eass Glick Here to send an E-Mail , or to contact your Board directly, Click Here.

Click the X at the upper right corner to close this window and return to the list of licensess.
i Person Information

Name: KAROLINE SUZANNE PUDER

Address Information

Address{cily state zipcode): Sugar Grove PA 16350

License Information

Typo: Temporary MD License Sscondary Type: Camb Physician Number: TMD002633
Profession: Medicine ~ Status: Expired
issue Date: /1472000 Expires: 711972009 Last Renewad:

Discipline Actlon History

| No disciplinary actions were found for this license.

The Information above is considered primary source for verification of license credentials.




Click the X at the upper right corner to close this window and return to the list of licensees.
Person Information

Name: KAROLINE SUZANNE PUDER

1!

Address Information

] Address(clty state zipcode): Sugar Grove PA 16350

|

Licanse Information

Type: Temporary MD License secondary Type: Camp Physician Number: TMD002786
Professien: Medicine Status: Expired-
{ssue Date: 4/29/2010 Expires: 71412010 Last Renewed:

Il

Discipline Action History

No disciplinary actions were found for this license.

The Information above is considered primary source for verification of license credentials.




PRy 2L

or gueslions ai}_c;-l.l.tmtf.i.l;\.;él;s.li-a;.please Glick Here to send an E-Mait, or to contast your Board direstly, Click Here,

Click the X at the upper right corner to close this window and return to the list of licensees.
' Person Information

(Name: KAROLINE SUZANNE PUDER

Address Information

Address{city state zipcode): Sugar Grove PA 16350
) ‘ License Information

Type: Temporary MD License Secendary Type: Camp Physician Number: TMDO02964
Profession: Medicine Status: Expired
Issus Date: 5/26/2011 ‘ Explres: THOR2011 Last Renewed:

biscipline Action History ‘
| No disciplinary actions were found for this license. - |

The Information above is considered primary source for verification of license credentials.




For queslions about this website, please Click Here to send an E-Mall , or to confact your Board directly, Click Here,

Click the X at the upper right corner to close this window and return to the list of licensees.
Person Information

“ Name: KAROLINE SUZANNE PUDER ' “

Address Informatlon

| Address(cily state zipcode): Sugar Grove PA 16350 ‘ ’ "

License Information

Type: Temporary MD License Sacondary Type: Camp Physician Number: TMDO003118 , ]
Profession: Madicine Status: Expired
issue Date: 4/12/2012 : Explres: 711612012 Last Renewed:

_ ‘Discipline Action History
| No disciplinary actions were found for this license. ]I

The Information above is considered primary source for verification of license credentials.




%ﬁﬁ“&?ﬁ'&? abou lé,';ileasa Click Here o send an B-Mall, or fo contact your Board dlrectly, Glick Here,

Click the X at the upper right cornstr to close this window and return to the list of licensees.
' Person Information :

Name: KAROLINE SUZANNE PUDER

Address-Information

Address(city state zipcode): Sugar Grove PA 16350 A m

License Information

Type: Temporary MD License Secondary Type: Camp Physician Number: TMD003283
Professton: Medicine Status: Expired .
lssus Date: 4/10/2013 Expires: 711412013 - Last Renewed:

Discipline Action History
[ No disciplinary actions were found for this license.

The Information above is considered primary source for verification of license credentiais,




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
STATE BOARD OF MEDIGINE
P. Q. Box 2649
Harrisburg, PA 17105-2649
© waww.dos.state.pa.us

April 28, 2010

KARCLINE SUZANNE PUDER
CAMP STONE

21445 DEER RUN ROAD
SUGAR GROVE PA 16350

TEMPORARY AUTHORITY TO PRACTICE

CLASSIFICATION: Temporary MD License Camp Physiclan
TEMPORARY LICENSE #: TMDO02786

DATE OF APPROVAL; 06/27/2010

EXPIRATION DATE: 07/04/2010

L.l Nowos,

Slgnature — Temporary Practice Helder Commissioner
Bureau of Professional and Occupational Affairs

SEAL



4%-103 (03/08)

Regular Mailing Address ;\'if\-{ 18 m‘m Courier Delivery Address
STATE BOARD OF MEDICINE STATE BOARD OF MEDICINE
P.O. BCX 2649 2601 NORTH THIRD STREET
HARRISBURG, PA 17105-2649 HARRISBURG, PA 17110

717-783-1400/717-787-2381
Email: st-medicine@state.pa.us

APPLICATION FOR TEMPORARY LICENSE T\’Y\DOO 27}%&)
Application Fee:  $45.00 pot refundable. Make check payable to the “Commonwealth o:]

Pennsylvania.”™ Note: A processing fee of $20.00 will be charged for any check or mongy orde
keturned unpaid by your bank, regardless of the reason for non-payment.

(PRINT OR TYPE) L AEYS

Applicant Information
Ke e ULz,
HET JAE

Hader

Name

Name of Medical School () Atiended A Sin & &JM)Z:\ @(0 Medicin,
Date of Graduation \4% g 7

Identify which state ficense you are using {0 appiy for the temporary license Mf 0‘/\ \\Kfif\q !

Name and address of Pennsylvania Health Care Facility, Camp, or Organization of Employment

Name O_ﬁlﬂ.{) W
Address Zi“\'é '\hﬂ 5y —R,L/U(\ m

STREET

C 3580

Name and address of Attending Physician, Supervisor, or Agency Head

Name__ DY ‘?\m\(hf\ ma—%@g

address__ S Podine. Long.
‘Hewesdale R

Ty STALE -




49-103 (03/08)

Answer the following questions. If "YES" Is answered to #2 through #7, provide complete details
on a separate sheet as well as certified copies of relevant documents. Sign and date below.

YES | NO

1) Do you hold or have you ever held an unresiricted licensg, certification, or registration
{active or inactive, current or expired) to practice medicine andfor surgery in any /
jlunsdwtl_on? o
f yes, list the jurisdiction(s) here:

Hiob\iém. N

2} Have you ever withdrawn an application for a license, certification, or registration, had
an a;ip[i’;:ation denied or refused, or agreed not to reapply in anotner state, territory or
country

3) Has any disciplinary action been taken against your license, cerfification, or
registration in another state, territory or country?

4) Have you heen convicted, found guilty, or pleaded guilly or nolo contendere, or
received probation without verdict as o any felony or misdemeanor, including any
drug law violation, in any state or federal court?

5) Have you had practice privileges denied, revoked or restricted in a hospital or other
heallh care facility, or have you been charged by a hospital, university, or research
facility with violating research protocols, falsifying research, or engaging in other
research misconduct? .

6) Have you had your DEA registration denied, revoked or restricted or have you had
your provider privileges terminated by any medical assistance agency for cause?

7) Are‘You, or have you ever been, addicted to the infemperate use of alcohol or to the
habitual use of narcotics or other habit-forming drugs? Note: You may answer
"NQO" if you are currently a participant in of have successfully completed the
requirements of the Board's Professional Health Monitoring Program.)

R ANEAYAYA

SIGNED STATEMENT

Note that disclosing your sccial secuiity number on this application is mandatory in order for the Slate Board of Medicine to
comply with the requirements of the federal Soclal Security Act pertaining fo child support enforcament, as implemented in
the Commonwealth of Pennsyivania at 23 Pa. C.5. 4304.1(a). In order to enforce domestic child §up(fyo orders, the
Commonweelth's licensing boards must provide to the Department of Public Welfare information prescribed by DPW about
tha licenses, including the soclal security number. Additionally, disclosing the number is mandatggz in order for this board to
comply with the reporling requirements of the federal National Praclitioner Data Bank ai € Healthcare Integrity and
Protection Data Bank. Reporis to the NPDB/HIPDB must include the licensea's social security number.

| verify that the slalements in this application are true and correct to the best of my knowlgdge information and belief. |
understand that false statements are made subject to the penalties of 18 _Pa. C.5. Seclion 4804 relaling to unsworn

fslsimay result in the suspansion or revocation of my license or certificate.
/ z / . 2 fn

Signature of Applicant '”-E ®E g i & “ Date
APR 22 2010




49-103 {03/08)

Name Canp Store

21ys  Deer fon L.

Address
] Streat ]
Speae rive £A [b3SD
Slate Zip Coae

Ty
Karclive Pudee.

June 271 - ke ¢, Solo

Name of Temporary License Applicant

Dates of service for the Applicant

Lifst in cti_etail the anticipated practice of the applicant. This must include the type of praclice and frequency
of practice.

Diagnosis and tyeatment of common ambulatory illnesses including but not limited to suturing and any othex

procedure physician is skillad and comfortable pexforxrming.

Signature %uﬂumm»vu

Titte ﬂ—f\ N s}agw
oo |aut] 200 JEC EITE])
‘ﬂ APR 22 2010

BY——————




230 0%

49-103 {03/08} 14

COLLABORATING/BACK UP DOCTOR FORM

Collaborating/Back-Up Doctor's Name__Resan Hatlaga, DO

License Number of CollaboratingiBack-Up Doctor Mp  25-°98775-L

Name of Temporary License Applicant__D¢. dkaroline . Puder

Dates You Will Serve as the Collaborating/Back-Up Doctor &_‘L:ff o & 7410

Name and Address of Pennsylvanla Health Care Facility, Camp, or organization of omployment:

Name %nmg tacaed . Cond Stike
Address__2\%5 Doy Run :
Slrest
%&r Grove. PA. e300
1

State Zip Code ~

{ Agree to Serve as the Collaborating/Back-Up Doctor for the Above Named Applicant in {he
Performance of the Following Listed Duties/Procedures:

Evaluabion and treatwent of eommon ailments at camp including illness, injury or suturing. Splinting
and stabilization of a suspected broken or strained déxtremity. Appropriate prescribing of medications
including antibiotica and pain medication. To refer to a speclalist 1f a medical problem is bayond
his/her expertise or ability, ’

Signature of Collaborating/Back-Up Doctor _l;}\g I(CEERIREE
Date s/fyém - ﬂj APR 2 2 2010 ﬂ
4

P




A. M. Skier Agency
208 Maln Avenue
Hawdey, PA 18428

THIS CERTIFICATE IS ISSUED AS A MATTER OF INF
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES HOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED NY THE POLICIES BELOW.

