GOPRY

Dunny M. Clark, M.D, 3 Ay / Telephone (5r2) 429.8046
President St Fax (502) 429-9923

KENTUCKY BOARD OF MEDICAL LICENSURE

Hursthourne Office Park
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222

To:  Samuel L. Auerbach, M.D.

Date: March 26, 2001

Board deadline, therefore, it will not be presented to the Kentucky Board of Medical Licensure at jts
March 22, 2001 meeting. Your application will be presented at the next regularly scheduled meeting
on June 28, 2001 provided we receive the following items by June 8, 2001:

X Forml]- Verification of Medical Education

_. X _ Form 2 ~ Verification of Postgraduate Training

-

-

+. X Form 3 - Verification of Licensure

~ &i Form 4 & 4A - Hospital Affiliations List & H—ospital Affiliations
. . _ X  Form 5 - Reference Letters
X __ Exam Score Report (FLEX,NBME,NBOME,USMLE,LMCC,State)
_ X Explanation Letter-Gap of Time 10-91 to 6-93
X HIV/AIDS Education Requirement
4 _X _ Form6 - Waiver
X National Practitioner Data Bank
X _ Other-5™ Pathway — Suny Buffalo needs to complete Form 1-Verification of Medical Education
T P Pai de wur beqg #
The above forms can be downloaded from our web site at: Www.state.ky.us/agencies/kbml/index.htm
;. . If you no longer desire licensure in the state, pleasc contact this office so that we may remove your

application from our files. Please be advised that your incomplete application will remain in this
office for one year. After one year, qll incomplete files are destroyed. NO faxes will be

acknowledged. If you have any questions regarding the above, please contact this office between 8:00
am and 12:30 pm EST.




Kentucky Boar 1 of Medical Licensure RECE‘VED /
310 Whittington Parkway, Suite 1B DEC 08 2000 7‘2?50

Louisville, KY 46222
. . . . . \ KA
Application for License to Practice Med;clne/Osteopalnlb)ﬁf{‘emmnt

NOTE: Application must be legible and fully compieted with all requested information and dnc amentation 7
supplied. Initial licensure fee of $250.00 must acconipany application. This fee is non-refundable, !

1. Name in Full:

SAMUEL LOU TS Rucreacs )
(first) (middle) (last) (degree)
X 2. Address!:Practice address in Kentucky(If known):
i Street: Unknown Ay Preseny
i City, State: Zipcode:
3. Address 2: Mailing address (All coerrespondence regarding application will be sent to this address):
Street:. 1261S  BURBANK BLUD
City, State: ﬁklﬂrh)ﬁ . CA Zipcode: _ _‘}lSS’é
1 = SWork#: () 8I&-p09- 9570
j 4." Sotial Security Number: {28 - 4-%-173| 6.Home#: ( )__ ROS-94S3- 5943
7. Date of Birth: g' 50-S7S 8.Birthplace B@WKLHN, ny

9. Have you ever applied for or been issued a Kentucky medical license? [JYes [JNo If Yes, #

10. Specify reason for requiring medical licensure in Kentucky: _ TTpr OPPOP.WUN“-{

11. Specialty: Gyw/OB + Iy, Med American Specialty Board Certification:

12. Specify your type of practice: (check one)
Hospital Base Occupational Medicine [nstructor Military
dmin. Medicine Research Resident/Fellow "Smergency Medicine
rivate Practice Inactive/Semi-Retired Locum Tenens

13. Indicate your ECFMG number:(International Medical Graduates only) 3i12-43C -2

14. List the name, location and dates of attendance of every college and medical/osteopathic schoo] you have

attended:
Name Location Dates (From-To) Degree ‘
_NYUW Nye , NY 272 Yo 6-7C BA |

Uni. da PoResTE TAMPICO TAMPS MEXICH 216 +¢ 6-20 MD




15. In what state or Canadian province did you receive your original license 10 praciice medici

icine/osteopathy?
=Y State/Province | , License # Date of Issuance Carrent? Yes/No
' NAaw Yory 19177 ¢ 3-23-93 YES

16. List all other states and Cana

dian province:; where you currently hold or ever held any type of
medical/osteopathic license:

state/Province Type License # Date of Issuance Current: Yes/No
. CrUFsRVIA [l A0§33)0 1-27-9% Tes
# NEVADA M) Ak It - 22 -9¢ forg
i _NEWTERSEY ™Mb Mh eS0T IZ- 2 -4 Yes

17. List all internship, residency and fellovship programs you have completed sinca medical osteopathic szhool
graduation:(Please list in chronological order)

' Peas berodans ¥ |
INTERNSHIP: (List US and Canadian only) Lense Sex Ab

18. In chronological order, list all locations where

Haospital: City, State:
i i Specialty: To - From:
B RESIDENCY: List Us ag Canadian only)
g - Hospital: City, State:
Specialty: To - From:
B RESIDENCY: (List US and Canadian only)
& Hospital: City, State:
Specialty: To - From:

you have practiced medicine/osteopathy since obtaining your
. original licensure. Also list and explain dates of all extended absence periods. Please attach additional
sheets if necessary,
= Location, City, State Type of Activity Dates (F rom-To)
3 PLEASE  SEE  Abbaduwm w2

19, Indicate which licensing examinétion(s) you have tak

en. Include al] attemnts, locations, scores, and dates.
Be exact, including all attempts and failures.

Type (FLEX,NBME,USMLE,LMCCietc) - Location Score Date

FLEX NEW yopk Paey ‘n:gxz)“i'S" 1290
; FLEX NEw Yppu Paer T (x4)7¢" 12-92




]

- ————— . pca s |

| RECEIVED
‘ | DEC 06 2005
POST-GRADUATE MED . ICAL TRAINING KBML,

9/19/94 - 9/18/95 Proceptorship (Fellowship), Breast Disease
Melvin Silverstien, M.D., Medical Directy/
Van Nuys, California

771793 - 6/30/94 Fellowship. Advanceq Pelvic, Gynecologic &
Oncoiogic Surgery
S.U.N.Y. at Buffalo, Hospitai Corsortium

7/89 - 9/91 Residert, Obstetrics & Gyencology
University of Southern Alabama Medical Center
Mobile, Alabama

8/88 - 6/89 Resident, Obstetrics & Gynecology
Lutheran Medical Center
Brooklyn, New York

7/87 - 6/88 Resident, Obstetrics &Gynecology
- Albany Medical Center
-5 Aibany, New York
T T7/86 - 6/87 Resident, Obstetrics & Gynecology
' S.UN.Y, at Syracuse, New York

Johnsen City, New York

7/85 - 6/86 Resident, Internal Medic:re
; wiount Sinai ospital
Bronx VA Medical Ceiter
New York, New York

7/84 - 6/85 Resident, Internal Medicine
Millard Filimore Hospital
Buffalo, New York

7/83 - 6/84 Fifth Pathway Program ;
S.U.N.Y. - Buftalo
1 8/76 - 6/80 Universidad Del Noreste e

Tampico, Mexico
M.D. Degree T




3703 F-21-02/ _Samuel Auerbach
L’ -ense # Date Issued Authorized Persons
TP # Date Issued To Complete Application: g.“hd/
i K Fonn 1- Medical Education . Jé*' O"'Q Thosnder H)agind
KL Form 2 — Postgraduate Training
AUEREACH, Samuel L. 08-30-55 NY Form 3 - Licensure Verification o LA T b5 4,
Name DOB NAT Form 4A- Hospital Affiliations # ez
> Form 4 — Hospital Affiliations List '
Form 5 — References rt‘_...’!—
18615 Burbank Blvd. - Yormn 6 — Waiver
Tarzana, CA 91356 AMA
Address Form 7 - DEA # _AL319 a8
50,«/,/ BuHalo (03/~)4) - /984 Form 8 — Federation
Univ-Bel-Noreste, Mexico(07905)-1280 National Practitioner Data Bank
Medical School, Year Graduated UUSML NBME/NBOME/LMCC/State Board Exam
Photograp
NY OBG 4 E?FMG—
Endorsed ] Specialty Status 5% Pathway - j‘*ﬂa B%@L
‘ AIDS Affidavit Signed
| Jg fo l 128-48-7731 AIDS Course Completed
Atknowledged SS#
Temporary Permit Information
$250 #585 12/6/00
Fees paid : , Fees Paid Location:

« TP Approved

Board Approved 3R/ '(17#

S - - Start Date:
(L teffancsenee bl o Mail To:

@L M;x)/J une/Sept/Dec 250




s+

Samuel Auerbach

Authorized Persons

lete Application: ; Suffte
To Complete Application pochaeh &629 s

Form 1- Medical Education— y ' ,
Form 2 - Postgradu:*e Training )ﬂaTo
Form 3 — Licensure Verification M R 40 ,}J—fr A= /0 Gl - =73
Form 4A- Hospital Affiliations # /5'3‘1"/}" , /5 /,w-\. ﬂd"lf
Form 4 - Hospital Affiliations List Vi Ota

Form § — References /11.2— g5 -390
Yorm 6 - Waiver = : R

AMA

Form 7 - DEA # L“)A(JJHJ&‘? 750-¢-%3

Form 8 - Federation M P Y /-

National Practitioner Data Bank

{ISMLEA E&NBME/NBOME/LMCC/State Board Exam _____
Photograp

ECEMEG-

5% Pathway - 8

AIDS Affidavit Signed

AIDS Course Completed

Temporary Permit Information

_ocation:

start Date:

vail To:




RECEIzp
0cr g ! 200
Kby,

Tamplco, Tam aulipas, Augst 30, 2001

KENTUCKY BOARD OF MEDICAL LICENSURE
310 WHITTINGTON PARKWAY: SUITE 1B
LOUISVILLE, KENTUCKY

40222

In reference to your letter in which You requested us to give information

about the studies of MR. AUERBACH ADLER SAMUEL LOUIS, with Identification

’ Number:100682‘ his studies took place in our tnstitution, bu! we are sorry to inform

you that he is in debt with this University and we are not able to send you this
certification,

So | really appreciate if you can send us the update address of MR, AUERBCH, to
inform him about this situation

Any further information or comments please contact with our cffica or to the
following telephone numbers (12) 28-11-58, 28-11-38, or by mail to P.0. BOX
130, Mc Alien, Texas 78505-0130.

Very truly yours,
“POR MI PATRIA, CIENCIZ. Y PROGRESO”

LIC. MARIO A. LIZARRAGA BOLIO
DIRECTOR GENERAL DE SERVICIOS ESCOLARES

ml.
DEUDADOC

B-MAIL: escolar@una.edu.mx




UNIVERSIDAD DEL NORESTE HECE/VED

DIRECCION GENERAL DE SE!./ICI0S ESCOLARES
(AUTORIZACION GOBIERNO DEL ESTADO DECHFTO 359 pE DICIEMBRE 14 1977) OCT 0 l 200’

Ko,

Tampico, Tamaulipas a 30 de Agosto del 2001

KENTUCKY BOARD OF MEDICAL LICENSURE
N 310 WHITTINGTON PARKWAY ; SUITE 18

= LOUISVILLE; KENTUCKY

o 40222 |

o En respuesta a su atenta carta en la cual soiickta unha certificacion de los
-9studios que realizé en nuestra Insitucion el atumno: AUERBACH ADLER SAMUEL
LOUIS , con Clave No. 100832, ncs permitimos informarle "que no 8eré posibla
. 8nviarle ' la certificacion solicitada, ya que el alumno tjane un adeudo con esta
Universidad, :

A,
4'&'

, ,;;'P‘or.' lo que'le agradeceré que sj ustedes tienen Ia direccion actual de} Sr.
T ,AUERB_ACH,nOs I8 hagan saber o antes Posidle para hacerle sabar tal situacion.

iPara c'ualquie'r aclaracién o comentario al respecto, estamos a 8us Ordenes
/- ' 8n nuestras oficinas, o an el teléfono y fax (12)228-11-58, 228-11-38, Ext. 1106, o
o Y puede escribirmos al P.0, BOX 130 Mcmlen, Texas 78505-0130, USA.

j B TTTING
“POR M PATRIA frtac

ME ot Amseyag £
By '....'.n'i:n‘.i\LB

B~KATL : escolar@une.edy .mx

PROL. AV. HIDALGO No. 6373, COL. NUEVO AEROPUERTO, APDO POSTAL 184 ¢ 489 TELS /FAX: 228-11-58, 228-11-38 EXT. 108 TAMPICO, TAM. MEXICO J
S




1261~ Burbark Blvd, Suite 214
_ Tarzana, California 91356
(800) 821-2399 (beeper)
(818) 609-9070

DEC ¢ 6 2000 ‘

SAMUEL AUEREACH, DLY:. i RECEWED %
E K.B.M.L.

H-2-00

ﬂa,u, Vore .
Fddadun # 2 (0,11 fofbus S/»d‘/‘]

MMW@

SAMyET_ Auewnw

-
-
i~
-
-




, [Category If
Please answer all questions on ik:is application. Category I will hielp the Board determine if you mexi the
essential eligibility requirements for licensure by virtue of your background, education, training and
experience. If you are qualified to practice under Category I, Category II wili be reviewed to help the Bocrd
determine if you are qualified to pictice safely and competently, with or without reasonable modification.

If you answer “Yes” to any of the questions, you must atiach a complete written explanatir.i1 of the eveni(s) or
condition(s), including «.2ies, names, addresses, circumsrances, and results along with your returned
apolication.

NOTE: inteutionai jalse answers or misrepresentation in applying for or procuring a license, registration or
reactivition in Kentucky are grounds for discipiinary action, inciuding denia!l or revocation of license, and are
rgported to the National Practitioner Data Bank and/or appropriate national professional crcdentialing
organization.

1. Have you ever been dismissed from, resigned while under investigation or failed to complete an academic
year at 2 medy€al schoo! or a postgraduate training program?

[ IYes 0

3. Have you ever been denied a license or denied the privilege of taking a licensure examination by any
= State, Federa)or International licensure jurisdiction?

+- [Yes 0

3. Have you ever had any license, certificate, registration or other privilege to practice as a health care
. profession denied, revoked, suspended, or restricted by a State, Federal, or International authority, or have
you ever sEﬁ;dered such credential to avoid or in connection with action by such jurisdiction?

[JYes

4. Has any hospi4l, hospital medical staff or any other health care entity ever revoked, suspended, restricted,
limited, reprifnanded, placed on probation or ctherwise discinlined your ciaff privileges?

