STATE MEDICAL BOARD OF OHIO

/ }j.'? Za ey Y,
REQUEST FOR APPLICATION FoRMs 277 R

_f/_?/:"/‘;

PLEASE TYPE OR PRINT CLEARLY

I hereby subinit the following information in order to receive an application for licensure:

NAME : S TH TAR] D UZANNE

~ LAST (Surname) FIRST MIDDLE SUFFIX (Jr.,IT)
ADDRESS: 8302 (URZ20N AVE  CQINCINNATI OH 5210 HQﬂQb

STREET & NUMBER CITY STATE /TP NTR‘Y“A
TELEPHONE: BUSINESS: _ (H13) 3(:9 -2000 g@%g) HOME:  (

"AREA CODE & NUMBER —AR

BIRTH DATE: (Wg/ 77 /(¢ BIRTH PLACE: V&qlfj/hﬁu;_ - HA sA

ﬁ%%7§%%fﬂ?““ STATE COUNTRY

[MEDICAL EDUCATION|

MEDICAL SCHOOL /-
OF GRADUATION: #

SCH 00| ;
7 )
9, I\ / /B8
ate ate & Y
OTHER MEDICAL iy
SCHOOLS
ATTENDED: NONE
(IF "NONE SCHOOL NAME STREET ADDRESS CTTY  STATE COUNTRY
ENTER "NONE")
L bR
FROM (date) 710 (date) REASON EDUCATION NOT COMPLETED AT THIS SCHOOL
SCHOOL NAME STREET ADDRESS TITY STATE TOUNTRY
e A
FEOM (data] 10 [d3te) Ao ToUCATION N COMPLTTE D AT TS SCHo0r

ESC.F.M.G. CERTIFICATE: .YES N X NUMBER DATE ISSUED fritl

IFIFTH PATHWAY|

FIFTH PATHWAY

PROGRAM AT: ' AFFILIATED WITH:

(IF "NONE", “HOSPITAL OR INSTITUTTION MEDICA

ENTER "NONE)

ADDRESS: DATE : el §u
STREET & NUMBER 47 5D ] STATE Z1F FROM T0

QUALIFYING EXAM TAKEN: DATE: Vet

|POSTGRADUATE TRAINING|

LIST ALL-POSTGRADUATE TRAINING (INTERNSHIP, RESIDENCY OR CLINICAL FELLOWSHIP), UNDERTAKEN IN THE
. 8. UR—CANADA. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

fl//: o . 4 ; L ) m " I( - g
HOSPITAL:/ [INI\VEES | TV , T 224 GeoDMAN _ AENCINAAT Z k. B
/ Wb Culf A 2
POSITION: T’G ™ DEPARTMENT OB/ GYN _DATE: 7/ | /8% /| presevd
FROM TOA - -3
HOSPITAL:
NAME STREET ADDRESS CITY STATE
POSITION: DEPARTMENT: DEYES et = / £ .
FROM T0
HOSPITAL:
NAME STREET ADDRESS CITY STATE
POSITION: DEPARTMENT: DaTEs- . B ] "y
FROM T0
HOSPITAL:
NAVME STREET ADDRESS CITY STATE
POSITION: , DEPARTMENT: DATES . Bt / .t
FROM T0

aoh 9 4 1089




|LICENSES IN OTHER COUNTRIES]

L

LIST ALL FOREIGN COUNTRIES IN WHICH YOU HOLD OR HAVE HELD A FULL RIGHT TO PRACTICE MEDICINE AND
SURGERY. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

*

COUNTRY: ISSUBSDATE e | LICENSE # CURRENT:YES _NO__

e —

COUNTRY ISSUE DATE: | B LICENSE # CURRENT:YES NO

|LICENSES IN THE UNITED STATES|

LIST ALL STATES IN WHICH YOU ARE OR HAVE BEEN LICENSED TO PRACTICE MEDICINE AND SURGERY

OR OSTEOPATHIC MEDICINE AND SURGERY. INDICATE THE LICENSE NUMBER, DATE OF ISSUANCE, WHETHER OR
NOT THE LICENSE IS CURRENT, AND THE BASIS OF LICENSURE (E.G., FLEX EXAM, ENDORSEMENT OF OTHER
STATE LICENSE, ENDORSEMENT OF DIPLOMATE STATUS, ETC.) IF ADDITIONAL SPACE IS NEEDED, PLEASE
ATTACH AN EXTRA SHEET.

STATE: ISSUE DATE: g LICENSE #: CURRENT:YES NO

BASIS OF LICENSURE:

STATE: ISSUE DATE: £ [ LICENSE =& CURRENT:YES NO__

BASIS OF LICENSURE:

STATE: ISSUE DATE: iy o LICENSE #: CURRENT:YES NO

BASIS OF LICENSURE:

| STATE BOARD OR FLEX EXAMINATIONS TAKEN]

LIST EACH AND EVERY STATE BOARD OR FLEX EXAM WHICH YOU HAVE TAKEN WHETHER IN OHIO OR ANY OTHER
STATE, TERRITORY OR PROVINCE. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

STATE: _OH DATE TAKEN: __ B- | -8 PAsS: X FAIL: __ FULL (K) PARTIAL ( )
STATE: DATE TAKEN: PASS: __ FAIL: ____ FULL () PARTIAL ( )
STATE: DATE TAKEN: PASS: __ FAIL: ___ FULL () PARTIAL ()
STATE: DATE TAKEN: PASS: FAIL: ___ FULL () PARTIAL ()

—— it .

fADDITIONAL ELIGIBILITY INFORMATION -ANSWER ALL QUESTIONS]

DIPLOMATE OF THE NATIONAL BOARD OF MEDICAL EXAMINERS?  YES NO Zﬁi DATE / 8
DIPLOMATE OF THE NATIONAL BOARD OF OSTEOPATHIC MEDICAL EXAMINERS? YES NO 2{ DATE / /

—

A LICENTIATE OF THE MEDICAL COUNSEL OF CANADA? YES NO .><:DATE !/

A U.S. CITIZEN? YES Y NO __ BASIS OF CITIZENSHIP DATE: _ / /
A GRADUATE OF A MEXICAN MEDICAL SCHOOL? YES __ NO X DATE __ / /

DEGREE OBTAINED (CHECK ONLY ONE):  ACTA TITULO MEDICO CIRUJANO

HAVE YOU ACHIEVED A SCORE OF AT LEAST TWO HUNDRED THIRTY (230) ON THE TEST OF SPOKEN ENGLISH OF
THE EDUCATIONAL TESTING SERVICE AS REQUIRED UNDER SECTION 4731.09, 0.R.C.?

