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Application for Physician Licensure

Sy

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name
change.

1. Full Name (use no initials)

Last Name :33‘65‘*‘0/\

First Name ka'ﬂ’\f\/ﬂ
Middle Name L— biuirse
Suffix

Maiden Name

M.D. ¥ D.0.[]
,I(a*hf\/n Ef) jléS“’OV\” Anzsﬂlpnc

All other names used

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access” address on their website; therefore, you
should consider what your preferred address is for these purposes.

Practice Address étreet S W W C "
EL Public Access 5107 E, K C\_‘oﬂij
[ Mailing

ciy Witchita StatetProvince - VoS zip Code (4121 8
Telephone 3i-425-32.\8 Fax
E-mail address j—ye we

Alternate Phone (e.g. pager or cell phone)

Home Address Street. Po Box | qg?—‘@
[ Public Access
mailing

ciy Minne ahpo\is State/Province M\ I\‘ 2IP Code ©HY l’f
Telephone __Confidential
E-mail address

-~

Alternate Phone (e.g. pager or cell phane)

Applcant Name:  [Lativryn Lo(,usc,v_gfiaglc%on Date: lb{lb/tlf
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RE, CE’VPr)

3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth ceM'pVa}f 4or’a
notarized copy of your current, valid passport. (0/3

r

Ksg
3. Identificatio ) , .
Confidential 04 St Lot Prk MmN USA
Date of Birth Birth City ‘Birth State/Province Birth Country
(mm/ddlyyyy)
F Confidential

(40L%49 394

Gender Social Security Number NPI Number  Are you a U.S. Citizen? }Z’ Yes [INo

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-
7e(b), 5 U.S.C. Section 552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42
U.S.C. Seclion 666 and applicable state law). It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and

45 C FR. pt. 60) and for other investigative/enforcement purposes in compliance with state laws governing physician discipline or as otherwise
required by state or federal law.

The National Provider Identifier (NP1) is a Health Insurance Partability and Accountability Act (HIPAA) Administrative Simplification Standard.
For more information on the NP1, please go to http:/Awww cms hhs gov/NationalProvidentStand/

4. Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification” form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.

Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical School (attach additional pages if necessary)

1. School Name [V\(J,A'. (oA Colle 9L 7,1_;—{ &“ITS'@W‘ SconsSin

Address 870 L Watertovn Plank Road o ,
ciy M lWanlkee State/Province 1V | . ZIP Code 53226
Country WS A R S
Attendance Dates (From - To) ?AC( a2 - ID-/l ¥ /\Ci aé
Graduation Date g/&%//l 49 (o Degree MbD

2. School Name
Address
City P ‘\\( />< State/Province . ZIP Code
Country
Attendance Dates (From - o)

Graduation Date Degree

 Tomemtrene Loty Lowise Eqqtcon oae  (ffie

\ | Uniform Application for Physician State Licensure @ 308 Feseration &7 Seate Mot Beant
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6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete. Attach
an additional sheet if necessary. If you are not using FCVS, you must complete the attached "Postgraduate Training
Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy of your
certificate of program completion to this Board. The postgraduate program must forward all documen@é}?@ig?{y,;g_ this
Board. W

N0 4 g4

6. Postgraduate Training (copy and attach additional pages if necessary) %SQM;%

Complete name and address of hospital where training was conducted (Do Not Abbreviate)

1.Hospital Name ff"éb\ Uaire {;’am'aly M(,A«L’mé &S'AA"Cy
Hospital Address (éf7 W. dairmasndt

City E& w Claire
State/Province W {

ZIP Code 95 Yo |
Country s ka'\

PGY: (eg.1,2 3,etc) [internship mesidency [ Fellowship [JResearch  [1Other
Accredited by, .«LZ ACGME [TAOA JRCPSC [[JNeone [ Other

Department/Specialty: u’\*VJSIW o1 WH(GMM DLQM'{’/Y}M/ E{hliy
MfLML«

From: /} 11449 (p To: 7 1494 6‘ Successfully Completed? YeﬁZf No[] In Progress(’]
Month Year Month Year

2. Hospital Name

Hospital Address..
State/Pravince - { t%‘x

ZIPCode. !\‘

Country ___

PGY: (e.g. 1,2, 3. etc) [Jinternship [ Residency [ Fellowship [ Research [l Other

Accredited by: JACGME [Jaoa CJRrRcpPsC [INone [JOther .