[Yes 0

5. Have you ever resigned your privileges or failed tc renew privileges at a licensed hospital or from the medical
staff of the hgrpital, while under irvestigation or while you were subject to disciplinary proceedings by the
hospital?

[JYes 1o

6. Have you ever been removed, suspended, expelied or Cisciplined by any professioﬂal medical association or

society?

[JYes 0

0

7. Has the Drug Enforcem.2nt Administration or any other state or Inte mational drug licensure/enforcement
authority ever dénied, revoked, suspended, restricted, limited, or otherwise disciplined a controlled substance
registiation cgftificate issued to you?




= ]

RECENED |
9. Have you everKeen or are you currently under investigation by any State, Federal J(Int?fngtiqnal bepsure |
1 [ (93

authority or gfy drug licensure/enforcement authority?
[ JYes ¢

| KBML.

10. Are any legal oceadings regarding licensire presently pending agaisnst you by any éta{c;'FEde’r&! or
International fcensure authority or any drug licensure/enforcement authority?

[Yes

1. Have you evepbeen convicted of a felony or misdemeanor by any State, Federal or International court? Are
any criminal £harges presently pending against you in any of those courts?

[ JYes
12. To your knoyledge, are you the subject of an investigation for 2 criminai act?

[JYes

13. Have you ever #ad to pay a judgement in a malpractice action or other civil actio. against your medical

practice or ar¢/any malpractice or other civil actions against your medical practice presently pending in any

ARy

v

“**Affidavit of Applicang**»
I hereby state that the information ccntained in this application is true, accurate, anc ~ompicte (o the best
of my knowledge and belief, I understaad *hat under Kentucky law the submissicn o any faise, frauidulent
or forged statement, document or other matter in connection with this application is grounds for ~;3minal
prosecuticn and the denial of licensure. I authorize the Board (KBML) or its agents to obtain from otker
sources.any information neccssary for determining my qualifications for licensure. 1 also authorize them
to furnish any informgtion they may now or in the future have concerning my qualifications and fitness to

practicemedicine/os oputay to anz perso;j«;titution, association, school, hospital or government entity.

/x//// 5;1 / o&/ﬁ

' 4 (Signature of Applicant)

Subscribed and sworn to before me by & ﬂ\\b&\ -A’uerhxc,\'\this le—cray of é 29 Coenlo. 200 U

8 '
Gid | B 55

(Signature of Notary)l 7

My commission expires: M. 3 0, 300 AR

Seal of Notary

SHERYL S, BACA

TR Commission # 1194778 §
= L"”?‘;—'}—R"‘ NO’ON Public - Caffomig g

g A - e County
,z' 7 Los Ange oy
"/ Ny Comeei. e -1 30,7002

“rey
g et T

“Only the applicant and person authorized by applicant may call regarding
or be given information during the crcviontialing process.” -

Specify name of authorized person: SAMUEL Couis AUERBACH




'RECEIVED
DEC ¢ 6 2000

[Category IJ] | K.B.AM.L.
Tke answers to these questions are exempt from public disclosure under KRS 61.878(1)(a) and (Iramf- KRS 311019t xhall be
A subject tc inspection only upon order of @ court of competent jurisdiction, except that ne court shail authorize the inspection by any
party of any materials pertaining to civil litigation beyond that whick ’s pravided by the Kentucky Ruies of Civil Procedure
governing pretrial discevery. The answers to these questions may be considered by the Board (KBML) and may be disclosed in any
: / contested case proceeding, including a Show Cause proceeding, or appeal of a licensing decision based upon them.
v If applicable, skese questions should be read to include the clause, “Other than what is known already to the Kentucky Physicians
ot Health Foundation — Impaired Physician Program...”

“Hlegal drug use” means the use of an illegally obtained controlled substance or dangerous drug; the term “illegal drug use” also

means the use of a legaily obtained controlled substance or Tcngerous drug whick is not taken in accordarce with the direction of

the licensed health care professional who prescribed the controlled substance or dangerous drug.

l
|
:
i

Y
*

1. Do you currenyly, or have you had within the past S years, any physical, mental, or emotiona! condition which impaired, or might
reasonably ipfpair your ability to practice your health care profession safely and competently?
Myes No

2. Within the past 5 years, have you been admitted to any hospital or other in-patient care facility for any physical, mental or
emotional cond:tion which impaired, or might reasonably be considered to impair, your ability to practice your health care

profession safély and competently?
[JYes o
3. Do you currenydy have, or have you had within the past 5 vears, a dependency on or abuse of the use of alcohol or drugs, which
impaired, or fhight reasonably impair, your ability to practice your health care profission safzly and competently?
[Jyes o
4. Within the past 5 yoars, have you engaged in the excessive use of alcohol or illegal drugs, or received any in-patient or outpatient or
lividual theppy/ reatment or been hospitalized for alcoholism, or illegal use, or been arrested for a DU! (Driving Under The
Irrfluence)?
- [F]Yes No
L 5. With'in the past 5 years, have you been the subject of any chemical substance screening test which resulted in an indication of the
- presence in your body of any controlled substance, any dangerous drug, or alcohol level above .10% BAC? (This docs not include
| those drugs talén by you as a result of a legitimate health care diagnosis, and prescribed for you in good faith by another licensed
No

health care pyofessional.)

(JYes

" Ne. .

***Affidavit of Applicant***
' I hereby state that the information contained in this application is true, accurate, and complete to the best of my
'y knowledge and belief. I understand that under Kentucky law the submission of any false, fraudulent or forged statement,
3 document or other matter in connection with this application is grounds for criminal prosecution and the denial of
licensure. I authorize the Board (KBML) or its agents to obtain from other sources xny information necessary for
determining my qualifications for licensure. I also authorize them to furnish any information they may now or in the future

: have concerning my qualifications and fitness to pracgjce mediefpe/osteopathy to any person, institution, association, school,
. hospital or government entity.

(Signature of Applicant)
SAmuer.  Lows AHEP.BHU'I

. (Print Name) ch
Subscribed and sworn tg before me by \%MUG L. Athis _Ef_day of KDQ_ b, 2000
o (month, year) '

Seal of Notary (Signaturf o?Notary) 8] /

My commission expires: @J_g 30, QOO 9\ -




RECEIVEL

SAMUEL LOUIS AUERBACH MD
i NOV 16 ¢

Clinical Clerkships: K.B.M.L.

Manhattan Eye, Ear & Throat Hosp. Otolaryngology - ENT
7-3-78 to 7-31-78 "

210 E. 64th St.
NY, NY 10021 4 wks

Brookdale Hosp. Med. Center General Surgery
8-1-78 to 9-30-78

Linden Blvd. at Brookdale Plaza

Bklyn, NY 11212 9 wks

Lutheran Med. Ctr. Cardiology

150-55th Street 10-2-78 to 10-31-78
4 wks

Bklyn, NY 11220
Brookdale Hosp. Med. Ctr. Pulmonary HMedicine

same as above 11-1-78 to 11-30-78; 4 wks
Brookdale Hosp. Med. Ctr. . Ophthalmology

same as above ' 12-1-78 to 12-29-78; 4 wks !

Coney Island Hosp. Int. Med. & Cardiology E
2601 Ocean Parkway, 2-1-79 to 6-22-79 {
Bklyn, NY 11236 - 20 wks - {
L ’ {
Nassau Hosp. now Winthrop Univ. Hosp. O0b/Gyn
259 1st. St. 7-2-79 to 8-31-79
Mineola, NY 11501 Y wks
St. Vincents Hosp. Med. Ctr. Pediatrics
355 Bard Ave. 9~3-79 to 10-19-79
SI, NY 10310 7 wks
L.I.C.H. 0b/Gyn
340 Henry St. 10-22-79 to 12-7-79
7 wks

Bklyn, NY 11201
Coney Island Hospital Internal Medicine

same as above 2-1-80 to 2~29-80; 4 wks
Brookdale Hosp. Med. Ctr. General Surgery

same as above 3-3-80 to 3-31-80; 4 wks

St. Vincents Hosp.- Med.-Ctr.._.  _ _ . , Urology
4-1-80 to 5-30-80;" 9 wks-

same as above




Samue fowre Auermnen Mb

Name:

Clinical Clerkship Form

International Medical Gradustes Only

y clinical clerkships completed in the United States or Canada? _\a If Yes, please complete the

During medical school were an
following.

fLERSE SEE ATIACHED

- Institution and Address

Clinical
Rotation

Dates of
Rotation

Number of Weeks of
Rotation

For mwma Use Only [ For Board Use Only For Board Use Only
Medica! School ACGME JCAH

Date: \R o1

THEN

1002 9 | AON
Q3AI3034




RECEIVED
NOV 16 2001
SAMUEL AUERBACH MD K.B.M.L.
18615 BURBANK BLVD
SUITE #214
TARZANA, CA 91356
November 14, 2001

Re: Samuel Louis Auerbach MD
Application for Kentucky Medical Licensure by Endorsement

Dear Kentucky State Board of Medical Examiners, & Staff:
This letter addresses the periods of time that you asked about in your letter of 9-24-01.

I participated in a family leave from 7-80 to 6-83. I was involved in family matters that
included care for family members who had failing health.

During the period of time from 10/91 to 6/93 | was active in the establishment of Vitex
Oils Inc. My energies were focused into making this business venture a success.

From the period of 10/95 to 2/96 I took some vacation time for myself I had just
completed my Fellowship. I also used some of the time to complete clerical work and
. plan my future.

- Please inform me if additional information is needed.

Siceey, /%/ M/w ﬂ

Samuel Louis Auerbach MD

mm:SA




Clinical Clerkships:

Manhattan Eye, Ear & Throat Hosp.
210 E. 64th St.

NY, NY 10021 622%7%59

Brookdale Hosp. Med. Center
Linden Blvd. at Brookdale Plaza i
Bklyn, NY 11212 .

Lutheran Med. Ctr.
150-55th Street
Bklyn, NY 11220

Brookdale Hosp. Med. Ctr.
same as above

Brookdale Hosp. Med. Ctr.
same as above

gbney Island Hosp.
2801 Ocean Parkway,
Bklyn, NY 11236

Nassau Hosp. now Winthrop Univ. Hosp.

259 1st. St.
Mineola, NY 11501

St. Vincents Hosp. Med. Ctr,
355 Bard Ave.
SI, NY 10310

L.I.C.H.
340 Henry St.

Bklyn, NY 11201

Coney Island Hospital
same as above

Brookdale Hosp. Med. Ctr.
same as above

St. Vincents -Hosp.- Med.-Ctr.. ..
same as above

SAMUEL LOUIS AUERBACH MD

Otolaryngology - ENT
7-3-78 to 7-31-78
4 wks

General Surgery
8-1-78 to 9-30-78
9 wks

Cardiclogy
10-2-78 to 10-31-78
4 wks

Pulmonary Medicine
11-1-78 to 11-30-78; 4 wks

Ophthalmology
12-1-78 to 12-29-78; 4 wks

Int, Med. & Cardiology
2-1-79 to 6-22-79
20 wks -

0b/Gyn
7-2-79 to 8-31-79
9 wks

Pediatrics
9-3-79 to 10~-19-79
7 wks

O0b/Gyn
10-22-79 to 12-7-79
7 wks

Internal Medicine
2-1-80 to 2-29-80; 4 wks

General Surgery
3-3-80 to 3-31-80; 4 wks

Urology
4-1-80 to 5-30-80; 9 wks- -




RECEIVED
SAMUEL LOYIS AUERBACH NOV 16 2001
18615 BURBANK BLVD.
SUITE #214 K.B.M.L.

TARZANA, CA 9135¢
November 14, 2001
Re: Samuel Louis Auerbach MD

To: Kentucky Board of Ledical Licensure - Privileges (Form 4)

Dear Doctors:

As per your request on FORM 4 this letter is written to list some of the privileges that
have been granted. This can be confirmed by your FORM 4A which has been completed
by Dr. Mesler - Medical Director. Please note that Dr. Mesler is the Medical Director at
both Encino Urgent Care and its sister facility American Lancaster in Palmidale. I have

not had hospital privileges over the past five years. I have practiced at the facilities noted.

Aspiration of Cysts Breast Biopsy
Biopsy of Multiple sites Conization - Cervical
Circumcision Colposcopy
Contraceptive Care Culdocentesis

- Cystometrics D&C
D & C for Incomplete Abortion Early Obstetrical care
Endometrial Biopsy Hysteroscopy
1 & D of Abcess Laceration repair
Tubal Ligation Ultrasonography

Wound revision

Please contact me for additional information if needed.

sy »/i/%ﬁv

Samuel Louis Auerbach MD

mm:SA




Form 4

Hospital/Clinic Affiliation Form

Physicians Naine SA’MU/EL LolTs AWZEBM h M.D./D.O.

List all hospitals/clinics other than training where you have practiced medicine within the last five (5) years and send Form 4A to
each. (This should also include moonlighting and all locum tenens assignments. )

':: Dates (From - To) Hospital/Clinic/Office Namec Complete Address Indicate Locum Tenens,
R R Moonlighting or Typc of
. \/ Privileges
7 CARE MEDICAL 180ST yeriurk ELD . Vi
Taw 9 4 Frecent ﬁ VEMTURA BLUD THC. EMCINY  CA Y34 &cdiff&o&/ﬁw yélaﬁl,
— AMERICAN) LANCASYEE, 1037 W. AVEN A
g b Feset] HerLT eroup pemipe ch 93887 &dw'%”-__’_ —
e
- - P~ n:%
® 3 g
N
o . = O




818-609-9070

A e d R ET

W I-co~2]  15:16 o 716 829 2798 P.oQ

Farm 1

RECEIVED
NOV 0 1 200y
KB.M.L,

Itis bereby cenifiadhar %0 7 C01/] 5 R B¢ (.

@eadedthe (), 35~ RUASLs SRS AT r’%ﬁﬂd&yﬁﬁaéfm
mn_&)ﬁ/%(@ /b’>/ fonpu-iodol‘__/_m.
M“Mz g‘/SM“%) S ST?O“Q-/DQNQ; A

Dets of grachuetion: (o / — 5|

G000

Signature of Doan or Registrar
m«mwm

Smbudﬂbocib.dhfw'mﬂus day of 19
Seal of Notary

Notary Prblic




Form 1

Board of Medical Licens
V- Whittington Parkway, Suite J.Bm HECEIVED
* Louisville, Kentucky 4022 ] OCT 3 1 300,
[ Verification of Medical Education | KB.M.