YES NO
QHIO RESIDENT AT THE TIME OF ADMISSION TO MEDICAL SCHOOL? YES :ﬁ; NO

IF YES, GIVE FULL ADDRESS AT THAT TIME:

29%lo_(lentanon Qex Kd Q%YJ Qo e, OH US0IS

STREET ADDRESS/ / STATE ZIP

[CERTIFICATION|

I TAaRIEEH LT B , HEREBY CERTIFY THAT I AM THE
~ PERSON REFERRED 10 IN THE FOREGOING SCREENING FORM; THAT THE STATEMENTS
THEREIN ARE STRICTLY TRUE IN EVERY RESPECT AND THAT I HAVE READ AND
TUNDERSTAND THIS CERTIFICATION.

— =

e - : L 720) -~
mﬁﬁ-y%}h%f 4-20-89

URE - DATE
STATE MEDICAL BOARD
RETURN TO: {7 SOUTH HIGH STREET
17TH FLOOR

COLUMBUS, QHIQ 43215



A [L/ ) "*L";g-]' APPLICATION FOR MEDICAL & OSTEOPATHIC LICENSURE
t\flﬁ“ Wt STATE MEDICAL BOARD
|/ N, 77_SOUTH HIGH STREET
17TH FLOOR

| COLUMBUS, OHIO 43215
ALL RESPONSES MUST BE TYPED

| 5 SOCIAL
SECURITY - =

s FULL NAME

(Use no
initials) Smith Tari _Suzanne
LAST (Surname) FIRST MIDDLE - SUFFIX (Jr., II)
25 NAME
(As you pre-
fer it
inscribed on
your Ohio
Ticense) Smith Tari S.
LAST (Surname) FIRST MIDDLE SUFFIX (dr., II)
4, ALTERNATE
NAMES
(IF "NONE"
ENTER
"NONE") none
LAST (Surname) FIRST MIDDLE SUFFIX (Jr., II)
5. CURRENT
ADDRESS 8302 Curzon Ave.
STREET NUMBER & NAME
Cincinnati Ohio 45216 U.S.A.
CITY - STATE ZIP CODE COUNTRY

g, PHYSICAL

DESCRIPTION 5ran 110 brown brown none
AEIGHT WEIGHT HAIR COLOR COLOR OF EYES IDENTIFYING MARKS

7. SEX MALE §o-) FEMALE [ X ] FOR STATISTICS ONLY (Optional)
8. CITY IN
OHIO WHERE
YOU PLAN
TO PRACTICE: Hamilton
CITY - OR COUNTY

PLANS OF PRACTICE: general OB/GYN

2. SPECIALTY

BOARDS NAME OF BOARD CERTIFIED YEAR
(USA, Canada SPECIALTY BOARD YES NO CERTIFIED COUNTRY
and foreign
countries) ] 1
T Ce
= L 1
FOR OFFICE USE ONLY 34 AN 35 \
&
ALY . S
A L0 I 4?
7 e >
b-afd-£7 >

(fo 00 pe Zip

***PAPERCLIP (DO NOT STAPLE) YOUR CHECK OR MONEY ORDER HERE***



RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation” or "looking for residency program", as
well as your permanent address for this period. For any time in which you worked for an
"emergency medical group” or did Tocum tenens you must Tist all hospitals where you worked. If
in private practice, indicate the hospitals where you hold or have held privileges and include
complete addresses. Failure to include complete addresses will result in delay in processing
your application, 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.

ENTER NAME OF HOSPITAL/ (fﬂxﬁ Wk Tt
DATES UNIVERSITY WHERE TRAINED SN\ Vo A
IN OR EMPLOYED, OR OTHER WYL
CHRONO- WORKING OR NON-WORKING
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN,
ORDER ADDRESSES DEPARTMENT g ¢

University of Cincinnati PGI in OB/GYN 100

:

General, Hospit
a. month year Hosp1taf/Unf%gkg%ty/Other

o 0 e . e € i S . e e, S P ko e e e e S o e S

234 Goodman St.
T0 Cincinnati, OH 45267

06 89
month year Street Address City/State Zip

:

b. month year |[Hospital/University/Other

Eg

month = year |Street Address - City/State Zip

T

c. month year |Hospital/University/Other

TO

month  year | Street Address City/State Zip

d. month year ) Hospital/University/Other

T0

“month year Street Address City/State Zip

e. month year | Hospital/University/Other

T0

month year Street Address City/State Zip




ENTER NAME OF HOSPITAL/

DATES UNIVERSITY WHERE TRAINED

IN OR EMPLOYED, OR OTHER

CHRONO- WORKING OR NON-WORKING

LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.

ORDER ADDRESSES DEPARTMENT 3 2

f. month year |Hospital/University/Other

month year |[Street Address City/State Zip

g. month year |Hospital/University/Other

T0

month year |Street Address City/State Zip

h. month year |Hospital/University/QOther

’_ _________________________________

T0

month  year |Street Address City/State Zip

i. month year |Hospital/University/Other

T0
month year | Street Address City/State Zip

T0
month year | Street Address City/State Zip

k. month year FHospita1/University/Other

T0
month year | Street Address City/State Zip

fj 2 month vyear
TO
month year Street Address City/State Zip

Hospital/University/Qther




ADDITIONAL INFORMATION

IF YOU ANSWER "YES" TO ANY OF THE FOLLOWING QUESTIONS, YOU ARE REQUIRED TO FURNISH COMPLETE
DETAILS, INCLUDING DATE, PLACE, REASON AND DISPOSITION OF THE MATTER. ALL AFFIRMATIVE ANSWERS
MUST BE THOROUGHLY EXPLAINED ON A SEPARATE SHEET OF PAPER.