Department/Specialty:

From: ! - To - - Successfully Completed? Yes[] No[] In Progressl]
Month Year Month Year

~Applcant Narme. Vot b\/&/n Lotce 5‘]‘} leShm  Date 1’/“’/”/

Umform Application for Physician State Licensure
Page 4 }

£ FEH Feaseites o8 State Bhadiat B




8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and hav-
ing a certified "Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be

obtained through the ECFMG website at www.ecfmg.org. R Cep
| R s %,,55:}
8. ECFMG (f applicable) ~ * | Ken
SEH

Certificate Number

Issue Date

. Valid Through Date

9. State/Province Professional Licensure whether temporary or permanent: List all states and Canadian provinces
where you currently hold or have ever held any type of medical/osteopathic license or certification. You must also com-
plete the attached “Licensure Verification” form {Form #1) and forward it to all states or provinces in which you have held
any health care license or certification. The verifying entity must forward all documentation directly to this Board. Some
state boards charge a fee for this information. Contact the state board where you hold or held a license to determine

their requirements.

1. State/Province

2. State/Province N D

4. State/Province W i
5. State/Province A Y,
6. State/Province

7. State/Province

8. State/Province

9. State/Province

10.8tate/Province

3. Stale/Province SD

{MD, DO

Type
{MD, DO}

Mmp

License Number Lﬂ{ % 137

9. State Licensure — MD or DO only — attach additional pages If necessary

m’d Type ,MD

Status P‘ vl

License Number 6‘ S %/%/

Type MD. License Number 7 61 L{)q

D, DO)

Type .. M 53 __License Number 3 5} O%Q‘{

{MD. DO}

Type M §3 License Number 5@ Ci “{

(MD. DO}

Type
MD, DOY

Type .

(MO, DO)

Type _

D, DO)

. Type

(14D, DO}

Type
{MD. DO}

License Number

Statusf‘d\'!&a
- Status/ (;iﬂ YCissue Date i / 20\

Status Pgﬁkyhissue Date 7/1 497

Status,,g)sp

Siatus

License Number

License Number

License Number

License Number _

Status

Status

Status

Status

e N\

Issue Date “/ 2.Loe

Issue Date 3/ 20 Qk‘(

&

Esl
.

S

s
<

Issue Date n/0(5‘ - rLAfJ

Issue Date
Issue Date
Issue Date
Issue Date

issue Dale

Applicant Name: \Z, cﬁb\ﬂ/) A E/I}UA @ Eﬂﬁug m Date: \L;/i ’L:/ L

'5/'Unifcfm~App|icalion for Physician State Licensure
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Reop,

State/Province
StatelProvfnce
State/Province
State/Province

o A w Ny -

State/Province

All Other Health Care Licensure/Certification {e.g., RN, PA, elc.) - attach additional pages if neg%gﬁ%(,j L B
\ L
‘%\})( Type License Number _Status . issuﬁz@gﬁi s
"X Type. License Number _Status_____ lssueDate
) Type. . ... License Number Status Issue Date.
. Type._ . License Number ...Status _Issue Date
Type .. License Number Status Issue Date

10. Chronology of Activities: List ALL activities (medical, non-medical and postgraduate training) in chronological order
beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time,
you MUST slate on the form exactly what your activities were, such as "vacation” or "seeking employment.” as well as
your permanent address. If you worked for a physician-staffing group or did locum tenens, you must list all facilities
where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR
THIS FORM. Be sure to indicate the percentage of working time spent in clinical administrative duties.

10. Chronology of Activities (copy and attach additional pages if necessary)

Déis: FromiTo

PracticelEmployiﬁent

Year: 1‘16{{\ . |

To:
Month; \C’j%‘

Year, 2.«,090

1.
From: Practice/Employment Name
Month: ({3 {or list non-working time as indicated above)
vear 1944 Practice/Employment Address
City .
To: State/Province ...
Month: g S ZIP Code — . Country
vear 14 qcl - Position and Department . % Clinical % Administrative
Employment [] Staff Privileges [ Affiliation [J  Other
\[ acabin
2. ( ¢
From;_ Practice/Employment Name ,maf’simg dd Clinie
Morith: {or list non-working time as indicated above)

Practice/Employment Address 2 1\2 €t =9 Road
City _Eata Clare
State/Province N | B
ZIP Code 54 ﬂ{} ‘ . : - Country Li _{,A ‘
Position and Department - (emily Medicire o Clinical oo % Administrative
Employment Staff Privileges [ Affiliation 1  Other

prptcanttiame: | athoya Lo Egalesten

Uﬁifomi Application for Physician State Licensure

Page8 /
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Dates: From/To

Practice/Employment

From Practice/Employment Name MQ,QB‘Q‘QS(\ A (lave "
Month: {1 / {or list non-working time as indicated above) %%%Hﬁ
Year: ZP,,‘ o Practice/Employment Address 3% c‘ W B[‘ D’zci Na ‘}/

city Robbiasdate
To: , State/Province N\ ?;J —
Month: ”7/3‘ ZIPCode 55BUY L __ Country wsa
Year 2.00% Position and Department Family Mediciag % Clinical 100 % Administrative
Employment sz Staff Pravﬂeges[j Affiliation ] Other