LI DATE (YMDDNT)
of 411912010

ORMATION

COMPANIES AFFORDING COVERAGE

COMPANY
A

ACE 'Al:neriean Insurance Cempany

‘FHl

NSUARED

Yaoung Israel Camp Stone
R.D. 2, Deer Run Road
Sugar Grove, PA 16350

is

TO CERTIFY THAT THE POLICIES OF INSURANGE LISTED BEL|
INDICATED, HOTWITHSTANCING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE IS3UED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,

COMPANY
B

COMPANY

S T

OVf HAVE BEEN ISSUED TO THE INSURED NARED AB

EXCLUSICHS AND CONDITIGHS OF SUCH POLICIES, LIMITS SHOWH MAY HAVE BEEN REDUCED BY PAID GLAIMS,

OVE FOR THE POLICY PERIOOD

Dr.

Kareline Puder

Young Jsrasl Gamp Stone
R. D, 2, Daer Run Road
Sugar Grove, PA 16350

DESCRIPTION OF OP ERATIONSA OCATIONSAVERILCE SPECIAL FIEUS
For the dates of service while at camp: 8127710 to 7/4110.

J 111472009

aggragate

TVPE OF INSURANCE POLICY HUMBER POLICY EFFECTVE | POLICY [H)
LTR DATE{M! EXPIRATION DATE
GENERAL LIABAITY $
|| COMMERCIAL GENERAL LUABILITY s
[ [ Jerems wane OCCUR PERSONAL AND ADV INIURY | §
CWNERS ANO CONTRACTORS PRAT EACH OCCURRENCE s
| FiRE DAMAGE (Arry ona fire) [
[ ] WED EXP (Any o parsca) $
I avtorcate Lasaimy COMBINED SHGLE LOAIT s
ANY AUTO .
|| AL owwED AUTOS BODALY INURY (Per persan) | §
[ | screowen autos
|| HreD AUTOS BODLY BURY (Pef socidert) | §
|| momovsenauTos ]
: Comp Ded PROPERTY DAMAGE $
Gon Ded I
GARAGE LIABILITY SINCE 1920 AUTO ONLY -EAACGIDENT [ §
ANY AUTC CTHER THANAUTOGRLY: | §
- AMSKIER S
L. AGGREGATE| §
EXCESS LUBAITY INSURANCE EACH CCCURRENCE 'y
LRRRELLA FORM ( AGGREGATE $
OTHER THAN LIBRELLA FORM
V/ORKERS COMPENSATION AND VG STATUTORY LBATS $
EMPLOYERS' EMBAITY EL EACH ACCIDENT ry
THE PROPRIETORY/ oL -
e ELIDISEASE - POLICYIRIT 1§
OFFICERS ARS [ D exct ELSSEASE - EAEMPLOYEE | §
| otHER :
A | Professicnal Liabdlity D35776850 11H12010 | 1,000,000 per ocourance 2,000,000

EXPLRATHON DATE THEREOF, THE 1581846 COMPANY VWL ERDEAYER TO MARL
10 pavs WRITTEN HOTICE TO THE CERTIFICATE HOLDER HAMED TO THE LEFT,
BUT FAILURE TO MAIL SUCH NOTICE SHALL IUPOSE NO OBLIGATION OR LIABLITY
QF ANY KIMD UPON THE COMPANY, ITS AGENT OR REPRESENTATIVES.

AUTHORIZED REPRESENTATIVES
HENRY M. SKIER
T

N




220245 .

RECEIVED DIRECT

JENNIFER M, GRANHOLM STATE OF MICHIGAN
’ DEPARTMENT OF COMMUNITY HEALTH JARET PLszewsm
Governor . Director
LANSING
VERIFICATION OF LICENSURE

MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF 04/23/2010

NAME; Karoline S Puder sirTHoATE: [N
TYPE: Medical Boclor ORIGINAL DATE: 03/18/1992
LICENSE NUMBER: 4301050142 8TATUS; Active EXPIRATION DATE: 01/31/2011
QBTAINED BY: Endorsement

EXAM DATE EXAM TYPE EXAM SCORE OR RESULT
03/01/128% NBME PASS

DISCIPLINARY AGTION NONE

QPEN FORMAL COMPLAINTS NCKE

This ficenta informaton was lastupdated on: H2AR610

BUREAL OF HEALTH PROFESSIONS
611 W, OTTAWA « P.O. BOX 30570 « LANSEIG, MCHIGAY 452028170
Gt e 0 wawrrkhizan gor ¢ (§17) 3350318



VeriDoc: Validate Verification

Page 1 of 1

Home

Contact Us | FAQs | State Boards

Validation

This confirms that the Hcensure verification
statement for Karoline Puder, was sent to you
from the VeriDoc webslte.

Thank you for using the VeriDoc system.

Disclaimer | Privacy Policy

hitps://swww.veridoc.org/validate.aspx?email=50413-23094185199190591082 4/23/2010



Curriculum Vitae
Karoline Suzanne Puder, MD

Address:
Office: Home:
6071 W. Outer Dr.
Detroit, Ml 48235

oate of sirtr:

Medical Schooi:
Mount Sinai School of Medicine
New York, NY
Graduation - June 1988

Residency:
Mount Sinai Hospital
Obstetrics and Gynecology
New York, NY
July 1988-June 1992

Fellowship:
Hutzel Hospital/Wayne State University
Maternal-Fetal Medicine
Detroit, Ml
July 1992-June 1994

Attending Physician:
Wayne State University
Department of Obstetrics and Gynecology
Maternal-Fetal Medicine
Detroit, M!
July 1994-present

l

ILGUB-.EBWE

;u APR 2 2 2040

oy

b




Christina Markgraf s Presenter Assistant, WC366 Coordinalor
S70.2264571 » fax: 570.226.1147
ChristinaM@araskier.com

MEMORANDUM

To:  Commonwealth Of Pennsylvania — State Board Of Medicine
Re: ~ Pennsylvania Temporary License for Camp Doctor

Date: A - lq‘ -0

Name oprplicént: \Dr . 4«(} ol (AL r?\ NaiD8
Name of Camp: OLL’Y‘&_(‘) S
Dates of service at Camp: (g-?_:{»\{) o T~ L\"lf\:

Enclosed, please find:
Completed Temporary License Application

Check In the amount of §45.00

Letter from Camp Director
Current Curriculum Vitae

=g
< g
O Letterfrom Back-Up Physician
u
=
¢

Medicat Malpractice Insurance Certificate

Thank you,

-

Christina Markgraf R
EGEDNY Ew

APR 22 2018 {U)

SIncE 1320

AMSKIER -

AMSkier # 209 Mzin Avenie Hanley, PA 18428  $00.245.2656 o fax: 570.226.1385 » emaif: amsKler@amsher.com « wvwamskier.com



Page [ of 1

The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (81T}8468-4000
FAX (317)868-40%9

BOARD ACTION CLEARANCE REPORT
April 29,2010

Attn: Tammy Radel, Administrator
Pennsylvania State Board of Medicine
-PO Box 2649

Hamrisburg, PA 17105

Re: Board Action Query Dated: April 29, 2010
Your Reference Number:  zhollinger
FSMB Batch Numbei: BQ1753646

The fellowing is a report of the search resulis from the Board Action Data Bank as of April 29, 2010 for practitioners submitted 2s part of the shove-
referenced bateh for which NO board actions were identified,

Practitioners Clearsd with No Actlons as of Apiil 29, 2010

Ttem Name poB School Yr/Grad Request ID

2 PUDER, KARCLINE SUZANNE _ 1988 22185798

LICENSE HISTORY
State Boaid
MICHIGAN

NEW YORK

PLEASE NOTE: The licensurs history information contained in these reporis is not considered licensure verification but rather an
indicator of known states of historical licensure for these individuals, Use of this information should be limited to cross-reference
purposes.

https://s1.fsmb.org/baweb/reports/her2BCE.htm 42912010




COMMONWEALTH OF PENNSYLVANIA
DEPARTMEMNT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
STATE BOARD OF MEDICINE
P. O. Box 2649
Harrishurg, PA 17105-264%9
yavw.dos.state.pa.us

May 28, 2011

KARGCLINE SUZANNE PUDER
CAMP STONE

2145 DEER RUN ROAD
SUGAR GROVE PA 16380

TEMPORARY AUTHORITY TO PRACTICE |

CLASSIFICATION: Temporary MD License Camp Physician
TEMPORARY LICENSE #: TMD002864

DATE OF APPROVAL: 07/03£2011

EXPIRATION DATE: 07110/2011

/’ﬂ:&:: o

Signature — Temporary Practice Holder Acting Commissloner
Bureau of Professional and Cccupational Affairs

SEAL
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49-103 {03/08}

Reqular Malling Address Courier Delivery Address
STATE BOARD OF MEDICINE STATE BOARD OF MEDICINE
P.O. BOX 2649 : 2601 NORTH THIRD STREET

HARRISBURG, PA 17105-2649 HARRISBURG, PA 17110
717-783-1400/717-787-2381 :
Emall: st-medicine@state.pa.us

APPLICATION FOR TEMPORARY LICENSE moaaﬁ‘féy

Wpplication Fee:  $45.00 not refundable.  Make check payable to the "Comimonwealth of
Pennsylivania.” Note: A processing fee of $20.00 will be charged for any check or money order,
returnad unpaid by your bank, regardiess of the reason for non-payment.

(PRINT OR TYPE) 258 7% T

Applicant Information
}\/@’O [J ) e

Toder

Suzguwe

Name

Address

Name of Medical School (s} Attended ] L’H‘ 5 111

\S\Ciz ool ! ! HE’CL‘C;,Uf’ ‘
Date of Graduation TJ)U 6 j %ZP

Identify which stale license you are using to apply for the temporary license M ! Cl' 10§ GiA/

Name and address of Pennsylvania Health Care Facility, Camp, or Organiza.tion of Employmggt
Name ('Gm D Sﬁn < o

&7

Address r\? {L(SJ /_heﬁ /PUN /Jt)oi cvt

Sugar Groe | FA 16380

Name and address of Attending Physician, Supervisor, or Agency Head : %7/_

Name, ’j\r ,PD W U M Q‘\L/Qq G a&.-cﬁ/
Address 3 {( /B’f) &;ﬁ{’(— LG'U% ' ”
Uorzedale P4 1243/

CTY STATE L CODE

CI

1




sy

49-103 (03/08) Yo ?{?j;:

Answer the following questions, If "YES" is answered to #2 through #7, provide complete defails
on a separate sheet as well as cerlified copies of relevant documeits. $ign and date below.