YES NO
1. Have you ever been denied staff membership at [ ] [x ]
any hospital, nursing home, c¢linic, health maintenance
organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had L 1 [x ]
admissions monitored, had privileges limited, had privileges
suspended or terminated, been put on probation, or been
requested to withdraw from any hospital, .nursing home,
c¢linic, health maintenance organization, or other similar
institution in which you have trained, been a staff member,
or held privileges for other than reasons of failure to
maintain records on a timely basis or failure to attend
staff or section meetings?

3. Have you ever resigned, withdrawn, or terminated, or have [ 1] (X1
you ever been requested to resign, withdraw, or otherwise
terminate your position with a medical partnership,
professional association, corporation, health maintenance
organization, or other medical practice organization, either
private or public?

4. Have you ever been warned by, censured by, disciplined by, L1 [x ]
been put on probation by, been requested to withdraw from,
dismissed from, been refused renewal of a contract by, or
expelled from a medical school, clinical clerkship,
externship, preceptorship, or postdoctoral training program?

5. Have you ever transferred from one postdoctoral training [ ] [x ]
program to another?

6. Have you ever, for any reason, lost Specialty Board [ ] [(x]
Certification in the U.S. or elsewhere?

7. Has any board, bureau, department, agency, or other body [ ] [X1]
Timited, restricted, suspended, or revoked any professional
license, certificate, or registration granted to you, or
imposed a fine or reprimand against you?

8. Have you ever voluntarily surrendered any professional [ ] [(x ]
license, certificate, or registration issued to you by
a board, bureau, department, agency, or other body?

9. Have you ever been requested to appear before any board, L ] [x ]
bureau, department, agency, or other body concerning
allegations against you?

10. Have you ever entered into an agreement of any kind with [ ] [x 1
respect to a professional license, whether oral or written,
in lieu of formal disciplinary action, with any board, bureau,
department, agency or other body?

11. Have you ever been notified of any charges or complaints [ ] [x ]
filed against you with any board, bureau, deparment, agency,
or other body with respect to a professional license?

12. Are you now or have you ever been addicted to or excessively [ ] [x 1
used alcohol, narcotics, barbiturates, or other drugs
affecting the central nervous system, or any drugs which may
cause physical or psychological dependence?




13.

14.

15.

16.

17.

18,

19.

20.

Have you ever been a patient (voluntary or otherwise) in any
institution for the treatment of emotional or mental illness,
drug addiction or abuse, or alcohol problem?

Have you ever been treated but not hospitalized, for emotional
or mental illness, drug addiction or abuse, or alcohol problem?

Have you ever been denied or surrendered a state or federal
controlled substance registration, had it revoked or restricted
in any way, or been warned, reprimanded, been requested to appear
before or fined by the responsible agency?

Have you ever been convicted or been found guilty of a violation
of federal law, state law, or municipal ordinance other than a
minor traffic violation?

Have you ever forfeited collateral, bail or bond for breach or
violation of any law, police regulation, or ordinance other

than for minor traffic violation, been summoned into court

as a defendant, or had any lawsuit (other than malpractice suit)
filed against you?

Have you been a defendant in a legal action involving professional

liability (malpractice), or had a professional liability claim paid

on your behalf or paid such a claim yourself?

Have you ever been denied, or relinquished, participation in any

third party reimbursement program, whether governmental or private,
or had such participation limited, restricted, suspended, or revoked;
or been warned, reprimanded, requested to appear before, or fined by

the responsible body?

Have you ever been denied licensure, application for Ticensure, or
privilege of taking examination, or withdrawn any application, in
any state, territory, province, or country for any reasons?

[ x]

b€ |

[x 1

#

x @

x ]

(X 1]

[x 1



FORM 1
CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physicians must be sufficiently acquainted with the applicant for
at Teast SIX months. Relatives may not serve as recommending physicians. Recommending
physicians are strongly urged to include additional comments. This form must be notarized. All
questions must be answered. 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.

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT IS ATTACHED

I, Robert W. Rebar , a licensed and practicing physician in the state of

Name of Recommending Physician

i . ‘Tari Suzanne Smith
Ohio affirm that , has been known

Name of Applicant
to me personally and professionally for / years and that he/she is of good moral and
ethical character. Further, the photograph affixed hereto is a genuine likeness of the
applicant, [ offer the following support of his/her app]icatioh for  full licensure:

[ rate his/her medical knowledge and technique as: 554621234Lﬂ-

His/her command of the’Eng1ish language is: Ex calloat

I rate his/her ability to work well with peers and medical staff as: Z%:daé%i¢¢j1'
His/her relationship with patients is: &y cellend

Additional comments: }) Somith dil g il i ol B A ac&w cen

s Jpetrtects o Jg g 7
I hereby recommend him/her for full licensure to practice medicine/osteopathic medicine in -
Ohio.

X ML«F 7[\ @WV Robert W. Rebar, M.D.
Signature of Recommending Physician wame ut necommending Physiclan
(Please print or type)

231 Bethesda Avenue

Cincinnati, Ohio 45267-0526 513/558-8440
Address of Recommending Physician Telephone Number
(Include City, State, Zip) (Include Area Code)
56694 Ohio
(SEAL) State of Licensure and License Number

of Recommending Physician

is 22_@ day of (L«/mﬂ. , 19 &7 .