*~No substitutes will be accepted i lisu of this formes

To Applicant: In applying for a license 1o practice medicine/osteopathy in the Commonweaith
of Kentucky, the Kentucky Board of Medical Licensure requires this form be compieted by the
Dean or Registrar of the medical school where Yyou graduated. This form must be sent from the
reference source to the Board at the above address.

Q { ol — e
Name:; SAMUEL  (ouTs A“LQ‘E’"’(""’ @/D.O. GraduationDate: 6650
(please print) L

™ Brrep el o S o e | 3¢T
Address: 18017 Burgai BLUZ.) WiE #2244 .AEMMIDCA 1356

i 4 {_ .
(Signarure) Kﬁou / d Tl

It is hereby certified that SAMUEL LOUTS3 AUERBACH

attended the UNIVERSIDAD DEL NORESTE A.c,
located at TAMPIZO, TAMAULIPAS, MFX1CO. for a period of 1 years.
Datsi‘?jfm&?gij_é/lxgn/"m 202/ T30 /80 '(ngi_nlp_;_w_f.\_nv NEDICQ _CIRUJANO
Date of gradiiation: >, 06 ae Junio de 1980. ¥ PARTERO,

CETLAN

EA AN
A
i

) PIC. MARIO A. LIzARRAGA BorTo

s ,'f"f;;"';/ : S}l;gémnm of Dean orReg,nstrar
Sealoftheméd&arschool DIKECTOR GENERAL DE SERV, ESC.,
S o e A et < W Y

EERVR Lli:.-‘:;;i':lz. [

SN Lansanoe
D) ‘<‘.\‘..u' ‘:.‘\‘ i
Swomtoandsubsc'n‘gedbefotcmethxs day of 19

—————— 4 -t
SulofNotary

Notary Public




Form 2

Kentucky Board of Medical Licensure
310 Whittington Parkway, #1B
Louisville, KY 40222

RECEIVED
NOV 8 5 2601
K.B.M.L

| Postgraduate Trainiog Verification |

Applizant’s Authorization: ] authorize the release of information from my postgraduate training program listed below to be fo_rWardod to the Kentucky Board of
Medical Licensure. '

Applicant’s signature: )/mwx./ ﬁln-f //2&%%

. > =
Print or type name: Samuer. Laiis Rt aares

Name of institution: Millned B ﬂméfﬁ HC&P(T(Z[

Instructions to the Program Director: This form must not be completed more than thirty (30) days prior to the completion of training program if less than
one yea: for American medical graduates and less than three (3) yoars for International medical graduates. Please complete this form, sign, seal and return to the
Board at the above stated address. Any fees for completion of this form should be collected from the applicani. Please affix the seal of the hospital or have form
notarized by s hospital official.

Name of Institution: Kalﬂda Hea”% /MIHGV[] FLLIWWL HOSP

If name of Institution was different when applicant attended, please entername: M1 [l Fi Um oce. Hps p.

Enrollment and participation: Our records indicate that SCH’IU&' L 0u1sS A ver hac h participatedin the following program:
(Type or print epplicant’s name)

[ Program fype (Internahlp, PGY | Department Dates Attended Completed Accredited By:
Residency, Feliovship) (1234) (Month/Day/Yesr) Yes/No ACGME, AOA, Etc..
Injernship Byt 1Iot Mediewel 11 ;&H L ‘20735 | yes VLS
 § 7 / / / / /
Fallmnshnp Advanced felyc] 171 793 L '307 g4 yes YES
5 con Sorel T T
SN | I R 77

Over-

Wed BZ:318 1eszZ-gr-ro0

»3LIA

I8LL QL% BT

£




. Form 2 - Continuod
Applicant'sName: __ SAMUEL.  [0(1)YS  RUEZRBACH N‘é

Unuseal circxmestances: The foilowing questions apply to unusual clrcumstences that occurred during any part of the applicant’s medxcal education. Please mark
. the appropriats response. **If ysu anzwer yes te any of these questions, pleace enclose aw explanation.

- QUESTIONS

2

Yes 0]

B.M.

lxDid the applicant take any leave of absences or breaks form-his/her post-graduste training?
2. Was the applicant ever placed on probation?
. 3. Was the applicant ever disciplined or under investigation?

rs

s

RECEIVEVY
.NOV 0‘,5 2001

Wero there negative repoits ever filed by instructors regarding the spplicent?

Were any limitations or speclal requirements imposed on the applicant because of questions
of rcademic incompetence or disciplinary problemas?

6. During the applicant’s participation, our postgraduate medical training [] was accredited by: & ACGME (] Other:

Ooooog
QEREER

Comments:

Certification: [ horeby certify that the above information is correct, to the best of my knowledge.

ProgramDirseter's Signature: de //éuyé, Crles

Print Name: M araa ﬂL Brierle y /
Academic Title: Dlrcdor, Hedscol STald ¢ Educ.

Telephone: (11b)_£%7- 4500l Today's Dste: _10[a2 ol

Afflx Institutional Seal Herg
" (If the Institution does not kave a seal, this form must be notarized.)

‘these programs Qre_ Nno lonqu— _Func'rlohonc]
< Inhrmaton taken Lrom hesprial records

Ie@ I900Z~QST1-L1200

Wd 1Z

X3LIA

I18LL OLE STL

v2°d




N
[

=R Form 2
tu) o~ N
Wz x Kentucky Board of Medical Licensure

- 310 Whittington Parkway, #1B

Louisville, KY 40222

Postgraduate Training Verification

Applicant's Authorization: | suthorize the reloase of information from my postgraduate training program listed betow to be forwvanded to the Keatucky Board of

Medical Liceasure.
Appii;m’uigmtm: M ‘ﬁ‘v\l M

Print or type name: Sﬂmé). Loty

Name of instieution: STEks_ (N 1R A ! QJI\ ou)(//lé_)(‘[/ LJE/_%@

Instructions to the Program Director: ‘nmisfommmbem&&admthn&%ﬁyﬂmay:whwtkmpwmofmimm if less than
one year for American medical gradustes anu _css than three (3) years for Intcinational medical graduaics. Pleese complete this form, sign, seal and return to the
Board at the above stated address. Anytmfmmmpmonofmxsﬁxmzbouidbccolbmdﬁomﬂ:ewm Please affix the seal of the hospital er have form

wotarized by & hospital official. . UNIVERSITY AT BUFFALO
Narao of Institution: OFFICE OF y&ggcgé ;DUCATION
If name of Institution was different when applicant atiended, plesse enter name: 3435 MAIN ST.
o ' — BUFFALO, NY 14274~ - )
Earellment and participation: Our records indicats that pesiicipzicd in the foliowing program:
{Type or priat applicant’s aame) 7 .
Pregram type (Intcrashbip, PGY | Departisent " Daotes Atizeded Cosapicied Accrodited By:
Residency, Fellowship) (1234) (Meath/Day/Year) Yea/Ne ACGME, AQA, K.
ey —— |sutery | E 5 3l 3093 — Lise
Rt bto e Sl )pd gz | v0f 71¢3 o
rstavnony L lr0ls2 [ 7279 7¢3 —
- mepicive |12/ 5783 | £ 190y —
G~ /13008y | 312678y —
-

MeDICivE B J27/9Y 5/20/FY
Over-

Wd £S201 I100Z-ZZ~-NNr




Form 2 - Continuod

Ot 1909Z-ZZ~-NNC

.
-

Applicant's Name: gﬂ%ﬁ/&) e LodS AUsrpG .

Unssual circunatances: mfdbwmgquedmmlymmumlmmwmmymd&npﬁm 3 medical edwcution. Pleese mark
thoq:pmdmmpomc **If you answver yes to any of these quastions, plecse saciese nn explanation.

Hd £C

ﬁs TIONS

e . Yen No

1. Did the spplicent tske amy leave of sbsences or brosks form his/her post-gradusts tralnieg? 0 o

2. Waa the applicent ever pleced on prodation? O g

3, Was the applicant ever disciplined or under investigation? 0 P

4. Woro there asgative reports ever filed by instructors reganding the applicent? O > g

$. Were any limitations or special requirements imposed on the applicant because of questions ] 3

of academic incompetence or disciplinary pvoblems

6. During the applicant's panticipation, our poaya@;/edéd training [ was accredited by: [TJ ACGME (] Other (LM

Comments:

Certification: { hereby cestify that the above information is conect, to the best of my knowlcdge. W

mo&m’.sw
PristName:___ O DR :‘-&D

Acsdomi: Thte: /-5s0C_. DX/
Teiqhu:(?/@__g‘?/% 2802

Today's Date: (= 22 ~O/

Affix Institutions! Ses! Hore
(11 iko fastitution dees not keve 2 seal, this form must be noturined.)




RECEIVEp For™?

Kentucky Board of Medical Licensure NOV 13 2004
310 Whittington Perkway, #1B )
Louisville, KY 40222 K.B.M.L.

Postgraduate Training Verification
1 authorize tho release of information from my postgradusts tralning program fisted below to be forwarded to the Kentucky Board of

,\émuaﬂ ;ﬁu/ //()1“444’4(///’

SAMIEL (Ol A{(;‘.@é/{zj

(niversiby of Soutn AL DAL of CB/GYN

Instructions to the Program Director: This form must 0ot be completed more than thirty (30) deys prior %o the completion of training program if jess than

duates and loss than three (3) years for Interations! medicsl graduates. Pleaso complete this form, sign, seal and return to the

one yoar for American medical gra
Board at the sbove stated address. Any fees for completion of this form should be collected from the applicant. Pleaso affix the seal of the hospital or have form

notarized by & hospital official.
, N
Name of Institution: ___ (1 A1y 0‘( SO wHh AL Oi@ of 087/6\'//\/ ___

If name of Institution was different when applicant sttended, please enter name:

Applicant's Authorization:
Metical Licensure.

Apphicant's signature:
Print or type name:
Name of institution:

Enroliment and participation: Our records indicate that &L{’ﬂ u L. AWmCh mo participated in the following program:
(Type or print applicant’s name)
Program type (Interaship, PGY | Department " Duaies Attcnded Completed Aceredited By:
Residency, Fellowship) (123A4) ear) Yea/Ne ACGME, AOA, Ltc.
Resdeniy,- 3 d | ooloyl | 17 1789] 97307a/ yeés
N C [ I 7
- 1. 7 /71
77 I
r 7 I 1

“Over-

I 1I@ZT-QL~A20

Hd B8X3

RIALIA

18022 BLT G114

0 d



et RECEIVED
NOV 13 2001
K.B.M.L.

Form 2 - Continued

Applicant’s Name: M»\\._:B‘ Lollls  RUERSACH M}

Unusual circumstances: The following questions apply to unusual circumstances that occurred during any part of the epplicant’s medical education. Please mark
the appropriste response, **If you answer yes to any of these questions, plesse encloes an explacation,
No
= Bid the spplicant tke any leave of absznces of broaks form histher post-graduste training? ; .
. Was the epplicant ever placed on probation?

. Were there nogative reporis over flled by instructors regarding the applicant?

£
X
O
O

RNOOO §

!

2

3. Wastho applicant ever disciplined or under Investigation?
4

5

. Were any limitations or special requiremonts imposed on the applicant because of questions
of academic incompetence or disciplinary problems?

6. During the applicant’s participation, our postgraduate medical training [] was accredited by: & ACCME (] Other:

7779 .
no\(mg,,_\p_@kmm g o5l \. \i&\ g\, \0&&\@‘\?\ & EQN&&&‘&W\E&S\S\ Kdue s, r%N %@»Q \.SR\ wad

Cguted fo Cpuylete 3 eihe peorntls o £ qva?,@a\

Certlfication: | hereby certi fy that the above information is correct, to the best of my knowledge. §Q

. - Tolophone: ()Sh_ 40 S —/PGL Totuy's oue 19033 /7
Affix Institutional Sea) Here

(If the Institution does not have a seal, this form must be notarized.)

T8 Ieez-~S1-130

Hd 8%

XKILIA

18l BLE BTIL



- PAGE 4
3
Form 2 :
RECEjy °
Kentucky Board of Medical Licensure ED o
310 Whittington Parkway, #1B :
Louisville, KY 40222 1UN 28 200 g |
K.B.M.L _ _¢:§

| Postgraduate Training Verification |

;Applwant’n Authorization: | suthorize the relerse of information from my postgradusto training program listed bolow o be forwarded to tho Kentucky Board of
- Medical Liconsurs,

.i.".""’”““"“‘l"'“"“ )/mwx/ %w Q L&v(j/

"Pl"intortype name: 7 AmMuEL Lditd ] MR;L;,-
*Namo of institution; ALBANY MEDILAL CENYER

Instructions to the Program Director: This form must not be completed more than thirty (30) days prior to the completion of training program if less than
one year for American medical graduates and Jess than three (3) years for International medical graduates. Pleass complete this form, sign, seal and return to the
Board at the above stated address. Any fees for completion of this form should be collected from the applicant. Please affix the seal of the hespital er have form
notarized by a hospital official.

Name of Institution: __ALEANY FIEDILYL. CENTER,

If name of Institution was different when applicant atiended, please enter name:

Earollment and participation: Our records indicate that SH¥7wEL L. Aus REACH 1D participatad in the following program:

(Type or print applicant's name) @
©
[ Program type (Internship, PGY Departmont Dates Aftended Cempleted Accredited By: é
Residency, Fellowzhip) (1,2,34) (Menti/'Day/Year) Yes/No ACGME, AOA, Ktc.. w
| Resivency 1__108/6yn | 07701787 o, B0 Tgg | Yes ALEME” 8
7T /7 ) o

77 r 7

T 7 77

- / / 7




- PACE &,
RECE!VED

JUN 2 8 2009
KBM.L Form 2 - Continued

0

SAMUEL LOUIS RUERBACH W)

Applicant's Name:

de1:40 10 81 unp

Unusual circumstances: The following questions apply to unusual circumstances that occurmed during any part of the spplicant’s medical education. Pleaso mark
the appropriate response. **If yow answer Yyes {0 any of these questions, please encloss an sxpisnation. ‘

QUESTIONS

S Yes No

. L .Did the applicant take any leave of absences or breaks form hia/her post-graduste training? O X -
2. "Nas the applicant ever placed on probation? O X
3 ‘Was the applicent ever disciplined or undor investigation? O 4
4. Y/ere there negative ieports over flled by instructors regarding the applicant? O K
5. Were any limitations or special requirements imposed on tho applicant because of questions 0 X

of academic incompetencs or disclplinary probloms?
6. During the applicant’s participation, our postgraduate medical training [T] was accredited by: X]ACGME [] Other:

Comments;

©
Certifieztions 1 hereby certi fy that the above Information is correct, to the best of my knowledge, V? ;
o
Program Dirsctor’s Signature: / o #, Mo a
Print Nsme: /AN H. PORT’SR é '
Acsdemic Title: ?QOF.. f’EOMfﬂ{cS -

Telophone: (37§, 006 L - 3589 Todsy's Date: é Ll 0/

Affix Institutional Sesl Here
(If riae Institution does not kave s seal, this form must be notarized.)



