A Jfr.j’?—/7

oac
_" X STATE MEDICAL BOARD OF OHIO f 20tV
.—r—' JFee?
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SECTION I: Identification Information- Answer All Questions

L.

oo

~
.

WA /L

74 TELJ _/Vor&’ s

2]
*

Present Legal Name: PhH TE L NARESH kumpk 6.

last first middle maiden (if applicable)
Address: |90 2, GorpoN  CooPER Dp)vE,
N street & number
SHAWNEE Okrnwomt  1h&o] u-s-9 .
city state zip code country
Intended place of practice: unNDECIDED
city state country
Telephone: Business C 495 ) 75 ~ 29 2h Home: (A5 ) '375"-393’6
{area code) (area code)
Place of Birth: [AMSA2 |  Gu T ARAT Ll Date of Birth: N / 15 / s
city state country mo. day  year
*Sex: Male (V) Female ( ) *Optional: For statistical purposes only.
Physical description: \
}
Color of Hair pLAck Color of Eyes 13Lhck Height s ¢
Build Hlo & mat— Marks Honée Weight /35 Lb3 -

Immigration or citizenship status:
Indicate which of the following documents you currently possess.
U.S. Birth Certificate

v~ Certificate of Naturalization '
Number 10972 p£%  Datelssued July 3, 19%4 City/State N ewenk , N-J.

Declaration of Intention (issued by the U.S. District Court)

Number Date Issued City/State
Alien Registration Receipt Card (issued by Dept. of Immigration & Naturalization)
Number Date Issued City/State

Approved Petition for Immigrant Visa (issued by Dept. of Immigration & Naturalization)
Number Date Issued City/State

Other, specitfy

List all names other than the name given above that you have used. Also indicate the time period
during which you used the names. Be sure to include all names. Failure to do so may result in
denial. You must supply the appmprlate legal document which authorizes the name change. This
may be a court decree or a marriage certificate. Any document in a foreign language must be
accompanied by an official, certified translation (original) as outlined in Paragraph % AX38), Page | of
General Instructions above.

NOTE: Individuals who retain their maiden name or hyphenate their maiden and married name are
requested to be consistent in such usage.

NeT  APPL) chBLE

Name used from: mo./yr. to mo./yr.

Name used from: mo./yr. to mo./yr.

SECTION 2: Educational Background

L.

Preliminary Education- Census Blank
You must complete the enclosed census blank in order to apply for your preliminary education
number as required by Ohio law.

List the names of all medical schools attended, the complete addresses, your date of graduation, and
the degree that you received. Give the exact degree that appears on your diploma (M.D., D.O.,




3. You must submit a copy of your original language diploma whether you are an American ar foreign
graduate.

If it is not in English, you must supply an original certified official translation of your medical diploma
which will be returned to you. The translation must be on letterhead stationery, notarized and bear
both the official seal and signature of the notary. The translation should be made by one of the
following individuals or institutions:

a) a professor of languages in that language

b}  a priest or cleric only in the case of Latin documents

c) a recognized translation service, in the United States, e.g., Berlitz

d}  a foreign embassy or consulate authorized to certify translations

e) your medical school of graduation only in the case of your medical diploma

The translator must attest to the translation, sign, and date the translation in the presence of a
notary or officer authorized to administer oaths. This translation must be submitted in addition
to the notarized photocopy of your diploma in its original language.

4, Standard E.C.F.M.G. Certificate

Graduates of foreign medical schools who were not American citizens prior to entering medical
school should possess a valid standard E.C.F.M.G. Certificate if they graduated after 1957. Give
the number and date of your certificate if applicable.

Number 23%-127-0 Date Ceptr - o, 198D

5. Submit a copy of E.C.F.M.G. Certificate, if applicable.

SECTION 3: Postgraduate Training

All applicants are required to complete the chart below indicating the dates and hospitals of all postgraduate
training in the U.S. Give the complete address of the hospital where you were employed. Give your position
and department in which you served. Account for the percentage of your time spent in clinical and
administrative duties. These two numbers should add up to 100 percent.

Date Position & % %
mo/yr-mo/yr Hospital Complete Address Department Clin. Admin.
7},}93 b 5—};,}34’ Lmivears H 2,4»1 Ghrent, P-Ef)sziJT , 40 .
Hosfi*‘** HWML -T-0710 3 OB -G~

Total Number of Months in Approved* Training: 4% )"’0””"5
*Approved by LCME, AQA, or in Canada. -

SECTION 4: Licensure Information- Answer All Questions

L. a) Are you a diplomate of the National Board of Medical Examiners?
Yes( )} No(v') If so, specify year
Are you a diplomate of the National Board of Examiners for Osteopathic Physicians and Surgeons?
Yes{ )} No(v) If so,specify year
Are you a licentiate of the Medical Council of Canada?
Yes( )} No &”) If so, specify year
b)  List all FLEX exams which you have taken. Indicate whether you took all three days (place
an "X" next to Full) or whether you took only part of the exam (place an "X" next to Partial).

STATE DATE (Mo/Yr.)

I



c) List all other State Board exams taken. Indicate whether you took a full {place an "X" next to
Full) or whether you took only part of the exam (place an "X" next to Partial). Also give the
month and year you took the exam.

STATE DATE (Mo/Yr.)

Ho}\“’"’
FULL( )} PARTIAL({ ) PASS( ) FAIL( )

FULL( ) PARTIAL( ) PASS{ ) FAIL( )
FULL( ) PARTIAL( ) PASS( ) FAIL( )

2. List ALL states in which you are or have been fully licensed to practice medicine and surgery
or osteopathic medicine and surgery. Indicate the license number and the date it was issued.
If the license is properly renewed, check YES under current. If the license was not renewed,

check NO.

State Date of Issuance License Number Current

Dk Jabem< May )G5H 146H0 YES (@) NO(
New Terr 2 Feb: )9€2 el YES 7 NO(

YES( ) NO(
YES( ) NO({
YES( ) NO(

R R e R

3. List all foreign countries in which you hold a full right to practice medicine and surgery.

Country Date Conferred Is Right Currently Held?
{Yes or No)
MDA Jom 70 Yes( ) No (v}

Yes( ) No( )

4. Field of Specialization

List the field in which you have specialized (Family Medicine, Internal Medicine, Surgery, etc.).
Indicate if you are Board Certified and the countries in which you are so certified.

Field Board Certified Year c(.‘sertified Country
on - Gy YES( ) NO (V) & = us A -
YES( ) NO( ) __F =z
gt
-
SECTION 5: General Information- Answer All Questions - . -4;_’}

Each of the following questions must be answered with a yes or a no answer.>Be sute to read each
question carefully. All affirmative answers must be thoroughly explained. Bitach a separate sheet of
paper if necessary.

l. Has any license entitling you to practice in any foreign country or in any state or territory of
the United States been suspended, surrendered, or revoked? YES( ) NO (V) If so, give:

STATE DATE CHARGE

2. Have you ever been denied licensure or application for licensure in any other state or territory for any
reason? YES( ) NO (V)

If so, specify:

State or country Reason Date
3. Have you ever been or are you now addicted to the use of drugs or alcohol? YES( ) NO (v
4. Have you ever been convicted of a violation of a federal law, state law, or municipal ordinance

other than a minor traffic violation? YES{ ) NO(v*)



5. Has your narcotic license ever been suspended, surrendered, or revoked? YES( ) NO (v
If so, specify:
Reason Date
6. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical school or
postgraduate training program? YES( ) NO (V)
If so, specify:
School, Hospital or Institution
City/State Country
7.  Have you ever been denied or dismissed from hospital staff privileges?” YES{ ) NO (L)

If so, specify

Hospital or Institution

City/State Country

SECTION 6: Resume

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate
the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

COMPLETE ADDRESS
(INCLUDING STREET,
APARTMENT, (IF AP-
PLICABLE), CITY, STATE

PATEL, N

DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN, ADMIN.
il?é - 5_,73/ 1)-3‘-1 ’ E£-51-5 - AHMEPﬁBﬁ'b 3?0‘9“3’, HEDH‘-A‘-‘_ 45¢ <
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1L o0, SPECILY

SECTION 6:

Resume

% =G
Hospital or Institution il e
p=
City/State 4 Country
=
8,
=

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

DATES
mo/yr-mo/yr

HOSPITAL OR

COMPLETE ADDRESS
(INCLUDING STREET,
APARTMENT, (IF AP-
PLICABLE), CITY, STATE
ZIP CODE, AND COUNTRY

TPATEL M

POSITION & % %
UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
i'-?é, -_ 5-]7%/ P-24 R E 5.5 - AHMEpﬁ—gf}'D 2goocY, HEDltﬁ‘—Pn as -
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P
\\@ FORM 2

CERTIFICATE OF POST-GRADUATE TRAINING

MUST BE COMPLETED FOR APPLICANTS WHO ARE GRADUATES OF FOREIGN MEDICAL SCHQOOLS*
has rendered satisfactory

This certifies that NARESHKUMAR PATEL, M.D.
Name ot Applicant

RESIDENT IN OBSTETRICS AND GYNECOLOGY

and continuous service as a
Position/Department
at UNIVERSITY HOSPITAL ,100 BERGEN STREET, NEWARK, N.J.
Hospital Address of Hospital
Ending mo/day/yr of Service

Beginning mo/day/yr of Service

This training was/wes net AMA approved.

A

Signature

{PLACE HOSPITAL SEAL HERE) HAROLD A. KAMINETZKY, M.D.
Name

PROFESSOR AND CHAIRMAN, DEPT. OB/GYN

Position

JuLy 10, 1984
Date

This form is to be sent to the hospitals at which the above named physician trained. It must be completed
by either the director of the training program, the director of the department, the hospital administrator
or an individual authorized to verify the requested information. THE HOSPITAL SEAL MUST BE

PLACED IN THE APPROPRIATE PLACE.

This information will be used for licensure purposes.

*Unless the applicant is American-born and holds a full right to practice in a foreign country.

UPON COMPLETION RETURN TO:

STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET

ROOM 510
COLUMBUS, OHIO 43215
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FORM 3

CERTIFICATE OF RECOMMENDATION

MUST BE COMPLETED FOR ALL APPLICANTS

This form is to be completed by a fully licensed physician in the state in which the form is notarized.

The recommending physician should be sufficiently acquainted with the applicant for at least a six month
period as to be able to evaluate and recommend the applicant. No relatives can serve as recommending
physician. This form must be notarized. All questions must be answered. In addition, the recommending
physician is strongly urged to include additional comments. This form is not intended to standardize the
recommmendation or restrict it in any way. However, its form is designed to insure that certain information
is included.