0/ jz%/z@%,@ A Z 4*’”"&4
NofarypRRBARA B BURNETT

'

/ Notary Public, State of Ohlg

Date Comm1ss1oh Expﬁﬂhgﬂg

0T0 . Upon comnletion return to:

STATE MEDICAL BOARD
77 SOUTH HIGH STREET
17TH FLOOR

COLUMBUS, OHIO 43215

2/52 ;
Date Phdto faken ; -‘Li‘\sﬁ@\




FORM 1 AMG

CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physicians must be sufficiently acquainted with the applicant for
at least SIX months. Relatives may not serve as recommending physicians. Recommending
physicians are strongly urged to include additional comments. This form must be notarized. Al1
questions must be answered. 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.

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT IS ATTACHED

I, Tom P. Barden , a licensed and practicing physician in the state of

Name of Recommending Physician
Ohio affirm that Tari Suzanne Smith , has been known

Name of Applicant
to me personally and professionaily for ] years and that he/she is of good moral and
ethical character, Further, the photograph affixed hereto is a genuine likeness of the
applicant. [ offer the following support of his/her application for full licensure:

I rate his/her medical knowledge and technique as: A bore Avero= o
His/her command of the English language is: ax Co\low '
I rate his/her ability to work well with peers and medical staff as:

His/her relationship with patients is:

oxco leut

Additional comments:

I hereby recommend him/her for full licensure to practice medicine/osteopathic medicine in

Ohio.
— @ (G —

Signature of Recommending Physician

Tom P. Barden, M.D.
name of Kecommending PnysSician
(Please print or type)

231 Bethesda Avenue
Cincinnati, Ohio 45267-0526

Address of Recoimending Physician
(Inciude City, State, Zip)

(SEAL)

i
Subscribed and sworn to this 529

Srgnature of App11cant

2/

Date Phéto Taken

513/558-8440

Telephone Number
(Include Area Code)

OR G122  OHio

State of Licensure and License Number
of Recommending Physician

(:)tlﬂté , 1987 .

&ﬁy’égzkbﬁéﬁzyL ,/éfa/(jz;bouéd;*i'

/NOtﬁAﬁBA@J VBuyﬁEn

Notary Public, State of Ohio

Date Eomm1§??3#’tiﬁfﬁ§%

Upon completion return to:

STATE MEDICAL BOARD
77 SOUTH HIGH STREET
17TH FLOOR

COLUMBUS, OHIO 43215



*AATUTS FORM SHALL NOT BE COMPLETED MCRE THAN 30 DAYS PRICR TC ' ;ﬁ I)
COMPLETION OF TRAINING.

FORM 2
CIRATIFITATL CF POST-0RADLATT =384y,
MAIL TO HOSPITAL OR INSTITUTION JF POSTGRADUATI TIALNING IN THI .5, 22 TANAOA
Qear Sir:
[ am applying for a license to oractice medicine in the State of Jnin. Tha Stats Madica) 3car

of Ohio requires that my postjraduite training Je certified, Please complete *ne farm and
return it directly to the Stite Mezical 3card of Qhio at the address listed Selow. Thank you

This certifies that 'T)%ii} X #J&El}ﬂJAIEf ML T H nas rendered satisfactory
Name 2% icoliiant)
and continucus service as 3:{7) fJ Antern > 0b/Gyn
(] resident in
[ ] clinical fallow {.secartzent)
at University of Cincinnati Hospital , 234 Goodman Ave., Cincinnati, OH 45267
(Name of Hospital) ' c.cmplete Address of dospital)
from July 1, 1988 to June 30, 1989 oIt is
Deginning (month/lay/year) ending (montn/day/year)
further certified that the abcve name ([ ] was 3awarde: 3 certificate on
[X] was not (month/day/year)
and that the training [x] was accredited by ACGME/AQA,
[ ] was not
| — EEQ#k&“-ffgrhVEE D St

Signature of Medical Jirectar or Program Uirector

(Original signatucres cnly, name stamps will not
(SEAL CF HOSPITAL) be accepted) ! e

Tom P, Barden, M.D.

‘Name (PTlease print ar type)

Svuve b, (929
Jate

[f the hospital has no seal, pleasa indicate and have form nctarized,

Jpon completion return to:

STATE MEDICAL BOARD 0
77 SOUTH HIGH STREET

17TH FLOOR

COLUMBUS, OHIO 43215

3‘3§§

yON



AFFIDAVIT AND RELEASE

AFFIDAVIT AND The affidavit and release below must be completed
RELEASE OF by ALL applicants. The form must be notarized.
APPLICANT FaiTure of any applicant to submit the affidavit

completed and notarized with the application will
result in your application being returned to you.

ss  STATE OF Ohio

COUNTY OF  nomilton

I, Tari Crimanne Gemith hereby certify under oath that I am the
person named in this appiication for a license to practice medicine or osteopathic medicine in
the State of Ohio; that all statements I have or shall make with respect thereto are true, tha
1 am the original and lawful possessor and person named in the various forms and credentials
furnished or to be furnished to this Board with respect to my application; and that all
documents, forms, or copies thereof furnished or to be furnished with respect to my applicatio:
are strictly true in every respect.

I acknowledge that I have read the general information and instructions for all applicants and
the Routes to Licensure and I have answered all questions in compliance with these instruction
and understand that the fee I submitted is not refundable or transferable.

I further state that by filing this application for a Ticense to practice medicine or
osteopathic medicine in the State of Ohio, I hereby authorize and consent to have an
investigation made as to my moral character, professional reputation and fitness for the
practice of medicine. I agree to give any further information which may be required in
reference to my past record. I understand that I will not receive a copy of any reports or
know their contents and I further understand that the contents of any investigative report wil
be privileged.

1 further understand that failure to complete this application as requested by the Board withi
six months can be considered as abandonment of any request for licensure and that any fee I
submitted is not refundable or transferable.

1 authorize and request every person, hospital, clinic, governmental agency (local, state,
federal or foreign), court, association, instituticn, or Taw enforcement agency having control
of any documents, records and other information pertaining to me to furnish to the State
Medical Board of Ohio any such information, including documents, records regarding charges or
complaints filed against me, formal or informal, pending or closed, or any other pertinent dat.
and to permit the State Medical Board of Ohio or any of its agents or representatives to
inspect and make copies of such documents, records, and other information in connection with
this application, subsequent Ticensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or
representatives, and any person furnishing information, any and all 1iability of every nature
and kind arising out of investigation made by the State Medical Board of Ohio. I authorize th
State Medical Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal
or foreign); or to any hospital, nursing home, clinic, health maintenance organization, or
similar institution; or to any professional association.

