI on a claim (10 digit number)

‘?-) NPI information

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

L—:} I do not have an email address

Address Changes (Non-Public and Public):

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

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

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

Street
Street (2)
Street (3)
City

State “ [_‘.'J

If selecting a country other than USA or Canada, please choose “Foreign” as your state

ZipCode ’ )
Country United States [~]

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

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

Street Women's Med Group
Street (2) 11250 Lebanon Rd
Street (3) ' k »
City Cincinnati
State  Ohio - E )
If selecting a country other than USA or Canada, please choose "Foreign” as your state
ZipCode 45241
Country M‘L‘Jrfiited States ]:v__j

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

the Federation of State Medical Boards' Physician Data Center? See instruction 9 Yes . No

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

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any

entity of the armed services denied your application for licensure, reinstatement or renewal, or
NO taken any action against your license, including but not limited to reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Occ. §14-404?

b. “Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board)

https://www.mbp.state.md.us/MBP_AL_2012/application.aspx?admin=1&licno=D0039525 6/24/2013
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or an entity of the armed services?

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

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

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

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

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

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

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

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

Do you illegally use drugs?

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

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

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

Have you voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or military entity while under investigation by that institution for disciplinary reasons?

Are you in default of a service obligation resulting from your receipt of state or federal funding
for your medical education?

https://www.mbp.state.md.us/MBP AL 2012/application.aspx?admin=1&licno=D0039525 6/24/2013
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NO

vor B g. Have you failed to make arrangements to satisfy any state or federal loans that financed your
NO es W NG medical education?

CONTINUING MEDICAL EDUCATION (Question 7)

% a. CME met. | have completed and have been granted credit for at least 50 credit hours of Category 1

"~ continuing medical education activities within the two year period immediately preceding submission of
this application for license renewal. Physician is obliged to obtain requisite documentation of CME activity
and maintain documentation for a period of six years for possible inspection by the Board. For additional
information on CME, see Maryland Regulations, 10.32.01.09.

#= b, First Renewal & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physician Orientation is for NEWLY licensed physicians only. If you were
licensed prior to September 30, 2010 or reinstated, this does not apply to you. See New Physician
Orientation Program web site. Your license will not be renewed uniless you have completed the
orientation.

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

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)

8a. Gender % Male I~ Female

8b. RACE/ETHNIC IDENTIFICATION - PLEASE CHECK ALL THAT APPLY

Are you of Hispanic or Latino origin? (A person of Cuban, Mexican, Puerto Rican, South or Central | ; y
American, or other Spanish culture or origin, regardless of race.) L Yes No

elect one or more of the following racial categories:
American Indian or Alaska Native (A person having origins in any of the original peoples of North or South America, including Central America,
land who maintains tribal affiliations or community attachment.)

/Asian (A person having origin in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example,
‘Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.)

Black or African American (A person having origins in any of the black racial groups of Africa.)
ative Hawaiian or other Pacific islander (A person having origins In the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.)

yVhite (A person having origins in any of the original peoples of Europe, the Middle East, or North Africa.)

,L)ther

9. Are you employed by the Federal Government?

™ Yes @ No

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

@ If you answer Yes to either a. or b. you will not be required to complete the Practice information section (Questions 15-26) of
this application.

a. In an accredited/approved internship or residency program?

™ ves ¥ No

b. In an accredited fellowship (subspecialty) training program?
3 ves B No

https://www.mbp.state.md.us/MBP_AL_ 2012/application.aspx?admin=1&licno=D0039525 6/24/2013
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11a. Which best describes your current area(s) of concentration:

Primary Concentration ! Gynecology v
Secondary Concentration | None i -

11b. SPECIALTY BOARD CERTIFICATION: List up to two (2) specialty areas only if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association (AOA).

Primary Certification Family Medicine [=}

Secondary Certification None } L.._j

12. Please select all states (excluding Maryland) where you hold a medical license.

[7] Alabama [ Florida [ Kentucky ["INebraska [ Oklahoma TTutah

[ Alaska [ Georgia [ Louisiana ['Nevada J Oregon [ Vermont

1 Arizona Meuam  FlMaine [ INew Hampshire [ Pennsylvania [ Virginia

[ Arkansas [THawaii [ 1Massachusetts ] New Jersey [ Puerto Rico L Virgin Islands

[ california [J1daho  FIMichigan [INew Mexico  [TIRhode Istand [ Washington
[T colorado M linois ] Minnesota [/INew York {1 south Carolina ] west Virginia
] connecticut ! Indiana Mississippi ["INorth Carolina  [] South Dakota [} Wisconsin
[Tl Delaware liowa [ missouri [CINorth Dakota [l Tennessee [ Wyoming
{¥] District of Columbia [] Kansas Montana ¥l ohio [ Texas

13a. How many weeks per year do you work? ;48 [x}

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

&8 If you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
Information section (Questions 15-26) of this application.