4,

From: Practice/Employment Name Wi dV4(t  Heathh (uattr - LJanven
Month: / ‘ {or list non-working time as indicated above) h
Year 2003 Practice/Employment Address 22 Sointn  § Sheek ‘Fl’wf’f

ciy  Minagapolis

To: State/Province M\ N o ,

Month: 2~ ZIP Code . 5540 ) Country _ Ula ,

vear 20\ Position and Department m*,\., Mediine % Clinical |00 % Administrative
Employment Staff Privileges ] Affiliation []  Other
Clinig dclesed Yoo

5.

From: Practice/Employment Name (bic! {LN»U” We"m(/\,& (j/- A
Month: ‘ {or list non-warking time as Indicated above)
vear. 10073 Practice/Employment Address 512 Rrst Avenre Nov i

ciy Fargo

To: ‘ State/Provincé N D
Montn: UN TINY|  ziP Code Y oL Country ULS ’A
Year Position and Depattment W\{;&u&D;g%&w’% Clinicat A6 % Administrative Y

Emp!oyment\)g/ Staff Privileges [7] Affiliation []  Other
6. . . +
From: Praclice/Employment Name WG mens H‘ﬁ& {‘h*v C,én &
Month: “ {or list non-working time as indicated above)
Year. 200 # Practcce/Employment Address 3L st ¥t S W“” St 3o
ty Piadbi
To: State/Provmce Y
L
Month: Uﬂ ; tv\ b ZIP Code ‘:ﬁf@) Country bﬂé\
Position and Department Bm &% Mﬁ&m AL % Clinical l’Z}C) % Administrative
Employment Staff Privileges [ Affiliation [ Other

Applicant Name: -

Lﬁ;ifmm Application for Physician State Li

Page 9ﬁ P(
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Dates: From/To - Practice/Employment

‘ 4 0 e
From: Practice/Employment Name l/\o‘ 12N &{ alhe &ﬁ d * 20y,
Month {or list non-working time as indicated abovej ;"TC*;‘»‘;% -
RRE——— ) e ) %‘_ &8 ik,:%
Year 7/%5‘( Practice/Employment Address | |5 241 ?}1 S'h‘z{"
Gy Minngapols
To: State/Province ’\5 . :
wonth: & ZIP Code SS’L{O‘{ Country  USA .
vear 0BT Position and Department oo ly, Medisci poe % Clinical oo % Administrative_
Employmen\g/gj Staff Privileges | ] Affiliation 7] Other
From: Practice/Employment Name Fre m""“‘+ /é\"e‘"’ Aan (Lo ine
Mo 3 {or list non-werking time as indicated above)
nth: . ,}\ e
vear 2007 Practice/Employment Address 3t 13 AV“L NE
cty Minn<e ;ff:;t. < ,
To: , State/Province  MN
vont 25~ '—Iféq ZIPCode 554173 Country LA A
Year, L.01\0 Position and Department B, \y MC(LL» ~& % Clinical _{OC % Administrative
Employmenuzf Staff Privileges [ ] Affiliation []  Other
From; Practice/Employment Name Planned p“ int h”" L MY , ND, §D
Month: {or list non-working time as indicated abova)
Year: LB\G ; Practxce/Empl ﬁmem Address (ff[ | VMAB’L} 2 CSW
State/Provmce . e
Month CMJ‘M ZIP Code 55 M (nediACounty LS
Year: . Position and Department p\SSDL‘;A(, DictoA®s Clinical (L0 % Administrative 4o
Employment)zj/ Staff Privileges [7] Affiliation ] Other
&
From: Practice/Employment Name
) (or list non-working time as indicated above)
Month: —
Year: . , Practice/Employment Address
City
To: State/Province
Month: ZIP Code Country , :
Year ... Position and Department % Cilinical % Administrative
Employment [7] Staff an:leges 1 Affiliation []  Other.
Applicant Name: I, { [ ryn b & %u;sm Coae | Y|S /; v
Uniform Apphcahon for Physician State Ltcensur@ O 0 Pt ot S e B

Page § Kqﬁ




- CE.’\/’h -

11. Malpractice Liability Claims Information (copy this form to report multiple claims) JAN 0 4 2013
Confidential -
U‘BHA
Name of patient involved: . - P-r2 11
Midrokan Cax Noz AT MM
In which state did the action take place? W ‘ Case number (if applicable) 30 (oY