YES | NO

1) Do you hold or have you ever held an unrestricted license, certification, or registration
{active or inactive, current or expired) to practice medicine andfor surgery in any /

jlurisdiction? o
f yes, list the jurisdiction{s) here: M\.CWﬁaﬂz 1IN

2) Have you ever withdrawn an application for a license, certification, or registration, had
an a;%ph’g:atlon denied or refused, or agreed not to reapply in another state, territory or
country?

3) Has any disciplinary action been_téken against your licenss, certification, or
registration in another state, territory or country?

4) Have you been convicted, found guilty, or pleaded guilty or nolo contendere, or
received probation without verdict as to any felony or misdemeanor, including any
drug faw violalion, in any state or federal court?

5) Have you had practice privileges denied, revoked or restricted in a hospital or other
heaith care facility, or have you been charged by a hospital, university, or research
facility with violating research protocols, falsifying research, or engaging in other
research misconduct?

6) Have you had your DEA registration denied, revoked or restricted or have you had
your provider privileges terminated by any medical assistance agency for cause?

N

7) Are you, or have you ever been, addicted to the intemperate use of alcohol or to the
habitual use of narcolics or other habit-forming drugs? Note: You may answer
"NQ" If you are currently a participant in of have successfull; completed the
requirements of the Board's Professional Health Monitoring Program.)

USSP IS S

8 201
SIGNED STATEMENT

Note that disclosing your seclal security number on this application is mandatory in order for the State Board of Medicing to
comply with the requirements of the federal Social Secunty Act pertainir:lg to ald support enforcement, as implemented in
the Commonweallh of Pennsylvania at 23 Pa. C.S. 4304.1(a). In order to enforce domestic child _su;ifo orders, the
Commonwealii's licensing bodrds must provide to the Departmient of Public Welfare information prescribed by DPW about
the licensee, including the social securnty number, Additionally, disclosing the number is mandatoau in order for this board to
comply with the reporting requirements of the federal National Practitioner Data Bank an Heallheare Integrity and
Protection Data Bank. Réports to the NPDB/HIPDB must include the licensee’s social security number.

I verify that the statements in this application are irve and correct to the best of my knowledge information and bellef. |

understand that false stalements are made subject to the penalles of 18 Pa. C.S. Section 4804 relating to unswom
falsificatio itles and may result in the suspension or revocation of my license or certificate.

oy

Signature of Applicant Date




49-103 (03/08)

MAR 30 2011

BPennsylvania Health Gare Facility, B8R or organization of employment:
Name (1 W Stone

~ Address, AUNs  Deer }?,un R4 .

Strest
Spads  (=(ove €A JL3SD
City State Zlp Lode

N 3
Narme of Temporary License Applicant /<CQ(' ¢ Line |ab£ Af/ C

Dates of service for the Applicant /7{3!/( - 7 /fﬂ ./H

L}st in cctiletai! the anticipated practice of the applicant. This must includs the type of practice and frequency
of practica,

Dlagnosis and treatment of common asbulatory illneases including but not limited to suturing and any cther

procedure physician is skilled and comfortable performing. |

. Hay 9 201

Signature L?\MMS/SWEMU
e FHAounis habos | Camy Stor
Date 3 }9’3/ It




&

43-143 {03/08]

COLLABORATING/BACK UP DOCTOR FORM

Collaborating/Back-Up Doctor’s Name_Roman Matlaga, DO

Ligense Number of Collaborating/Back-Up Doctor MD_ 957908775-L

De. Karoline S, Puder

Name of Temporary License Applicant

Dates You Wil Serve as the Collaborating/Back-Up Doctor 713 / Qo o 7[/0/@1/

L

Name and Address of Pennsyivania Health Care Facility, Camp, or organization of employment:

Name__ Caﬂ’\io S-Fk’)ne '
D? (45~ "Deer R or pcacj

Address e
ree
Suger Orove PA {350
City J State - Zip Code

{ Agree to Seive as the Collaborating/Back-Up Doctor for the Above Named Applicant in the
Performance of the Following Listed Duties/Procedures: _

Evaluation and breatment of common allments at camp including {llness, injuxy or suturing,
Appropriate prescribing of medlcaticna

Splinting

and stabilization of a auspected broken or strained éxtremity,
including antibiotics and pain medicaticn. To refer to a specialist if a medical prohlet.x isg beyond

hig/her expertise or ability.

Y 09-3y,

Signature of Collaborating/Back-Up Doclor ; j M”EEQ Z

Dats /f/ 7%’ —




A. M. Skier Agency
209 Main Avenue
Hawloy, PA 18428

552011
THIS CERTIFICATE 1S iSSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFQROED NY THE POLICIES BELOW,
COMPANIES AFFORDING COVERAGE

. COMPANY
i A ACE-Indemnity insurance Company of Horth America

BISURED
Gamp Stene

2145 Deer Run Road
Sugar Grove, PA 16350

S ot e
THiS IS TO GERTIFY THAT THE POLIGIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
IHDICATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CORDITIQH OF AHY CONTRACY OR OTHER DOCUMENT WATH RESPECT TO WHICH THIS
CERTIFICATE MAY BE 1SSUED OR MAY PERTAIN, THE INSURANGE AFFORDED BY THE POLICIES DESCRIBED HEREIN 15 SUBJECT TO ALL THE TERMS,
EXCLUSI0NS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWMN RAY HAVE BEEN REDUCED BY PAID CLAIMS,

. COMPANY
B

COMPANY

<a TYPE OF INSURANCE POLICY NUWBER POUICY POLICY LINITS
LTR EFFECTIVE DATE J ENPIRATYOHDAYE | .. .

GENERAL LIABLITY GENERAL AGGREGATE s
|| COMMERCIAL GERERAL LUSBILITY PRODUCTS - COMPIOP AGG | §
L CLAMS WADE OCCUR PERSOIAL AND ADV RINRY [ §

OVNERS AND CONTRAGTORS PROT EACH OCCURRENCE s
| FIRE DAVAGE (Ary ena fra) | § B
| | WED EXP {ry oo parsat) | §
| AUTOHOBILE LIABLITY - GOMEINED SINGLE LT )
ANY AUTO . N
| ALL eranvep Ao BOORLY BURY Per persar) | | §
|| scHeowED AUTOS
|| #meo arros SINCE 1920 SODILY WURY (Per 2xcidirt) | §
|| nosowsen auTos .
| Comp De A’ PROFERTY DAVAGE $
Coll Ded
GARAGE LIABILITY INSURANCE AUTO ONLY - EAACCIDENT | §
ANY AUTO OTHER HANAUTO OHILY: | §
N EACH AGCIOENT| §
L. AGGREGATE| §
EeXcEssLmBLITY T - . |EACH CCCURRENCE s
UMBSRELLA FORM AGGREGATE [
OTHER THAN UMBRELLA FORM

WORKERS COMPENSATION AND WG STATUTCRY LTS $

ELPLOVERS LIABILITY E£1 EACH AGCIDENT s
THE PROPRIETORYT JER
e L ELDISEASE - POLICY LBAT | §
OFFICERS ARE [7] exer ELDISEASE - EAENPLOYEE | §

OTHER
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aggrogate

Dr, Karoline $. Puder
Camp Stone

2145 Deer Run Road
Sugar Grove, PA 16350

DESCRIPTION OF OPERATIONSALOCATIONSVERILCES/SPECIAL [TENS
For the dates of service while al ¢amp: 07/03/2011 to O7F1D/2011.

MAY ] 9 20”

! SHOULD ANY OF THE DESCRIBED POLICES BE CANGELLED BEFORE THE
EXPRATION DATE THEREOF, THE ISSULNG COUPANRY WiLL EHOEAVER TO MAIL

19 DAYS WRITYEN ROTICE TO THE CERTIRCATE HOLDER HAMED TO THE LEFT,
BUT FAXURE TO BAIL SUCH NOTICE SHALL INPOSE NO OBLIGATION OR LIABILITY
OF ANY MIND UPON THE COMPANY, lT? AGENT QR REPRESENTATIVES,

AUTHOREZED REPRESENTATIVES !
HENRY M. SKIER




JEHNIFER M. GRARHOLM

Govemeor
LANSING
VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF 05M0/2011
HAME: Karofine S Puder
TYPE: Medical Doctor
LICENSE NUMBER: 4301059142 STATUS: Active
CBTAINED BY: Endorsement
EXAM DATE EXAM TYP EXAM SCORE QO
03/01/1889 NBME PASS

STATE OF MICHIGAN
DEPARTMENT OF COMMUNITY HEALTH

{SCIPLINARY ACTIO NONE

QPEN FORMAL COMPLAINTS

DCHO201 (12402

NONE

This Ecensa information was last updated on: 05/10¢2011

—

MAY 11 2001

BUREALl OF HEALTH PROFESSIONS

S11W, OTTAVA, o P.O. BOX 30670 ¢ LANSING, MICHIGAN 4589096170

waw.michinanog « (5173350918

el
JANET CLSZEWSKI
Direclor

sixoate S

ORIGINAL DATE: 03/18/1992
EXPIRATION DATE: 01/31/2014

ESULT

RECEIVED DIRECT -
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VeriDoc: Validate Verification Page 1 of 1

~

Home Contact Us | FAQs | State Boards

Validation This confirms that the MI licensure verification
statement for Karoline Puder, was sent to you
from the VeriDoc website.

Thank yot for using the VeriDoc system.

v2 Disclaimer | Privacy Policy

MAY 11 201 -

RECEIVED DIRgeY

https:/farww.veridoc.org/validate.aspx ?email=8 1974-13619030792549615721 5/1172011




Signature:
Date; April 30,

KAROLINE SUZANNE PUDER, M.D.