PAes |
RECEIVED ¥orm 2

JUN28 277
K.B.M.L.

Kentucky Board of Medical Licensure
310 Whittington Perkway, #1B
Louisville, KY 40222

Postgraduate ﬁalnlng_Verlﬁcatlon

Applicant’s Authorization: 1 authorize the release of information from my postgraduate training program listed below to be forwarded to the Kentucky Board of

Msdical Liconaure. ] )Gém%/ /ﬁw ﬂ

SAmuEL p.oulf Auﬁ)mkmx/
LUTHERAN MEDICRL (ERTER

Aééli_cant'l signature:
Print or typs name:
Name of institution:

Instructions to the Program Director: This form mugat riot be compisted more than thirty (30) days prior to the completion of training program if less than
one year for American medical graduates and less then three (3) years for {nternational medical graduates. Please complete this form, sign, seal and return to the
Board at the above stated addrass, Any fees for completion of this form shou!d be collected from the applicant. Please affix the seal of the hospital or have form
notarized by a hosplital official.

Name of Tnstitution: Lutheran Medical Center, '150 55th Street, Brooklyn, New York. 11220

1€ name of Institution was different when applicant attended, please enter name:

Enroliment and participation: Our records indicste that ___ Samuel L. Auerbach, MD
(Type or print applicant's name)

participated in the following program:

[T’rogram type (Internship, PGY Department Dates Attended Completed | Accredited By:
Residency, Fellowship) (1,2,3,4) (Month/Day/Year) Yes/No ACGME, AOA, Etc..
Residency 3 Ob/Gyn 8124 /g8 6 80 bo Yes ACGME
7 71
/ I
i 7 I
/ r

#0 10 81 ung

-
.

doe

0L06-609-818



[ 24

parjedny

st 10-§1-120

b
!

1822 01€ g1-®woug .

K RI3LSAIANS NIATTH-C)

90 ereq

1
|
|

‘ Form 2 - Contin
Applicant’s Name: gﬂﬂaﬂ_ ZWIS AUEZM(H % orm 2 - Continued

Unusual clreunsstances: The following questions apply to unusual circumstances thet occurred during sny part of the applicant's medical education, Please mark
" the sppropriate response, **Ilyou answer yes to agy of these questions, ploase enclose ax explanation,

QUESTIONS
Yes No

1. Did the applicant take any loave of absences or brosks form higher post-graduste training? ] v RE CEy VEp

2. Was the applicant ever placed on probation? O B or;,, 200/

3. Wes the epplicant over disciplined or under investigation? ] K.g y

4. Were thers negative reports ever fled by instructorsregarding the applicant? 0 er M.L.

3. Were any limitstions or special requirements imposod on tho applicant becauss of questions J Ze

of acedemic incompetence or disciplinary problems?
6. During the applicant’s participation, our postgraduste medical training [ was sccredited by: [JACGME [Q({ber: 67 M@/

Comments:

Certification: | hereby certify that the above information is correct, to the best of my knowledge,

Program Director’s Signature; Wé‘/é

PrintName: sz Sl ve‘%rﬁw’ L
Academic Title: 77”744’3"\ L Livgoy—
- . Telephane: (J2.f F 6T~ IS T4~ Todsy's Date: 7/7 3

Afﬂxlmﬁhﬂou!swﬂou
(I!ﬁehlﬂtaﬂudmuimaul,&bbr-mhmbn

Wd es:te IgeZz-S1-4100

XILIA

I8LL VLS BTL

90°d4d




pPaA|9J9Yy

2i:1l 10-51-3120

1812 0LE 8ll-woij-

N N13LSY¥3ATS NIAIW-O0L

G0 ofey

Form 2
Kentucky Board of Medical Licensare
310 Whittington Parkway, #1B RECEIVED
Louisville, KY 40222 0CT 225 -
Postgraduate Training Verification : K.B.M.|

Appieant's Authorization: | suthorize the releass of information from my postgraduate training program listed below to be forwanizd to the Kentucky Board of
Medical Licensure.

Applicant’s signsture: )[wwj Zﬁw Qujwé

Print or type name: 7 Samuer routi fucnamrs
Name of institution:

Instructions to the Program Director: This form muyst not be completed more than thirty (30) days prior to the completion of training program if less than
one year for American medical graduatcs and less than three (3) years for Intemational medical graduates. Please compiete this form, sign, seal and retum to the
Board at the above stated address. Any fees for completion of this form should be collected from the applicant. Picasc affix the scal of the hospital or have form
notarized by a hospital official.

Name of Institution: Th e ﬁt’éﬁS% Cey A&f/

If name of Institution wss different when appl. ant attended, please enter name:

Earollment and participation: Our records indicate that ___Sz7 7400 / Louis 41{” be2ll __participated in the following program:
(Type or print spplicant’s name)

Program type (Isternehip, PGY | Department Dutes Atiended Completed Accredited By:
Residency, Fellowship) {1,2,34) (Moath/Day/Year) Yes/No ACGME, AOA, Ete..
Fellnwship Press! e qu’/ﬁihﬂ/ 7767957 yes
T T 71
7 T 7 7T
77 [

«Over-

Wd 8ST T80 100Z-ST-L100

HX3LIA

TOLL OLR BTL

S0 d



) RECEIVED
FRGE 3,
JUN 28 203 (kemicsy)
K.EM.L.

Form 2 - Continued
QAMUEL Louis AUERBRLE )

Applicant’s Name:

Unusual circumstances: The fo'lowing questions apply to unusual circumstancos that occurred during any part of the applicant’s medical education, Please mark

the.)pproprlatc response. **If you aswer yes to any of these questions, please enclose an explanation.
QUESTIONS

S _ Yes No
1. Did the applicant take any jeave of absences or breaks form his/her post-graduaio training? O X
2. "Was the applicant ever placed on probation? O 24
3. Was the applicant ever disciplined or under investigation? O B
4. ~Vere there negative reports ever filad by ingtructors regarding the applicant? | R
5. Were any limitationsor special requircments imposed on the opplicant because of questions O X

of academic incompetence of disciplinery problema?
6. During the applicant’s participation, our postgraduate medical training [} was accredited by: PJ ACGME [T Other:

Comments: ' )
Certification: T hereby certify that the above information is correct, to the best of my knowledge. ! ; , ; ?
Program Director’s Signature: : ‘ D pAk
Print Name: ___DONALD M. ZAROU, M.D.
Acsdemic Title: _ Chair of Ob/Gyn
) Telephone: (718 630-7350 Todey's Dat: _6/25/01
Affix Institutional Seal Here

(If the institution does mot have a seal, this form must be notarized.)

doe:y0 10 81 unr

0L06-609-818



STATE OF ALABAMA MEDICAL LiCENSURE COMMISSION
POST OFFICE BoX gg7 MONTGOMERY, ALABAMA 36101.0857 Phone: (334)242.4153
N. GURLEY, M., CHAIRMANEXECUTIVE OFFICER » CINDY D, WEBER, EXECUTIVE ASSISTANT

KENTUCKY BOARD OF MEDICAL LICENSURE

310 WHITTINGTON PARKWAY, SUITE 18 RECEIVED
LOUISILLE, KY 40222 OCT 25 i,
K.B.M.L.

VERIFICATION OF ALABAMA MEDICAL LICENSURE
Name of Licensse (as it appears in our records):

SAMUEL Louis AUERBACH
Date of Birth: 08/30/1955
Soc Sec #: 128487731
. License#: MD. 00024126

Current Status: ACTIVE IN RENEWAL
Date Issued: 06/27/2001
Basis of License: FLEX/NY
Expiration Date: 12/31/2001 B
Medical School: SCH OF MED UNJv OF NORTHEAST TAMPICO
Location: TAMPICO
Date From/To: 8/76-5/80
Disciplinary Actions:
[Y] NO
[SEAL] [ ] Yes, See Attached
[ 1 Other, See Attached

—roSeut o

Jerry N. Gurley, M.D.
Chairman, Medical Licensure
Commission of Alabama

Signature:

Date: October 23, 2001

To expedite the verification process, the above ig the ndard format ugeq by the Medical Licengure Commissgign
of Alabma, Verification information can also be obtaj i i

Completed by:




RECEIVED

0CT 18 2001

M.L

. K.B.M.L.
STATE OF ALABAMA MEDICAL LICENSURE COMMISSION
POST OFFICE BOX 837 MONTGOMERY, ALABAMA 361010887 Phone: (334)242-4153
JERRY N. GURLEY, M.)*., CHAIRMAN/EXECUTIVE CFFICER * CINDY ), WEBER, EXECUTIVE ASSISTANT

KENTUCKY BOARD OF MEDICAL LICENSURE
310 WHITTINGTON PARKWAY, STE 1B

LOUISVILLE, KY 40222

VERIFICATICON OF ALABAMA MEDICAL LICENSURE
Name of Licensee (as it appears in our records):
SAMUEL LOUIS AUERBACH
Date of Birtnh: 08/30/1955
Soc Sec #: 128487731

. License#: MD. 00024126

Current Status:  ACTIVE
Dats Issued: 06/27/2001
Basis of Liconse: FLEX/NY
Expiration Date: 12/31/2001
Medical School: SCH OF MED UNIV OF NORTHEAST TAMPICO
Location: TAMPICO
Date From/To: 8/76-6/80
Disciplinary Actions:

NO
[SEAL] [']1 Yes, See Attached
[ ] Other, See Attached

=

-Signature:
Jerry N. Gurley, M.D.
Chairman, Medical Licensure
Commission of Alabama
Date: October 16, 2001
To expedite the verification process, the above is the standard fo mat Y the Medical Licensure Commission
of Alabma. Verisication information can algo ba BTy od c Zim b site at http:!lwww.albmo.orgl
Completed

Verification Clerk




. ?mcky Board of Medical Licensure RECEIVED Form 3
3 Whittington Parkway, Suite 1B
r Louisville, Kentucky 40222 SEP 11 2001

| Verification of Licensure | K.B.M.L.

To Applicant: In applying for a license to practice medicine/osteopathy in the Commonwealth
of Kentucky, the Kentucky Board of Medical Licensure requires each state or Canadian province
where you currently hold or have ever held a medical license complete this form. My signature
below is your authority to release any and all information in your files, favorable or otherwise

regarding myself. | ( A0 TERS E‘f)
Name of Applicant: S’E\Muxl was Auﬂ-BM/H M.D./D.O. License No: MA é 507 S-
(Please print)

il G (Bohacl) _fmo

(Signature)

---------------------------------------------------------------------------------------------------

. ToReference Source: Please complete this form, sign, seal and return to the Board (KBML) at
the above stated address. Any fees for completion of this form should be collected from the
N . Physician. All applicants have signed a general release, which relieves anyone of any liability
.. for information furnished in good faith.

. -

* * *» Please Type or Print A;l Information + « «
State of:_j‘\ \‘)?,\)\) _SQX.SQ\%) License No: m[, 5075
IssueDate:_ { ) - ) —A(. Expiration Date: _\(@— E‘S ! -0 ’
Basis for Licensure: _{— ‘Q\K E T\A_&KP_ et
Current Status: }ar\ oS

Limitations: N\ YancE

Derogatory:__ N\ {rwifE-

Board Seal




- THE UNIVERSITY OF THE STATE OF NEW YORK

“THE STATE EDUCATION DEPARTMENT RECEIVED
DIVISION OF PROFESSIONAL LICENSING SERVICES
CERTIFICATION & VERIFICATION UNIT 10 200
89 WASHINGTON AVENUE SEP -
- ALBANY, NEW YORK 12234
. K.B.M.L.

THIS IS TO CERTIFY THAT AC(ORDING TO THE RECORDS OF THE DIVISION |
OF PROFESSIONAL LICENSING SERVICES, NEW YORK STATE EDUCATION DEPARTMENT, !
ALBANY, NEW YORK, AUERBACH SAMUEL LOUIS J
WAS ISSUED LICENSE/CERTIFICATE NUMBER 191774 FOR THE PRACTICE OF |
MEDICINE ON 03/23/93.

OUR RECORDS ALSO INDICATE THE FOLLOWING INFORMATION:
DATE OF BIRTH: 08/30/55

SCHOOL ATTENDED: UNIVERSITY DEL NORESTE

DATE OF GRADUATION: 06/06/80

DEGREE EARNED: PHY&SR

PROGRAM WAS ACCEPTABLE IN ACCORDANCE WITH THE NYS REGULATIONS
OF THE COMMISSICNER OF EDUCATION. REQUIREMENTS MET AT THE
TIME OF LICENSURE.

BASIS OF LICENSURE:

DATE COMP1 COMP2 FLEX EXAMINATION
12/92 00075
12/90 00072 00075

-
~

EXMS TAKEN=09

A LICENSE IS VALID DURING THE LIFE OF THE HOLDER UNLESS REVOKED,
ANNULLED OR SUSPENDED BY THE BOARD OF REGENTS. A LICENSEE MUST
REGISTER PERIODICALLY WITH THIS DEPARTMENT TC PRACTICE IN THIS STATE

CURRENTLY REGISTERED: YES REG PERIOD ENDS: 07/31/03
ADDRESS: P O BOX 090365 BROOKLYN NY 11209-0000

DEROGATORY INFORMATION: NO CHARGES HAVE #EEN PREFERRED AGAINST
THIS I.ICENSEE.
COMMENTS :

- I FRANK GEBOSKY, PRINCIPAI. CLERK, DIVISION OF PROFESSIONAL

4 LICENSING SERVICES OF THE NEW YORK STATE EDUCATION DEPARTMENT,

2 DO HEREBY STATE THAT AS PRINCIPAL CLERK OF SAID DIVISION, I HAVE
LEGAL CUSTODY OF THE OFFICIAL RECORDS OF THE DIVISION OF
PROFESSIONAL LICENSING SERVICES AND TO THE BEST OF MY KNOWLEDGE,
THE AFORESAID INFORMATION IS TRUE AND CORRECT.