I further understand that a certificate to practice medicine or osteopathic medicine in Ohio
will be considered on the truth of the statements and documents contajned therein or to be
furnished, which if false, can subject me to permanen 3 f “certificate.

S¥gnature of Applicant
C;_JZi
Subscribed and sworn to before me this / day of 19 J7f?

%V/M/fjw

oA GBRA o ShapEnr e

Y 5 Notary Public/ State” of Ohio
(NOTRNFAL) My Commission Expires June 15, 1993

Date Commission Expires

JUN 2 6 1988




< UNSNIIIT 40 SISvE

\ w._\n _ *NOI1JV Qyvod

*NOTLYNIWY3L3d

334
/J

Z

2 A2y
e )

o 07~ :# IVII41143D
LTINS

l,\\
<78 mmmwwmmbnmmwx “uz<z

&

ATNO 3SNn d¥v09 ¥0d

panss] d3eq.

£4R]3409¢§

Yoy )

dau}§4$@wvatavamvxﬂ\ |

Jdautwexy aduedjuy

[y ” ﬂwt\:‘f \ (=

..&) L0

0Ly 30 pJeog |eOLp3l d3e3S 9yl Jo suorje|nbaa ay3
pue oLyg 4O S93N3LIS BY3 Y3ILM AJLWJAOJUOD UL BULDLpSW
J0 Apn3s ayj 40J sjuswaJLnbad uoLiednpa AJeuiuwy|dud
jaw sey juedifdde spyy jeyy A413492 03 SL SLyj

ON

NOILVING3 AYVYNIWIIIYd
30 3J1VIOI4I143)

AINO 3SN dy¥vod dod



STATE MEDICAL BOARD
77 SOUTH HIGH STREET

17TH FLOOR

COLUMBUS, OHIO 43215 ("

My name IN FULL is Skq T

High School

or Equivalent:

Undergraduate
College or
Equivalent:

[

%\
/’\"“\ o\\/‘\

Medical School
of Graduation:

PRELIMINARY EDUCATION FORM

TAL ] SUZANNE
LAST FIRST MIDDLE
OLEN 1ANQ\JJJL(6H De—,cA& WAEC Y USA
SCHOOL NAME STATE COUNTRY
/1T o/ /ﬁo =y
FROM (DATE) TO (DATE) DEGREE
QMO FATE UNIV — COCUMBUS N4 U3A
SCHOOL NAME CITY STA}E" 3 COUNTRY
80 3 B4 [ BS
FROMATDATE TO (DATE) K\\‘dPEgREE
SCHOOL NAME CITY STATE COUNTRY
. . _
FROM (DATE) TO (DATE) DEGREE
WRIGHT ITATE F‘m@ﬁoem Qu LUSA
SCHOOL NAME STATE ‘COUNTRY
D1 1 (o/JUHﬁ MD
FROM (DATE) TO (DATE) DEGREE

FOR_BOARD USE ONLY

CERTIFICATE OF
PRELIMINARY EDUCATION

NO:

DATE ISSUED:

This is to certify that this applicant has met
preliminary education requirements for the study of

medicine in conformity with the statutes of JOhio and

the reqgulations of the State Medical Board of Ohio.

Entrance Examiner

Secretary

\oR gléﬁﬂggl




Undiv of Cancinnate STATE OF OHIO

AN THE STATE MEDICAL BOARD
ANN 17th Floor
' ER 77 South High Street
Columbus, Ohio 43266-0315

DATE July 20, 1989

Dear Doctor:

Dr. SMITH, Tarnc Suzanne who is/was Resdident/0B-GYN 7/88-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(A)(2)(a),
Ohio Revised Code. Thank you for your time and assistance.

(1) How long have you known the doctor? G Qe
(2) What was/is your supervisory capacity? ~L21k¢ila_~ L
(3) At what hospital? | STRITC TN ey 45{ Clme

4) How would you rate this doctor's medical knowledge and techniques? _ L., o sg= res Q-

(
(5) In your opinion, is this doctor a person of good moral and ethical character? 5 2N

(6) Does this doctor work well with peers and medical staff? D)
(7) Does he/she relate well to patients? 9}j%> g

(8) How is his/her command of the English language? (if applicable) N A
(9) Would you recommend this doctor for licensure? L}}Z >

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

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

oot Bl

April Davidson

. Licensure Assistant
—— T
lr)p\\/

Signature of Doctor, please type or print

name legibly beneath a \908

1o @ LCARDENY WD, A\
Prlessun p 0B G

Positioh A

DATE ; AN A

Telephone No. <22 ST ¥ ¥ Ny O (Include Area Code)




NATIONAL BOARD OF MEDICAL EXAMINERS® * 3930 CHESTNUT STREET, PHILADELPHIA, PA 19104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

Tari Sduzanne Smithe MeDoe
having satisfied ail the requirements and having successfully passed the examinations is hereby

declared a Diplomate of the National Board of Medical Examiners.