I, SHETT SHASHIVIRA r, Y a licensed and practicing physician in the state of
Recommending Physician

Ok Yot e , affirm that f\’w\.l’)lwluwwv . je &P, a2 has been known
to me personally and professionally for _ 2. years and that he/she is of good moral and ethical

character. 1offer the following in support of his/her application for full licensure:

I rate his/her medical knowledge and technique as %vJ
His/mer command of the English language is Gy y

V)
I rate his/her ability to work well with peers and medical staff as ‘;,—W‘Jf
{

- &)
His/ker relationship with patients is S
)

In the space below, please add personal comments, evaluation, and recommendation. If more space is
required, please attach additional sheets.

g

W

3

U

. = 20, -
1 hereby recommend NARESHEUmMAR 6. [arer, P o0 full licensUE to pragtice MEpicire
o

Applicant e wnlt
in Ohio. TR
_ .|
Vilk G4 pudnend Cliey, “Tondor, Troloc Z‘:Q_ﬁ“%ﬂ
Medical'School of Graduationfof J Sigaature of Recommending Physician
Recommending Physician
d v O,
ki AHCMA SHETTY SHAsmwILA I°, mD
State of Licensure of Recommending Physician Name of Recommending Physician {(Please print)

(x ’901. G‘;o’r('cﬂ Co’wa Pray vk s
’ / (/Z T ' ;ACMNNA ; Ok,)c-_‘i—\mt 7'.4 _g'b’

License No. of Recommending Physician Address of Recommending Physician

( Ges) A8 -£90L

Telephone Number (Include area code)

A
Subscribed and sworn to thisAd day of du-?m 198 '71 .

/ :
(SEAL) W S . &L#OL/
o/

Notary Public

S -3 8%

Date Commission Expires

UPON COMPLETION, RETURN TO:

STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET

ROOM 510

COLUMBUS, OHIO 43215



FORM 3
CERTIFICATE OF RECOMMENDATION

MUST BE COMPLETED FOR ALL APPLICANTS

This form is to be completed by a fully licensed physician in the state in which the form is notarized.

The recommending physician should be sufficiently acquainted with the applicant for at least a six month
period as to be able to evaluate and recommend the applicant. No relatives can serve as recommending
physician. This form must be notarized. All questions must be answered. In addition, the recommending
physician is strongly urged to include additional comments. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to insure that certain information
is included.

, W!7 CHAIWAKUC M. , a licensed and practicing physician in the state of
Recommending Physician

OkLA . , affirm that ﬂ/ﬁﬂE SHKUHMAR 6 PATEL has been known

to me personally and professionally for }’_2 years and that he/she is of good moral and ethical
character. I offer the following in support of his/her application for full licensure:

I rate his/her medical knowledge and technique as Csed
His/her command of the English language is JQMO{

I rate his/her ability to work well with peers and medical‘gtaff as }}b—ec{ ,
His/her relationship with patients is Chod

In the space below, please add personal comments, evaluation, and recommendation. If more space is
required, please attach additional sheets.

I hereby recommend _ NAREsHKumAL & fATEL, M9 500 541l licensure to practice MED) comT

Applicant
in Ohio.
CHMLALOUG KORA) __UNIYERSTY - PANGKOK y"‘ﬁ cﬂ% C-/L /7 3 :
Medical School of Graduationof THfR/LAND . Signature of Recomm®nding.Physician
Recommending Physician . ns
_% “_I".]
',‘ -_Jr‘

OKLA . WIT  cfwigyz , (1D

State of Licensure of Recommending Physician Name of Recommendu\g Phys;man (Please prmt)
Wt C’g,aingé

/2549 5oz GonddP Cocpee D

License No. of Recommending Physician Address of mmmmn

3

(405> 478358

Telephone Number (Include area code)

Subscribed and sworn to this goﬁday of I‘Qru\a uf’(_ , 19 ‘&-{

(SEAL) O\ rimgee L ’r%

Notady Public

12-9-48

Date Commission Expires

UPON COMPLETION, RETURN TO:

STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET

ROOM 510

COLUMBUS, OHIO 43215



FORM &
' CERTIFIED COPY OF STATE LICENSE OR CERTIFICATE
MUST BE COMPLETED FOR APPLICANTS WHO ARE APPLYING FOR ENDORSEMENT
OF ANOTHER STATE LICENSE

A (TO ALL STATE MEDICAL BOARDS OR OSTEOPATHIC BOARDS:
DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)

(A verbatim copy or wording to follow here, over Seal of State Licensing Board,

certified to by the Secretary, President, or Executive Secretary thereof.) .

NEW JERSEY BOARD OF MEDICAL EXAMINERS
M.D.

Certifies that Nareshkumar G. Patel _ _
has passed a satisfactory examination before this Board and 1is

hereby licensed to practice Medicine and S3Surgery in the State of

New Jersey.

Trenton, New Jersey 2/8/82

No. 40132
I hereby certify that the above is a verbatim copy or wording of license no. 40132 ’
issued to Dr. Nareshkumar G, Patel by the Es[d SLMJILM&TEW' onthe gty
Name of State Board
day of February y19_g2 .

i Executive Secrétary
: {Seal) Charles A.Janousek
B CERTIFICATE AND RECOMMENDATION OF SECRETARY, PRESIDENT, OR EXECUTIVE SECRETARY
{ DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)

Acting in behalf of the NJ State Board of Medical Examiners
(Name of State Board)

wasonthe gth dayof _Febryary
in the State of New Jersey

I do hereby certify that Dr. _N.G. Patel

19 82 , granted a license to practice medicine & surgery

on the basis of FLEX examination
(State Board examination, National Board of Examiners,

or reciprocity/endorsement)

(Include all grades as well as average score)
mcheaI '-vk)l/!f Frex

— To be
\ KO”C/‘
and received an average of percent.

I do hereby certify that the applicant does hold a current, valid license in this state.

(Seal)
8/15/84 AL
(Date) s l.or Executive Secretary
Original signature , hame stamps will not be
' accepted  Charldsedi.Janousek
UPON COMPLETION, RETURN TO: ar
= fo.
STATE MEDICAL BOARD OF OHIO S SEs
65 SOUTH FRONT STREET N E25
ROOM 510 LAF
N
3 Bl

COLUMBUS, OHIO 43215 Sk
o



FORM &
CERTIFIED COPY OF STATE LICENSE OR CERTIFICATE
MUST BE COMPLETED FOR APPLICANTS WHO ARE APPLYING FOR ENDORSEMENT
OF ANOTHER STATE LICENSE

(TO ALL STATE MEDICAL BOARDS OR OSTEQPATHIC BOARDS:

DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)
(A verbatim copy or wording to follow here, over Seal of State Licensing Board,
(CTU 0y o e, Freuen, 0 T iy e
NEW JERSEY BOARD OF MEDICAL EXAMINERS
Certifies that _Nareshkumar G, Patel
has pasggd a satisfactory examination before this Board and is
hereby licensed to practice Medicine and Surgery in the State of
New Jersey.
No. 40132 Trenton, New Jersey 2/8/82 .
I hereby certify that the above is a verbatim copy or wording of license no. 40132 ’
issued to Dr. Nareshkumar CG. Patel by the 1 on the S8th
éName of State Board)
day of February y19 g2 .

beq i i Executive Secrétary

{Seal) Charles A.Janousek

CERTIFICATE AND RECOMMENDATION OF SECRETARY, PRESIDENT, OR EXECUTIVE SECRETARY
( DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)

Acting in behalf of the NJ State Board of Medical Fxaminers
(Name of State Board)

wasonthe _ gty dayof _February
in the State of New Jersey

I do hereby certify that Dr. _N.G, Patel
19 82 , granted a license to practice medicine & surgery

on the basis of FLEX examination
{State Board examination, National Board of Examiners,

or reciprocity/endorsement)

{Include all grades as well as average score) FLEX Weighted Average 78%
BAS SCT  ANAT 68 PHYS 72 BIQ 62 @ PATH 72 _MICR 66 _PHAR 71 BEH S 75 ANG 63,47

CLIN SCI MED 82 SURG 82 OB 89 PH_T6 __PED 82 PSY 77 %mw.o:

and received an average of 75+ percent.

I do hereby certify that the applicant does hold a current, valid license ig; this state.
~2

(Seal) e
8/15/84 ‘ l{‘_“A A ¥ A
(Date) Secretary yx RrebidgRtlqr Executive Secretary
Original signature , hame stamps will not be

' accepted Charl@.Janousek
UPON COMPLETION, RETURN TO:

STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET

ROOM 510
COLUMBUS, OHIO 43215

¢d 62 YW

81



State of New Jersey

DEPARTMENT OF LAW AND PUBLIC SAFETY

DIVISION OF CONSUMER AFFAIRS
BOARD OF MEDICAL EXAMINERS
28 WEST STATE STREET

IRWIN 1. KIMMELMAN TRENTON, N.J. 08808 JAMES J. BARRY. JR.
ATTORNEY GENERAL (609) 292-4843 DIRECTOR

August 13,1984

Ohioc State Medical Board
65 S. Front S5t. #510
Columbus, 0hio 43215

To Whom It May Concern:

The files of the State Board of Medical Examiners of New Jersey

indicate that license number 340332 was issued on

2/8/82 to Nareshkumar G. Patel, M.D. to practice

all branches of Medicine & Surgery in the State of New Jersey.

Dr. Nareshkumar G. Patel 's license is currently

registered and our files reveal no derogatory information.

Very truly yours,

NEW JERSEY STATE BOARD
Board Seal OF MEDICAL EXAMINERS

Charles A. Jg

Executive Sed ary
CAJ :g9 gf <
= Do
| oZLr
0 e
=2
c .
'Y, e
S

-h,

New Jersey Is An Equal Opporwunity Employer



- FORM 4
CERTIFIED COPY OF STATE LICENSE OR CERTIFICATE
MUST BE COMPLETED FOR APPLICANTS WHO ARE APPLYING FOR ENDORSEMENT
OF ANOTHER STATE LICENSE

A {TO ALL STATE MEDICAL BOARDS OR OSTEOPATHIC BOARDS:
: DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)

(A verbatim copy or wording to follow here, over Seal of State Licensing Board,
certified to by the Secretary, President, or Executive Secretary thereof.)

*

-~

NEW JERSEY BOARD OF MEDICAL EXAMINERS

Certifies that Nareshkumar G, Patel . ' M.D.
has passed a satisfactory examination before this Board and is
hereby licensed to practice Medicine and Surgery. in the State of
New Jersey.

No. L0132 " Trenton, New Jersey 2/8/82

I hereby certify that the above is a verbatim copy or wording of licenseno. 40132

issued to Dr. Nareshkumar G, Patel by the P],l St.Bd.of Med .TEx_a.m:;_n_e.ns' onthe  g¢h
' Name of State Board

day of February »19.82 .

23 iden#rpy. Executive Secr tary
(Seal) Charles A.Janousek

B CERTIFICATE AND RECOMMENDATION OF SECRETARY, PRESIDENT, OR EXECUTIVE SECRETARY
{ DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)

Acting in behalf of the NJ State Board of Medical Examiners
{(Name of State Board

——m——_p e

I do hereby certify that Dr. N.G, Patel was on the _ g¢p day of February
19 82 ', granted a license to practice medicine & surgery in the State of New Jersey

on the basis of FLEX examination
(State Board examination, National Board of Examiners, -
or reciprocity/endorsement) ‘

(Include all grades as well as average score)

To be pravided i ELeX
{ ANC_

——

\

and received an average of percent,

I do hereby certify that the applicant does hold a current, valid license in this state.

(Seal)

8/15/84
(Date)

Original signatu ly, name stamps will not be

. accepted Charlds A.Janousek
UPON COMPLETION, RETURN TOC:

STATE MEDICAL BOARD OF OHIO &
65 SOUTH FRONT STREET
ROOM 510 =
COLUMBUS, OHIO 43215 =
&
=2
=
Oricinar cwew 1o 5
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SECTION 7: Examination Scheduling Request (To be complated by applicants for examination only)

l. I wish to apply for the June ( ) December ( ) FLEX examination.
Fill in year
Indicate which FLEX examination you are applying to take by placing an "X" next to the
appropriate month and filling in the appropriate year.