SEAL

08/29/01

OP026 056



STATE AND CONSUMER SERVICES AGENCY GRAY DAVIS, Governor

MEDICAL BOARD OF CALIFORNIA
%‘u LICENSING PROGRAM
1428 HOWE AVE, SUITE 58
Consumer SACRAMENTO CA 98825-3238
Afiairs - TELEPHONE: (918) 263-2382

FAX: (918) 263-2944
www.medbd.ca.gov

August 29, 2001

'9505/‘/5
KENTUCKY BOARD OF MEDICAL LICENSURE Stp D
HURSTBOURNE OFFICE PARK 4, 2
310 WEITTINGTON PRWY STE 1B oy
LOUISVILLE KY 40222-4916 k‘B‘M(

To Whom It May Concern:
In response to your inquiry a standard searca of available records in

this office has been performed. The following indicates the results
of that search:

_Physician: SAMUEL LOUIS AUERBACH

. License No.: A 53310 =
~<Issued: July 27, 1994 i
“~Exam Type: A written examination
" “Bxpiration Date: August 31, 2001
.Status: Renewed/current

If a discipline status is listed, you may obtain information
concerning this action by contacting the Board's Enforcement Program,
Central File Room, 1426 Howe Avenue, Sacramento, CA 95825-3236 or by
faxing your request to the Central File Room at (916) 263-2420.




. | RECEIVED
AUG 2 7 2001
K.B.M.L,

Nevada State Board of Medical Examiners

VERIFICATION OF LICENSURE

This is to certify that the records of the Nevada State Board of Medical Examiners indicate
the following information regarding: :

Samuel L Auerbach, M.D.
18615 Burbank Blvd #214

Tarzana CA 91356
LICENSE TYPE: Medical Doctor
LICENSE NUMBER: 7617 CURRENT STATUS: Active
: EFFECTIVE DATE: 11/22/1995 DISCIPLINARY ACTION: NONE
- EXPIRATION DATE: 06/30/2003 EXAMINATION LICENSED BY *: FX
t‘_ *KEY: FX = Federation Licensing Examination
NB = National Boards
T - USMLE = United States Medical Licensing Examination
: LMCC = Canadian Medical Licensing Examination
State Abbreviation = If Licensed by a State's Basic Sciences Examination

We are not in a position to advise whether the above person is currently under investigation
by the Nevada State Board of Medical Examiners. Until such time as an investigation of any
person licensed by the board is culminated by the filing of a formal complaint, we are not in a
position to reveal the facts or the nature of any investigation. We have, however, searched our
records and do not find that any formal disciplinary action has been taken against the above
person by the board.

To expedite the verification of licensure process, the above is the standard format for
verificauon of licensure of all persons licensed by the Nevada State Board of Medical
Examiners.

Dated: 08/24/2001

1105 Terminal Way, Suite 301 (775) 688-2559 « Fax 688-2321
Mailing Address: Post Office Box 7238 Reno, Nevada 89510

(O) 1934




n ‘.\.‘\;'. .

DEPARTMENT OF VETERANS AFFAIRS

Medical Center
130 West Kingsbridge Road
Bronx, Newv York 10468
RECEIvE
UL 16 g9
July 4, 2001 K B M !

In Reply Refer To: 526 (OOED/IM)

Kentucky Board of Medical Licensure
310 Whittington Parkway, #1B
Louisville, KY 40222

SUBJ: Residency Verification
Dear Sir or Madam:
The verification of the resident/fellow in question is complate. After a complete review of this

individuals personnel records for the time period requested, I can verify that this individual
completed the training for such time in the correct subspecialty, at the Bronx VAMC. If you

- have any questions or comments, please feel free to eontact me at (718) 584-9000/x6906.

RE: Samuel L. Auerbach, M.D.

SS#: 128-48-7731

PERIOD: 71/85 —» 6/30/86
PROGRAM: Medical Service/Internal Medicine

David Jaipersaud
Clinical Programs Coordinator




. United Health Scfrvz'ces

© hly11,2001 HEOE/VED
16 gy
Kentucky Board of Medical Licensure K'B- M, L
_ 310 Whittington Parkway, 1B
- Louisville, KY 40222

RE: Samuel Auerbach, MD

H ealth S . This letter is to confirm that Samuel Auerbach, MD successfully completed the
- Ces following program at United Health Services Hospitals:

Internal Medicine Residency

i . Dates: July 1, 1986 to June 30, 1987
,:: If you have any further questions, do not hesitate to contact me at 607-763-6674.
.- Sincerely, -

Q\Q/mlﬂ Ua)

é'efven MD
ectar Internal Medicine Residency

Wilson Memorial Regional : ) ST
Medical Center

33-57 Harrison Street

johnson City, New York 13790

607.763.6000




Form 4A
: Kentucky Board of Medical Licensure . .
' 310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222 RECEIVED

DEC 0 5 2011
K.B.M.L.

To Applicant: In applying for a license to practice medicine in the Commonwealth of
Kentucky, the Kentucky Board of Medical Licensure requires this form to be completed by the
hospital administration in each hospital/clinic where you have pragliced medicine during the five

(5) years preceding your application. My signature below is your/guthority tq release’any and all
information in your files, favorable or otherwis arding myse
Name;_SAMUEL [owss fuemsies (yo)no .

(Please print) _(Signature)

Address: s ﬁz.edﬂ-ﬁ}x &Vl’ ) 775747’/‘?7‘/’? &9 ?/3‘12

7

[ HospitalClinic Affiliation Form |

RN RN RR R R R R R Rk SRk G R RNk ko kR kR ko ok ok

To Reference Source: Please complete this form, sign and retumn to the Board at the above
stated address. The processing time for licensure depends on timely receipt of critical forms such
. asthis. All applicants have signed a general release, which relieves anyone of liability £or
information furnished in good faith. No Substitutions will be accepted in lieu of this form. All
__j _ other forms submitted will be returned.

i .. . FULL OUTPATIENT SURGICAL PROCEDURES
. = 1. Whatprivileges were extended to the applicant?  _

. 2. Affiliation Dates: From JANUARY 1395 To PRESENT

3. Were any limitations imposed on such privileges? NO  If “Yes”, please explain briefly and
attach certified copies of any documentation pertaining to such action.___N/A

4.  Were privileges ever revoked, suspended, restricted, limited, reprimanded, placed on probation or
otherwise disciplined? NO _If "¥es”, please explain briefly and attach certified copies of any
documentation pertaining to such action. N/A

Derogatory Information, if any: NONE

Comments, if any: KX@WM &f//‘?/(@sfﬁ@(/%

A/ﬂ W Title QléAL pIHEcfor/ - MORRIS MESLER MD R
/ . Hospital AMERICAN LANCASTER HEALTH GROUP INC. [N
Address 1037 WEST AVE. N ’ .

Seal of Hospital

(If no seal, so indica PALMDALE, CA 93551

Date NOVEMBER 30, 2001




ANERICAY, LANCASTER HEALTH GROUP THE.

1037 W. AVE N #103

PALMDALE, CALIFORNIA 93551
(805) 272-4591 SAM AUERBACH, M.D

MORRIS MESLER, M D OBGYN/internist

Medical Director Fax (805) 272-3995

November 30, ZOOA
ECEIVED
Re: Samuel Louis Auerbach MD

DEC 0 5 2001
To: Kentucky Board of Ledical Licensure K.B.M.L
From; Morris Mesler MD
Medical Director
Dear Doctors:

.This letter is written in response to your FORM 4A. I have had an association with Dr.
Auerbach since January 1995. Since that time he has practiced Ambulatory Gynecology
and Breast Care at this iacility. This has included a multitude of ambulatory surgical
procedures.

'0‘, ‘: (3;' :

Dr. Auerbach has proven to be an excellent physician. He has never had any restrictions
placed on the procedures he was given privileges to perform.

If you have any further questions please do not hesitate to contact me.

Medfcal Direstor

cr:MM




! ANERTCAT, LANCASTER HEALTH GROUP T7C.

1037 W. AVE N #103
PALMDALE, CALIFORNIA 93553
(805) 272-4351 SAM AUERBACH, M D

| 1
MORRIS MESLER, M D Fax (805) 272-3995 OBGYN/Internist

Medical Director

November 30, 2001
RECEIVED
Re: Samuel Louis Auerbach MD
DEC 0 5 2pp1
To: Kentuckv Board of Ledical Licensure
i Kl Bn M. L.
From: Morris Mesler MD
Medical Director

Oear Doctors:
Listed below are some of the procedures performed:

. D&C Breast Biopsy

. I & D of Abcess - Multiple sites Aspiration of Cysts
I Biopsy of Multiple sites Hysteroscopy
- =.  Cervical Conization Laceration repair
A Endometrial Biopsy Circumcision
& . Ultrasonography Wound revision
' Colposcopy Early Obstetrical care

D & C for Incomplete Abortion Culdocentesis
Tubal Ligation Cystometry
Contrceptive Care Repair of Muscle Lacerations

Please contact me for additional information if needed.

Medfcal Direstor

MM




ATHERICAN LANCHASTER REALTH GROUP THC.

1037 W. AVE N #103 RECEIVED

PALMDALE, CALIFORNIA 93551 o
(805) 272-4591 DEC 05 2001 saMauerBaCH. MU
Fax (805) 272-3995 0BG YN/Intemist
K.B.M.L.

November 30, 2001

MORRIS MESLER, M.D
Medical Director

Re: Samuel Louis Auerbach MD
AMERICAN LANCASTER HEALTH GROUP & ENCINO URGENT CARE
Clinics
To: Kentucky Board of Ledical Licensure

From: Morris Mesler MD - Medica: Director

Dear Doctors:

This letter is in reply to your FORM 4A. | have now completed your FORM 4A for both
Encino Urgent Care & American Lancaster Health Group where Dr. Auerbach has
conducted his private practice since1995. These two separate clinics offer the same
medical services. I am the Medical Director at both locations.

-3 Since these clinics offer the same services & Dr. Auerbach conducts his practice between
e both of them I felt that filling out the FORM 4A for the American Lancaster clinic was
© 7" redundant. It was my understanding that Dr. Auerbach, per your instruction, had also sent
you a letter explaining the “sister relationship” that these clinics have.

In trying to assist him in obtaining his Kentucky license I have filled out the FORM 4A
with attached letters for the American Lancaster clinic. I hope that this fulfills the
requirements. I apologize for any misunderstanding. I hope that the Kentucky Board will
be able to use this letter to reevaluate presenting his application for medical licensure so
that it can be issued this December.

Thank you tor your time and cooperation with regards to this situation. If you have any
further questions please do not hesitate to contact me.

e

dical Director

cr:MM




RECEIVED

SAMUEL LOUIS AUERBACH
18615 BURBANK BLVD. DEC 0 5 2001
SUITE # 214
TARZANA, CA 91356 K.B.M.L.

November 30, 2001

Re: Sumuel Louis Auerbach MD;
RECONDIER PRESENTING FOR LICENSURE IN DECEMBER 2001

To: Kentucky Board of Ledical Licensure - Privileges (Form 4)

Dear Doctors:

As per your request FORM 4A was completed and forwarded to you by Dr. Mesler for
the Encino Urgent Care facility. As instructed, I sent a written letter to you on 11-14-01
stating that Dr. Mesler is the Medical Director at both ENCINO URGENT CARE &

_its sister facility AMERICAN LANCASTER HEALTH GROUP.

1 spoke with Ms. Cinnamon who informed me that my application was incomplete.
FORM 4A geeded to be completed for the American Lancaster Health Group Facility. In
earlier conversations I had informed Ms. Cinnamon that my private practice was located
at both facilities & as I was instructed, I sent a letter on 11-14-01 (see enclosed copy)
stating this.

In an attempt to comply with the Medical Boards wishes 1 have had Dr. Mesler (the
Medical Director at BOTH Encino Urgent Care & American Lancaster) complete the
FORM 4A for the American Lancaster facility. I have also asked him to enclose a letter
stating the relationship between the facilities.

I hope this will complete my application process & serve to clear up any
miscommunication that existed. On this basis I am requesting that you please reconsider
presenting my application for Medical Licensure at your meeting this December 2001.

Please contact me for additional information if needed.

Sicerely, o, ) oot W

Samuel Louis Auerbach MD

mm:SA




RECEIVED

SAMUEL LOVUIS AUERBACH BEC O 5 1.
18515 BURBANK BLVD.
SUITE # 214 K.B.M.L.

TARZANA, CA 91356
November 14, 2001
Re: Samuel Louis Auerpach MD

To: Kentucky Board of Ledical Licensure - Privileges (Form 4)

Dear Doctors:

As per your request on FORM 4 this letter is written to list some of the privileges that
have been gnnted Thls can be confirmed by your FORM 4A whxch has been eompleted

not had bospm.l pnv:legw over the past ﬁve years I have practxoed at the fuihtm noted.

Aspiration of Cysts Breast Biopsy

Biopsy of Multipie sites Conization - Cervical
Circumcision Colposcopy
Contraceptive Care Culdoceatesis
Cystometrics D&C

D & C for Incomplete Abortion Early Obstetrical care
Endometrial Biopsy Hysteroscopy

I & D of Abcess Laceration repair
Tubal Ligation Ultrasonography
Wound revision

Please contact me for additional information if needed.

Sincerely,

Samue! Louis Auerbach MD



Form 4A

Kentucky Board of Medical Licensur RECEIVED
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222 NOV 16 2001

[ Hospital/Clinic Affiliation Form |K.B.M.L.