Attest L = f:i';-'lr’\J\J.'-n --—ini_;.'_;;y MelUey rFfele
Chairman of the Board
SEAL ROBERT Le VULLEs PHeDo
Philadelphia, Pa. President of the Board
J7/01/89 Certificate# 220U59

It is certified that the above is a facsimile of the Diplomate Certificate which has been or will be™ awarded to the
physician named above, who graduated from WRLIGHT STATC U SCH OF MED

in JUNE 1786 and whose birth dateis Yo/ U0/ 19062  This physician has successfully completed
all examinations required for certification by the National Board of Medical Examiners. The scores obtained by
this physician upon which his/her certification is based are as follows:

Standard Scale
Score Score

PART | passed UG/86
Anatomy 435 16
Physiology 430 76
Biochemistry 420 75
Pathology 550 G4
Microbiology 520 82
Pharmacology 445 77
Behavioral Sciences 52U 36
TOTAL TEST (Minimum Passing Score 380/75 480 79
PART Il passed U3/87
Internal Medicine | 83
Surgery 635 g9
Obstetrics and Gynecology 5590 87
Public Health and Preventive Medicine 600 g7
Pediatrics 710 S
Psychiatry &6l 88
TOTAL TEST (Minimum Passing Score 290/75 635 g7
PART |l passed J3/8d
A General Test of Clinical Competence
TOTAL TEST (Minimum Passing Score 290/75 cou o/
GENERAL AVERAGE (Parts, I, Il, and 111 Scale Score) 4 X

* For those individuals who have not yet satisfactorily completed one full year of post-M.D. training the date shown
on the facsimile is the date which has been certified by the physician’s residency program director as the date on
which this requirement for certification by the National Board will be fulfilled and such certification will be
awarded.

Secretary for Certification ﬁg& .

SEAL J06/22/89
Date
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MErLYV
Judge of th

1IN UG, KupruLr
e Court of Common Pleas

. Court of Common Pleas Frobate Division SRR
¢ Hamilton County of Hamitlon County, Cincinnati, Ohio /" 4’"
/ /J ;
O,
CERTIFIED ABSTRACT OF MARRIAGE g, ” Q;},ﬁt 80,
T /]
S _HL 900844 ng -
! / GROOM BRIDE N -
i.Full Name 10. Full Name e }‘,
\ GEFG I ANDERSON TARI S SHMITH
11. Birth Number

2.Birth Number
(Do not write in this space)

(Do not write in this space)

3.Age Last Birthday
33

12. Age Last Birthday
27

4.Residence

(County and State) yaMY| TON £O QHTO

13. Residence

(County and State) HAMTI| TON €0 OHIOQ

5.Birthplace

(State or Country) MINNESAOTA

14. Birthplace

(State or Country) HAWATT

6.0ccupation

FHYSICTAN

15. Occupation
FHYSICIAN

7.Name of Father
NONALTL F ANUERSON

16. Name of Father
TERRY € SMITH

8.Maiden Name of Mother
GATI. K BURKE

17. Maideis Naine of Mother

SHIRLEY A RECKLEY %

9.Previously Married
(Number of Times) ()¢

18. Previously Married
(Number of Times) Q1)

Previously Married to Previously Married to

Divorced: Date Case No. Divorced: Date Case No.
Court Court

Minor Children , Minor Children

Previously Married to ’ Previously Married to

Divorced: Date Case No. Divorced: Date Case No.

Court

Court

Minor Children

Minor Children

The undersigned upon their oath stale that the facts set forth in this |The undersigned upon their oath state that the facts setl forth in this

application are to the best of their knowledge true, and they hereby
consent to his marriage.

FATHER

application are to the best of their knowledge true. and they hereby

consent to her marriage.

FATHER

MOTHER

MOTHER

That neither of said parties is an habitual drunkard, imbecile, or insane person, and is not under the influence of any intoxicating liquor or con
trolled substance; that said parties are not nearer of kin than second cousins, that there ﬁ:o I(’gl impediment to their marriage, that

is expected to perform the marriage, and that all of the aboue statements are true

Sworn to before me and signed in my presence,
19

MAR 9 90

Mo pos

—LMZMJL Deputy Clerk

W

MARRIAGE CERTIFICATE

7th

I do hereby certify that on the

day of

State of Ohio Hamilton County ss:

ADril AD. 19 90

I performed the marriage

Greg D. Anderson with

y_iss Tari S. Smith

of Mr.

Filed and Recorded Aprll 10th 19 90

David E. Ullery - Minister

MELVIN G. RUEGER, Judge

Clergyman

Court of Common Pleas, Probate Divisio

477
Ullert

Marriage license waéis day granted to above applicant's Bj

—ATE OF CAID, CTORT W Flfans

“OURT COMMON PLEAS, PROBATE Divisity .
THIS IS TO CERTIFY THAT THE FOREGCin:: -
\ YRUE AND CORRECT COPY OF THE DGC umzhi
N FILE IN THIS OFFICE ENTERED { LO__‘? 0.
/ITNESS

SEAL GF SAD Cowin:

19 90

n, Hamilton County, Ohio

%Ei;VIN . RUEGER, Judge
W | puty Clerk

MARCH 19,
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' DETACH HERE AND REMIT THIS PORTION WITH FEE
MD & DO SPECIALTY CODES CURRENTLY ON RECORD

0BG OBSTETRICS & GYNECOLOGY

NTER ALL SPECIALTY CODES.

COUNTY

STREET

L

|

S e T

-1994
-

jirg

7y

2
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION

CE)
/7 3
( DATE),

OCTATION
DATE DUE

05/01/94

ICAL EDUCATIGN:
HERESRERE &

'S

STATE MEDICAL BOARD OF OHIO

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

| CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF
( SIGNATURE OF APPLICANT )

IDENTIFICATION NUMBER

THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 19
OHIO STATE MEDICA
-8827

UM THE REQUISITE:HOURS OF CQNTINUﬂVG Aﬂéb

I

7

BY THE

TARI SUZANNE SMITH,M.D.

5033 BARNSBY LANE
CINCINNATI OH 45244

35~05

PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY

RESPECT.