ADDRESS:

Office: Home:
Department of Obstetrics and Gynecology
Sinai-Grace Hospital/Wayne State University
6071 West Outer Drive
Detroit, MI 48235
313-966-3246

PERSONAL DATA:

Birth Detc:

EBUCATION:

Undergraduate; :

City College of New York. Sophie Davis School of Biomedical Education.
New York, New York
Seven year B.3./M.D. program.
Bachelor of Science
September 1981-June 1986
Medical:

Mount Sinai School of Medicine
New York, New York
Doctor of Medicine
July 1986-June 1988
Residency:

Mount Sinai Medical Cenlter, Department of Obstetrics and Gynecology

New York, New York

Tuly 1988-Junc 1992 Myg,
Fellowship: <Gyt

Hutzel Hospital/Wayne State University, Maternal-Fetal Medicine )

Detroit, Michigan

July 1992-June 1994
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Karoline S, Puder, M.D, Page 2

ACADEMIC APPOINTMENTS:

Clinical Instructor in Obstetrics and Gynecology, Wayne State University.
Detroit, Michigan
July 1992 - June 1994

Assistant Professor, Obstetrics and Gynecology, Wayne State University,
Detroit, Michigan
July 1994 — July 2009

Associate Professor, Obstetrics and Gynecology, Wayne State University.
Detroit, Michigan
August 2009 — present

Residency Site Coordinator, Sinai-Grace Hospital, Wayne State University.
Detroit, Michigan '
July 2000 — present

PROFESSIONAL APPOINTMENTS:

Vice Chief, Department of Obstetrics and Gynecology, Sinai-Grace Hospital.
Detroit, Michigan
July, 2003 to December, 2010

MEDICAL STAFF APPOINTMENTS:

flutzel Hospital 1992 - present

Detroit Receiving Hospital 1992 - present

Harper Hospital 1992 - present : 4[4),
Sinai-Grace Hospital 1994 - present Gy
Huron Valley Hospital 1997 - present < @y

PROFESSIONAL SOCIETY AFFILIATIONS:

American College of Qbstetricians and Gynecologist - Fellow
Society for Maternal Fetal Medicine - Regular Member
Michigan State Medical Society - Regular Member

American Institute of Ultrasound in Medicine - Regular Member
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Karoline S. Puder, M.D. Page 3

LICENSURE:
State of New York Medical License - #179533
State of Michigan Medical License - #059142
BOARD CERTIFICATION:

American Board of Obstetrics and Gynecology, Matemal Fetal Medicine, 1998,
Recertification 2004, 2005, 2006, 2007, 2008, 2009, 2010. #929468M valid through -
Decernber 31, 2011.

American Board of Obstetrics and Gynecology, 1996. Recertification 2004, 2005, 2006,
2007, 2008, 2009, 2010. #929468M valid through December 31, 2011,

National Board of Medical Examiners Certificate # 33603564
Step 1: 06/10/1986
Step 2: 0972971987
Step 3: 03/01/198%



45-103 (03/08) M{‘Y 05 £z
APPLICATION FOR A TEMPORARY LICENSE

*To Qualify for a Temporary License, You Must Hold an Active Medical License in Another Jurisdiction.
If you hold an Osleopathic License, Please Use the Application under the Osteopathic Board.

CHECK THE CIRCUMSTANCE UNDER WHICH YOU ARE SEEKING A TEMPORARY LICENSE:

=] Tegqhin? and demonstrating advanced medical and surgical techniques. Applicant must be sponsored by a medical
training facility licensed or authorized to do business in this Commonweslth.

O Participaling in a medical or surgical procedure n,ecessarj for the well being of a specified ngtient or patients.
Applicant must be spanscred by a heaith care facility licensed or authorized to do business in this Commonwealth
and must work in collaboration viiln a medical docter holding a license without restriction in this Commonwealth.

‘d Praclicing medicine and surgery in @ camﬁ or resort for no more than three months.  Adequale arrangements must
be made for back-up medical care if the physician is unable to continue to serve as a medical doctor fér the camp or

resort.

O ?ttending to the medical and surgical needs of a person or persons visiting the Commoiwealth for a brief period of
ime.

O Serving as a short-term replacement of a doctor of medicine employed by the Federal Government in a National

Health Service Corps Clinic, pursuant to the Project U.S.A. arrangements.

O Cther:

REQUIRED DOCUMENTS

1. Submit a $45.00 fee, check or money order, made payable to the “Commonwealth of Pennsyivania” FEES ARE
NOT REFUNDABLE, Note: A processing fee of $20.00 will be charged for any check or money order
refurn@. unpald by your bank, regardless of the reason for non-payment.

2, Arrange for the hospital, health care facility, employer or camp to complete page 3 of the application. This form must
contain an orginal signature.

3. Arrange for the collaboraling or back-up phys.lcian ta complete and submit page 4 of the af)plication indicating in
detail the acceptance of specific responsibifities. This form must contain an ofiginal signature.

4. Submit a letier from insurance company, which verifies malpractice insurance coverage at this facility during dates of
p%acigce in Pennsylvania. This letter must include the policy number. If self-insured, provide a statement o this
effect.

5. Contact the State Board where you are currently practicing and request a letter of é’ooed standing to be sent directly to
the Board. This letter of good standing must be sent direclly te the Pennsylvania Board in an official Board envelope.

6. Attach a current Curriculum Vitas listing all perfods of employment or unemnployment (i.e., child reasing, research,
elc.) from graduation from medical school to present. The list must be In chronological order, inclile the menth and
year, and indicale the statefterritory In which the emptoyment occurred.

IMPORTANT INFORMATION

« Please allow 60 days for processing of this application.

May 0y oy

+ You may not practice in the Commonwealth of Pennsylvania until the Pennsylvanla State Board of Medicine
has issued your license.

+ Fallure to provide sufficlent information and supporting documents may result In a processing delay or the
return of your application.



Martha Spreen » Presenter Asslstant
570.226.4571 & fax: 570.226.1147
MarthaS@amskier.com

MEMORANDUM

Te:  Commonwealth of Pennsylvania — State Board of Medicine

Re:  Pennsylvania Temporary License for Camp Doctor

Date; 6// ol

Name of Applicant: Dr. J\J erolive S| ?‘J 4 &
Name of Camp: CD QM/Q Stene
Dates of service at Camp: '7(2 {Qou  to '7{/0 /010(’/

Enclosed, please find:
,D/ Completed Temporary License Application
}l/Check in the amount of § 45.00
V Letter from Back-Up Physician
& letter from Camp Director
/E/ Current Cutriculum Vitae

May g g -
,E’/ Medical Malpractice Insurance Certificate AY 08 2 f

Thank you,

it

Martha Spreen

ssueaxscr. o

A erd PN L P Ll mm

AWz 2 30 Mala dianiia Wendar D4 12472 a O 24 V1ELL n far 270 234 110K o oonrill a.
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The Federation of State Medical Boards
of the United States, Ine
PO Box 519850
Dailas, Texas 7526[-9850
- Telephone: (817)868-4000

FAX (817)868-4099
BOARD ACTION CLEARANCE REPORT
May 26, 2011
Attn: Tammy Dougherty
Peansylvania State Board of Medicing
Tammy Dougherty
PO Box 2049

Hamisburg, PA 17105

Re: Board Action Query Dated: May 26, 2011
Your Reference Number:  shellinger
FSMB Batch Number: BQI914864

The following is a report of the scarch results from the Board Action Data Bank as of May 26, 2011 for practitioners submilted as part of the zbove-
referenced batch for which NO board actions wers identified.

Practitioners Cleared with No Actions as of May 26, 2011

Hem Name DGB School Yr/iGrad Request ID

5 PUDER, KAROLINE SUZANNE _ 1988 23788381

LICENSE HISTORY
State Board
MICHIGAN

NEW YORK

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-
reference purpeses,

https://s1.fsmb.org/baweb/reports/crDADC hitm 5/26/2011




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
STATE BOARD OF MEDICINE
P. O. Box 2649
Harrisburg, PA 17105-2649

www.dos.state.pa.us .

April 12, 2012

KAROLINE SUZANNE PUDER
CAMP STONE

2145 DEER RUN ROAD
SUGAR GROVE PA 16350

TEMPORARY AUTHORITY TO PRACTICE

CLASSIFICATION: Temporary MD License Camp Physician
TEMPORARY LICENSE #: TMD003118

DATE OF APPROVAL: 07/08/2012

EXPIRATION DATE: 071152012

| St T

Signature — Temporary Praclice Holder Commissioner
Bureau of Professional and Occupational Affairs

SEAL



49-103 (03/08)

Regular Mailing Address
STATE BOARD OF MEDICINE

P.O. BOX 2649
HARRISBURG, PA 17105-2649

Courler Delivery Address
STATE BOARD OF MEDICINE

2601 NORTH THIRD STREET
HARRISBURG, PA 17110

717-783-1400/717-787-2381
Email: st-medicine@siate.pa.us

APPLICATION FOR TEMPORARY LICENSE ~{(~00321%

returned unpaid by your bank, regardiess of the reason for non-payment.

|application Fee:  $45.00 not refundable. Make check payable to the “Commonwealth of
Pennsylvania.” Note: A processing fee of $20.00 will be charged for any check or money order]

{PRINT OR TYPE)

Applicant Information

gu 260

SRYSY

Narmo F\Z(Sé avid \é@ﬁ/ shine

FIDDLE

Address

Dale of Birth

soon sy onser__ [

\
Name of Medical School (s) Attended___ LY . S\ 0 éa & eheol ot Mooz b

Date of Graduation J 4 \g g

1dentify which state license you are using to apply for the temporary license ‘u ! C[U‘ 53 O

Name and address of Pennsyivania Heaith Care Facility, Camp, or Organization of Employment

Mame CAMP S@Né

Address, Z(L{S‘ Dggﬁ eukf @

STHEET

Svaht. GlovE PR l3S©

CITY FAlgeeini

Name and address of Attending Physician, Supervisor, or Agency Head

Name DR OMHAN  HMATLAGHR

Address 3\%‘ RO DINE Ll

STREET

HONEEDALE PA- 1243 {

[#184 TSTATE e o TP CUDE
1:.5""-77.‘

CUOMAR 19 281



49-103 (03/08)

Answer the following questions. If "YES" Is answered to #2 through #7, provide complete details
on a separate sheet as well as certified copies of relevant documents. élgn and date befow.