SECTION 8: Photograph, Photoslip, and Certificates of Recommendation (Form 3)

L. Certificates of Recommendation (Form 3) must be completed by two fully licensed physicians.
The physicians must be licensed in the state in which the form is notarized. A Form 3 is enclosed
for each recommending physician. Each recommending physician must also sign your
photoslip as indicated below. The Certificates of Recommendation must be notarized. THE
PHYSICIANS MUST HAVE KNOWN THE APPLICANT FOR AT LEAST A SIX MONTH PERIOD.
NO RELATIVES CAN SERVE AS RECOMMENDING PHYSICIANS FOR FORM 3.

2. You must submit a recent color photograph. Attach the photoslip enclosed in the application to
this photo. Sign and date the back of the photo and print your name. Have each of the physicians
who signed your recommendation forms also sign the photoslip.

SECTION 9: Release of Applicant
STATE OF me

county of ___ S ttawadomis s

I hereby authorize all hospitals, institutions or organizations, my references, personal
physicians, employers (past and present), business and professional associates (past and
present), and all governmental agencies and instrumentalities (local, state, federal, or
foreign) to release to the State Medical Board of Ohio any information, files, or records
requested by the Board in connection with this application. I further authorize the State
Medical Board of Ohio to release to the organizations, individuals, or groups listed above
any information which is material to my application.

NARESHEUMAR b Paret,mo.

wh (Sigz!m’;,af Affiant)
Subscribed and sworn to thisad day of dO{_ M , l9/¥

=

(Signature of Official AdministerindDath)

(SEAL} Mate Commlssﬁxgres)
Must be sworn to before a notary public or other person authorized to adml%ter Eé@m

SECTION 10: Affidavit of Applicant o
. e
STATE OF - .
. - SS: N et
COUNTY OF &a 2 “MEMMJ S
Before me, personally appeared NORE SHICU M AP— &. FPRTEL, M D -

(Affiant)
who being duly sworn says that _he is the person referred to in the foregoing application for license
to practice medicine and surgery or osteopathic medicine and surgery in the State of Ohio; that the
statements therein and the documents or copies of documents attached thereto are strictly true in every
respect and that _he has read and understands this Affidavit.

0
kA Sign ﬁf}rﬁiant)
Subscribed and sworn to this A0 day of W Y 4 &

(SEAL) = /&lyfg"‘-)
Signature of Official AdministerTng Oath)

5-3-8F

(Date Commission Expires)

*Must be sworn to before a notary public or other person authorized to administer oaths.
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I HEREBY CERTIFY THAT I HAYE RECEIVED MY WALL CERTIFICATE

é%%Lm.ﬁ------- _%|Q.._.w.,m,u.“ﬁ.!..
') n .-M ‘ ...1\.1\.

MName

Street Address

City mﬁmﬁmmﬁoc:qx Zip—

\e ;..f\\Nw.m... 2
g |
Signature f -~

PLEASE CHECK IF THI5 I5 A CHANGE OF ADDRESS




REVIEW SHEET FOR FOREIGN MEDICAL GRADUATES

-
— 4
NAME : TATEL, pogeshHuwar G, Audit # O%
BIRTHDATE: 1 [/ /[$R BIRTHPLACE : ?m/u;_we{ GMJGRE}J_IMQ{iq Code # 4906
SCHOOL CODE:

(Sigzgng(I)gN NHI MU/UIWC];,OQI /]/]PA Cc)l/ Eggg'ol'lfON ﬁJ/\ mgja‘?aﬁ{ \I‘N&//ﬁ

ESEEgEESEE 2/3 &Z/ 7 ESS!EEERED: MB35

CITIZENSHIP STATUS:  Coozt ot Aol

E.C.F.M.G. NUMBER: A3B- 127~ O DATE ISSUED: 9//3/5’0

INTERNSHIP:

Restoency: \Mduiy HosP - ozl Newml, 4T 7/30- o k¥

FELLOWSHIP:

DATE FLEX EXAM TAKEN: 12l FOR: AT

BASIC SCIENCE: 07 4 cLINICAL SCIENCE: B),33  CLINICAL COMP: 80,03 FLEX WTD. AvVG: 7%

LICENSED IN: MY 2132 gasts: FLEX

LETTERS OF RECOMMENDATION:é]f\e‘Hg' §Jnasma)udr€q ! Showna? e OK;
Wit Chﬂi/«)alﬁf}{ M "

SPECIALTY: oz la YV

SPECIALTY BOARDS: -~

PLANS OF PRACTICE: 7

AMA INFORMATION: FED INFORMATION: REC FORMS:

STATE BOARD FORMS: ﬁ/’ oHi

REMARKS:

CS —- 5/0/‘-)

q//Z/ﬁ‘f Z




THE FEDERATION OF STATE MEDICAL BOARDS OF THE UNITED STATES, INC.
2630 WEST FREEWAY, #138, FORT WORTH, TEXAS 76102-7199

TO: (7IC

SUBJECT: FLEX Examination Grades For;

DETTT MPgTer LU

‘rt—k';n« T T‘"“
SFearn T e FlN_
aaz- 1 R e Birthdatd © "1 - J
o Date of Certification & =€ '~ %

It is certified that the named physician took the Federation Licensing Examination on the date(s) entered below for the
State Medical Licensing Board(s) listed and obtained the following grades.

EXAMINATION DATE ............... 1eo71 ek 21

FORSTATE ..ol EE N ,
STATEID# ... e velce 3%59//
BASIC SCIENCE

Anatomy ... ... e #‘E :f N QW
Physiology ........................ r?: 27

Biochemistry. ...................... 27 =

Pathology ...........c..coevuina... fz o

Microbiology . ........ ... ... i o

Pharmacology. ................oo... vl ol

Behavioral Science . ................. ‘- €2

BASIC SCIENCE AVERAGE . ... ........ STa&T 3000

CLINICAL SCIENCE e -

Medicine. ....... ... ... ... r:; i_}

SUIBEIY « v v vve e e - ;

ObStetrics . .. vvereea e T we

PublicHealth ...................... fe i

Pediatrics ........ccovuuni i, : ‘j,_

Psychiatry .......... . ..ooieiu... 77 o

CLINICAL SCIENCE AVERAGE . . . . ... ... “l.22 7R.ES

CLINICAL COMPETENCEAVERAGE ... ~% .77 7F.tt

FLEX WEIGHTED AVERAGE . ......... LD 75 LEE
e 8.
RN ‘_)‘\:\“if'l
:.‘-ui; g OIHD WE HAVE NO UNFAVORARLRE
S TEREL II7 5PMATION REGARDING

THZ ABOVE FAMYD PUYSToTAN




STATE OF OHIO PM

THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio 43215
DATE September 12, 1984

Dear Doctor,

Df-_Naneéhk.Lu@t G. Patel who is/was _QB/GYN private practice 7/1/84-present

is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out
the following evaluation so that we can process his/her papers for licensure. Your immediate
attention to this matter will be greatly appreciated by the doctor as well as by us. Information
provided is considered confidential under Section 149.43(AX2)a), Ohio Revised Code. Thank you
for your time and assistance.

(1) How long have you known the doctor? -—AF&L—LL@ wihs

(2) What was/is your supervisory capacity? ‘ v £

(3) At what hospital? __fUcssiod it Munsovisl Lhsahal
{4) How would you rate this doctor's medical knowledge and techniques? ‘u““_ éﬂ cors -

(5) In your opinion, is this doctor a person of good moral and ethical character? they -

{6) Does this doctor work well with peers and medical staff? ¢es
4

(7} Does he/she relate well to patients? #‘g <

(8) How is his/her command of the English language? (If applicable) M_
1

(9) Would you recommend this doctor for licensure? t/es T
7
Additional comments, please: (If needed, an extra sheet of paper may be used)
% l--/ - + y At a /
dard Seag PESA

Please return this form to the Ohio State Medical
Board at the above address,
Sincerely,

oy Meffonyes
Penny McKenzie
Licensure Assistant

ignature of Doctor,
name legibly beneath

Bewnie | Texe
14 d mn NS ifbgﬂ(a 7

Position

DATE /o-5-8Y
Telephone No. 425~ 273 - 22«0 (Include Area Code)

R
i0

1Sl 6= 136 8.




STATE OF OHIO PM

THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio 43215
DATE September 12, 1984

Dear Doctor,

Dr. Nareshkumar Patel who is/was Resident-0B/GYN 7/80-6/84

is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out
the following evaluation so that we can process his/her papers for licensure. Your immediate
attention to this matter will be greatly appreciated by the doctor as well as by us. Information
provided is considered confidential under Section 149.43(A)(2)(a), Ohio Revised Code. Thank you
for your time and assistance,

(1) How long have you known the doctor? 5 years

(2) What was/is your supervisory capacity? _ Director of Division of Obstetrics

(3) At what hospital? University Hospital, Newark, New Jersey

(4) How would you rate this doctor's medical knowledge and techniques? Very good

(5) In your opinion, is this doctor a person of good moral and ethical character?  Yes

(6) Does this doctor work well with peers and medical staff? Yes

(7) Does he/she relate well to patients? Yes
{8) How is his/her command of the English language? (If applicable) Very good
(9) Would you recommend this doctor for licensure? Yes

Additional comments, please: (If needed, an extra sheet of paper may be used)

Very competent and reliable physician. He has good clinical judgment and very

satisfactory surgical skills.

Please return this form to the Ohio State Medical
Board at the above address,
Sincerely,

ormrapy V) effanyee
Penny McKenzie

, ‘ ' . Licensure Assistant

=
m
Signature of Doctor, please type or print & 2L
name legibly beneath : =4
A O
Professor of Obstetrics/Gynecology o
w
.‘» o
Position ~

DATE September 20, 1984
Telephone No. (201) 456-5838 (Include Area Code)




7l

STATE OF OHIO
THE STATE MEDICAL BOARD /
Suite 510 7 PM
65 South Front Street
Columbus, Ohio 43215

MED

‘84 SEP 28 P17:

TO:  New Jersey

FROM: Penny McKenzie, Licensure Assistant

The following physician has applied for licensure in Ohio. Our files indicate that he is
licensed to practice in your state. Please complete the form below, and return it to this
office as soon as possible since licensure or eligibility for examination is dependent upon
receipt. Thank you for your cooperation. .

Name_ Nareshkumar G. Patel

Date of Birth 11/19/52 Licéﬁse Number 40132 Issued Feb., 1982 {(2/8/82)
Is the license current? ﬁ es ’/If not, please explain

What is basis of license? FLEX (X ) Written Exam { ) National Boards { )
Examination

Endorsement/Reciprocity { ) Other ( )

Has license been revoked, suspended, or surrendered? No

Reason:

Derogatory Information: None

one
Remarks: N

Board Seal Sisn?J'ca-ﬂ"Q"Q’ : E |.

: Executive Secrgtaty

T AR

Date  9/17/84




(‘e STATE OF OHIO

™ THE STATE MEDICAL BOARD AT

5 Suite 510 I3 HM
65 South Front Street . -ai‘,l:g

S Columbus, Ohio 43215 o

a g

. &3 .
TO: oklahoma -- STATE D
S MEDICAL | u,\A ./HNERS

FROM: Penny McKenZie, iicensure Assistant

The following physician has applied for licensure in Ohio. Qur files indicate that he is
licensed to practice in your state. Please complete the form below, and return it to this
office as soon as possible since licensure or ehglbuny for examination is dependent upon
receipt. Thank you for your cooperation.