Which court? Eaw Clavrey L
(If private compromise or settled before initiation of civil action, state here)

Current status of claim: 'F‘“ l¢ deSed Witw no Jﬂ/uth A AN £/13/199%

[] Open (pending) (] Closed (settled or judgment) JZ( Dismissed (no money paid out)
[] Other - 7 )
Amount of judgment or settlement $ Amount paid on your behalf $

Month and year of event precipitating claim: )ZAE(/Q qn ""“ 7/3/! 99471
Month and year of lawsuit: (l ﬂq a1

Insurance carrier at time- W S‘,?"’L &t WQLDY‘:,‘,{“ l.el,,l.f‘y Pﬂr‘m

What is/or was your status? \/B/ Primary defendant [] Co-defendant [ Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Com plaind bro»«al«d loy Pakad's husba~d ©  wanccrssary,
ex,péagv:. P(pg,(,M(( Completed on LFe iAc.LuLA»Ir\j
Ce \FDSCOPY and endomety >4 b.opsy i

OW pesiton © 2Viluaion ,'\\réa?‘rmeﬂ+ o | ':Ol\ow~u-pa'F DU
3nd  AbAwmu. Pap  meac wal L xcetlent 200 Mppropritc.

Meda 35 panA RV Shleld care s ophmwk
and  exlmplacy .

No Furtner achm

lae doset Sfos/iaa4 .

Applicant Name:

Uniform Application for Physiciah State Licensure
Page 10

/) W Date: | "’/ ;,5/ A v
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Kansas State Board of Healing Arts
Addendum 1 REcen,,.

Discipline applying for: (Check appropriate item) VAN 04 2013
RMedicine & Surgery [] Osteopathic Medicine & Surgery K’Sgﬁﬁ

TN o " - A S o o o ey o w0 — - — oo o o 2o o 7d i . e e e D %0 e 25 o B ] — o — .

License Designation: Please select the license designation you are requesting,

Aclive A license issued 10 a person engaged in the practice of medicine and surgery, osteopathic medicine and
surgery, chiropractic or podiatry. Individuals must maintain and submit evidence of satisfactory completion
of a program of continuing cducation and are required to have professional Hability insurance in compliance
with Kansas law, Each active license may be renewed annually,

[ Federal Active A license issued to only a person who mects all the requirements for & license to practice the healing ans in
Kansis and who practiced that branch of the healing aris solely in the course of employment or active duty in
the United States government or any of its departments, bureaus or agencies or who, in addition to such
enmployment or assighment, provides professional services as a charitable health care provider as defined
uider K.S.A. 75-6102. Continuing education, expiration and rencwal of a license shall be applicable to a
federally active license. A person who practices under a federally active license shall not be deemed o be
rendering professional service as a health care provider in this state and is not reguired to have policy of
professional liability coverage in effect,

[ Inactive A license issued o a person who is not regularly engaged in the practive of the healing arts in Kansas and
wha does not hold eneself out to the public as being professionally engaged in such practice. An inaciive
ficense shall not entitle the holder to practice the healing ards in this state. Fach inactive license may be
renewed annually. The holder of an inactive license shall not be required to submit evidence of satisfactory
completion of a program of continuing education and is not réquired io have basic coverage or self-insurance
in effeet solely because such person is no longer engaged in rendering professional service as u health care
provider,

(| Exempt A license issued 1o a person who is not regularly engaged in the practice of the healing ants or podiatry in
Kansas and who does not hold onesell’out to the public as being professionally engaged in such practice.
Each exempt license may be renewed annually. The holder of an exempt license is entitled to all the
privileges of their branch of the healing arts and (1) may serve as 2 coroncr o as 4 paid employee of a local
health department as defined by K.5.A, 65-241; or (2) practice us a charitable health care provider for an
indigent health care clinic as defined by K.5.A. 75-6102. Additionally, the holder of an exeinpt lcense inay
perform administrative functions. The holder of @ exempl license shall not be required to submit evidence
of satisfaciory completion of « program of continuing education nor are they required 1o have basic coverage
or self-insuranee in effect. 1 acknowledge by marking the exempt eheck box, that with an exempt licerise 1
will notbe 2 health care provider as defined by K.S.A. 40-3401, that | am not required 1o maintain
professional liabitity insurance in accordance with K.8.A. 40-3401 and that services 1 render while a holder
of an exempt license will ot be insured or covered by the Health Care Stabilization Fund. 1 intend to engage
in the following professional activities in Kansas;

Additional Information:

i

~

o

Have you ever been licensed 10 practice the Healing Arts in Kansas? [} Yes Eﬂ No

Give location of intended practice in Kansas W&*df\u B ; \L §

R P - .
Primary Specialty ¥ N‘\\‘\] M Ldiping

1
American Board Certified Famg ik’ M eds uintl American Board Eligible

Statement of Health:

4.