YES | NO

{agtive or inactive, current or expired) to praclice medicine andfor surgery in any
jurisdiction?

1) Do you hold or have you ever held an unrestricted license,-cerification, or registration /
If yes, list the jurisdiction(s) here: A, LM—@"‘\ N

2) Have you ever withdrawn an appiication for a license, cerlification, or registration, had
an ap;pli;:ation denied or refused, or agreed not to reapply in another state, territory or
couniry?

3} Has any disciplinary action been taken against your license, certification, or
registration in another state, territory or country?

SIS

4} Have you been convicted, found guiItY, or pleaded guilty or nolo contendere, or
received probation without verdict as 1o any felony or misdemeanor, including any
drug law viclation, in any state or federal courl?

5) Have you had practice privileges denied, revoked or restricted in a hospital or other
heallly care facility, or have you been charged by a hospital, university, or research
facility with violating research protocols, falsifying research, or engaging in other
research misconduct?

6} Have you had your DEA registration denied, revoked or resfricied or have you had
your provider privileges terminated by any medical assistance agency for cause?

7) Are_?rou, or have you ever been, addicted ta the intemperate use of aicohol or to the -
habitual use of narcotics or other habit-forming drugs? Note: You may answer
"NO" if you are currently a participant in or have successfully completed the
requirements of the Board's Professional Heaith Monitoring Program.)

SUSLS

SIGNED STATEMENT

Note that disclosing your secial security number on this aPptimﬁm Is mandatog in order {or the State Board of Medicine to
comply with the requirements of the federal Social Security Act peﬂamlrg; o child support enforcemant, as implemanted in
the Commonwealth of Pennsylvania at 23 Pa. C.S. 4304.1(a). In order to enforce domestic child _su;:fo orders, the
Commenweaith's licensing boards must provide to the Depariment of Public Welfare Information prescriped by DPW about
the ticensee, including the social security number, Additionally, disclosing he number is mandatory in order for this board to
- comply. wilh the reporling requirements-of the federal National- Practitioner Dala BanK ai e Healthcare Integrity and
Protection Data Bank. Reporis to the NPDB/HIPDB must includs ihe licenses's social security number.

| verify that the statements in this application are true and comect fo the best of my knovdedge information and belief. |
underdland that false statemenis are made sublect to the penalties of 18 Pa. CS. Section 4904 relating to unsworn
falsificat thorities and result in the suspension or revocation of my license or cerltﬁ7te. /

Signature of Applicant 5 R A-'”: - Date

R 19 B0




49-103 (03/08)

ANRVERIEICATION:FORN

HOSPITAL, HEALTH CARE EACILITY, EMPLOYER
ORQ%\ ?c&

e AaaTasE0EPennsyivania Health Care Facility,{E8M5; or organlzation of employment:

Name ¢ ) St
Addres:s 2SS D?L@f 12 g -

Svagac (a7 vt £A 16350
Uiy i State Zip Code

Name of Temporary License Applicant K arclie Puder

Dates of servics for the Applicant L” [ g' > - 7 l (5[0

Lifst in ctiieiail the anticipated practice of the applicant. This must include the type of practice and frequency
of practice.

Diagnosis and treatment of common acbulatory illnesses including but not limited to suturing and any other

procedure physician is skilled and comfortable parforming.

Signature, %L%WW
Crige (A mans dchs
Date 9"’ (ST >-




49-103 (03/08)

COLLABORATING/BACK UP DOCTOR FORM

Collaborating/Back-Up Doctor's Name__Roman Matlaga, DO

License Number of Collaborating/Back-Up Doctor MD 05-008779-L

Name of Temporary License Applicant___Karoline Puder

Dates You Will Serve as the Collaborating/Back-Up Doctor_7/8/2012 - 7/15/2012

Name and Address of Pennsylvania Health Care Facility, Camp, or organization of employment:

Name Young lsrael Camp Stone

Address 2145 Deer Run Rd.

Slreet
Sugar Grove PA 16350

City State Zip Code

| Agree to Serve as the Collaborating/Back-Up Doctor for the Above Named Applicant in the
Performance of the Following Listed Duties/Procedures:

Evaluation and treatment of common ailments at camp including illness, injury or suturing. Splinting and
stabilization of a suspected broken or strained extremily. Appropriate prescribing of medications including
antibiolics and pain medication. To refer to a speciallst if a medical problem is beyond hisfher expertise or
ability. :

Signature of Co[laboratmngack—Up Doctor ; % M)

Date 6’

HAR 19 703



‘ACdRD ~  CERTIFICATE OF LIABILITY INSURANCE

DATE {MWDINTT}
2Nz

THIS CERTIFICATE i8 ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELCWY. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRAGT BETWEEHN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

certificate holder in lieu of such endorsement(s},

IMAPORTANT: H the certlficate holder Is an ADDITIONAL INSURED, the pollcy{ies) must be endorsed. if SUBROGATION 1S WAIVED, subject to the
tarms and condltlons ef the policy, certain peolicles may require an endorsement. A statemeant on this ¢ertificate does not confer rights to the

PRODUCER SHIAST  AMSKier Agency, lnc.
:E; ;",-"5:“9;“9“"“' e o, Exij; 570-2264571; 800-245-2666 | FA% oy, 570-226-1108
Hawi: nPAv?::s oehiss:  amskler@amskler.com
b INSURER(S) AFFORDING COVERAGE NAIG 7
NSURER A AGE-Indemnity & Company of Nosth Amerlca
BSURED Camp Stone HSURER B:
- 2145 Deer Run Road [(iSURER C:
Sugar Grove, PA 16350 INSURER T:
INSURER F:
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO GERTIFY THAT THE POLICIES OF INSURANCE LISTED SELOYY HAVE BEEN ISSUED TQ THE INSURED NAMED AROVE FOR THE POLICY PERIOD
IRDICATED, NOTWITHSTANCING ANY REGUIREMENT, FERM OR CONDITION OF ANY CONTRACT GR OTHER DOCUMENT YATH RESPECT TO WHICH THIS
CERTIFICATE MAY BE [SSUED OR MAY PERTAIN, THE RISURANCE AFFORDED BY THE POLICIES DESCRIBED HEREW IS SUBJECT 70 ALL THE TERMS,
EXCLUSIONS AKD CONDITHONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

o TYPE OF NSURANCE Kol o] POLICY KUNBER mm m’&‘;ﬁﬁn LusgTs
GENERAL LIABRITY EACH OCCURRENCE $
[] covverciL GEMERM LABAITY | DAMACE TO RENTED, $
| [ Jermsszoe [ jocous | VED EXP (hnycre prsoy) | §
PERSCHAL ANDADVNARY | §
- GENERAL AGGREGATE s
| GENT AGGREGATE LAAT APALIES PER: FRODUGTS - CONPIOP AT [ §
| ooy [ThEE [ hec 5
AUTOUOBNLE LABLITY COMGINED SSIGLE LU s
ANY AUTO BOOLY LURY Fer psord | §
[] dxgeneo sgEonen (| BOPLY PWRY (Par sosteond) | §
[ ieseaautos oeouinsn FROPERTY DAMAGE $
Peductible; |$
BT EAGH OGCLRRENGE 0
|| excessuns weaoz |7 [0 AGGREGATE 3
DED ]
WIORNERS COMPENSATION WG STATS OTH.
AND EMPLOYERS” LIABILITY ORY LTS ER
ANYPRFRETORPARINREECUTVE VAT " EL EACH FCGDENT
MR BIED? (] EL DeEiE BICAEVAGEE | §
&m Edumm.s badow L OSEASE - FOLICY LT $
Professional Liability O D35776850 #1011 117412012 | $1,000,000 per occurrence $2,000,000
per agaregate .
DESCRIFTION OF OPERATIONSADCATIGHSVEHLCES {Altzch ACORD 11 1, Addktionsl Remarks Schadubs, f mors s5ace Ts reqired) o
For the dates of service while at camp: 07/08/2012 to 07/15/2012,
MAR 1Y L

CERTIFICATE HOLDER

CANCELLATION

Pr. Karollne Puder

SHOULD ANY OF THE ABOVE DESCRIBED POTICES BE GANCELLED BEFGRE

g:;;p[? :::';un Road THE EXMRATION DATE THEREOF, NOTICE WL BE DELIVERED [N
Sugar Grove, PA 16350 ACCORDANCE WITH THE POLICY PROYISIONS.
AUTHORIZED REPRESENTATIVES ’
HENRY M. SKIER
President
© 4{988-2010 ACORD CORPORATIOHN. All rights resarved
ACORD 25 (2010405} The ACORD name and logo ara registered marks of ACORD




STATE OF MICHIGAN

JENHIFER M. GRANHOLM DEPARTMENT OF GOMMUNITY HEALTH JANET QLS2EW/SKI

Gavemnor ) Director
LANSING

VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDIGINE
VERIFICATION OF LICENSURE AS OF 03/11/2012

NAME: Karofine S Puder armHoaTe: ||

TYPE: Medical Doclor ORIGINAL DATE: 03181992
LICENSE NUMRER: 4301059142 STATUS: Aclive EXPIRATION DATE: 01/31/2014 -
OBTAINED BY: Endorsement

EXAM DATE EXAM TYPE EXAM SCORE OR RESULT

03011989 NBME PASS

DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS ~ NONE

This Icensa information was last updated on: ON11/2012

] NEGEDT[E
RECEWED DIRECT MAR 1 22012

By

BUREAY CF HEALTH PROFESSIONS
B11 W OTTAYIA « P.O. BOX 30870 » LANSRIG, MCHIGAN 439098170
DCHOP 12203 wawir kHoen oot « (517) 3350818




VeriDoe: Validate Verification

Page 1 of 1

2

Home Contact Us | FAQs | State Boards
Validation This confirms that the MI {icensure verification
statement for Karoline Puder, was sent to you
from the VeriDoc website.
Thank you for using the VeriDoc system.
v2 Disclaimer | Privacy Policy

ECT
RECEWED DIR | NEGEDWE
WAR 1 2 2012

By

https:/farww.veridoc.org/validate.aspx?email=108810-1731964 1338721818627 - 3/1272012




4 -
Signature: /g /L(/(/

Date: March 4, 2012

KAROLINE SUZANNE PUDER, M.D.