To Applicant: In applying for a license to practice medicine in the Commonwealth of
Kentucky, the Kentucky Board of Medical Licensure requires this form to complcted by the
hospital administration in each hospital/clinic where you have practged edx ine during the five
(5) years preceding your application. My signature below is your afithopty td release any and all
information in vour files, favorable or otherwise regarding myself

Name: Sﬁ M A w&m& DMb

(Please print) (Signature)

Address:_/f4/ (_&,u‘!&l Blvd Vassenn CA 93(F

ERRE B AR R ER R R RN R AR R R R KRR R R KRR R kR R R R PRk RN R AR R R R R R &

To Reference Source: Please complete this form, sign and return to the Board at the above

stated address. The processing time for licensure depends on timely receipt of critical forms such

as this. All applicants have signed a general release, which relieves anyone of liability for

information furnished in good faith. No Substitutions will be accepted in lieu of this form. All
T other forms submitted will be returned.

" 1. What privileges were extended to the epplicant? f o // Ov 7144 72PN 7 /,
'. 2. Affiliation Dates: From ¥ A / Q?G To P"P& e
3. Were any limitations imposed on such privileges? If “Yes”, please explain briefly and

attach certified copies of any documentation pertaining to such action. N

g 4. Were privileges ever revgked, suspended, restricted, limited, reprimanded, placed on probation or
i otherwise disciplined? f "Yes", please explain briefly and attach certified copies of any
documentation pertaining to such action. __ A/

Derogatory Information, if any: N M 2
Comments, ifany:___@VA IIT‘I 7p ‘

Signature
Title
- Hospital
Seal of Hospital Address

(If no seal, so indjaate) T / - .M/‘
Ao ﬁn




Form §

Kentucky Board of Medical Licensure D

310 Whittington Parkway, Suite 1B RECEIVE

Louisville, KY 40222 NOV 1 6 20¢!
Reference Form K.B.M.L.

To applicant: The Kentucky Board of Medical Licensure requires completion of two (2)
Reference Forms from reference sources. These forms must be sent from the reference source to
the Board at the above address.

In addition, the forms must meet the following criteria:

(a) Recent (no older than 6 months)

(b) Original signature

(c) Sent by licensed physician familiar with vour practice. It is preferable that one be sent by the

Program Director for those who recently completed residency training, or the last hospital where staff
privileges were held.

Please be sure to indicate your name below for identification purposes.
Name of applicant: S} Arauel Lpuis Rusy \oa_u(.., My

(Please print)

ll‘ll.l.“‘il"l‘l‘i“ll“t““t“l“t'l!"“‘t“t“"t‘iltt‘lil‘l‘!i".“l."‘“‘i#lt.‘l“‘t

To reference source: Please complete this form, sign and return to the Board at the above stated

address. All applicants have signed a general release, which relieves anyone of any liability for
information furnished in good faith.

From: A.g. abh D1Noass  dr D
(Full name — Please print) ™~

\ Y XV \ v m_ﬁmuk,_Muﬂ cn
(Address) (City, State, Zipcode) ‘

Telephone: K1y )_Fo%- ¥

L. How long have you known the applicant? /¢ Y3
2. In what capacity are you acquainted with him/her? Cllonee - Co-trorice,

Yes No Not Applicable
3. Have you ever received reports of poor practice by this ] O O

physician or have you discussed concerns you had about
his/her practice with medical staff officers at a hospital?

4. Have you cver received reports of poor relationships O v 0O
between this physician and other members of hospital
medical staff?

5. Are you aware of any derogatory information about this [ ] e O
physician with respect to his/her ability to practice
medicine?

-Over-




> Note: If you answer “NO” to questions 10, 11 or 13, please give an explanation,

r Yes No Not Applicable

-

6. Does he/she have, or has he/she had in the past,any  [] B/ O
mental or physical illness or personal problems that
interfere with his/her medical practice?

7. Has he/she ever abused alcohol or drugs or shownany [ =
signs of chemical dependency?

8  Are you aware of any lawsuits having to do with hjs/ J v
her medical practice that this physician has either Jost
or settled out of court?

9. Are you aware of any restrictions, limitations or othar O g O
acticns of any nature aken ggainst this physician bva
- hospital or other health related entity?

10. Does this physician accept medical staff and hospital B/ [ O
policies and function willingly according to these
- policies?

- 11. Does he/she enjoy professional respect among his/her
- colleagues and in the community where he/she practices?

12. Are you sorry to see this physician leave your g
community?

L 13, b\}Do you" recommend him/her for unrestricted medical e
licensure in Kentucky?

Comments: ?,;AL = (\m.u.k- ~

Signature \ Mﬂmm r"\m

x Title JLQ b’mL;A_.; P%S;“- '

Hospital mniq-l—&np_l&z_mn_uq_%

I5atc ,.'/lslw




e

:iLiJL;X;_Lt Fornls
Kentucky Board of Medical Licensure v e
310 Whittington Parkway, Suite 1B Ao sl
Louisville, KY 40222 KL
- AN PR 1 7 S

Reference Form

To applicant: The Kentucky Board of Medical Licensure requires completion of two (2)
Reference Forms from reference sources. These forms must be sent from the reference source to
the Board at the above address.

In addition, the forms must meet the following criteria:

(a) Recent (no older than 6 months)

(b) Original signature

(¢) Sent by licensed physician familiar with your practice. It is preferable that one be sent by the
Program Director for those who recently completed residency training, or the last hospital where staff
privileges were held.

Please be sure to indicate your name below for identification purposes.
Name of applicant: SAMUEL LOUTIX AUU:/RBACH MY

(Please print)

‘#ll‘l“#“t#t‘t"lt‘tttl#ttt“‘#‘tt#ttt‘##t‘t#l#*ttt###lt##t“##*t‘t*‘t#‘i#l‘#ttitt‘tit““‘

To reference source: Please complete this form, sign and return to the Board at the above stated
address. All applicants have signed a general release. which relieves anyone of any liability for
information furnished in good faith.

fom__ MoRRA\S MeESlER. NO
(Fuil name - Please print)
|R0Ss \Vexmaa Ll ~ € nienmoCa )26

(Address) (City, State, Zipcodd)

Telcphone:(%‘x ) @6 \ % U'—)

How long have you known the applicant? r—) 7’@ AL S
2. In what capacity are you acquainted with @er? _Q\_r_o F@CM

—t
.

Yes No Not Applicable
3. Have you ever received reports of poor practice by this .
physician or have you discussed concerns you had about

his/her practice with medical staff officers at a hospital?

4, Have you ever received reports of poor relationships ' D
between this physician and other members of hospital UMD NPT 00T 2y

medical staff? ‘ <Y BTG

- . S gign sl £

5. Are you aware of any derogatory information about this OO arm Smr ] *-:% | A

physician with respect to his/her ability to practice 8503 300 5.3 A1 ¢ V1i3-1290017) Y
medicine?

-Over-




- Note: If you answer “NO” to questions 10, 11 or 13, please give an explanation.

10.

11

12.

13,

Comments:

Yes

Does he/she have, or has he/she had in the past, any
mental or physical illness or personal problems that
interfere with his/her medical practice?

Has l@he ever abused alcohol or drugs or shown any
signs %f chemical dependency?

" Are you aware of any lawsuits having to do with his/

her medical practice that this physician has either lost
or settled out of court?

Are you aware of any restrictions, limitations or other
actions of any nature taken against this physician by a
hospital or other health related entity?

Does this physician accept medical staff and hospital
policies and function willingly according to these
policies?

Does he/she enjoy professional respect among his/her
colleagues and in the community where he/she practices?

Are you sorry to see this physician leave your

community?

Do you recommend him/her for unrestricted medical
licensure in Kentucky?

- X

PN

% :
X
X

No

A
0 X
K

O

O

O

Not Applicable

O

O

ﬁ/eﬁt/ ElHca b f/V@/fKS‘/ma—é

0(//»/ erpa -~ @VF} [r'f?/ ,0 AVJ/C?AA

ezl ae

A2

18055 VENTURA BV, . . Hospital %M%ﬂ /{//fdfé’g/
ENCING, CA 91316 Date  _2hr AL C.

(315) 881-8117 » FAX 818 996-2972




A T - S N SR N
RECEIVED

Form 6

Release and Waiver of Rights Form OCT 15 2001

. K.B.M.L.
I, g\kMuEL LNM AuERBA Cl+ Mb, hereby authorize the following individuals and entities to release all

information (documented, oral or other) about me in their possession to the Kentucky Board of Medical
Licensure (KBML) or its agents:

1. All medical/osteopathic schools which I have attended.

2. All hospitals or other health care facilities at which I have ever held staff privileges, whether full
or limited, temporary or permanent; and all hospitals or other health care facilities at which I have
ever received training.

3. All medical/osteopathic societies, specialty boards, and other medical/osteopathic organizations
with which I have been associated. :

Sats
datd

4. All other state or Canadian licensure boards, federal health agencies, and federal and state drug
control agencies.

5. All licensed physicians, nurses or other health care professionals of any state or Canadian
province.

6. All attorneys who have participated in civil or criminal actions in which I was named party.

I h"ef'eby release the above-named individuals and entities from all liability for the release of information to the
Bogrd (KBML) or its agents. -

I further authorize the Board (KBML) or any of its duly authorized agents, o make any investigations that they
deem necessary to secure information concerning me which is relevant to the requirements for licensure. I
further authorize them to release such information they may now or in the future have, concerning me to (i) any
federal, state, county or local governmental entity, (ii) any hospital or other health care facility, or (iii) any other
person upon a showing that the release of the information is vital to the health, safety and welfare of the general
public.

I'hereby make this release and waiver of rights for the purpose of allowing the Board (KBML) to carry out its
duties pursuant to my request for a license to practice medicine/osteopathy in the Commonwealth of Kentucky;
and further, for the purpose of allowing the Board (KBML) to carry out its duties in regard to my continued
licensure.

This release and waiver of rights has no expiration date and shall remain effective during my licensure in the
Commonwealth of Kentucky.
f-§-0y L‘j &/(Q‘M )
ate

D A>pp'!icant

/ : Mnd’
. Swomn to and Subscribed Before Me BMMJ&@U&M%W of @W) R 193\0{? (

Seal '

NoWublic /7 ’
. ANN EPSTEIN

- . 434634764
My Commission expires: %mﬂﬂ Now M“% o 3
’ WWWF""”’




American Medical Association RECEIVED

Physicians dedicated to the health of America

Division of Survey and Data Resources SEP 2 l’ 200‘
515 North State Street
Chicago, lllinois 60610 K B M L

http://www.ama-assn.org/amaprofiles

AMA Physician Profile
Name and Mailing Address: Primary Office Address:
SAMUEL LOUIS AUERBACH MD
18615 BURBANK BLVD SAME AS MAILING ADDRESS
TARZANA CA 91356-2649 ,

Phone: 1-818-609-9070

Birthdate:  08/30/1955
Birthplace: UNKNOWN

PFysician's Major Professional Activity: OFFICE BASED PRACTICE

.
Practice Specialties Self Designaied by the Physician:

:Prlmary Specialty:  OBSTETRIC & GYNECOLOGY
‘Secondary Specialty: INTERNAL MEDICINE

AMA membership: NON-MEMBER

Following Data Provided by the Primary Sources

Medical School:
UNIV DEL NORESTE, ESC DE MED, TAMPICO, TAMAULIPAS, MEXICO (VERIF 1IED)

Year of Graduation: 1980 (VERIFIED)

Current and/or Prior Medical Training Programs Accredited by the Accreditation Council for
Graduate Medical Education (ACGME):

Institution: WILSON MEM REG MED CTR State: NEW YORK

Speclalty : INTERNAL MEDICINE 07/1986 - 06/1987
(VERIFIED)

Institution: ALBANY MED CTR HOSP State: NEW YORK

Specialty : OBSTETRIC & GYNECOLOGY 07/1987 - 06/1988
(VERIFIED)

Institution: UNIV OF SO AL MED CTR State: ALABAMA

' Specialty : OBSTETRIC & GYNECOLOGY T 07/1989 - 09/1991
(VERIFIED)
AMA Files Checked 9/19/01 13:00:23 Profile for: Samuel Louis Auerbach MD Pagelof 3
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AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that this Physician Profile (see reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sale or resale of Physician Profiles or the information contained therein to any third
party, whether or not affiliated with the requesting organization, is strictly prohibited except
that this prohibition shall not apply with respect to: disclesures required by federal or state
government agencies (incluting, without limitation, disclosure to the physician about whom any
such data relates), judicial authorities under court order, federal regulatory bodies with

- jurisdiction over the requesting organization, or disclosures otherwise required under federal or

state law; provided however, that if the requesting organization is served with a subpoena or
other legal process requiring the production or disclosure of Physician Profiles, then the
requesting organization, to the extect reasonably practicable before complying, will promptly
notity AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of ahy of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
of such Profile information by the requesting organization, such license to use and possess the
Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
immediately, but, in no event, later than 48 hours after such automatic termination.

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained therein. Furthermore, no warranty,
express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described iu the Physician Profiles; and in no
event shall the AMA be liable to the requesting organization or anyone else for any decision
made or action taken in reliance on such information.

DR 7 '




American Medical Association

Physicians dedicated to the health of America RECEIVED
Division of Survey and Data Resources .

515 North State Street SEP 2 4 200'
Chicago, Illinois 60610

http://www.ama-assn.org/amaprofiles K B M L

AMA Physician Profile

Current and/or Prior Medical Training Programs Accredited by the Accreditation Council for
Graduate Mzdical Education (ACGME):

Institution; KALEIDA HLTH SYS-M FILLMORE State: NEW YORK
Specialty : INTERNAL MEDICIM'E 07/1984 - 06/1985
(NOT YET VERIFIED)
Institution;: VET AFFAIRS MED CTR Stute: NEW YORK
Specialty : INTERNAL MEDICINE 07/1985 - 06/1986
(NOT YET VERIFIED)
Institution: LUTHERAN MED CTR State: NEW YORK
Specialty : OBSTETRIC & GYNECOLOGY 08/1988 - 06/1989
(VERIFIED)

Note:  Additioual information, used for appointments and privileges, is not solicited, nor is it received from the residency program
- director(s). If additional tnformation is required, please contact the program director(s).
-

Naﬁqnal Board of Medical Examiners (NBME) Certification Year; NONE REPORTED TO DATE

License{s): MD/ Date Expiration License Last

State DO Granted Date Status Type Reported
NEW JERSEY MD 12/02/1996  06/30/2001 ACTIVE UNLIMITED 06/01/2001
NEVADA MD 11/22/1995  06/30/2001 ACTIVE UNLIMITED 04/30/2001
CALIFORNIA MD 07/27/1994  08/31/2001 ACTIVE UNLIMITED 04/10/2001
NEW YORK MD 03/23/1993  07/31/2001 ACTIVE UNLIMITED 07/01/2001

Note: When the specific month and day sre unknown, tht date will display the default value of “01." Not all licensing boards
maintain or provide full date values. Pleese conta:t the appropriate licensing board directly for this information.