Name (Printed or typed}): \(/( / (/(/\ﬁ!ﬁw —-A?/V>1(/\/ Date: 1 1//{ 3/ v

Do you presently have any physical or mental problems or disabilities whick could effect your ability to competently practice
your particular branch of the healing arts or your particular specialty?

[ ves }ELNQ

If'yes, applicant shall file with this application, a detailed statement of his/her health, disgnosis and prognosis, supporled by a
report from his/her attendiy g physician including any medication and treatiment currently prescribed.

1

3




i e
Kansas State Board of Healing Arts JA ¥
Addendum 2 04 25

Please answer cach of the following questions by putting a check (¥') in the appropriate box. All “yes™ answers MUS{(\?%mughly
explained in detail in a separate signed page. You are required to furnish complete details including date, place, reason and
disposition of the matter and attach all relevant documentation. All information received will be checked accordingly to verify the
truth and veracity of your answers. It is imperative that you honestly and fully answer all questions. regardless of whether you believe
the information requested is relevant. If you are unsure of your response (o a particular question, check (v') the “yes” box and submit
the appropriate form if required. Your responses on your application are evaluated as evidence of your candor and honesty. An honest
“yes” answer to a question on your application is not definitive as to the Boards' assessment of your present moral character and
fitness, but a dishonest “no™ answer is evidence of a lack of candor and honesty, which may be definitive on the character and fitness
issue. Please be advised that a false response 10 any of these questions may be grounds for denial of licensure and reported to the
appropriate data banks. If a question is not applicable, then check (v') the *no™ box.

[, Have you ever been dropped, suspended, expelled. fined, placed on probation. allowed to resign, requested to leave
temporarily or permanently. or otherwise had action taken against you by any professional training or educational program.
including bugnot limited to medical school, prior to completing the training?

[ves No

Have you evefzhad any application for any professional license refused or denied by any licensing authority?

o

[Clyes 0

3. Have yo:x/EFrbcen refused or denied the privilege of taking an examination required for any professional licensure?
N

DYes 0

La

Have you ever been warned, censured, disciplined, had admissions monitored, had privileges limited, suspended, revoked or
placed on probation, or have you ever involuntarily or voluntarily (to avoid disciplinary action or investigation) resigned or
withdrawn from any licensed hospital, nursing home. clinic or other health care facility in which you have trained, including
but not limited to residency or postgraduate training programs, or otherwise been a staff member. been a partner or held

privileges?
[Cyes V[Zﬁo

Have you evpr'been denied staff membership with any licensed hospital, nursing home, clinic or other health care facility?
Clves No

Have you ever been requested to resign, withdraw or otherwise terminate your position with a partnership, professional
association, carporation or other practice organization, either public or private?
[Dves No

N

o

~J

- Hgte you evepvoluntarily surrendered any professional license?
Yes Ve Set )‘H‘A-L- J
8. Has any licensing authority ever limited, restricted, suspended, revoked, censured or placed on probation, or had any other
disciplinary action taken against any professional license you have held?
Dyes No
9. Have you ever been notified or requested to appear before a licensing or disciplinary agency?
[IYes JZNO
10. To your knowledge, have any complaints (regardless of status) ever been filed against you with any licensing agency,
professional association, hospital, nursing home, clinic or other health care facility?
Yes VENO

I'l. Has any professional association imposed any disciplinary action against you?
[Oyes 0

12. Within the past 2 years, have you used any alcohol, narcatic, barbiturate, or other drug affecting the central nervous system.

Cor 1({géhertdr?u which mav cause physical or psychological dependence, either to which you were addicted or upon which you
onfidentia

I3. wathin the past 2 years, have you been diagnosed or treated for any physical, emotional or mental illness or disease,
including drug addiction or alcohol dependency, which limited your ability to practice the healing arts with reasonable skill
Confidential

Kansas State Board of Healing Arts
Addendum Page 2



14, Within the past 2 years, have you used controlled substances, which were obtained illegally or which were not obtained
et A o et =seseription order or which were not taken following the directions of a licensed healtﬂge(gider?