Name_ Nareshkumar G. Patel

Date of Birth 11/19/52 License Number J4g40 Issued May, 1984

Is the license current? gz ) I[f not, please explain

What is basis of license? FLEX ( ) Written Exam ( ) National Boards ( )

Endorsement/Reciprocity(V)/ Other ( )

Has license been revoked, suspended, or surrendered? >z

Reason:

Derogatory Information: —% g me .

Remarks:

Signed (s ale (7 olom izt &
Title  Zilomn amacs Lt ZEAV

Date f“//"/y
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7875
Tele. No, 3 X
Smet. Nathiba Hargovandas Lakhmichand

MUNICIPAL MEDICAL COLLEGE.
OHIC SiATE cilie Bt
MEDICAL =nan Eilis Bridge,

AHMEDABAD-38000¢

B4 A5 29 P22 St 4o 9 1579

CERTIFICATE

This is to certfy tha:

Mr. [ Mix ¥

]

2 tel fareshkumar  G.

I

is a bonafide student of Smt. N. H. L. Municipal Medicai Coliege,
Ahmedabad which is affiliated to Gujarat University and is recognised b~

Medical Council of india.

He/54% has passed final M. B. B.S. Degree examination in _October,

1974 ) held by Gujarat University.

He /Sne nas successfully undergone tne compuisory rotatin-

ousemanship { internship training ) of one year from 1st Jan., |975

o Blat Ten d9 7% | as under :
Pericd 2Sbiecs Name of the institution }
"rom To hospital.
(y  1/1/1975  31/3/1975 V.S .Genersl Hospital,
Aomedebad .
(2) i/4/1975  35/6/1975 Rurel Health Center,
Savarmati.
(3) 1/7/1975 30/9/1975 Mana Gujarat Hospital,
Nadiad .
(4) 1/10/175 31/12/'75 L.G .General HospPital,

Ahmedagpad.

He / 4 bears a good moral character.

.
DEAN '
N.H.L. Munlcipal Medicai College
Ahmedabad-380006. :
c ko



{ 78375

Tele. No. 77080
Smt. Nathiba Hargovandas Laknmichand
McDICAL COLLEGE
Eilis Bridge,
AHMEDABAD-6,
Ref. No. B4 NG 29 P2:21 Dated - G -1979
CE2ZRATIFTICADE *

certify that Dr. Patel Nareshlumar G. was
student of this colleze from June 1970 to
! He has passed f“nd¢ M.B.B.S. exomina-~
er 1974, held by Gujarat University.

ot o -]

=0

[t u O @
s’

(@

A

ti%er naving Tessed The final M.B3.B.S. he was posted
for one year's ,uﬂOUL sory rotating dOJSuMansh*ﬁ Jron
i=2-1975 to SL— -1975. "He is now elegible Tor full
resistration after satisfactory completion of his

-

comnmx JJ.SO:}’ otati 5 housemanshi ©.

LA}

During thae sTuly nere as an unaergraduate student the
Tol.owing hours of woTK are required to be put in by
a m2Cical student in difTerent sublects ATver his
acmission tae avtendsnce of ¥r. Pasel QanhKumaT G. .
was reglear auring the period of his stuay at this
Mealicad LOoi.2e.
Troopnoxmne vreed durivi o Sne chudy At this coliee:
Subjecis Hours
I MJB.B.S. (1) AnaSomy,Embryology 982
z2 Pnysiology,Biochenistry, 700
Histology
I7 M.B.B.S,. glg Paaruacology 416
{2) Phamiacolynamics and 354
Therapeutics
2T . -
vo/ Porsnsic Medicine 24
(4, Pathology, EBaclterioiogy 354
117 K.B.B.S. (L) Surgery 1nﬂlu01“° Omhthal- 850
I‘.‘lOlGC‘y I .-1\4' DT a,OI"thO m"QICS, P@‘
hnaest;851a and Radiology . B
{(2) Medicine including 910 '
Paediatrics, Treventive &
Social Medicine. o
(3) Obstetrics & Gynaecology 530

416 conduet anG vehaviour during the period of study
vere satisfactory.

He bears a good moral character.

o
=4
o
=



UNIVERSITY OF MEDICINE AND DENTISTRY OF NEW JERSEY

100 BERGEN STREET / NEWARK, NEW JERSEY 07103

July 10, 1984

State Medical Board of Ohio
65 South Front Street

Room 510

Columbus, Ohio 43215

In re: Nareshkumar Patel, M.D.

To Whom It May Concern:

I write on behalf of the above mentioned physician who is applying for
licensure in the State of Ohio.

I have known Dr. Patel since July, 1980 when he joined our Department

as a first year resident in Obstetrics and Gynecology. Dr. Patel

completed his residency training on June 30, 1984, During the time

that I have known Dr. Patel he has demonstrated above average skills

and knowledge of our specialty. He is extremely hardworking, conscientious
and highly motivated. He is very thorough in the treatment of his patients
and uses sound medical judgement in their diagnosis and treatment.

Dr. Patel is a very pleasant and personable young man and is well liked
by our Attending Staff and his fellow house officers.

For the aforementioned reasons it is without hesitation that I support his
application for licensure in the State of Ohio.

Sincerely, gé

-

. =

Hatold A. Kaminetzky, Qg
Professor and Chairm

Department of Obstetrics and Gynecology :3

-

HAK: sdw O

The University of Medicine & Dentistry of New Jersey is a2n equal employment opportunity/affirmative action employer
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STATE OF OHIO

e THE STATE MEDICAL BOARD 4% L
9/12/84 - Suite 510 5
a 65 South Front Street Yy tb
= Columbus, Ohio 43215 AR ”
i od
(5' ) [
Dear Doctor: N.” Patel e

Your credentials and 5§plid§;10n for licensure have been reviewed. However, to complete the
processing of your credentfals for the Board:

Submit a notarized copy of your actual medical school diploma in 1ts original language,
which conferred the degree of Doctor of Medicine. Documents not in English must be
accompanied by an original, certified, official translation.

Submit an original, certified, officlal translation of your medical school diploma. The
translation must be on letterhead statlomary, notarized, and bear both the official seal
and signature of the notary. The translator must attest to the translation, sign and
date the translation in the presence of a notaryv or officer authorized to administer
oaths. This translation must be submitted in addition to the photocopy of your diploma
in its original language. The translation should be made by one of the following
individuals or institutions:

a) a professor of languages in that language

b) a priest or cleric only in the case of Latin documents

¢) a recognized translation service, in the United States, e.g., Berlitz

d) a foreilgn embassy or consulate authorized to perform translations

e) your medical school of graduation only in the case of your medical diploma
(Certificates of graduation are not acceptable in lieu of a translation or diploma)

~Submit a notarized copy of your standard ECFMG certificate.
!
% X Your resume: is not fully accountable (time period missing to )

You must account for all time, working and non-working, by month and
year in all countries. Explain what you were doing for all non-working

—%time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL ORDER. T T
o ﬁpst list exact dates (month and %ear
X must list complete addresses 6/78-6/80

must list position and department

must list hospitals where you hold/held staf

S

Lisked om  Posum~e ™

Ziv , pit. Vesnren f)l-}

o H n,

Complete the enclosed affidavit form. Thils must be notarized.

Submit a Certificate of Post-Graduate Training (Form 2) from

This form must be completed by either the director of the training program, the director
of the department, the hospital administrator or an individual authorized to verify the
requested information. The hospital seal must be placed in the appropriate place. PLEASE
USE THE ENCLOSED FORM.

The Certificate of Post-Graduate Training (Form 2) submitted by
was not completed properly. Enclosed is a duplicate form.

must be completed by someone of authority at the hospital who can
attest to the exact dates and capacities served.

must have the hospital seal affixed (if no seal, must state s0)

must list position and department served in

must list exact dates of service

must have the original signature

Submit two Certificates of Recommendation (Form 3) from two physiclans who have kmown you
at least six months. They must also sign the photoslip. PLEASE USE THE ENCLOSED FORMS.



We have received only one Certificate of Recommendation (Form 3) from .
you must submit one more. He must also sign the enclosed photoslip.

The Certificate of Recommendation (Form 3) submitted by was not
completed properly. Enclosed is a duplicate form,

the form must be notarized
must give full address of recommending physician

was not completed fully

must be completed by someone who is not related to you in any way
must be completed by someone who has known you at least six months

We did not receive a recent COLOR photograph of yourself. Please submit.

We have not received Form 4, which must be certified by the state in which you were

licensed by written examination.

We have not received the Certificate of Fifth Pathway (Form 5). Enclosed is a duplicate
form to be completed by the school where you completed your Fifth Pathway training.

We have not received a certified copy of your FLEX scores from the Federation of State
Medical Boards.

We have not received a copy of the letter you received from the state in which you passed
//EHE\FLEX examination in. Please submit a notarized copy.
XUJ do not have a training certificate from Univ. Hosp. .

E _¥lease submit a copy. This is the certificate the hospital 1ssues to you after you complete
your training. If you do not have a certificate, then have the Director of the department
you were in submit a letter stating the dates of training, the position and department you
were in and the reason why you do not have a certificate. The letter must {ginal
on the hospitals letterhead stationary and bear the Director's origi signature. )

Copyy  Subrite
€ you were

Please submit a copy of your license.

Why was there a delay between the time you took your examination an
licensed in ?

Please explain why you were not licensed in .

Part of your credentials are issued in one name, and part in another name. You must
supply the appropriate legal document which authorizes the name change, NOTARIZED COPY,
(i.e., Marriage Certificate, Divorce Decree). Any documents in a foreilgn language must
ngf accompanied by an original, certified, official translation.

éx Oﬁher: The Form 4 completed by the New Jersey Board was not completed properly. The

FLEX scores must be indicated on the form. Enclosed is the Form 4 to be completed

_—\\_\\_
properly. ///’ffcr,

a Cen to 5"““‘;‘— j
[/ rem L yay E¥04k4“*A‘ 06’ eand 34,A~j

o ‘f’f‘)/f{'-f

ONLY THOSE SECTIONS MARKED WITH UX" APPLY TO YOU.

* Ty el

Penny McKenzie
Licensure A551stant



GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.
SCHOOL OF SCHOOL
GRADUATION: __ N.H.L. Municipal Medical College LOCATION: Ahmedabad, India
DATE DEGREE DEGREE
CONFERRED: 3/29/76 CONFERRED: _ MBBS
E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80
INTERNSHIP:  pope

APPROVED
RESIDENCY: Univ. Hoso. Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:

BASIC SCIENCE: 69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

2/82

LICENSED IN: New Jersey

BASIS: FLEX

LETTERS OF RECOMMENDATION:

Shetty Shasmindra, MD

Shawnee, 0K

Wit Chainakul, MD

Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

(SEE ATTACHED RESUME)
REMARKS:

/ e rEm A e m et epE——

PIEASE n4zoi4 Dt

TIMOTHY L. STEPHENS JR.,, M. D.

0CT 3 o {8l
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Hospital or Institution =

150

City/State

SECTION 6: Resume

Country

pG od] 02 o

—.