ECFMG Certfication:
Applicant Number: 03124302

Note: The Educationsl Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101,

Federal Drug Enforcement Administration:
AS OF 06/01/2001, FEDERAL DEA REGISTRATION IS VALID. EXPIRATION DATE IS 06/30/2004.

Note:  Many states require their own coatrolled substances registration/license, _
’ Please check with your state licensing suthority as the AMA does not mainfain this information.

AMA Files Checked 9/19/01 13:00:23 Profile for: Samuel Louis Auerbach MD Page2 of 3
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AMA Physician Profiie (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that tais Physician Profile (see reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on thie Physician Profile request form or other agreement; and (3) thut no Physician
Profile or information contained thercin will be sold, provided to, released, copied, exiracted or
otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sals or resale of Physician Profiles or tho information contained therein to any third
party, whether or not affiliated with the requesting organization, is strictly prohibited except
that this prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about whom any
such data relates), judicial authorities under court order, federal regulatory bodies with

. jurisdiction over the requesting organization, or disclosures otherwise required under federal or

state law; provided Aowever, that if the requesting organization is served with a subpoena or
other legal process requiring the production or disclosure of Physician Profhies, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
notify AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitti~g. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
of such Profile information by the requesting organization, such license to use and possess the
Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
immediately, but, in no event, later than 48 hours after such automatic *ermination.

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained therein. Furthermore, no warranty,
express or implied, i3 created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
event shall the AMA be liable to the requesting organization or anyone else for any decision
made or action taken in reliance on such information.




American Medical Association RECEIVED

Physiclans dedicated to the health of Americs

Division of Survey and Data Resources SEP 2 t’ 200‘
S15 North State Street
iy oy K.B.M.L.
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AMA Physician Profile

Specialty Board Certification(s):
Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical
Specialties (ABMS) and the American Medical Association (AMA) through the Liaison Commiitee on Specialty Boards,

as reported by the ABMS:
Certifying Board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.
Certificate:
Certiflcate Type:

Effective: Expiration: Last Reported:

Copyright 2001 American Board of Medical Specialties. All rights reserved.

Note:  For certfication dates, a default value of "01" appears In the month fleld if data was not provided to AMA. Please contact the
appropriate specialty board direetly for this information.

Maedicare/Medicald Sanction(s):

=70 DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTM.ENT
-OF HEALTH AND HUMAN SERVICES.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILiTARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the AMA Physician Profile is intended to assist with credentialing. Appropriate use of the AMA Physician Masterflle data
contsined on this Profile by am organlzation would meet the primary source verificatior requirements of the Joint Commission on Accreditation
of Healthcare Organlzations (JCAHO) and the American Accreditation HealthCare Commission/URAC. The Physician Masterflle meets the
National Committee for Quality Assurance (NCQA) standards for verification of medical education, residency traicing, board certifieation, DEA
status, and Medicare/Medicald i netions.

1f you note any discrepancies, please mark them on & copy of the profile and mall or fax to:

Division of Survey and Data Recources
Attn: Physician Profile Unlt

SIS N, State Street

Chicago, IL 60610

312 464-5199

312 464-5900 (fax)

. AMA Files Checked 9/19/01 13:00:23 Profile for: Samuel Louis Auerl:ach MD © » Page3of3
©2001 by tiv: American Modicel Association




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
orgar ization that this Physician Profile (see reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sale or recale of Physician Profiles or the irformation contained therein to any third
party, whether or not affiliated with the requesting organization, is surictly prohibited except
that this prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, seithout limitation, disclosure to the physician about whom any
such data relates), judicial authorities under court order, federal regulatory bodies with

. jurisdiction over the requesting organization, or disclosures otherwise required under federal or

state law; provided however, that if the requesting organization is served with a subpoer 2 or
other legal process requiring the production or disclosure of Physician Profiles, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
notify AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
of such Profile information by the requesting organization, such license to use and possess the
Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
immediately, but, in no event, later than 48 hours after such automatic termination.

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained therein. Furthermore, no warranty,
express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
event shall the AMA be liable to the requesting organization or anyone else for any decision
made or action taken in reliance on such information.



Kentucky Beard of Medical Licensure
310 Whittington Parkway, #1B . RECEIVED
Louisville, KY 40222

SEP 13 200!

**DEA Status Request**

K.B.M.L.
Name Samuel Louis Auerbach, M.D.
Street Address 1037 W. Avenue North, #103
City, State, Zipcode Palmdale, CA 93551
Birthdate 08/30/1955
Social Security Number | 128-48-7731 ]
DEA Number BA6319289

A SEARCK HAS BEEN MADE OF THE FILES OF DA, ¢
NO RECORDS HAVE BEEN FOUND WHICH DISFLOSE &
ORUG-RELATED FELONY OR MISDEMEANOR GONVICTION
FOR THE INDIVIDUAL IDENTIFIED ABOVE. ¢

SeP = 7 2001

g

MARK W. CAVERLY, G/S

.l¥ ‘.l. “)h :




National Practitioner Data Bank DCN: £500000023092419
Healthcare integrity and Protection Data Bank Process Date: 10/12/2001, 15:42
Page: 1 of 2

£.0. Box 10832 RECEIVED %
Chantilly, VA 201530832

0CT 3p 200
www.npdb-hipdb.com 1

K'B|M.Lo

RESPONSE TO INFORMATION DISCLOSURE REQUEST

Requestor Name:
Telephone:

City, State, ZIP:

Country:

Address:

AUERBACH, SAMUEL LOUIS
(818)609-9070

18615 BURBANX BLVD

TARZANA, CA 91356

Account Number:

Expiration Date:
Transaction Date:
Transaction Number:
Total Charge:

KXEXXXXAXKXXXT 155
02/2002
10/12/2001
5500000023092419
$ 10.00

Subject Name:

Other Nama(s) Used:

Organization Name:
Organization Type:

Organization Type Description:
Work Address:

City, State, ZIP:

Country:

Home Address:
City, State, ZIP:

Country:

Social Security Numbers (SSN):

Professional School(s’) & Year (s) of Graduation:

Gender:
Date of Birth:

AUERBACH, SAMUEL LOUIS

MALE
08/30/1955

MEDICAL GROUP/PRACTICE (365)

18615 BURBANK BLVD; SUITE #214

TARZANA, CA 91356

18615 BURBANK BLVD

TARZANA, CA 91356

128-48-7731

UNIVERSIDAD DEL NORESTE 1980

CCNFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 5500000023092819

Healthcare Integrity and Protection Data Bank Process Date: 10/12/2001, 15:42
RECEWED Page: 2 of 2

£.0. Box 10532

Chantiily, VA 20153-0832 0CT 30 2000

www.npdb-hipdb.com K.é_ M.L.

Occupation/Field of Licensure (Code): ALLOPATHIC PHYSICIANS (MD) (010)

State License Numbers, State of Licensure: 24126, AL
Other, as specified:

Physician Specialty: OBSTETRIS & GYNECOLOGY (50)

Occupation/Field of Licensure (Code): ALLOPATHIC PHYSICIANS (MD) (010)

_ State License Numbers, State of Licensure: MA65075, NJ
& Other, as specified:

Physician Specialty: OBSTETRICS & GYNECOLOGY (50)

Occupation/Field of Licensure (Code): ALLOPATHIC PHYSICIANS (MD) (010)

State License Numbers, State of Licensure: 7617, NV
Other, as specified:

Physician Specialty: OBSTETRICS & GYNECOLOGY (59)
Occupation/Field of Licensure (Code): ALLOPATHIC PHYSICIANS (MD) (010)

4.-: . State License Numbers, State of Licensure: A053310, CA
' - Other, as specified:

= Physician Specialty: OBSTETRICS & GYNECOLOGY (50)

Occupation/Field of Licensure (Code): ALLORATHIC PHYSICIANS (MD) (010)

State License Numbers, State of Licensure: 191774, NY
Other, as specified:

Physician Specialty: OBSTETRICS & GYNECOLOGY (50)
Drug Enforcement Administration (DEA) Numbers: BA6319289
Nat'onal Provider Identifiers (NPI):
Federal Employer identification Numbers (FEIN):
Unigue Physician Identification Numbers (UPIN):  r90764

D. SEARCH

Based on the subject identification information provided by you in Section C above,
RESULT

a search of the NPDB has located the following O report(s).

O

Recipients should verify that the subject identified in Section C is, in fact, the
subject of interest.

Copies of these reporis are enclosed for restricted/limited use as prescribed by Title IV of Public Law 99-660, as amended. Recipients
should verify that the subject identified in Section B of the report(s}) is, in fact, the subject of interest. Information from the NPDB is

, confidential and must be used solely for the purpose for which it was disclosed. ANY PERSON WHO VIOLATES THE CONFIDENTIALITY
PROVISIONS AS SPECIFIED IN TITLE IV IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $11,000 FOR EACH VIOLATION.
Subjects of reports who obtain information about themselves from the NPDB ¢ re narmitted to share that information with anyone they
choose. - .

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN: 53500000023092419
Heeithcare Integrity and Protection Data Bank RENE) Process Date: 10/12/2001, 15:42
P.O. Box 10832 -cIVED Paga: 1 of 2
Chantilly, VA 20153-0832 OCT 30 2001
www.npdb--hipdb.com K.B. h; L

Requestor Nama: AUERBACH, SAMUEL LOUIS

Telephone:

City, State, ZIP:

Address:

Country:

(818)609-9070

Account Numoer:
Expiration Date:
Transaction Date:
Transaction Number:

Total Charge:

18615 BURBANK BLVD
TARZANA, CA 91356
AXXXXXEXAKXKXTL55
0272002

10/12/72001
5500000023092419

$ 10.00

Other Name(s) Used:

Organization Name:
Organization Type:

Organization Type Description:

Work Address:

City, State, ZIP:

Country:

City, State, ZIP:

Country:

Social Security Numbers (SSN):

Professional School(s) & Year (s) of Graduation:

Subject Name:

Gender:
Date of Birth:

Home Address:

AUERBACH, SAMUEL LOUIS

MALE
08/30/1955

MEDICAL GROUP/PRACTICE (365)

18615 BURBANK BLVD; SUITE #214

TARZANA, CA 91356

18615 BURBANK RLVD

TARZANA, CA 91356

128-48-7731

UNIVERSIDAD DEL NORESTE 1980

CONFiDENTIAL DOCUMENT - FOR AUTHORIZED USE OMLY ’
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RECEIVED

National Practitioner Data Bank DCN: s5500000023092419
Healthcare Integrity and Protection Data Bank 0CT 30 2001 Process Date: 10/12/2001, 15:42
Page: 2 of 2
,P.0. Box 10832 g
Chantilty, VA 20153-0832 K.B.M.L.
www.npdb-hipdb.com )

Occupatior/Field of Licensure (Code): ALLOPATHIC PHYSICIANS (MD) (010)

State License Numbers, State of Licensure: 24126, AL
Other, as specified:
Physician Specialty: OBSTETRICS & GYNECOLOGY (50)

Occupation/Field of Licensure (Code). ALLOPATHIC PHYSICIANS (MD) (010)

State License Numbers, State of Licensure: MA65075, NJ
Other, as specified:

Physician Specialty: OBSTETRICS & GYNECOLOGY (50)
Occupation/FField of Licensure (Cods): ALLOPATHIC PHYSICIANS (MD) (010)

State License Numbers, State of Licensure: 7617, NV
Other, as specified:
Physician Specialty: OBSTETRICS & G:NECOLZCY (50)

Occupation/Field of Licensure (Code): ALLOPATHIC PHYSICIANS (MD) (010)

" State License Numbers, State of Licensure: A053210, CA
- Other, as szacifiad:
-2 Physician Specialty: OBSTETRICS & GYNECOLOGY (50)

Occupation/Field of Licensure (Ccde): ALLOPATHIC PHYSICIANS (MD)} (010)

State License Numbers, State of Licensure: 191774, NY
Other, as specified:

Physician Specialty: OBSTETRICS & GYNECOLOGY (50)
Drug Enforcement Administration (DEA) Numbers:  BA6319289
National Provider Identifiers (NP1):
Federal Employer Identification Numbers (FEIN):
Unique Physician Identification Numbers (UPIN):  F90764

D. SEARCH

Based on the subject identification information provided by you in Sactior. T above,
RESULT

a search of the HIPDB has located the following 0 repori(s).

Recipients should verify that the subject identified in Section C is, in fact, the
subject of interest.

Copies of these reports are enclosed for restricted/limitedi use as prescribed by Section 1128E of the Social Security Act. Recipionts should
verify that the subject identified in Section B of the report(s) is, in fact, the subject of interest. Information from the HIPDB is confidential and
must be used solely for the purpose for which it was disclosed. Subjects of reports who obtain information abaut themselves from the
HIPDB are permitted to share that information with anyone they choose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




FEDERATION LICENSING EXAMINATION (FLEX)
Certified Transcript of Scores

This Transcript was prepared by the Federation of Statc Medical Roards

Kentucky Board of Medical Licensure RE CE| VED P
A ATTN: Lana Cinnamon, Med Licensure Coordirator -
- The Hurstbourne Office Park SEP 0 4 2001 |
N 310 Whittington Parkway ’(
- Suite 1B .5
e Louisville, KY 40222 ML,
EXAMINEE: Auerbach, Samuel Louis
. USMLE ID#: 2-145-594-4
XE DOB: - 08 /30/1955
ALTERNATE NAME(S):

It is certified that the above named physician took the Federation Licensing Examination on the date(s) entered below for the State
Medical Licensing Board{z} listed and obtained the FOHOWING SLOTEE - rome v meimie e o oo

- o\

-

SEIN: 550830013 Date of Certification:  08/30/2001
. Date-gf Exam  State Exam Taken For - State 1D » Comp 1 Comp 2
e 12/ 1992 NEW YORK 00187 75
I 6 71992 NEWYORK U, ... 13
. 127 1991 NEW YORK 7700430 74
T 6 / 1991 NEW YORK 00739 73
R 12 / 1950 NEW YORK 00328 ' 72 75
/ - 6 / 1990 NEW YORK 06403 : 73 74
N COMPONENT 1 of FLEX is designed to evaluate measurable aspects of the knowledge and understanding of basic and clinical sciences,
. with specific emphasis on principles and mechanisms underlying disease and modes of therapy.
e COMPONENT 2 of FLEX is designed to assess the additional cognitive abilities required of physicians who will ultimately assume
S . independent respobsibilities for th= general health care of patients.
. L A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on the
. above-named examinee.
Y :'..