Confidential
! Ven

I5. Have you ever practiced your profession while any physical or mental disability. loss of motor skill or use/tﬁ‘/llrggao?()
u
13

aleohal imnaiead v ghility to practice with reasonable safety?
Confidential Y 1o practice casonable safety

KSBH ]

16. 10 you presently have any physical or mental problems or disabilities which could affect your ability to competently practice

your profession?
[J¥es Vmﬁu

I7. Have you ever been denied a Drug Enforcement Administration (DEA) or state bureau of narcotics or controlled substance
registration cerificate or been called before or warned by any such agency or other lawful authority concerned with

controlled substances?
Clyes 0

18. Have you ever surrendered your state or federal controlled substances registration or had it revoked, suspended, or restricted
in any way? -~
Cves No

19. Have you ever been notified of any charges or complaints filed against you by any licensing or disciplinary agency?
Cves ‘JZND

20. Have you ever been arrested? Do not include minor traffic or parking violations or citations except those related to a DUI,

DWI or a similar charge. You must include all arrests including those that have been set aside. dismissed or expunged or
where a stay of execution has been issued,

[Cdyes Vwﬁo
21. Have you ever been charged with a crime, indicted, convicted of a crime. imprisoned, or placed on probation (a crime
includes both Class A misdemeanors and felonies)? You must include all convictions including those that have been set
aside, dis&%s;ed or expunged or where a stay of execution has been issued.
N

Clyes 0

- Have you evef been court-martialed or discharged dishonorably from the armed seryices?
B % 'N

Cdves 0

23. Have you ever been a defendant in a legal action involving professional liability (malpractice), or had a professional liability
claim paid in your behalf, or paid such claim yourself?
Cyes \PNO

24. Have you ever been denied provider participation in any State Medicaid or Federal Medicare Programs or in a private

insurance company?
ClYes | [ANo

Have you ever been terminated, sanctioned, penalized, or had to repay money to any State Medicaid or Federal Medicaid

Programs or private insurance company?
[Cyes No
4
/]
Name (Printed or typed): \(/(/{/U)A /( /{M Date: "Z"/) S,/, [
1

[25]
3]

[Re]
N

Kansas State Board of Healing Arts
Addendum Page 3



STATE OF WISCONSIN
DEPARTMENT OF JUSTICE

JAMES E, DOYLE
ATTORNEY GENERAL

Burneatta L. Bridge
Deputy Attorney General

123 West Washington Avenue
P.O. Box 7857
Madison, WI 53707-7887

Mark Smith

Assistant Attorney General
smithme@doj.state.wi,us
608/266-39568

FAX 608/267-2223

TTY 608/267-8902

August 25, 1999

Helen Madsen
University of Wisconsin
Bascom Hall, Room 361
Madison, Wi

Re:  Platt, et al. v. Augusta Family Medicine Clinic, et al,

Mediation No. 97-MMP-1217

Dear Ms. Madsen:

Our office has called the Medic,

al Mediation Panel to find out the status of the above-

entitled action. A mediation session was held, but did not settle. There is no further information

on this matter that a case has been filed.

If you have any questions on this

MES:jlb

c: John W. Beasley, M.D,
, Kathryn L. Eggleston, M.D.
Nola R. Westphal, M.D.

Therefore, we are closing our mediation file.
matter, please give me a call. Thank you,

Yours truly,

E. Smith
Assistant Attorney General




Helen Madsen
University of Wisconsin

Bascom Hall, Room 36]
Madison, WI
R[’:‘ Sy,
Re:  Platt, etal. v. Augusta Family Medicine Clinic, et al. e ”‘“D
Mediation No. 97-MMBP-1217 Moy, 01:9
Dear Ms. Madsen: \ A SO My

Our office has called the Medical Mediation Panel to find out the status of the abovg- |
entitled action. A mediation session was held, but did not settle. There is no further information
on this matter that a case has been filed. Therefore, we are closing our mediation file.

If you have any questions on this matter, please give me z call. Thank you.

Yours truly,

Madk E. Smith
Assistant Attorney General
MES:jlb

c: John W. Beasley, M.D.
¢ Kathryn L. Eggleston, M.D.
Nola R. Westphal, M.D.
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Addendum 2

Question 7. Yes. | voluntarily let my Alaska Medical License expire. There was the
possibility of my spouse transferring to AK. This did not occur. No plans to move to AK,
80 let license expire.




Affidavit and Authorization for Release of Information: You must attach a recent (less than 6 months old)
passport quality, color photograph of yourself to this form. Take the form to a notary public and sign the form in
the presence of the notary public. The notarized form then must be sent directly to this Board. RF(\ FI\ =r

JAN 7{112
Affidavit 04 Zo1;

And KSBi,
Authorization For Release of Information

|, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this application,
that all statements | have made or shall make with respect thereto are true, that | am the original and lawful pos-
sessor of and person named in the various forms and credentials furnished or to be furnished with respect to my
application and that all documents, forms or copies thereof furnished or to be furnished with respect to my appli-
cation are strictly true in every aspect.

I acknowledge that | have read and understand the Application for Physician Licensure and have answered all
questions contained in the application truthfully and completely. | further acknowledge that failure on my part to
answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and state
laws.

I authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), court,
association, institution or law enforcement agency having custody or control of any documents, records and
other information pertaining to me to furnish to the Board any such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other pertinent
data and to permit the Board or any of its agents or representatives to inspect and make copies of such docu-
ments, records, and other information in connection with this application.

I hereby release, discharge and exonerate the Board, its agents or representatives and any person, hospital,
clinic, government agency (local, state, federal or foreign), court, association, institution or law enforcement
agency having custody or control of any documents, records and other information pertaining to me of any and
all liability;of every nature and kind arising out of investigation made by the Board.

1 will im‘mééi’éIer notify the board in writing of any changes to the answers to any of the questions contained in
this application if such a change occurs at any time prior to a license to practice medicine being granted to me
by the board.

| understand my failure to answer questions contained in this application truthfully and completely may lead to
denial, revocation, or other disciplinary sanction of my license or permit to practice medicine

Applicall

3 -
Applicaht's Printel Last Name
| at heyn -
Applicant's Printed First Name, Middle Initial, and Suffix (e.g., Jr)
RN VAk2

Date of Si natufe

gned in the presence of a notary)

Eq 4 (£Stzan

4  NOTARY
Dated 214NV gigneq “Movus AHe sl ~
state of Y\ i sty County of \ Ak Shut x.-\&/hﬂ—
[ U B \r e
SUBSCRIBED AND SWORN TO before me this |t day of Wecenlon 5017
¥ 2 )
My commission expires: 1 ko W (NOTARY, T3y,

Notary Public
Minnesoxa

Applicant Name: \[.;( h,\ét\t L'(_. . € t)?ug{*m\ Date: (L/H/('L/

Uniform Application for Physicia censure
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ECONOMIC DEVELOPMENT

Sean Parnell, Governor
Emil Notti, Commissioner
Lymne Smith, Director

Division of Corporations, Business and Professional Licensing

Alaska State Medical Board

VERIFICATION OF LICENSE

This is to certify that the records of the Alaska State Medical Board indicate the following with regard to the

physician named below:

Name:

License Type:
Description of License:
License Number:
Current Status:

Date First Issued:
Expiration Date:
School Name:

Year of Graduation:
. Confident 169

Date of Birth

Gender:

Board Aclions:

This license information was last updated on: 12/11/2012

Date: December 12, 2012

550 West Seventh Avenue - Suite 1500, Anchorage AK 89501-3567

Telephone: (907) 269-8163  Fax: (907) 269-8196

KATHRYN LOUISE EGGLESTON
MD

IS A LICENSED PHYSICIAN
$-5094

INACTIVE

04/11/2003

12/31/2010

MEDICAL COLLEGE OF WISCONSIN

1996

F

No actions on file, license in good standing

\ O )oore- O s i—

Debora Stovern
Executive Administrator

Alaska State Medical Board

Websile. www.commerce state ak.us/occ/pmed.htm
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Sean Parnell, Governor

Emil Notti, Commiissioner

Lynne Smith, Director

Division of Corporati

1

ons, Business and Pr

I Licensing

Alaska State Medical Board

VERIFICATION OF LICENSE

This is to certify that the records of the Alaska State Medical Board indicate the following with regard to the

physician named below:

Name:

License Type:
Description of License:
License Number:
Current Status:

Date First Issued:

Expiration Date:

MD

T-2516
ACTIVE
02/26/2003
08/26/2003

School Name:

Year of Graduation:

Date of Birth

Gender:

Board Actions:

Date: December 12, 2012

550 West Seventh Avenue - Suite 1500, Anchorage AK 99501-3567
Website. www commerce state ak us/occ/pmed him

Telephone: (907) 269-8163  Fax: (907) 269-8196

.Confident)gg

F

\O)oove- O o i—

KATHRYN LOUISE EGGLESTON

No actions on file, license in good standing

Debora Stovern

Executive Administrator
Alaska State Medical Board

IS A PHYSICIAN WITH A TEMPORARY PERMIT TO PRACTICE MEDICINE



MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza * 2829 University Avenue SE Suite 500 * Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 ¢ www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

December 12, 2012

Kansas State Board of Healing Arts
800 SW Jackson

Lower Level-Suite A

Topeka, KS 66612

This is to certify that a standard search of the available records of the Minnesota Board of
Medical Practice indicates the following:

Physician: Kathryn Louise Eggleston

Date of birth: Confidentigl 169

Was issued license number: 43137

On: November 11, 2000

Expiration date is: July 31, 2013

Status: Active

Issued on the basis of: USMLE - United States Med Lic Exam
Corrective action: None

Disciplinary action: None

Licensure History:
TP9266 -Temporary Permit Issued:October 18, 2000 Expired: November 11, 2000
RP13100 -Residency Permit Issued:September 02, 1997 Expired: October 03, 1997

This license information was last updated on: 12/12/2012 12:16:04AM

The above format is the standard format prepared for all physicians regulated by this board.