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL °
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate
the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

-

COMPLETE ADDRESS

(INCLUDING STREET — .
APARTMENT, (IF AP- FATEL \ N
PLICABLE), CITY, STATE
DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.
SCHOOL OF SCHOOL
GRADUATION: __ N.H.L. Municipal Medical College LOCATION: Ahmedabad, India
DATE DEGREE DEGREE
CONFERRED: 3/29/76 CONFERRED: MBBS
E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80
INTERNSHIP: none

APPROVED
RESIDENCY: Univ. Hosp. Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:

BASIC SCIENCE: 63.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey  2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, OK
Wit Chainakul, MD Shawnee, OK
SPECIALTY:  0B/GYN
SPECIALTY BOARDS: none
AMA INFORMATION: ok
FEDERATION INFORMATION: ok
RECOMMENDATION FORMS: ok
(SEE ATTACHED RESUME) o
PILEASE 0477 DHE

REMARKS:

TAPPROVED st

y

. i —
s kastiol
- T ML

JOHN E. RAUCH g

0cT 2 5 1884
OCT 2 3 198
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SECTION &: Resume

Hospita! or Institution

City/State

Country

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES, Explain

what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

more space attach separate sheets.

the percentage of working time spent in clinical and administrative duties. If you require

DATES

-

COMPLETE ADDRESS
(INCLUDING STREET,
APARTMENT, (IF AP-

PATEL ~N .
PLICABLE), CITY, STATE
HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT _CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.

SCHOOL OF SCHOOL

GRADUATION:_ N.H.L. Municipal Medical Coliege LOCATION: Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED; 3/29/76 CONFERRED: MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80

INTERNSHIP:__ none

APPROVED
RESIDENCY: Univ. Hosp. Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE:_63.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey  2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: o

AMA' INFORMATION: o

FEDERATION INFORMATION: o

RECOMMENDATION FORMS: o

(SEE ATTACHED RESUME)

REMARKS : PLEASE il nE |
U RPPRUVED e, . L ROSTAN
________i_....u |
JORN B. BUCHAN. D.P.M.

0CT 2 5 1988
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SECTION 6 Resume
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List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES.
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOL

Explain
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

OGICAL
the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

-

COMPLETE ADDRESS
(INCLUDING STREET,

APARTMENT, (IF AP- PATEL , N
PLICABLE), CITY, STATE
DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME ; PATEL, Nareshkumar G.

SCHOOL OF SCHOOL

GRADUATION:__ N.H.L. Municipal Medical College LOCATION: Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED: 3/29/76 CONFERRED: MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80

INTERNSHIP: _ none

APPROVED
RESIDENCY: Univ. Hosp. Newark, NJ 7/80-6/84
g a B
[\\ANe
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE: 69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey  2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

(SEE ATTACHED RESUME)

P R e e

ool e T
REMARKS : PLEASE CHECL THE
RPPROVED Ut oo & ol

X

LEONARD L. LOVSHIN, M.D




SECTION 6: Resume

Hospital or Institution

City/State

Country

¢S 0d| 02 4

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain

P .
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

more space attach separate sheets.

the percentage of working time spent in clinical and administrative duties. If you require

DATES

-

COMPLETE ADDRESS
(INCLUDING STREET,
APARTMENT, (IF AP-

" PATE

PLICABLE), CITY, STATE ! )
HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.

SCHOOL OF SCHOOL

GRADUATION:__ N.H.L. Municipal Medical College LOCATION: Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED: 3/29/76 CONFERRED: MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80

INTERNSHIP: none

. |J i H SpP., Newa k' NJ J 0

ot *

DATE FLEX EXAM TAKEN: 12/8] FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE:_69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey 2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

(SEE ATTACHED RESWME) L

REMARKS : | PLEASE CMTTE TN
RPPROJED i tve . LGSl |
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Hospital or Institution

| 1!
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City/State

Country
SECTION 6: Resume
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List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain

what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

-

COMPLETE ADDRESS
(INCLUDING STREET,

APARTMENT, (IF AP- PATE L, N
PLICABLE), CITY, STATE
DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.)  DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Wareshkumar G.

SCHOOL OF SCHOOL

GRADUATION: _ N.H.L. Municipal Medical College LOCATION: __ Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED: 3/29/76 CONFERRED:  MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80

INTERNSHIP: nane

APPROVED
RESIDENCY: Univ. Hosp. Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE: 69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey 2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

(SEE ATTACHED RESUME) 807 2 3 B& o

PILEASE 0H=71 71E

U RPPROTED i tvvan. b kaslanl

/

REMARKS:

WILLIAM W. JOHNSTON
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City/State

Country
SECTION 6: Resume

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain

P .
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

e
-

COMPLETE ADDRESS

(INCLUDING STREET — .
APARTMENT, (IF AP- PATEL , N
PLICABLE), CITY, STATE
DATES HOSPITAL CR ZIP CODE, AND COUNTRY POSITION & % %
mo/yc-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.

SCHOOL QF SCHOOL

GRADUATION: _ N.H.L. Municipal Medical College LOCATION: Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED: 3/29/76 CONFERRED: MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE : 9/10/80

INTERNSHIP:___ nope

APPROVED
RESIDENCY: Univ. Hasp. Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE:_69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey  2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok .

(SEE ATTACHED RESUME) oct 23 O o

REMARKS ; PLEASE £ R i 'Tw__
APBROVEZD vl s '_I___ _a'____'l'__-_-_;\'l__
{_—

JOSEPH P. YUT, M. D
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SECTION &6: Resume

Hospital or Institution

Al

F{H

City/State

ey

yG (id | 02 48

Country

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL

TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNT
what you were doing FOR all nonworking time.

RIES, Explain
PLACE ALL ACTIVITIES IN CHRONOLOQGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

DATES

COMPLETE ADDRESS
(INCLUDING STREET,
APARTMENT, (IF AP-

FATEL "N
PLICABLE), CITY, STATE
HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.

SCHoOL OF SCHOOL

GRADUATION: _ N.H.L. Municipal Medical College LOCATION: Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED: 3/29/76 CONFERRED: __ MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80

INTERNSHIP:  nane

APPROVED
RESIDENCY: Unlv. Haso. Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE:_69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey 2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

7 ; .
(SEE ATTACHED RESUME) 3 199%

PILEASE O 71

-
[

REMARKS :

PETER LANCIONE, m. p,
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Hospital or Institution
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City/State

Country
SECTION 6: Resume

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain
what you were doing FOR all nonworking time., PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate
the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

-

COMPLETE ADDRESS
(INCLUDING STREET,

APARTMENT, (IF AP- PA tEL : WAV
PLICABLE), CITY, STATE
DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME: PATEL, Nareshkumar G.

SCHOOL OF SCHOOL

GRADUATION:___N.H.L. Municipal Medical College LOCATION: ¢~ Ahmedabad, India
DATE DEGREE . DEGREE \//
CONFERRED: 3/29/76 i CONFERRED: MBBS
E.C.F.M.G. NUMBER: 233-127-0  \/ DATE:: 9/10/80 b//

INTERNSHIP:__ none

RESIDENCY:  pn” es. Newark, NJ 7/80-6/84 \/
DATE FLEX EXAM TAKEN: 12/81 __ FOR: New Jersey y/
FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS: 1/
BASIC SCIENCE:_69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP:80.03 FLEX WEIGHTED AVG: 78 '
LICENSED IN: New Jersey 2/82  / BASIS: FLex o
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, OK

Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

(SEE ATTACHED RESUME)
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Hospital or Institution

il
T

City/State
SECTION 6 Resume

Country

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL

TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR [
what you were doing FOR all nonworking time.

N ALL COUNTRIES. Explain
PLACE ALL ACTIVITIES IN CHRONOLOGICAL

ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate
the percentage of working time spent in clinical and administrative duties. If you require
more space attach separate sheets.

-

COMPLETE ADDRESS
(INCLUDING STREET —_ .
APARTMENT, (IF AP- PATEL ; N
PLICABLE), CITY, STATE
DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) _ DEPARTMENT CLIN. ADMIN.
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GRADUATES OF FOREIGN MEDICAL SCHOOLS REQUESTING ENDORSEMENT

NAME : PATEL, Nareshkumar G.

SCHOOL OF SCHOOL

GRADUATION: __ N.H.L. Municipal Medical College LOCATION: __ Ahmedabad, India
DATE DEGREE DEGREE

CONFERRED: 3/2 CONFERRED: __ MBBS

E.C.F.M.G. NUMBER: 233-127-0 DATE: 9/10/80

INTERNSHIP:  pope

APPROVED
RESIDENCY: Univ. Hosp, Newark, NJ 7/80-6/84
DATE FLEX EXAM TAKEN: 12/81 FOR: New Jersey

FLEX GRADES RECEIVED AS FOLLOWS FROM THE FEDERATION OF STATE MEDICAL BOARDS:
BASIC SCIENCE: 69.42 CLINICAL SCIENCE: 81.33 CLINICAL COMP: 80.03 FLEX WEIGHTED AVG: 78

LICENSED IN: New Jersey  2/82 BASIS: FLEX
LETTERS OF RECOMMENDATION: Shetty Shasmindra, MD Shawnee, 0K
Wit Chainakul, MD Shawnee, 0K

SPECIALTY: 0B/GYN

SPECIALTY BOARDS: none

AMA INFORMATION: ok

FEDERATION INFORMATION: ok

RECOMMENDATION FORMS: ok

(SEE ATTACHED RESUME)
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SECTION &6: Resume

Hospital or Institution

City/State

=

-0
[
(e
3
~J
o0

-

Country

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain

what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

more space attach separate sheets.

the percentage of working time spent in clinical and administrative duties. If you require

DATES

-

COMPLETE ADDRESS
{INCLUDING STREET,
APARTMENT, (IF AP-

PATEL N

PLICABLE), CITY, STATE
HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
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a1

Slae ol Lo - . R 3900
THE STATE MEDICAL 5@\11[1 A ?-17
Sulte 510 - }? Fo -Ifr”
65 South Froni Suﬂ_-l_ & S
Columbus, Ohig #8215 418 P A
‘T - = ! A’,.— -__|
r_‘.‘u CENSUS BLANK 5L
A .
My name IN FULLns‘&TEL’ NARESHEY® &
Last Name Furst Middie
Place of birth AN SAR | [~2i 8 Date of birth __{J } 19 ) s
.l o 2¢ Month Dray ¥ear
L) yHL
Permanent or home addrass r Kewm D br K B r el Ok - P TA
Number Stregt City Stare Zip
Present maiting address__ 4 27 2 ;  frewdom Covpen D Chewwrae , ok ygol
Number Stragt City Srare Zwp
! have attended school as follows: |State name, locatian, and whether high schoal, undergraduate schoal or college)
v M OEMAN Lo, p iy Couleqt Bhrgdesd, 1ot for —das years, from rf:rr o 20 Year
|4 . - U A N e y, -t
M e MUY MED Ceonlol, Mhaales s 10,0 87 years, from — 10 1o 25
foor — . years, from o5 to YT
\ i i
. 4 ! - I oo fAR)
| was graduated from gu{ﬂ-ﬁh*"k L v gan )'?' L Aoha o AT { i u
\ L College Uinfvarsity atc i
tocated at _Ah muded s, /X014 in __ 133 Degree M s
Town Siate Zibgaar
;;‘_‘}/f/g’?‘ P {Signed by apphcant} J d:// T _
Pruaent e, 15 EY
m&‘ /6‘ 5’” Dated . =