OHIQ,
=] BIENN,

PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FRQM:THE ADDRESS SHLBWN ON FRONT:
& 3

S :
I k2 S Y. Y Y N O Y B
S R .
I O N T I I
State  Zip Code

[P =1 s -
AT BNX. TIME SINCE SIGNG YOUR LAST APPLICATION
FORTRENEWAL OF YOUREERTIFICATE HAVE YOU :

YESE NO T, P
1.) Been foungFQuilty of, or pled guilty or no
contest to a fetepy or misdemeanor.

had -

2.) Been found" "guilty of, or pled guilty or no
contest to a fegferal or sfate law regulating
the bommmm&oﬁ.‘h\micﬁg or use of any
drug? L

s
4

-

3 o
YESS O :
@@ 3.) Been addigfad to or dependent upon

alcohol or any chemical substance; or

=] been :mm»maa%m or been diagnosed as
suffering fromy’drug or alcohol dependency
or abuse? Yoddhay answer "no” to this .
question if yoy pave successfully completed
treatment at mﬂumoowms approved by this
board and habe-subsequently adhered to
all statutory reflt§jrements as contained jn
sections %Sw%wﬂ and 4731.25 O.R.C., and
related provisidris, or you are currently
enrolled in a m.@m& approved program. Any
questions concérning approval can be
directed to the board offices.

¥ N
LEOBE05E4

YES NO

D 4.) Had malpractice insurance cancelled
or limited for other than failure to pay
premiums? :

YES NO , )

_u 5.) Had any disciplinary action taken or
initiated against you by any state licensing

board other than the State Medical ;

Board of Ohio?. :

YES NO i

_H_ 6.) Surrendered, or consented to limitation
upon: a) A license to practice medicine;

OR b) State or federal privileges to _

prescribe controlled substances? . ;

YES NO

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

YES NO i )

8.) After January 14, 1993, referred a patient, or
_H_ participated in an arrangement or scheme for .
referral of a patient, for clinical laboratory :
services 1o a person or facility in which either i
you or a member of your immediate family has 1
an ownership or investment interest, or any )
compensation arrangement? !

CNNIAI CCNHIDITV A AADED



L




( uonwopuep) jo sesodind 1oy jeuondo )

YIEGWNN ALIENDIS TVIO0S
[ e e s Y s e e

cluewebue.re

uonesuedwiod Aug 10 ‘1Seselul JUBULSOAU]
10 diysieumo ue sey Ajuies ereipewin inok
40 10QuUIBLL B 10 NOA 18Y116 YoIym ul Aj1j1oe) 40
uosied e o} seaines Aiojeioqe] (eajulfd 1oy

‘luened e 4o [euie101 10} BLWBYS 10 JuswieburLe
ue ur peredionted 1o uened B peusey (‘g

ON S3A

.

LL L |
CODE3.
1
1

ﬂr) W

I
|

1T

TAS:

i
L1
CODE2

(I
|

, csbugaaw yejs
pUSHE JO $PI0DSI UIRIUIBL O] B.N|IB) UBY]

ESow:ommw:okuwxo\_mtoboho.smmg .
‘Papuadsns sebeynud [gojuyo Aue peH (£ D

CODET
0000037 4:00s

(SrQORREE
REPORT ANY CHANGE OF ADDRESS

MD A

ON S3A

o

£590URISQNS Pajj0L0D motomua
0} sebojnud [esopay 10 918iS (q HO

‘suroipai gogorsd o} 8susol y (e :uodn
uoneyw| 0} PBILBSUQD 10 ‘paIBpUBLING ('9 _M_ _H_

Kty
|&0¢u 1

3.

Ué
L1l
IR é;k}é . é 0,15

05935058827

IALTY.COI

ON S3A

kU

] ¢0MO §O pieog

[BOIDB 9181S 6y} urYy) J8YI0 PIEOQ
Buisueay syers Aue Aq noA jsuiebe. peyeniu
10 usxe} uoyoe Aeuiidrosip Aue pe (‘g

4

E

SPE

>L
]

*,
5

o'k

ON S3x
¢swnjweud

Aed o3 eunjiey uey; k“"m.So 104 paywi 10

¥

DETACH HERE AND REMIT THIS PORTION WITH FEE

| MD & DO SPECIALTY CODES CURRENTLY ON RECORD

—

0BG OBSTETRICS & GYNECOLOGY

R R

S

i Thomas,
/

2
IF CORRECTIONS ARE NECESSARY, PLEASE ] 1

|ﬂé¢a| u@{;7|Klij/¥T Gy

ENTER ALL SPECIALTY CODES.

STATE MEDICAL BOARD OF QHIO

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

R ETREERA T

CERTIFICATION
1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF
OHIO, THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1996-1998
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED
sytHE OHIO STATE MEDICAL ASSOCIATIOM
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMA

PROVIDED ON THIS APPLICATION FOR R

RESPECT.

e

i3

1 b

ERTIFIE
O

TRUE AND CORRECT IN EVERY

(DATE)
DATE DUE
05/01/98

6 P8

"( SIGNATURE OF APPLICANT )
AMOUNT DUE
$371.00

IDENTIFICATION NUMBER

TARI.- SUZANNE ANDERSON,M.D,

35-05-8827-A

5033 BARNSBY LANE .
CINCINNATI OH 45244
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CORRECTIONS ARE NECESSARY, PLEASE

ENTER ALL SPECIALTY CODES.

E

DETACH HERE AND REMIT THIS PORTION WiTH FEE

STATE MEDICAL BOARD OF OHIO

77 SQUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315
CERTIFICATION
1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

sjoe 104 jjeyeq inoA :o. 10 nof 3 pied
uesq spreme mgoma..me Aue oneq (g D
ON S3A
.).wmoEo pieoq oy}
0] pajossp 8q ued [endidde Buiuidouod
suogsenb Auy ‘we.bo.8Panroidde pieoq e
U} psjjous Aguaiing aigRoA 10 ‘suosimold
peejas pue "OH'Q SZARLL PUB $ZZLELY
SUOHD8S Ul pauRUOY ‘Se Sluswalinbal
Aoinjeis e 01 nmgo..mww Apuenbasqns
aney pue pieoq sy} Agperosdde wesboid
e Je juauneals paye)dwoo Ajnjsseoons
aney nof 31 uojsenb siy) o7 ,ON,, 1omsue
Aew nojx ;jesnqge o Aauspusdap joyooe
0 Brnup ‘woy Bunoprs se pasoubep
ugaq Jo ‘Ioj pajgas} upsq Io ‘adueisqns
[eoiudyd Aue 0 48YODEuodn Juapuadap
10 01 u&oﬁn?émuﬁs" noA arey (2 W_

(DATE)
DATE DUE
04/01/2001
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AMOUNT DUE
$305.00

7’ ( SIGNATOREOE APPLICANT )

IDENTIFICATION NUMBER

OHIO STATE MEDICAL ASSOCIATION

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED

ON THIS APPLICATION FOR RENE

> H ; -ssasppe 9o4bely
gjdiound o@ m>mmlﬁm} o xom sy xooco

— e e T P P T

TARI SUZANNE ANDERSON,M.D.