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

Research includes clinical, laboratory, and analytical research

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

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

©Use whole numbers. No fractional hours. If none enter 0.

a. Patient Care Related Activities 20 hours per week
b. Research 0o hours per week
¢. Teaching 0 hours per week
d. Administration & Other 40  hours per week
Total Hours 160 hours per week

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

PRACTICE INFORMATION (Questions 15-26)

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

oo

¥ Yes {

https://www.mbp.state.md.us/MBP_AL_2012/application.aspx?admin=1&licno=D0039525 6/24/2013
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16. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.

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

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

& If you have locations outside Maryland, please answer (c) below after you 3
answer (b).

¢. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
s =y p
“Yes % No 7} Don't know

17. Please indicate below the number of hospitals at which you currently haye }admitting privileges.
a. Number of hospitals in Maryland (if none, enter 0) 0

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

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

i please answer all Primary Practice questions

a. Organization Name Women's Med Group
b. Street Address 11250 Lebanon Rd
¢. Street2 W Enter suite or room number here. (Ex. Suite 101 or Room 101)
d. City Cincinnati
e. State ,Ohio _ [~]
f. Zip Code 45241
g. Jurisdiction Non-Maryland  [+]
|
h. Employer Tax ID 00 - 0000000 @ If you do not have an EIN enter 00-0000000

'\?A)What is Employer tax ID?

i. Please select one of the following related to the NP| used for billing insurers:
" | use an Organizational NP for billing. Please Enter >
£ | use my Individual NP! for billing.

%1 do not bill public or private insurers.

Organizational NPI

j.  You indicated in Question 13a, 20 hours of Patient Care Related Activities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at
this practice/office location?

W If none, enter 0. Hours
k. Setting Freestanding Ambulatory Surg Ctr M
. Private/Public Private-For profit [~]
m. Practice - Single-Specialty Group (=]

Please answer the following regarding staffing at this practice/office location on a typical day. Definition of mid-

level medical providers is listed below.
¥ If none, enter 0; if you don't know the number, enter 999

Number of physicians (MDs, DOs, residents, fellows) including yourself at this location. 3
Number of mid-level medical providers at this location. 0
©Mid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician
assistants.

https://www.mbp.state.md.us/MBP_AL_2012/application.aspx?admin=1&licno=D0039525
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19. Secondary Practice / Office Location

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

a.
b.

Organization Name Women's Med Group

Street Address 1210 N Arlington Ave

Street2 ¥ Enter suite or room number (Ex. Suite 101 or Room 101)
City Indianapolis |

State Indiana - ]

Zip Code 46219

Jurisdiction :Non-Maryland [~

Employer Tax iD — @ If you do not have an EIN enter 00-0000000

‘yWhat is Employer tax 1D?

Please select one of the following related to the NPI used for billing insurers:

£7 1 use an Organizational NP for billing. Please Enter >
£ 1 use my Individual NP for billing. Organizational NP

%' 1 do not bill public or private insurers.

You indicated in Question 13a, 20 hours of Patient Care Related Activities during a typical work
week.

How many of those Patient Care Related Activity hours in your typical work week are delivered at
this practice/office location?

W if none, enter 0. Hours
Setting Freestanding Ambulatory Surg Ctr ~ [~]
Private/Public Private-For profit ‘ ]

. Practice fSingle}Speéialty ‘Gr‘oupb m

Please answer the following regarding staffing at this practice/office location on a typical day. Definition of mid-
level medical providers is listed below.
< If none, enter 0; if you don't know the number, enter 999

Number of physicians (MDs, DOs, residents, fellows) including yourself at this location. 1

Number of mid-level medical providers at this location. 2

GMid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician
assistants.

20-21 Health Information Technology questions has been moved to a seperate section. You are required to complete the Health Information
Technology section ONLY if you have a Primary Practice Location.