ADDRESS:

Office: Home:
Department of Obstetrics and Gynecology
Sinai-Grace Hospital/Wayne State University
6071 West Outer Drive
Detroit, ML 48235
313-966-3246

PERSONAL DATA:

EDUCATION:

Undergraduate: .

City College of New York. Sophie Davis School of Biomedical Education.
New York, New York
Seven year B.S./M.D. program.
Bachelor of Science
 September 1981-June 1936
Medical:
Mount Sinai School of Medicine
New York, New York
Doctor of Medicine
July 1986-June 1988
Residency:
Mount Sinai Medical Center, Department of Obstetrics and Gynecology
New York, New York
July 1988-June 1992
Fellowship:
" Hutzel Hospital/ Wayne State University, Matemal-Fetal Medicine
Detroit, Michigan
July 1992-June 1994

MAR 19 2612




Kareline S. Puder, M.D), Page 2

ACADEMIC APPOINTMENTS:

Clinical Instructor in Obstetrics and Gynecology, Wayne State University,
Detroit, Michigan
July 1992 - June 1994

Assistant Professor, Obstetrics and Gynecology, Wayne State University.
Detroit, Michigan
July 1994 — July 2009

Associate Professor, Obstetrics and Gynecology, Wayne State University.
Detroit, Michigan
August 2009 — present

Residency Site Coordinator, Sinai-Grace Hospital, Wayne State University.
Detroit, Michigan
July 2000 - present

PROFESSIONAL APFOINTMENTS:
Vice Chief, Depariment of Obstetrics and Gynecology, Sinai-Grace Hospital.

Detroit, Michigan '
July, 2003 to December, 2010

MEDICAL STAFF APPOINTMENTS:

Hutzel Hospital 1992 - present
Detroit Receiving Hospital 1992 - present
Harper Hospital 1992 - present
Sinai-Grace Hospital 1994 - present
Huron Valley Hospital 1997 - present

PROTESSIONAL SOCIETY AFFILIATIONS:

American College of Obstetricians and Gynecologist - Fellow
Society for Maternal Fetal Medicine - Regular Member
Michigan State Medical Society - Regular Member

American Institute of Ulirasound in Medicine - Regular Member _ 1%\1 -



Karoline S. Puder, M.D. Page 3

LICENSURE:

State of New York Medical License - #179533
State of Michigan Medical License - #059142

‘BOARD CERTIFICATION:

American Board of Obstetrics and Gynecology, Maternal Fetal Medicine, 1998.

Recertification 2004, 2005, 2006, 2007, 2008, 2009, 2010. #929468M valid through
December 31, 2011.

American Board of Obstetrics and Gynecology, 1996, Recertification 2004, 2005, 2006,
2007, 2008, 2009, 2010, #929468M valid through December 31, 2011.

National Board of Medical Examiners Certificate # 33603564

Step 1: 06/10/1986
Step 2: 09/29/1987
Step 3: 03/01/1989



Page 1 of |

The Federation of State Medical Boards
of the United States, Tne
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (317)362.4099

BOARD ACTION CLEARANCE REPORT
April 12,2012

Atin: Tammy Dougherty
Pennsylvania State Board of Medicine
Tammy Dougherty

PO Box 2645

Harrisburg, PA 17105

Re: Board Action Query Dated: April 12,2012
Your Reference Number;  ahollinger
FSMB Batch Nombsee: BQ2059119

The following is a 1eport of the search results from the Board Action Déta Bank as of April 12, 2012 for practitioners submitted as part of the above-
refesenced batch for which NO board actions were identified.

Prastitionass Cleared with No Actions as of Aprif 12, 2012

Hem Name OB Schoot Yr/Grad Request ID

PUDER, KARQLINE SUZANNE - 25149500

LICENSE HISTORY

State Beard
MICHIGAN

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals, Use of this infermation should be limited to cross-
reference purposes.

hitps://s1.fsmb.org/baweb/reports/herS7TEC.him ’ 4/12/2012




4%-103

{03/08)

APPLICATION FOR A TEMPORARY LICENSE

*To Qualify for a Temporary License, You Must Hold an Active Medical License in Another Jurisdiction.
if you hold an Osteopathic License, Please Use the Application under the Osteopathic Board.

CHECK THE CIRCUMSTANCE UNDER WHICH YOU ARE SEEKING A TEMPORARY LICENSE:

=}

0O

+

O

a

Te;aqhin? and demonstraling advanced medical and surgical tachniques. Applicant must be sponsored by a medical
training facility licensed or authorized io do business in this Commonwealth.

Participating in a medical or surgicat procedure necessary for the well being of a specified palient or palients.
Applicant must be Sﬁ)onsmed by a heailh care facility liconsed or authorized to do business in this Commonwaalth
and must work in collaboration with 2 medical doctar holding a license without restriction in this Commonywvealth.

Practicing medicine and surgery in a carng or resart for no more than three months.  Adequate arrangements must
be rnr?de for back-up medical care if the physician is unable to continue 1o serve as a medical doctor for the camp or
resort.

.ti{mending to the medical and surgical needs of a person or persons visfling the Commonwealth for a brief period of
ime. .

Serving as a shert-term replacement of a doctor of medicine employed by the Fedaral Government in a National
Health Service Corps Clinie, pursuant to the Project U.S.A. arrangements.

Other:

REQUIRED DOCUMENTS

1.

IMPORTANT INFORMATION CMAR 19 2012 u )

Subrhit a $45.00 fes, check or money order, made payable to the *"Commonwealthof  Pennsylvania.” FEES ARE
NOT REFUNDABLE, Nole: A processing fee of $20.00 will be charged for any check or money order
relurned unpaid by your bank, regardless of the reason for non-payment.

Arrange for the hospital, health care facility, employsr or camp to complete page 3 of the application, This form must
contain an original signature.

Arran%e for the collaborating o back-up phﬁs_ician to complets and submit page 4 of the a[pplication indicating in
detail the acceptance of spacific responsibilities. This form must contain an criginal signature.

Submit a letter from Insurance company, which verifiss malpractice insyrance coverage at this facility during dates of
p;facl;ce in Pennsylvania. This letter mist include the palicy number. If self-insured, provide a statement to this
effect.

Contact the State Board where you are currently praclicing{ and request a letter of é;ood standing to be sent directly to
the Board. This letter of good standing must be sent directly to the Pennsylvania Board in an official Board envelope.

Attach a current Curriculum Vitas listing all periods of employment or unemployment {i.e., child rearing, research,
elc.) from graduation from medical scheol to present. The list must ba in chronological order;includer the monthand <1
year, and indicale the slateflerritory in which the employment oceurred. . e Tty

1

=

i

Ll
.

Pleasa allow 60 days for processing of this application.

You may not practice in the Commonwealth of Pennsyivania until the Pennsylvanta state-Board of Medicineg -
has issued your license.

Failure to provide sufficlent information and supporting documents may result In a processing delay or the
return of your appllcation.




Magdalena Mozga » Workshops Coordinator
570.226.4571  fax: 57¢.226,1147
MagdalemM@amskier.com

MEMORANDUM

To: - Commonwealth of Pennsylvania — State Board of Medicine
Re:  Pennsylvania Temporary License for Camp Doctor
S Due a6 20t

Name of Applicant: Karoline Puder
Name of Camp: Camp Stone

Dates of sexvice at Camp:  7/8/2012 — 7/15/2012

Enclosed, please find:
) Completed Temporary License Application
Check in the amount of § 45.00
Letter from Back-Up Physician

Current Cugricalum Vitae

e
E’( Letter from Camp Director
\L{ Medical Malpractice Insurance Certificate

Thank you,
Ul(wxrxfw \.LLQ?EO/
Magdalena Mozga

vt

s wAR 19 201 B

AMSKIER

kN

AMSiier » 209 Matn Avenue Hanley, PA 18428 « 800.245.2656 » f2x: 570.226.1105 o email: smskier@amskiec.com ¢ www.amskier.com




Licensee Full Name:
KAROLINE SUZANNE PUDER

License No:
TMD003283

TARGET SHEET

Board: Medicine

3106129 LIC 1 04/10/2013




COMMCHWEALTH OF PENNSYLVAMIA ;
DEPARTMENT OF STATE 1
BUREAU OF PROFESSIONAL AND OGCUPATIONAL AFFAIRS |
STATE BoarD OF MEDICINE |
P. 0. Box 2649
Harrishurg, PA 17105-2649
wwew.dos.state.pa.us

April 10, 2013

KAROLINE SUZANNE PUDER
CAMP STONE

2145 DEER RUN RD

SUGAR GROVE PA 16350

TEMPORARY AUTHORITY TO PRACTICE

CLASSIFICATION: . Temporary MD License Camgp Physician
TEMPORARY LICENSE #: TMD003283

DATE CF APPROVAL: 07/07/2013

EXPIRATION DATE: 07114/2013

[t T

Signature — Temporary Practice Holder Commissioner
Bureau of Professional and Occupational Affairs

SEAL



-y

{01/2052)
Reqular Mailing Address
STATE‘BOARD OF MEDICINE Courier Delivery Address
P.O. BOX 2649 STATE BOARD OF MEDICINE
HARRISBURG, PA 17105-2649 2601 NORTH THIRD STREET
747-783-1400/717-787-2381 HARRISBURG, PA 17110
Emall: gt-medicine@pa.gov
RN ars P2V
) 1
APPLICATION FOR A TEMPORARY LICENSE m

APPLICATION FEE: $45 fee. Check or monsy order, made payabls to the "Commonwealth of Pennsyivania.”
FEES ARE NOT REFUNDABLE. Note: A processing fee of $20 will be charged for any check or money order
reiumned unpaid by your bank, regardless of the reason for non-payment.