Please be advised that the Board does not release information as to whether there has been a
complaint filed or an investigation conducted on individual verifications.  All physicians are
considered in good standing unless noted otherwise.

Further public records including disciplinary and corrective actions may be available from the
Board's website at www.bmp.state.mn.us under professional profile. If other information is
needed, please contact the Minnesota Board of Medical Practice at 612-617-2130.

Rob Leach
Executive Director



December 12, 2012

NORTH DAKOTA STATE
BOARD OF MEDICAL EXAMINERS

Established 1890

Phone (701) 328-6500 - Fax (701) 328-6505
418 E Broadway Ave, Suite 12 - Bismarck, ND 58501-4086

www.ndbomex.com

This is to certify that a standard search of the available records of the North Dakota State Board of Medical
Examiners indicates the following:

PHYSICIAN:

Kathryn Louise Eggleston, MD

DATEOF BIRTH:  Confidential g9

LICENSE NUMBER:
DATE ISSUED:
EXPIRATION DATE:
STATUS:

BASIS OF ISSUANCE:
DISCIPLINARY ACTION:

PHYSICIAN:

DATE OF BIRTH:
LICENSE NUMBER:
DATE ISSUED:
EXPIRATION DATE:
STATUS:
DISCIPLINARY ACTION:

9588

03/19/2004
07/01/2013

Active - Unconditioned
USMLE -Step 1,2, 3
No

Kathryn Louise Eggleston, MD
07/01/1969

PT 9588

12/09/2003

03/19/2004

Provisional Temporary

No

This license information was last updated on: 12/12/2012

Duane Houdek
Executive Secretary and Treasurer

Lynelte McDonald
Deputy Exacutive Secretary

If our records above show that the license has been disciplined, photocopies from the public file are available upon

written request.

The information above is the only verification provided by this board. If other information is needed, please do not

hesitate to contact this office. To expedite the verification process, the above format is the standard format

prepared for all professions regulated by this board.

Sincerely,

s
7

2

R Ll = 2 W

Duane Houdek

S .y
7 S izerdRl
@ <

Executive Secretary and Treasurer

Mission Statement

The Board's mission is to protect the public's health, safety and welfare by regulating the practice of medicine, thareby ensuring quality health care for the citizens of this



101 N Main Ave Suite 301
Sioux Falls, SD 57104

South Dakota Board of Medical and Osteopathic Examiners

Primary Source Verification

Phone: 605-367-7781
Email: sdbmoe@state sd.us

Name: Kathryn Louise Eggleston, MD

Last Reported Address(es):
Confidential

Sioux Falls, SD 57106
UNITED STATES

Licenses, Permits, Registrations, Certificates:

Type Number
Medical License (MD/DO) 7969

As of 12/26/2012
Issue Date Expiration Date Status
March 02, 2011 March 01, 2014 Active

Board Actions:

Date
No Board Actions on File

Board.

Board Action

To expedite the verification of licensure process, the above is the standard format for all professionals regulated by the

If Board Action is indicated please review the board action documents available at http ://iwww.sdbmoe. gov. If the document
is not listed, please email the Board at submoe@state.sd.us.

License verification data is updated daily, and may not reflect changes to licensure occurring within the past 24 hours.

Document Generation Date: 12/26/2012 1:54:13PM

Page 1 of 1
form version 20120223a



Online Licensure Verification Page Page 1 of 1

Wisconsin Department of Safety and
Professional Services
Wisconsin Medical Examining Board

Electronic Licensure Verification

This real-time Licensure Verification page is electronically
certified proof of licensure, as requested, and as it appears
in the files of the Wisconsin Medical Examining Board as of

Wednesday, December 12, 2012 3:55:54 PM - Central

Standard Time

License Information

Name EGGLESTON, KATHRYN L

Credential -

Type Medicine and Surgery, MD

Credential

Number 39038-20

Location MINNEAPOLIS, MN

Status credential license is current (active)

Issue Date 07/25/1997

Expiration

Date 10/31/2013

Disciplinary

order(s) No

Licensee KATHRYN L EGGLESTON
History
Description Code Date
USMLE STEP 3 - 085 EXAM 05/13/1997
MED COL OF WI-MILWAUKEE GRADUATED FROM 05/18/1996

https://verification.dsps.wi.gov/Certification/BasicVeri fication.aspx r=DCUMJERNM3&... 12/12/2012