{OVER]




EDM~14848

EQM-14646-8

5TATE MEDICAL BOARD OF OHIO |

U TIONS

65 SOUTH FRONT ST., SIITE 510 COQLUMBES, OHIO 43216 1 B0 HQT FOLD OR BTAPLE THIS GARD.
2. HEVERSE SIDE ETED.
{GCRTIFY, UNDER PENALTY OF THE LOSS oF My misd] 10 raacTice MEDT CINE 5. MAKE EEEC'E%A"%%L[?YEc?é’c'.‘s’;“;l'iim To:
AND SURGERY [N THE STATE OF 0K.S. THAT | HAYE COMPLETED ODURING THE LAST BUERNIUN TWE RECUISITE HOURS GF TREASURER, STATE OF QHIO

4. PUT IDENTIFICATION NUMBER ON CHECK,

5. MAAK CORRECT SPECIALTY CAOOE(5) BELOW,

B. SEND PAYMENT (DO NOT SEND CASH) AND THIS
APPLICATION IN ENCLOSED ENVELQFE TGO:

CONTIRUIRG  MegicAL EpucATion SERDFIED BYTRE CQHIO STATE MEDI CAL
AND & ROYED BY THE STATE MEDICAL BOARD ARD HEREDY MAKE APPLICATION FOR RENEWAL,

\ TREASURER, STATE OF GHIO
N gl HOX 2433 COLUMBUS, QIO 43218
(SIGNATURE OF APPKICANTI ) (DAY |
I
DENTIFIGATION REPCRT ANY CHANGE GF ADDRESS OF RECORD
APPLICATION FOR BIENKIAL LICENSE RENEWAL TO FRACTICE AS A NUMBER {PLEASE PRINT)
DOCYOR OF MEDICINE 35-05—-1343

3 NARESHKUMAR Ge PATEL LAST NAME FIRST NAME TNITIAL

1902 GORDON COOPER DRe
SHAWNEE OK 74801

STREET ADORESS

MD & DO SPECIALTY CODES AMOUNT DUE DATE DUE

ENTER ALL _, %100 .00 11715786 |C7Y STATE ZIF COBE
SPECIALTY CODES|39] |
{SEE LIST CN £HCLOSED CARD) {LIMIT OF 3} CAUNTY

TO RECENVE YOIUUR RENEWAL CARD 3Y DECEFMBER 18T, GETURN THIS APPLICATION AND FEE Y NOVEMBER 15

THE ADCRESS SHOWN ON THE FRONT OF THIS CARD WILL BE MAINTAIMED AS YOUR ADDRESS OF RECORD WITH THE BOARD.

FRINGIPAL PRAGTICE ADDRESS - IF DIFFERENT FRCOM THAT SECTION 4731.281, OHIO REVISED CODE REGUINES THAT A
SHOWN ON FRONT RESPONSE BE GIVEN TO THE FOLLOWING QUESTION. PLEASE
(PLEASE PRINT? MARK THE CORRECT BOX.

SINCE YQU LAST RENEWED YOUR OHIO MEDICAL LICENSE,
HAVE YOU BEEN FQUND GUILTY OR PLEAD GUILTY

LAST NAME FIRAT NAKE INITIAL OR NO CONTEST TO:
YES NO
ST EE ADDRESS D E a) a felony.
oY STATE ZIP CODE (] [l b a misdemeanor committed in the course of your
practice, or
COUNTY ] c.) a federal or state law ragulating the possession,
SOCIAL SECURITY NUMBER distribution or use of any drug?
AT ANY TIME SINCE THE LAST RENEWAL OF YOUR GCERTIFICATE HAVE YOLE:
YES {0 YES NO
G L,a 1.) Been addicted to or dependent upon alcohol I:] 3.) Surrenderad or consented to limitation
or any chemical substance? uf 3 : 1 icense to practice medicine, or state
or federal privileges to prescribe controlled
] 2) Had any disciplinary action taken or initiated substances?
against you by a state licensing agency? ] [E 4.) Had any hospital privileges suspanded or

revoked?



STATE MEDICAL BOARD OF OHIO e i o
1. OO NOT FOLD OR STAPLE THIS CARD.
SR 2. REVERSE SIDE MUST BE COMPLETED
+ CERTIFY, UNDER PENALTY OF THE LOSS OF MY RIGHT TO PRACTICE — 3. MAKE CHECK OR MONEY ORDER PAYABLE TO
WD S . T TREASURER, STATE OF OHIO
A5D SURGERY 1N THE STATE OF OHIO, THAT | HAVE GMPLETED DURAVG.THE EAST BEN FHEFOUISEGHQURS OF & U7 IREASURER. STATE OF OHIO
CONTH ING MEDICAL EDUGATION CERTIFIED 8Y THE 5. UPDATE SPECIALTY IF NEEDED,
AKD APPROVED BY THE STATE MEDICAL BOARD AND HEREBY MAKE APPLICATION FOR BENEWAL. 5 SENT PAYMENT (DO NOT SEND GASH; ANG THIS
_/,/*"“ - ) B APPLICATION iN ENCLOSED ENVELOPE TO:
=T 120y g TREASURER, STATE OF CHIO
] (SIGNAUREOF APPLICANT) (bATE) BOX 2438, COLUMBUS, OHIO 43216 ‘
DENTIFKGATION REPORT ANY CHANGE OF ADDRESS OF RECORD
APPLICATIGN FOR BIENNIAL LIGENSE RENEWAL TO PRACTICE AS A; i NUMBER (PLEASE PRINT)
el bR UF ML I[N 3i%=-05-1343
| Ae ¥ '
] m IR UMA R Ge PaTiu LAST NAME F!RSTW INTTIAL
ivod olmuLdN CO0PZ~ 2% a ;ﬁﬁ:@,g s W “ N 7 ‘
b st RanEE  dm Teall L R el
q STREET ADDRESS
# 0 2 MD & DO SPECIALTY CODES AMOUNTDUE  DATE DUE e
e A SPECIALTY CODES CURRENTLY N RECORD cITyY STATE
2 -~ . \ - ZIP CODE
o~ \\L{}‘ IF NECESSARY T0_CORREGT ENTER “m » 10':":_[?5‘ tl/s21/88
\\\_ ALL SPEGIALTY GDDE NUMBERS — Y P
{SEE LIFE ON ENCLOSED CARD) {LIMIT OF 3) J . o COUNTY

TO RECEIVE YOUR AENEWAL CARD BY DECEMBER 3157, RETURN THIS APPLICATION AND FEE BY NOVEMBER 1.

THE ADDRESS SHOWN ON THE FRONT OF THIS CARD WiLL

PRINCIPAL PRACTICE ADDRESS—IF DIFFERENT FROM THAT
" SHOWN ON FRONT

(PLEASE PRINT)

BE MAINTAINED AS YOUR ADDRESS OF RECORD WITH THE BOARD,

SECTION 4731.281, OHIO REVISED CODE REQUIRES THAT A
RESPONSE BE GIVEN TO THE FOLLOWING QUESTION. PLEASE
MARK THE CORRECT BOX.

SINCE YOU LAST RENEWED YQUR OHIO MEDICAL LICENSE,

LAST NAME FIRST NAME TNITGAL
STREET AGDREES
cTY STATE TP GODE

COUNTY
SQCIAL SECURITY NUMBER

HAVE YOU BEEN FOUND GIILTY OR PLEAD GUILTY
OR NO CONTEST TO:

YES NO

d E a.) a felony

| m b.) a federal or state law regulating the possession,
distribution or use of any drug?

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION FOR RENEWAL OF YOUR CERTIFICATION HAVE YOU:

YES

A

1.0
1.) Been addicted to or dependent upon alcohol or any chemical
D substarca? You may answer ng to this question if you have suc-
cassfully complated treatment at a program approved by thia
Board and have subsequantly adhared 10 all statuatory re-
guirsmenis as contained in Section 4731,224, O.A.C., and
rglated provisians; or are currantly encolled in a Board appraved
program.
g] 2,) Had any disciplinary action lakan or Init:ated against you by &
3ipta ikanaing agency?

[j.

YES NO 3.) Surrendered of consented to fimitation vpon a licensa Lo practice
D E] med i 3 ¢ state or kaderal puvileges ta prescriba controlled

subsdiCes;
i

4.} Had any clinical grivileges suspentdod or revoked for olhar Lthan
failure 1o maintain records or attand stall teetings.

CTN0224-03



LIETALE HERE ANL KEWD 1HES PORTION WITH FEE

MD & DO SPECIALTY CODES CURRENTLY ON RECOAD

.39 OBSTETRICS & GYNECOLOGY

STATE MEDICAL BOARD OF OHIO

SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
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PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FROM THE ADDRESS SHOWN ON FRONT:

s

il i1

YN O N T MR HEE N N Y A 0 O A A
Streat h“
TR SO 1 % N0 O U B T 0 U O P S O B
Streat  +/

I
V____..Mt.___ﬁ______ L1t [ ]
Cily [ Stale  Zip Code

Lt
County

(O O N DRI A B
3

HAVE YOI BEEN FOUND GUILTY OF, OR
PLEAD GHJILTY OR NO CONTEST TO ;

YES NO

D E A.) A felony

D A| B.) A federal or state law regulating the
_"_1 possession, distribution or use of any drug?

AT ANY TIME SINCE SIGNING YOUR
LAST APPLICATION FOR RENEWAL OF
YOUR CERTIFICATE HAVE YOU :

YES NO

D H 1.) Been addicted to or dependent upon
alcohol or any chemical substance? You
may answer "no" o this quastion if you
have successfully completed lrealment
at a program approved by this board and
have subseguently adhered to alf statutory
requirements as contained in section
4731.224, O.R.C., and related provisions,
or you ara currently enrolled in a board
approved program. Any questions
concerning approval can be directed
to the board offices.

YES NO

H D 2.) Had any disciptinary action taken
or initiated against you by any state
licensing board?

YES NO

’_.|\_ . 3.}.Surrendered, or consented to limitation

X upon: a) A license fo practice medicine;

OR b) State or federal privifeges to
prescribe controlfed substances?

YES NO

D H 4.) Had any clinical privileges suspended
or revoked for reasons other than failure fo

maintain records or attend staff meetings?




PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT

o TSt ST T T T T T T T T TRrracw HERE AND REMIT THIS PORTION WITHFEE T T T T T T T oo T o T oo

= = FR .ﬂxm ADDRESS m_IDs\Z ON FRONT:
Q o | H ] o
- <1 — —
[+ )
g EAEE g 52 2
ﬁc.w ﬁm Ll 3 _m_._cm_m,w_______,.,w_.“__“____rr_i_l_
A o 4 4 oo o e
M ﬁ$m 1 ] m _.w.,m_d_av_______..d____:_______
h eol o (A
O - Q — e i - 5 .
> M m _o_..._,.uﬁm&__:___m:a:_ml_l__l_lnrﬂlh_
o &) - — —] M tate Zip Code
s w akal q4 4 < a Lo B L
EN._ m g |« 0O Coung > :
< w| - - L
m ) Q T N | _ M Ill 0]
S & o g8 1 4 4 ] HAVE-XOU BEEN FOUND GUILTY OF, OR
o 9 W |g %] ] B PLED GUILTY OR NO nozﬂmmﬂ TO:
7] . o |a 7 T m
w3 ] m el 4 4 - YE
a - T S 0
W Ly qm > m % . — - M . ﬂm A)A ,.m.oaw or a__mqm_ﬂmm:o«
o = o | w2 4 4
m.. > F -] 8
W & mw_ < ] _ _ L B)A &Qmﬁm_. aq.ha_,m law regulating the
g B ,m mw nu.w 4 4 4 7 O possession, distribution or use of any drug?
O s uF_ m r -~ 7 Ln -
wl W 5 -1 m
al = & |04 i I A o AT NS TIME SINCE szio YOUR
o S |58 11 73 o LASE APPLICATION FUR RENEWAL OF
al - m 55 1T 1 YOUR CERTIFICATE %@m You: -
x| B 5900 11
= b (%] — — —i - w\mm ¢
m < TS | ._ 1.} Been maeﬂmn to or dependent upon
= Sl B W im E&~] alcohol or any-éhemical substance; or
™ ol e E  been freatod Ry or been diagnosed as
Ouw o~ -i suffering from.drug or alcohol dependency
L3 g o~ “  or abuse? You-miagy answer “no" to this
53 - mE o . question if youkiave successfully completed
. z - |Q - treatment at & program approved by this
o8 M,. e < m. H board and :m<mﬂ%§mm@m:$ adhered to
Q8 a 2 m — m ~ o all statutory requirements as contained in
o |Ez8 &5 e a0 section 4731.224, O.R.C., and related
oOF w FE m & ! o - provisions, or you are currently enrolied
®5 |= m_ W & m o in a hoard approved program. Any quastions
I mm NOM o o concerning approval can be directed
2 5 — fr ffices.
MW mmmﬂum 2 D to the board offices
3| [2gderRy | o YES NO
O .
Mm_v 2 ”Hc. WI 3 Slwuan - _H_ E 2.) Had a license denied by or had any
O =g I disciplinary action taken or initiated
@ m mmm € o E ageinst you by any state licensing board
==us a3 u|2@ ~& other than the State Medical Board of Qhio?
="9333¢ w,wﬁmn YES NO 5
= g5 m O ME € oy B Y 3.} Surrendered, or consented to limitation
OGS ,
_— m » M ] w < 1 upon: a) A license to practice medicine;
= ~|0dz mmm 3 A B m.. OR b) State or federal privileges to
== | |78%QS 5] . m o prescribe controfled substances?
= | |S w m 3 & g OO .
= & bl WMW. m = | - YES NO
= | (3 R g o g m"u v H _H_ 4.) Mad any clinical privileges suspencied,
= z| |&% 5 S S3IRS limited or revoked for reasons other than
= 9 | w.ﬁ 52 > Znbx faiture to maintain records or attend
— m QOTmmﬁ u.oc ™M O K staff meetings? =) ;s  hom beent
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_— 0 ry IOETQR OR~N
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cODE3

i H

1 |
CODE2

CODE1

SPECIALTY CODE(S) CORRECT AS LISTED
REPQRT ANY CHANGE OF ADDRESS

-~

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

0BG OBSTETRICS & GYNECOLOGY

tF CORRECTIONS ARE NECESSARY, PLEASE

ENTER ALL SPECIALTY CODES.

STREET

ya

[alhY

!
o

5
ZIP

STA

L

O KL A H e ST

ciyY

00000 2 5000

|

09350543 3"

(AR L R vy Pt B B

COUNTY

y

DATE DUE
05/01/94

&
Lo 7 A

y)ex)sy

DEIACH HERE ANLD KEWIT [HIS PORTION WITH FEE

RUE AND CORRECT IN EYERY

STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
$250.00

PATEL,M,D.

MEDICAL ASSOCIATION
AMOUNT DUE

CERTIFICATION
{ CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTIGE IN THE STATE OF
QHIO, THAT | HAYE COMPLETED OR WILL HAVE COMPLETED DURING THE 1892-1994
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED

{ SIGNATURE OF APPLICANT )

STATE
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION
IDENTIFICATION NUMBER

X

NARESHKUMAR G,

PROVIDED ON THIS APPLICATION FOR
35-05-1343

RESPECT.

gayTHE DHIO

7
)

SHAWNEE-OK—-74801

o7
[ ] ( -
LR S

AT

N T
QEHEQEBHE A

PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FROM THE ADDRESS SHOWN ON FRONT:

& hd NN B3RP STACET | | )

Street

S S T S X N O S S T Y OO O Y O
Street

grEAMe MR C Ty 0k 280304
CHy Sfate  Zip Code
SR AMe™ME |

County

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU :

YES NO
_H_ ! 1.) Been found guilty of, or pled guilty ar no
- | contest to a felony or misdemeanor.

YES NO

_H_ ! 2.) Been found guilty of, or pled guilty or no
conlest to a federal or state law regulating
the possession, distribution or use of any
drug?

YES NO

_u H 3.) Been addicted to or dependenf upon
alcohol or any chemical substance; or
been treated for, or been diagnosed as
suffering from, drug or aicoho! dependency
or abuse? You may answer “no” to this
question if you have successfully compiefed
treatment at a program approved by this
board and have subsequently adhered to
all statutory requirements as contained in
sections 4731.224 and 4731.25 O.R.C.. and
refated provisions, or you are currently
enrolled in a board approved program. Any
questions concerning approval can he
directed to the board offices.

YES NO

D - 4.) Had maipractice insurance canceiled
or limited for other than failure to pay
premiums?

YES NO

_H_ . 5.) Hadf any disciplinary action taken or
A initiated against you by any state licensing

board other than the State Medical
Board of Ohio?

YES NO

_H_ H 6.) Surrendered, or consented to fimifation
upon: a) A license to practice medicine;
OR b) State or federal priviteges to
prescribe controlied substances?

YES NO

H _H_ 7.) Had any clinical privileges suspended,
restricted or revoked for reasons other
than failure to maintain records or attend
staff meetings?

YES NO

. _ | 8) After January 14, 1991 referred a patient. or

D _m participated in an arrangement or schems for
roferral of a patieni. for clinical laboratory
services to a person or facilily in which either
your or a member of your immediate family has

an ownership or invesiment inlerest. or any
compensation arrangermeni?



PRINCIPAL PRACTICE ADRRESS - IF DIFFERENT

CRCIVE W, TRUPLWI L TRE |

R A R LI TtV

DETACH HERE AND REMIT THIS PORTION WITH FEE

I

. - - - FROMJFHE ADDRESS .ws.a»_..-\z ON FRONT:
Q F2 a ~ a I RB v a i
m a 3 - a Stroghy o, 2™}
Q) + o P D _MWMHH__B—_*_.L_»_m__ﬂ___,_._
b ﬂ 1 7 Ln Sirogl i
= 2|8k 3 s Chy- . S B Code
(e} HM W 1] 1 a . and P
. A © _m_ | o
d [4 Q -1 a Couniye~
= g5 1 M = AT R TIME SINCE m._ozxm YOUR LAST APPLICATION
T o ‘ m 8 15 ] 7 d FORAENEWAL OF YOUR LERTIFICATE HAVE YOU :
oy 14 -1 i - . R
=) . YESxe NO "
o 2 %4 8 1 1 1 = g@ 1.) Been foungfuilty of, or pled guilty or no
a m § & 171 71 1 m contest to a fe[Gpy or misdemeanor.
o] . a i e e i J YES NO .
nDu = “.w ) nHw = e e n E 2.) Been foundguilty of, or pled guilty or no
N W W W >l 4 4 —+ - " | coniest to a feral or state law reguiating
W o3 + a4 M —~ - - u S the possessiom.distribution or use of any
= .M d8 R drug? &
o = 2 mn m g4 1 4 - m 3.) Been addidlad to or dependent upon
S o SM b - o alcohol or any chemical substance; or
o ﬂ . mm <l 1 7 1 . O = beer treated o, or been diagrosed as
a 5 e ) b s B suffering from;‘drug or alcohol dependency
oyl W n 3 pu | 1 = 7 or abuse? Youiay answer "no" to this
ol = | 8= 5 - £ o Quastion if you heve successfully completad
= - mm Hm - 4 ms treaiment at & Brogram approved by this
2] A m B B 2% board and havesubsequently adhered to
S VA 2 aff statory redifroments as contained in
Ouw o =% sections 4731.224 and 4731.25 O.R.C, end
5 3 % o w4 related provisis, or you are currently
oo |62 T m - Yo ae enrolled in a bhard approved program. Any
F R M 3 mv ...V?! E|a ./l.t o questions conceérning approval can be
M% mw TM Wl m_ o 0 s NO directed to the board offices.
o waZs S =IT ] YES N
So| [EE MOW & = |“w m.n _H_ 4,) Had malpractice insurance cancelled
O (z¢ WN.. M <o o or limited for other than failure to pay
MO wwmhm 3 ! s NO premiums?
o |2 T YES N
mw mm WHM e o D '5,) Had any disciplinary action taken or
as (FE m - z 0 initigted against you by any stete licensing
W..w Mm mw..... 2 5 . o board other than the State Medical
Em mmmhm 3|y S a - VES O Board of Ohio?
HII.AR. 28y Seg M M_ *E o 6.) Surrendered, or consented to fimitation
"f&mw = mu Nﬂm 5 m.u L.. H _H_ m‘ upor: 8) A license to practice medicine;
= §x mlm w OCNnm ™ OR b) State or federal privileges to
———— m m“mm 3 m w M ~ O prescriba controlled substances?
. o = YES :
= ~Y mm Mﬂmm -t ) E Mnu _H_ .7.) Had any clinical privileges suspended,
= L MEM Q Gl « restricted or revoked for reasons other
= u 5 m QRS T 77 U than failure 1o maintain records or attend
= | |2di<58 |-|F g & staff meatings?
= o |3FEBLT g m— YES NO
— z| |38 ms EQ =1 ...M ﬂ o l 8) Referred a patient, or participated in an
= 2| |2ubory Z _H_ “ arrangement or scheme for referral of a patient,
== L (§ H - bl > 2 m for clinical laboratory services io & person
= I |§Twm g Q5 =] “ or facility in which eithar you or & member of
— F M - Qo " N ;
m— =) 300 " wn your immediate family has an ownership or
= 0 H,m T §8.« 8o Mo~ m investment interest, or any compensalion
— oh WTWMMWE mp“..mnx arrangement?
= n g bt
wmwmmmw M3N50 “___L___ﬁ__w_

Py e N et at R b Laa T TN T LN ]

- m e R Sk e wm M A e = me mm e . Em e hm o m e m Ew e Me MR WA SN MR R am R e e W M e R mm m m o W M e e M M A M En MR MR W E M e e o = = = = = = ==



PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

0BG OBSTETRICS & GYNECOLOGY

FROM.THE ADDRESS SHOWN ON FRONT:

__."-»lwu._______m______________
Strest _ F

__rw_____r-

.._____________

..J.____L_:___LI_ Lot
Ststs  ZIp Code

LLL]
CODE2  CODE3
1] |

REPORT ANY CHANGE OF ADDRESS
| 1

Ll |

#NY TIME SINCE SH zzo YOUR LAST APPLICATION
FOR-H mzmsk OF <o nmm:moﬁm HAVE YOU :

YES: NO

7 g . 1.) Baen 8=:Q guilty of, or pled guifty or no
confest tv & @.o:w or misdemeanor.
_\mm NO L

m_w_ 2.) Been fountd guilty of, or pled gullty or no
contest to & federal or state law regulating ¢
the possessfgn, distribution or use of any
drug?