APPLICANT INFORMATION

{Please Print or Type} } _ _

Last First Middle
NAME: ?LL de¢ Zamt vt Luzanne.
ADDRESS:
Ci State zw_
DATE OF BIRTH; OCIAL SE R:
EMAIL ADDRESS:
NAME OF MEDICAL .. ] .
SCHOOL ATTENDED: e Lynae otk o M(c\ T4t ¥
DATE OF GRADUATION: | Month X, | | Pay. [Yeor |5 ¢%

CURRENT STATE LICENSE BEING USED TO

APPLY FOR A TEMPORARY LICENSE IN PA: b \ML@M_) .
NAME AND ADDRESS OF PENNSYLVANIA HEALTH CARE
FACH__IT’Y, CAMP OR ORGANIZATION o -
gagir?lgﬁmom Cau.:.,p éj\‘(fvu-
ADDRESS: Steet 2145 \Déef Ruw Td |
hty: S&{\(M bf " State p A__ Zl{:E)?) 0
- .

NAME AND ADDRESS OF BACK-UP PHYSICIAN,
SUPERVISOR OR AGENCY HEAD

naves [ patuaeh 1™ touan e
AooREss: | % 103 <peuCE ST SUITE 201
S pauied Sete o “eyzg
1
M hc v APR TG




(0172012)

LEGAL QUESTIONS

YOU MUST ANSWER THE FOLLOWING QUESTIONS.

If you answer "YES" to #2 through #7, provide complete details on a separaie shest of paper as well as cerfified coples
of relevant documents. Sign and date below.

Yes No

Do you hetd or have you ever held an unresticted license, certification, or registralion {active or
4. | inactive, current or expired) to practice medicine andfor surgery in any jurisdiction? ‘/

If yes, list the [urisdigtion(s) here: Mlb\.\i _4'{'[(\ . }\)\J .

Have you withdeawn an application for a license, certificate or registration, had an application for &
5. | license denied or refused, or for any disciplinary reason agreed not 1o reapply for a license,
cerlificate or registration in any profession in any state or jurisdiction?

Have you had disciplinary action taken against your license, certificate or registration issued to you
in any profession in any other state or judsdiction?

Have you been convicted, found guilty or pleaded noto contenders, of received probation without
verdict or accelerated rehabilitative disposition {ARD) as 1o ary felony or misdemeznor, including
4. | any drug law viglations, or do you have any criminal charges perding and unresolved in any slate
or jurisdiction? You are not required to disclose any ARD or cther criminal matter that has been
expunged by order of a court.

Have you had praclice privileges denied, revoked or restricted in a hospitat or other health care
5. | facility, or have you been charged by a hospital, univessity, or research facility with violating
research protocols, falsifying research, or engaging in other research misconduct?

Have you had your DEA registration denied, revoked or resfricted or have you had your provider

NIANEN R NEAN AN

8. privileges terminated by any medical assistance agency for cause?
Arg you, or have you ever been, addicted to the intemperate use of alcoho! or to the habitual use of
7 narcotics or other habit-forming drugs? Note: You may answer "NO" if you are currently a

participant in or have successfully completad the requlrements of the Pennsyivania Department
of $tate Professlonal Health Monitoring Program.

" SIGNED STATEMENT

Note that disclosing your social security number on this application is mandatory in order for the State Board of Madicine to
comply with the requirements of the federal Social Sscurity Act pertaining to child suppart enforcement, as implemented in
the Commonwealth of Pannsylvania al 23 Pa. C.S. 4304.1(a). In arder fo enforce domestic child support orders, the
Commonweallh's licensing boards must provide o the Department of Public Weifare information prescribed by DPW about
the licensee, including the social security number. Additionally, disclosing the number Is pandatory in order for this board
to camply wilh the reporting requirements of the federal National Practitioner Data Bantk and the Healthcare Integrity and
Protection Data Bank. Reports to the NPDB/HIPDB must include the licensee’s social security number.

1 verily that the statements in this application are true and correst ta the best of my knowledge, Information and befief.
undersland that false statements are made subject to the penaities of 18 Pa. C.S. Section 4904 relating o unsworn
falsification to authorities and may result in the suspension or revocation of my license or ceriificate. | hereby authorize all
hospitals, instituti or organizations, my references, personal physicians, employers (past and present), and all

govemmentsl agencies §nd instrumentafilles (local, state. federat of foreign) to release to the Pennsylvania State Board of
Medicine 75 jrfarmati W&sted by the Board. / : /
Signature of Applicant Date

2

AP T
:r'.." ]




APE T 51

0172012,

Regular Mailing Address
STATE BOARD OF MEDICINE Courier Dellvery Address

P.0O. BOX 2649 STATE BOARD OF MEDICINE
HARRISBURG, PA 17105-2649 2601 NORTH THIRD STREET
717-783-1400/717-787-2381 HARRISBURG, PA 17110

Email: st-medicine@pa.qoy

APPLICATION FOR A TEMPORARY LICENSE

*To Qualify for a Temporary License, You Must Hold an Active Medical License in Another Jurisdiction.
if you hold an Osteopathic License, please use the application under the QOsteopathic Board.

CHECK THE CIRCUMSTANGE UNDER WHICH YOU ARE SEEKING A TEMPORARY LICENSE:

O Teaching and demonstrating advanced medical and sugicai techniques. Applicant must be
spenscred by a medical training facility licensed or authorized to do business In this Commonwealth.

O  Padicipating in & medical or surgical procedure necessary for the well being of a specified patient or
patients. Applicant must be sponsored by a heallh care facility licensed or authorized to do business
in this Commonwealth and must work in Gollaboration with a medical doctor holding a license without
restriction in this Commonwealth.

ﬁ Practicing medicine and surgery in a camp of resort for no more than three months. Adequate
arrangements must be made fof back-up medical care if the physician is unable to continue to serve
as a medical doctor for the camp or resort,

O  Attending to the medical and surgical needs of a person or persans visiting the Commonwesalth for a
brief period of time.

0O Serving as a shart-erm replacement of a dector of medicine employed by the Federal Government in
a National Health Service Corps Clinic, pursuant to the Project U.S.A. arrangements.

0O Other

REQUIRED DOCUMENTS

Submit a $45.00 fee, check or money order, made payaﬁle to the "Commonwealth of Pennsylvania." FEES
1. | ARE NOT REFUNDABLE. Nole; A processing fee of $20.00 will be charged for any check or money order
returried unpaid by your bank, regardless of the reason for non-payment. Your canceiled check is your receipl.

Afrange for the hospital, health care facility, employer or camp to complste page 3 of the application. This form
2. | must contain an original signature.

Arrange for the collaboraling or back-up physician lo complete and submit page 4 of the application indicating in
?- detail the accepiance of specific responsibilities. This form must contaln an original signature.

Submit a letter from an insurance cempany which verifies malpractice insurance coverage at this facility during
4. | the dates of practice In Pennsylvania. This letler must include ihe policy number. If self-insured, provide a
staternent to this effect.

Contact the Stale Board where you are currently practicing and Tequest a letter of good standing to be sent
5. | direclly to the Board. This letter of good standing must be sent directly to the Pennsylvania Board in their official
Board envelope. :

Altach a current Curriculum Vitae listing all pericds of employment or unsmployment {i.e., chitd rearing,
8. | research, etc.) from graduation from medical schoo! to present. The list must be In chronological order, include
the month and year, and indicata the stateftarritory in which the employment cccurred,

IMPORTANT INFORMATION

1. Please altow §0 days for processing of this application.

You may not practice in the Commonwealth of Pennsylvania untll the Pennsylvania State Board of
Medicine has issued you a license.

Fallure to provide sufflcient information and supporting documents may result in a processing delay
or the return of your application.




{01/2012)

CAMP VERIFICATION FORM

PENNSYLVANIA CAMP

NAME OF '
CAMP: Camp Stone
Street
ADDRESS: #2145 Deer Run Rd.
Citv- T Stat FAld
™ Sugar Grove 1 ™ PA 16350
NAME OF Last . . First ' Midfile
APPLICANT: fd per K&QUL NE SUZANNE
From: MonthDavfYaar Ta: MonthiDaviYear
DATES OF SERVICE FOR THE APPLICANT: {713 2[1y /13

- LIST IN DETAIL THE ANTICIPATED PRACTICE OF THE APPLICANT. THIS MUST INCLUDE THE TYPE OF
PRACTICE AND FREQUENCY OF PRACTICE,

?lup:ua,v Wil e dn Calt Y havn] daee Auriny he.s
el ot Canp, foo Enuegrnecy Situbitne 43 (el s Gpnead
peadlied Caun _Q.( QE"W‘J\’ ? ?M:E' hogvus e Hhes pLc

f"ws)dap wll also (Un b dvoet dars,

M"K Lor o Tmugrcy ma W, e Sive ! ’

M5k, not &dvira' well, €T -

Tockor Wil Gssess eaeh (o3& 3 deeh & r\e@r’foww

dochy o G2 4L pahest recds Yooy, AL g
Fe PRt ol @ble v Condorinite HEHR &7 .

Pluqb?ci'a,w W afso g‘reiﬁ\u meAitipe 45 hacdeA W
NRRVES N Lacal SQIW R 12 ZSY of 2 A istlae N~ Jb c{muT

neds as wdt .

PRINTED NAME: NANC A, NBEWMZHC

TITLE: ADM N ?@ HeRATY:
SIGNATURE: WVM’”N }U,{f}'ma ;U

Meam ¥
DATE: 6 | I 2017




(0172012)

ING/BACK:UP-PHYSICIANF

Cast First T Middle

COLLABORATING/BACK-UP

PHYSICIAN'S NAME: Matlaga Roman

LICENSE NUMBER OF

COLLABORATING/BACK-UP PHYSICIAN: 0S008779L

NAME OF TEMPORARY Last First ' Middle

LICENSE APPLICANT: Puder Karoline Suzanne
From: MonthiDay/Year To: MonthDay/Year

DATES YOU WILL SERVE AS THE :

COLLABORATING/BACK-UP PHYSICIAN: 7/712013 7114/2013

ENNSYLVANIA HEALTH CARE FAGILITY.
 GAMP OR ORGANIZATION:

NAME OF o s
ORGANIZATION: amp Stone .

Street
ADDRESS: 2145 Deer Run Rd.