40 N GRAND AVE

SUITE 204
FT THOMASI KY 41075

35-05-8827-A

THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998-2001 REGISTRATION
PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE




CODE2 CODE3

5‘05 RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.

(DATE)
$50 Late Fee Due After

|

CODE1

. Ol 45157

SPECIALTY CODE(S) CORRECT AS LISTED

J—

<]

IF CORRECTIONS ARE NECESSARY, PLEASE |__|

ENTER ALL SPECIALTY CODES.

MD & DO SPECIALTY CODES CURRENTLY ON RECORD
0BG OBSTETRICS & GYNECOLOGY
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STREE]
Ci
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DETACH HERE AND REMIT THIS PORTION WITH FEE
ECT IN EVERY RESPECT.
[~Z
07/01/03

30500

DATE DUE
04/01/03

TARI SUZANNE ANDERSON,M.D,

850 TEN MILE RD

ND

STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127
: CERTIFICATION
1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,
( SIGNATURE OF APPLICANT )
AMOUNT DUE
$305.00.

0935058827

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

NEW RICHMOND OH 45157

THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 2001 - 2003 REGISTRATION
PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

ON THIS APPLICATION FOR RENEWAL 1.
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35-05-8827-A
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Renewal ID 64015 Page 1 of 3
Date Posted: 6/10/2005 1:40:02 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
Address Information

BUSINESS ADDRESS 71 E Hollister Street
Cincinnati, OH 45219

Hamilton County

United States of America
513-723-0909

CREDENTIAL MAIL ADDRESS 71 E Hollister Street
Cincinnati, OH 45219

Hamilton County
United States of America
513-723-0909

MAIN 850 Ten Mile Road
New Richmond, OH 45157

Clermont County
United States of America
513-553-0332

License Information

License Number 35.058827
License Name TARI ANDERSON
Email Address

Fees
Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... GYNECOLOGY

....... {not Answered}

....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=64015 9/17/2014



Renewal ID 64015

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this beard, filed any charges, allegations or complaints
against you?

S. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=64015

Page 2 of 3
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Renewal ID 64015 - Page 3 of 3
I understand that submitting a false, fraudulent, or forged statement or

document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information 1 have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=64015 9/17/2014



Renewal ID 216776 Page 1 of 2
Date Posted: 1/15/2007 2:16:16 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

BUSINESS ADDRESS 71 E Hollister Street
Cincinnati, OH 45219

Hamilton County

United States of America
513-723-0909

CREDENTIAL MAIL ADDRESS 71 E Hollister Street
Cincinnati, OH 45219

Hamilton County
United States of America
513-723-0909

License Information

License Number 35.058827
License Name TARI ANDERSON
Email Address drskkh@one.net
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... GYNECOLOGY
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered)
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=216776 9/17/2014



Renewal ID 216776

1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

....... NO

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutionalauthority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=216776

Page 2 of 2

9/17/2014



Renewal 1D 702444
Date Posted: 6/4/2009 12:37:28 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration. :

License Information

License Number 35.058827
License Name TARI ANDERSON
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... GYNECOLOGY
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline _
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=702444
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Renewal ID 702444 Page 2 of 2

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are youcurrently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=702444 9/17/2014



Renewal ID 1455157
Date Posted: 6/14/2011 9:22:34 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.058827
License Name : TARI ANDERSON
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

....... YES
Specialty Codes
1. Please select one specialty from the field below
....... GYNECOLOGY
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1455157
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Renewal ID 1455157

occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints

against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 30-34

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 1-4
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 10-14

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1455157
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Renewal ID 1455157

4. "Education" - preceptor, mentor, etc.
....... 0
5. "Volunteering" - providing medical and medical-related services at no cost
....... 1-4
6. "Other” - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 30-34
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 5-9
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 1-4
Workforce Counties
1. Enter the first zip code:
....... 45230
2. Enter the first county:
....... Hamilton
3. Enter the second zip code:
....... 45219
4. Enter the second county:
....... Hamilton
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 2-5
3. Multi-specialty Group

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1455157
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4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question
1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that 1 have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1455157
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Renewal ID 2032990 ' Page 1 of 5
‘Date Posted: 5/10/2013 11:22:42 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

CREDENTIAL MAIL ADDRESS 5777 Kellogg Avenue
Cincinnati, OH 45230

Hamilton County

United States of America
513-232-3232
bariversidegyn@yahoo.com

License Information

License Number 35.058827
License Name TARI ANDERSON
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

....... YES
Specialty Codes
1. Please select one specialty from the field below
....... GYNECOLOGY
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2032990 9/17/2014
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treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

- Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS,

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 25-29

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2032990
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Renewal ID 2032990 Page 3 of 5

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 1-4
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 1-4
4. "Education" - preceptor, mentor, etc.
....... 0
S. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 25-29
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 0
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45230
2. Enter the first county:
....... Hamilton
3. Enter the second zip code: ’
....... {not Answered}
4. Enter the second county:
....... {not Answered)
S. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}

7. Do you have more than one practice location?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2032990 9/17/2014
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....... NO
Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... 2-5
3. Multi-specialty Group

....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.

....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered]}
NPI number
1. Please enter your current NPI number
....... 1326142829
DEA number
1. Please enter your DEA number _
....... BA3027388

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2032990
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Page 5 of 5
Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2032990 9/17/2014