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

a. Participate in any PRIVATE insurance plan networks, including PPO, EPO, HMO, efc. Y '\?‘E
es o]

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

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

c. Participate in the MEDICARE (in either the traditional program or a Medicare Advantage Plan)?

https://www.mbp.state.md.us/MBP_AL 2012/application.aspx?admin=1&licno=D0039525 6/24/2013
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@
Yes No
c1. If Yes, are you accepting new Medicare patients? NI

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

24. Please report the typical number of hours per week you personally provide care to patients on a charity basis (do not include bad debt).
0 hours per week. &% If none, enter 0

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

25. Do you charge patients an annual fee for participating on your patient panel (sometime catled direct, concierge, or retainer-based practice)?
¥ Yes % No

26. Workers Compensation

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

| hereby certify:

£ Not Applicable (Do not complete below)
% | do not practice in Maryland.
" 1 do not employ anyone in my practice in Maryland.

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

Policy Number

Expiration Date @& Enter as MM/DD/YYYY Enter as MM/DD/YYYY

HEALTH INFORMATION TECHNOLOGY

Please contact the Maryland Health Care Commission at 410-764-3330 for questions relating to this section.

Electronic Health Record Incentive

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

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

1. This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing
or treating your patients in your office.

Are you computerized in your office:
a. To obtain information about treatment alternatives or recommended guidelines?

No

@ Yes ©

b. To send prescriptions electronically to a pharmacy?

https://www.mbp.state.md.us/MBP AL 2012/application.aspx?admin=1&licno=D0039525 6/24/2013
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7 Yes # No
If you answered Yes to 20B, what percentage of prescriptions are submitted electronically? % %
(Enter Whole number)

c. To generate reminders for you about preventive services needed for your patients?

£ Yes ® No
d. To access patient notes, medication lists, or problem lists?
7 Yes % No

e. For clinical data and image exchanges with other physicians?

& Yes @ No
f. For clinical data and image exchanges with hospitals and Laboratories?
I Yes @ No
g. To communicate about clinical issues with patients by email?
I Yes @ No
h. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient conditions?
% Yes I No
2. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?

¥} Yes, all electronic & Yes, part paper and part electronic ™ No £ Don't know

2a. If Yes, what is the name and version of the EHR system?
'Other [~]

Other IMS

2b. If No, please indicate your most significant reason for not using electronic medical records.

Capis

Dverbardened staff IHET

Risk of privacy braaches

3. Please answer the following Telemedicine question(s)

@ Telemedicine means, as it relates to the delivery of health care services, the use of interactive audio, video, or other
telecommunications of electronic technology by a licensed health care provider to deliver health care service(s) within the scope

of practice of the health care provider at a site other than the site at which the patient is located.

3a. Approximately how many times in the last 12 months have you used telemedicine for any purpose? 0
(Enter 0 if you did not use telemedicine)

3b. If you used telemedicine, what are your common uses of telemedicine technology (mark all that apply)?
| Sacond opnion

i Diagnoss

Follow-up

Emergency

Chronic disease managemant

e Other ‘3pemfy> 3

PHYSICIANS EMERGENCY CONTACT INFORMATION

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

https://www.mbp.state. md.us/MBP_AL 2012/application.aspx?admin=1&licno=D0039525
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Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.
*Required Field
Please provide the phone number that should be used in the event of an actual emergency.
aytime (TR
Nighttime* .
Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:
Clchemical L Biological adiologica!
If you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at hitps://mdresponds dhmh.maryland.gov/.
Thank you for your assistance!
28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION
7! a. | certify that | have personally reviewed all responses to the items in this application and that the information |

have given is true and correct to the best of my knowledge and that any false information provided as part of my
application may be cause for the denial of my application.

@ b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my

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

[ ¢. I shall inform the Board, by certified mail, return receipt requested, within 30 days of: (a) action that would be

grounds for disciplinary action under Md. Code Ann. Health Occ. §14-404, that occurred at any time during the
application period; (b) change in any answer that was originally given in this application.

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

29. Please provide your electronic signature (type your name) below:
Name Martin Haskell
Today's Date 9/26/2012 R

Last four digits of Social s
Security Number: o

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

Your renewal fee is:

‘ Credit Card . Send Check ' 3rd Party Check 3rd Party Payer: m

PAYMENT
APPLICATION COMPLETION INFORMATION:
Date Application Started 9/26/2012
Date Application Submitted 9/26/2
Confirmation Number &
Payment Method Y

Amount Paid
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