+'00000 23 300

L1 L |
CODE?

oI

IF CORRECTIONS ARE NECESSARY, PLEASE
ENTER ALL SPECIALTY CODES.

=

3.) Been addicted to or dependent upon

e 1 alcohol or m;«%:ma__.om__ substance; or

pres been traatad for, or been diagnosed as
suffering from, drug or alcohol Qm.omaqm:ow
or abuse? <o= may danswer "no” fo this
question if Et have successfully completed
treatment at g, program approved by this
boerd and. ww_\m subsequently adhered 1o

033505134 3"

L

LJ:  SPECIALTY CODE(SIGORREGT AS LISTED o,

-
ey

{1 S N I O o
ol il el

!III]#IIII[[II!]]IIIILLJ

¥

-

DETACH HERE AND REMIT THIS PORTION WITH FEE

ATE MEDICAL BOARD OF OHIO

T
77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315

S
CERTIFICATION

1 CERTIFY, UNDER PENALTY QF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF
OHIO, THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1896-1958

A

all stetutory réquirements as contained in
seciions amm#mma and 4731.25 Q.A.C., and
related n_,o&u__o:m. or you are currently
enrolled in §board approved program. Any
questions doncerning approval can be
directad fo:the board offices.

€

WL S iR

%

T
e m w m e e e e o oE W m o

t
Ngz-
QESERESE 21

o
(DATE )
DATE DUE
05/01/98

YES NO .
D _M_ 4.) Had malpractice insurance cencelled
or limited for other than failure to pay
premiums?
YES NO
_H_ 5.) Had eny disciplinary action taken or
initiated against you by any state licensing
board other than tha State Medical
Board of Ohio?
YES NO
_H_ E 6.) Surrendered, or consented to limitation
upon: 8) A license o practice medicine;
OnR b) State or federal privileges fo
prescribe controlled substences?
YES NO
D H 7.) Had sny clinical privileges suspended,
restricted or revoked for reasons other
than failure to maintein records or attend
staff meetings?
YES NO .
. _H_ - 8.) Referred a patient, or pariicipated in an
7 arrangement or scheme for referral of a patient,
for clinical faboratory gorvices to a person
or fecility in which efther you or a member of
your Immediate family has an ownerghip or
inveatment interest, or any compenaation
arrangement?

235y

8 TRUE AND CORRECT IN EVERY

AMOUNT DUE
$211.00

( SIGNATURE qlf )I’PLICANT )
PATEL,M.D.

UISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED

syve OHI1O STATE MEDICAL
AND APPROVED 8Y THE STATE MEDICAL BOAR:

PROVIDED ON THIS APPLICATION FOR REN

IDENTIFICATION NUMBER
35-05-1343-P
NARESHKUMAR G.

6112 NW 63RD ST
OKLAHOMA CITY OK 73132

BIENNIUM THE REQ

5
u
)
%

I T oy U N Iy Y A Y 2

OAATAL DA™ B RARER



Ll L]

CODET

|
*0000030500.

I

SPECIALTY CODE(S) CORRECT AS LISTED
REPORT ANY CHANGE OF ADDRESS

%E#LLIIIJIIIIIIJ;IIIlIIIIIJ

09350543 30"

! wish to apply for Emeritus status: [
MD & DO SPECIALTY CODES CURRENTLY ON RECORD

086 OBSTETRICS & GYNECOLOGY

[]

IF CORRECTIONS ARE NECESSARY, PLEASE
ENTER ALL SPECIALTY CODES.

ET

bt | - [ 11
CITYlil [ 11 1 - IZI.FLEABEJ__I_I

Je )57
/ ( DATE)
DATE DUE
01/01/00

LETAGH MAME AND REMIT IHIS FORIION WITH FEE
STATE MEDICAL BOARD OF OHIO
ERY RESPECT.
LRERESEHE 21

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
CERTIFICATION
AMOUNT DUE
$305.00
PATEL,M.D.

t CERTIFY, UNDER PENALTY OF LOSS OF MY RRAHT TO PRACTICE IN THE STATE OF OHIO,
{ SIGNATURY oyﬁngCANT )

OHIO STATE MEDICAL ASSOCIATION
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION FROVIDED

AR RS

THAT ! HAVE COMPLETED OR WILL HAYVE COMPLETED DURING THE 1898-2000 REQGISTRATION

PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

ON THIS APPLICATION FOR RENEWAL IS TRUE AND
6112 NW 63RD ST
OKLAHOMA CITY OK 73132

35-05-1343-P
NARESHKUMAR G.

IDENTIFICATION NUMBER

PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FROMIHE ADDRESS SHOWSON FRONT: THIS
ADDRESS MUST BE ENTEREDAT EACH RENEWAL

IO O T T O Y O W N O O B B
Street> S it}
-3
T v T N DO B B s 0 B A O R B R O B
Stregt” - -,
ol R
O I Y . o Y O O Y I I
Gty . 0a *ii 7 State  Zip Cods
=g T -
Cou -
B o

AT ZRBZ TIME SINCE SIGNINGYDUR LAST APPLICATION
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU :

vese RO -

_H_ H 1.) Been found gufly of, or pled guilty or
no contest to, or téceived treatment in lieu

of conviction of, a¥glony or misdemeancr?

WY
£

YEE-NO -
2.} Been found guitty of, or pled guilly or no
contsst to a federsr br state law regulating
the possession, disidbution or use of any
drug? o

3.) Been addicted ¥’ or dependent upon
alcohol or any chemical substance; or

been treated for, g~been diagnosed as
suffering from, drior alcohol dependency
or abuse? You malidnswer "no” fo this
question if you have*successfully completed
treatment at a program approvad by this
board and have sibsequently adhered to

all statutory requirblgents as contained in
sections awm_.uuaﬂmuq 4731.25 O.R.C, and
related provisions, t you are currently
enrolled in & boarli-gpproved program. Any
questions concernity approval can be
directed to the bogrd offices.

A
iy b
g

YES NO

_H_ H 4.} Had malpractice insurance cancelled
or limited for other than failure to pay
premiums?

YES NO

_H_ H 5.} Been notified by any board, bureau,
depariment, agency, or other body
including those in Ghio, other than this
board, of any investigation concerning
you, or any charges, allegations or
complaints filed against you?

YES NO

_H_ H 6.) Surrendered, or consented to limitation
in any jurisdiction: a) A license fo practice
medicine;OR b} State or federal privileges
to prescribe controlled substances?

YES NO

_H_ E 7.) Had any clinical privileges or other
authority to practice suspended,restricted

or revoked for reasons other then failure to
maintain records or attend staff meetings?

I N N Iy U TN N O A S |
.. SOCIAL SECURITY NUMBER

[ TR et _are_



AT ANY TIME SINCE SIGNING YOUR LAST

o APPLICATION FOR RENEWAIL OF <0=m_

DETACH HERE AND REMIT THIS PORTION WITH FEE

1 ] RTIFICATE :
Q 2 m = Igt.lnm _
S Q| 8% H ES MO, ) H been found |
w 7] .} Have you been found
n& ﬂ 8 m T e Ew m_ guilly of, or pled guilty or no ,
[+ 4 b | alxl &1 1 =A contes! to, or received,
2 A L] Al troatment or intervention in |
S ._h m 3 <] | lieu of conviction of, &y
- -~ ~ o L L misdemeanor or felony? '
S Q N % wJ=JES NO !
e = 1
[+ 4 w -] _ 2.) Have you been addicted fo |
M m wm G N 1 - ﬁ oa dependent upon alcohol or |
[+ W O ..Nn % . 1 - any chemical subslance; or
w Q 2|y i e w..wmz we%.,an ﬁ.ﬁ or wae:.
~ - _ iagnosed as suffering from, |
mw Mu... JMI ﬂ w 5] | drug or aicohol dependency \
alu L olg <] ] W] T or abuse? You mav enswer)
o= > 2 o = "NO" to this question if you t
o W o W = ......n.; — e | have successfully compleled 1
- " W Mlna. a Ll treatment at, or are currently 1
i M wm & Mlu ] < enrolled in, a program approved \
Lien ) _m_ ﬁ. s € b by this Board and have adhered to all statutory requirements |
Ol w w8 17 Ml during and subsequent! to treatment. You must answer "YES" !
M m a M 3 T < Y if you have ever relapsed. Any questions concerning program |
b H (72} %3 m el | mul Y approval or conceming this question can be directed to the )
=W X board offices. , !
5 8% |u o« ] & € YES zo \ “
of (0 _H_ E m :N._ ~ <3| | 3.) Have any malpractice awards been paid by |
o =] M & &l - ...M wo: or on your behalf for acls occurring in any
N state other than Ohio? X
¥ mm 3 @ oE S YES zo "
() LS 74 - _H_ . 4) Hag any board, bureau, departmenl, agency, or |
o 5 other body, including those in Ohio, other than
.ulu_,2.. m 5 this boerd, filed any charges, allegations or
- Ew Q — complaints against you? 1
Oc| g5 ¥ |~ |8¥ YES NO
. Q L (=) !
[T mm” 5 ol (9~ _H_ . 5.) Have you surrendered, or consented to
Om Py mu m - f/ nDn .m m_ X limitation of, or to reprimand or probation |
Qe w M 714 it 11 N — P conceming, a license {o practice any healthcare |
Ma. [ mnvm o LB profession or stale or federal privileges to |
OD - m T 8 or o prescribe controlled substances in any )
B% _m n... CTM M =~ m b_.cz.un.___.nﬁ__..o:v You may answer "NQ" {o this |
LS. ~ o m.A o x o queslion if the only such surrender or consent |
< TR & _ was given lo this board. |
O2 |LP=E= o o YES NO ¥ )
mm m = mm m .M w m L _H_ H 6.) Have you had any clinical privileges or other |
w5 g m goang <3 3 = similar ingtitutional authorily suspended, restricted |
M@_ Ak ...Sm il o wo g m or revoked for reasons other than fail 1
w3l m M mhm ﬂ 3 U D. mainteln records on o timely basls or to attend |
L (O [ | O staff meetings? \
TIO red m ”A - ~ ™ \
1] o L
SRIER L) Qe al = m PRINCIPAL PRACTICE ADDRESS - THIS ADDRESS |
tE|582a082\ e 238 ~ = MUST BE ENTERED AT EACH RENEWAL. :
E m p y ME 30 /_ = & _.m " m Check this Box if you have NO principal i
~[O|n £8 g3 M S o ] e NKV .._1n_._ Practice address. "
Iy wmeum o Mu._v * o Gt b N 8303 sATE
| E o W i w QM w Stros! .
_.m muAAR = ae m [T I T Y D O A T T S A T IO I Y| '
| |5a2E5E ag = r Stroet '
2 |38Zmge §admo o !
o ﬂmn 3 T AW GARAHMA 9170 0K A 310
F (22028 M @ M Chty State  Zlp Code h
T HMMIMA wao CAhAEANI N )
[~ =~ i} m =
= = ROV = County '
3l |>5°8% Jhdnd :
@ K3 m [ g H &g ;
g - < = () i
~ [ ~
T E Q ZwO !
HETE ,
r