City State ZIP
Sugar Grove PA 16350

1 AGREE TO SERVE AS THE COLLABORATING/BACK-UP PHYSICIAN FOR THE ABOVE NAMED APPLICANT IN
THE PERFORMANCE OF THE FOLLOWING LISTED DUTIES:

Ev;luation and treatment of common allments at camp including iliness, Injury and suturing.
Splinting and stabilization of a suspected broken or strained extremity, Appropriate prescribing of
medications including antiblotics and pain medication. To refer 1o specialist if a medical problem
1s beyond his/her expertise or ability.

SIGNATURE OF COLLABORATING/
BACK-UP PHYSICIAN:

DATE: Month: \? Day: /. g Year >y T



Curriculum Vitae
Karoline Suzanne Puder, MD

Address:

Office: :
6071 W. Outer Dr.
Detroit, Ml 48235

pate of Birth: [ G

Medical School:
Mount Sinai School of Medicine
New York, NY
Graduation - June 1988

Residency:
Mount Sinai Hospital
Obstetrics and Gynecology
New York, NY
July 1988-June 1892

Fellowship:
Hutzet Hospital/Wayne State University
Maternal-Fetal Medicine
Detroit, M!
July 1992-June 1994

Attending Physician:
Wayne State University
Department of Obstetrics and Gynecology
Maternal-Fetal Medicine
Detroit, MI
July 1994-present




AcorD ., CERTIFICATE OF LIABILITY INSURANCE DATR o)

CERTIFICATE DOES HOT AFFIRMATIVELY OR REGATIVELY AMEND,

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER,

41512013

THIS CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPOH THE GERTIFICATE HOLDER. THIS

EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES

BELOWY. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING [NSURER{S), AUTHORIZED

certificate holder in lieu of such endorssmantis).

IMPORTANT: If the certificate holder Is an ADDITIONAL INSURED, the pollcy(les) must be endorsed. i SHAROGATION 18 WAIVED, sublect to the
terms and conditions of the policy, certaln policles may require an endorsemant. A statement on this certificals does not confer rights to the

PRODUCER ﬁ?ﬂ}f‘cr AR Skler Agency, Inc.
A M. Skler Agency e, eay, 570-2264871; 800-245-2666] % oy 570-22844105
209 Maln Avenue EpAn
Hawley, PA 18428 AnoREss: amskisr@amskler.com
! INSURER(S) AFFORDING GOVERAGE HAIC #
MISURER A AGEIndemnity Insurance Company of North America |
LISURED Gamp Stone lnnsuﬂaz&
2145 Doer Run Road IHSURER G-
Sugar Grove, PA 16350 INSURER O
INSURER F:
COVERAGES CERTIFICATE NUMBER: REVISION HUMBER:

THIS 184 TO CERTIFY THAT THE POLICIES OF IHSURANCE LISTED BELGAY HAVE BEEN ISSUED TO THE INSURED HAKMED ABOVE FOR THE POLIGY PERIOD
IMDICATED, HOTWATHSTANBIRG ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRAGT OR OTHER DOCURENT VATH RESPEGT ¥O WHICH THIS
CERTIFICATE MAY BE {3SUED OR MAY FERTAIN, THE RISURARGE AFFORDED BY THE POLICIES DESCRIBED HEREIM 18 SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIKUTS SHOWN MAY HAVE BEEN REDUGED BY PAID CLAIMS,

For the dates of sarvice while al camp: 070772013 to O7H 412013,

SR oosyad : FOLICT EFF__ | POLIGY EXP
i TYPE OF INSURANCE i Eivkad POLICY KUMBER Iaoarer | (oot ) uurrs
GEMERAL LEABALSTY EACH OCOURRENCE $
|| covverom cererar vamuTy | GaMACE TORENTED $
[Jowmswace [ Jeceus 0O 1a MECEXP (A enapecso) | §
] PERSCHAL AND ADVRIURY T8
B GENERAL AGGREGATE s
| GEfTL AGGREGATE LIIT APFLES PERC PRODUCTS - CONPIOP /GG | §
[ Jpocor (G [[hos 3
| AUTOUOBLELASUITY COVENED SHGLE LT $
At AUTO BODELY INURY (Peeparson) | §
|| Lode=D FOEQUED T BOOILY BIURT (et s000erh) | §
j HREG ALTOS ROENED FROPERTY GAGE 3
|| Deductibld |$ ]
UVERELLA UAS EACH OCCURRENGE $
| | exeessuan cuvs e |[] 1] ZGOREGATE s
peo| lnsresmans S
WORKERS COMPENSATION We STATU- IERT“‘
AND EMPLOYERS' LUBILITY TORY LTS
N EROPRETORPARTNEREXECUTRE T w0 EL EACH ACTORNT 3
?rczuz;‘&nmw [N] ELDSkE A BFOEE | §
desirb et
DISERPTION OF CPERATIS bk N EL DISEASE-POUGY LT $
Professional Liability Oig 036776850 11172012 11172013 | $1,000,000 por occumence; $2,000,000
por aggregale
DESCRIPTION OF OPERATIOHSLOCATIONSNEHLCES {Altsch ACOAD $04, Additienal Remarks Schedule, if mare space Is requiced)

CERTIFICATE HOLDER CAHCELLATION
g;'nf:g’:;:‘;s““—""e Puder $HOULD ANY OF THE ABOVE DESCRIBED POLICES BE CANCELLEO BEFORE
2145 Door Run Road THE EXPRATION DATE THEREOF, HOTIGE WILL BE DELWERED I
sugar GrOVQ-, PA 16350 ACCDRDANCE WATH THE FOLICY PROVISIONS.
AUTHOREZED REPRESENTATIVES .
HENRY M. SKIER
Prostdent
- ¢ 1988-2010 ACORD CORPORATION. All rights reserved
ACORD 25 {2010/05) The ACORD name and fego are registored marks of ACORD




Magdalena Mozga e Assistant Service Director
570.2264571 » fax: 570226.1147
MagdalenaM(@amskier.com

MEMORANDUM

To:  Commenwealth of Pennsylvania — State Board of Medicine
Re:  Pennsylvania Temporary License for Camp Doctor

Date:  4/5/2013

Name of Applicant: Karoline Suzanne Puder, MD
Name of Camp: Camp Stone

Dates of service at Camp:  7/7/2013 — 7/14/2013

Enclosed, please find:

Completed Temporary License Application
Check in the amount of $ 45.00

Carp Verification Form

Letter from Back-Up Physician

Current Curriculum Vitae

NG R NEN

Medical Malpractice Insurance Certificate

Please email me at MagdalenaM@amskier.com with any questions.
Thank you, -
J-laca& d-\oéf,%o,

Magdalena Mozga

AMSKier # 209 Main Avenue Hawley, PA 18423 ¢ 800245.2660  fax: 5702261105 » emal: mﬁa@mﬁer@ »wwwamskler.com




STATE OF MICHIGAN
RICK SNYDER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS STEVE ARWOOD
GGVERNOR “BUREAU QF HEALTH CARE SERVICES DIRECTOR

VERIFICATION OF LIGENSURE
MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF March 31, 2013

NAME: Karoline § Puder BIRTHDATE:-

TYPE: Medical Doctor ORIGINAL DATE: 03/18/1892
LICENSE NUMBER: 4301055142 STATUS: Active EXPIRATION DATE: 033172014
OBTAINED BY: Endorsement

EXAM DATE EXAM TYFE EXAM SCORE OR RESULT
03011988 NBME PASS

DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS NONE

This Icense informaton was kast updaled on: W30/2013

O T S L Tl &
-1---""“17 z}"__-_:- s} 3 Pl

LARA s an equat opportunity Bmpiayeriprogram.
Awxiiary alds, senices and other reasonable accommadations are avaieble wpen request b individuals with disabEtes.
HEALTH PROFESSIONS DRMSION
611, OTTAWA ST. 15T FL + P.O, BOX 30670 » LANSING, MICHIGAN 48509



Semic, Cindy

From: ST, MEDICINE

Sent: Monday, Aprii 01, 2013 9:09 AM

To: Semic, Cindy

Subject: FW: License Verification Statement - Puder, Karoline {MD)
Attachments: v160326AA pdf

From: support@veridoc.org [mailto!support@veridoc.arg]
Sent: Sunday, March 31, 2013 11:21 AM

To: ST, MEDICINE

Subject: License Verification Statement - Puder, Karoline {MD}

[Verification of Licensure Status

The attached verification report has been sent to you by the VeriDoc.org website. This email can be veriffed as
coming from this site by clicking on the link below.

Validate Verifications

Physician; Puder, Karoline

Transaction ID: 150325

Confirmation Number: 1G796901911718311327

Tnformation from the attached verification can be retreshed for up to 6 months. To view an updated copy, click

on link below.
Michigan Board of Medicine




325488

VériDoc: Validate Verification Page 1 of |

Welcome to
VeriDoc

Home Contact Us | FAQs | State Boards

Validation

" This confirms that the attached licensure verification statement(s) for Karoline Puder, were sent j
to you from the VeriDoc website.

: Thank you for using the VeriDoe system.

Disclaimer | Privacy Policy

. I
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The Federation of State Medical Doards
of the United States, Tnc.
PO Bax 519850
Dllas, Texas 75261-9350
Teleprone {317) $53-405%)
FAX (817) 368-4099

BOARD ACTION CLEARANCE REPORT

April 10, 2013

Pennsylvania State Board of Medicine
Attn: Tammy Dougherty

PO Box 2649

Harrisbarg, PA 17105

Re:  Board Action Query Dated: April 10, 2013
Your Reference Number: AB
FSMB Batch Number: BQ2235558
The following is a report of ihe search results fom the Board Action Data Bunk as of April 10,2013 .

for practitioners submitted as part of the above-referenced batch for which NO board actions were identified, -

Practitioners Cleared with No Actions as of Apdl 10,2013

Itemy  Name i DOn Schoal Ye/Grad n D
i PUDER, KAROLINE SUZANNE ] 1988 26538104
LICENSE HISTORY
State Board
MICHIGAN
NEW YORK
PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather an
indicator of known states of historical licensure for these individuals. 1'se of this information should be limited to cross-reference
PAIpRSEs,
Page 1 of
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