3.01.01 7555228




FEDERATION LICENSING EXAMINATION (FLEX)
Certified Transcript of Scores

This Transcript was prepared by the Federation of State Medical Boards

RECEIVED

Kentucky Board of Medica! Licensure SEP§ 4 2001
ATTN: Lana Cinnamon, Med Licensure Coordinator
The Hurstbourne Cifice Park K, B, M L
310 Whittington Parkway thee
Suite IB
Louisville, KY 40222

EXAMINEE: Auerbach, Samuel Louis

USMLE ID#: 2-145-594-4

DOB: 08/30/ 1955

ALT. NAME(S):

It is certified that the abave named physician took the Federaticn Licensing Examination on the date(s) entered below for the State
Medical Licensing Beard(s) listed and obtained the following scores:

FIN: 550830013 Bute of Certification: 8/30/01
Examination Date:” 06/83 - 12/82 o S o
State Taken For: 005 : 00S

§ Anatomy: - 6%.00 62.50 _
Physiology:=" - 64.00 64.00
Biochemistry: - 69.00 67.60
Pathology: - 77.00 72.00

SRR Microbiology: 69.00 TUeT00T T
§ Pharmacology: 76.59 74.00
} Dehavioral Science: 70.00 76.00
BB Basic Science Avg: 70.57 68.85

B CLINICAL SCIENCE

B Mcdicine: 74.00 76.00
Pl Surgery: 75.00 69.00
8 Obstetrics: 76.00 76.00
BB Public Health: 75.00 72.00
B Pcdiatrics: 82.00 69.00
R Psychiatry: 70.00 69.00
Clinical Science Avg: 75,33 71.83
Clinical Comp Avg: 73.57 73.25
Flex Weighted Avg: 73.00 72.00

8 A search of the Board Action Data Bank of the Federation of Statz Medical Boards (FSMB) reveals no reported information on the
above-named examinee. - -

3.01.01 7555228 Page: 1



EDUCATIONAL COMMISSION for FOREIGN MEDICAL GRADUATES

PHILADELPHIA OFFICE
3624 MARKET STREET, PHILADELPHIA, PENNSYLVANIA 19124:282€, L\T.A.

TELEPHONE: 215-3856-5900 « FAX: 215:386-3185 » INTERNET: www.eci...g.org

State Board Code:
RECEIVED 018
Pleasas includs this
SEP 10 2001 number on ail requests
Executive Director
Board of iMedical Licensure K.B.M.L.
310 Whittington Parkway

Louisville, KY 40222

ECFMG CERTIFICATION STATUS REPORT

ECFMC/USMLE Identification Number: 0-312-430-2
Applicant's Name: Samue! Louis Auerbach
Applicant's Date of Birth: 08/30/1955

ECFMG Certified: No

Certificate Issued Date: N/A
English Test Valid Through Date: N/A
Clinical Skills Assessment Valid Through Date: N/A

Passing Performance on Medical Science Examination for Certification:
S : Two-Digit Three-Digit
Examination Type  Date Component Score Score  Comments

ECFMG 1-DAY 01/26/1983 MEDICAL SCIENCE (4K

Most Cunient Passing Performance on Clinical Assessment for Certification: N/A
Most Current Passing Performanca on Engiish Test: JANUARY 1983

Name of Medical School and Country:

Degree Yaar:

t Medical Education Credential Status: Incomplets

This information is reported directh from ECFMG cemputer records and is current as of 09/07/2001.

*The purpose of this Status Rerori is 10 Indicate whether this Indiv.-ial is ECFMG certified. This status report is not a complete history of all
examinations this Individual may have taken. It reflects only passing scores on the examination(s) used to fulflll the Medical Sclence Examination
requirement for ECFMG certification. it aslo includes the most current passing performance on the Clinical Skilis Assessment (CSA), regardiess of
whether CSA was required for ECFMG certification,

t+ Since July 1988, ECFMG has veri‘ed medical schoci credentials directy with the medical schools or through a reasonable alternative which has
been approved by the ECFMG Madical Educarzn Credentials Committee.

important Note:
Requesting organizations must secure and retain the physician's signed authorization to obtain certification information.
Organizations may not resel! the information or make it available to any party beyond the initial request as authorized by the

physician. The information may only be used to confirm ECFMG certification for the purpose for which the physician provided
authorization,.

018
* Form232 B -8/99

ECFMG is an organization committed to promoting excellence in international medical educath).
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Kentucky Board of Medical Licensure RECTIVED

310 Wtittington Parkway, Suite 1B Hle i

Louizv'ile, KY 40222 : AUG 77 7200
Federation Disciplinary Request R.EUMLL.

o Return this form to the Kentucky Board of Medical Licensure jor processing

To Applicant: In applying for a license to practicz mudicine in the Commonwealth of
Kentucky, the Kentucky Board of Medical Licensure reqnires a disciplinary search from the
Federation of State Medical Boards. My signature below is your authority to release any and all

information in your files, favorable or otherwise, reg?rding myself.
) 2;4 MA

Physician’s Sigfiature

gwwL éows Auaw

Name
15bis Bupssx Buh
Address
1%%.1%d f A At

City, State & Zipcode

¥-320-3%
Date of Birth

12y —4%-773]
Social Security Number

[ mivenom YBELUOUES\"E mmw“l&% ME\QC@

Medical School & Location
6 -5 32~ 430-2

Date of Craduation ECFMG. #
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/ RECEIVED

Kentucky RIV/AIDS Education - NOV 16 200
Affidavit of Reasonable Cause
M K.B.M.L.
g\ AMueL LWJS AMRB&Q{ MY , request that the Board (KBML) defer my

(Name)
HIV/AIDS education requirement for initial professional licensure (KRS 214.615) for the following reason,

Please explainin detail: __ fimupames) OF FMRSMaNT - T D) 0¥ GEY. LISYING

(2 =< YL o Mz_ﬂmg_&w:nm{ Acens. Wit Fuceiur i

LEGQUREMENT RS §00N s P2sSIBLE

I understand that the deferment is valid for six (6) months from the date of the issuance of my temporary permit
to practice medicine and is not renewable. I further understand that within this six months I must send to the
Board (KBML), a copy of a certificate showing completion of a Kentucky Cabinet for Health Services
approved HIV/AIDS course for a full and unrestricted license to be issued.

Sigﬁme: 'i““j Zﬁu« W Date: /5/’51/0/

Pr!xﬁ;gd Name: CAMUEL OIS Au(um H/b
Social Security Number: (L8~ 48-773]

-> This form must be sent to Board (KBML) in order for you to receive a sxx-month extension. Please retain a
copy of this affidavit for your records.

Mail this form to the following address:

Medical Licensure Coordinator
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, KY 40222
(502) 429-8046
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THIS IS A PERMANENT CERTIFICATE
_______——.———————_:m
Nursing Spectrum
A Division of Gennatt Satellite Information Network, Inc.
Division of Continuing Education, 2002 Renaissance Bivd., Surte 120
i ¥ing of Prussia, PA 18400 L
: On this date of February 27, 2002 we award:
samuel auerbach HECE,VE
18615 burbank blvd suite #214 y D
tarzana, ca 91356 W RO 200

License: pending (ky) K'B'M-L.

2.0 contact hours for the study of.

Kentucky HIV/AIDS Requirement for Healthcare Professionals

| Tnis incependent study for continuing education contact hours is provided by Nursing Spactrum Division of B
Continuing Education, which is accredited ae a provider of continuing education in nursing by the American
Nurses' Credentialing Center's Commission on Accreditation and by the State of Florida, Board of Nursing

s (Provider number FBN 2904), by the American Associstion of Critical-Care Nurses (0009259), by tha New
S Jersey Department of Education Professional Development (provider 10 ©81), and by the California Board
_.' of Registered Nursing {Provider # CEP 13213).
. -—

Ca AACH Cstegory: A
Kentucky Provider: KY CHS #1002-1511-M

THIS IS A PERMANENT CERTIFICATE

e

h

Were you able to print this certificate?

e YES (return to the Nursing Spectrum homspage)
¢ NO (request a certificate from our CE office)

https://nsweb.nursingspectrum.com/ce/Tests/multi_certificate_21.cfm 2/27/2002
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FEB 24 2003 $175.00( ] Checkt

$225.00 [ ] Check#
KIB-M 'L'

Application for Renewal of Kentucky Medical/Osteopathic License for Year 2003
Registration Fee: $125.00

Late Registration (After March 1, but before April 1) may be made by payment of an additional $50.00 penalty fee. After
April 1, 2003, you will be imposed an additional $100.00 fee.
Name: Samuel L. Auerbach, M.D. Kentucky License No: 37003

Mailing Address: 18615 Burbank Blvd
Tarzana, CA 91356-2649

1) Please indicate any changes/updates to mailing address as listed above:

Street:

(Mailing address must be a street address; Post office address will no longer be accepted)

City & State: Zip Code:

2) Practice Address if Different from Mailing Address:

(Practice address must be a street address; Post office address will no longer be accepted,)

City & State: Zip Code:

3) Principal KY Practice County: Percent of Practice in that County: __ * %

(@)  Listother KY counties in which you practice and percentage of practice occurring in each county:

-

County: , %
County: " R %
County: - R %

-

(b)  Average total number of hours worked per week:

4) Office Telephone Number: (10% 1252 _72%(,

5) E-Mail Address (For Office Use Only):

6) Do you intend to practice medicine in Kentucky? Yes [ ] No
If “NO” please specify reason for registering your Kentucky license:

7) Do you currently have hospital staff privileges within the Commonwealth of Kentucky? [ ] Yes )(] No
8) Specialty: Obstetrics/Gynecology
9) Type of Practice:

[ ] Hospital Based [ ] Resident/Fellow [ 1 Military [ ] Retired
[ ] Faculty P Private Practice [ ] Research [ ] Semi-Retired
[ 1 Administrative Medicine [ ] Occupational Medicine [ ] Emergency Medicine { ] Locum Tenens

[ ] Public Health/Government



Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, KY 40222
Telephone: (502) 429-8046

www.kbml.org

Continuing Medical Education Information

Continuing Medical Education (CME) regulation 201 KAR 9:310 requires all medical and osteopathic
physicians wishing to maintain their Kentucky medical license to obtain 60 hours of CME every three years.
This is the final year of the current three-year cycle (January 1, 2000 through December 31, 2002). Thirty of
these required hours must be in Category 1 accredited by the Accreditation Council on Continuing Medical
Education or the American Osteopathic Association and thirty hours may consist of non-supervised personal
activities. Two of the total 60 hours must be acquired in a HTIV/AIDS course approved by the Kentucky Cabinet
for Health Services. Please do not send documentation of your CME credits to the Board unless requested.

Request For Extension To Complete Required CME Hours

If you have not satisfied the CME requirements as stated above, you may request an extension of time.
According to 201 KAR 9:310. section 4, “The Board may grant an extension of time to a physician who for
sufficient cause has not yet received continuing medical education requirements for the cycle.”

In order to request an extension, please complete the section below, sign, date and retum to the Board with the
enclosed renewal form.

Please grant an extension to complete the Continuing Medical Education hours required for the CME
cycle January 1, 2000 — December 31, 2002. Idid not complete the required hours because: (please provide
explanation)

Printed Name Kentucky License Number

Signature ‘ Date



RECEIVED

FEB 24 %03
mell:.cmk,m.n. K.B-M-L- e
KENTUCKY BOARD OF MEDICAL LICENSURE

Hurstbourne Office Park
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
www.kbml.org

Telephone (502) 429-8046
Fax (502) 429-9923

Continuing Medical Education Certification Form
(1.) Name: SMMH—- L. AUERBACH (2.) License Number: 37003
(3) Address: 1 ¥@ 1S BurbanK BL-U_D/.' G-r‘kll&ﬂk (’A 913

"~ According to the Continuing Medical Education (CME) regulation 201 KAR 9:310, for each (3) year
CME cycle, a licensee shall complete:

(a) A total of sixty (60) hours of CME, if his/her license has been renewed for each year of a CME cycle;
) If his/her license has not been renewed for each year of a CME cycle, licensee shall complete twenty (20) hours of
CME for each year for which his/her license has been renewed.

(© A licensee whose initial licensure was granted the first year of the CME cycle for which verification is submitted:
completion of (60) hours of CME before the end of the cycle;
(1) A licensee whose initial licensure was granted the second year of the CME cycle for which a verification is

submitted: completion of forty (40) hours of CME before the end of the cycle;
(¢) A licensee whose initial licensure was granted the third year of the CME cycle for which verification is submitted;
completion if twenty (20) hours of CME before the end of the cycle.

In order to comply with this requirement, please answer the following:

1. Have you completed your CME requirements for the CME cycle 1/1/2000 - 12/31/2002?

Yes No []
2. Did you have an active Kentucky medical license during the years of the CME cycle
1/1/2000 — 12/31/2002?
L Firstyear of cycle _ (1/1/2000 - 12/31/2000) _ Yes[] N(%
Second year of cycle  (1/1/2001 - 12/31/2001) Yes[ ] No

Third year of cycle (1/1/2002 — 12/31/2002) Yesla No[

3. Did you obtain initial licensure in Kentucky during the years of the CME cycle
1/1/2000 — 12/31/2002?
First year of cycle (1/1/2000 - 12/31/2000) Yes[_] Nold

Second year of cycle  (1/1/2001 - 12/31/2001)  Yes[] No)]
Third year of cycle (1/1/2002 — 12/31/2002) Yes;gl No [}

@«z £ W 2 -14-03

Signature Date
** Years of the cycle will change each CME cycle &
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Application for Registration of Kentucky Medical/Osteopathic License for Year 2003

Name: Samuel L. Auerbach, M.D. License No: 37003

The answers to these questions are exempt from public disclosure under KRS 61.878(1)(a) and KRS 311.619 and
shall be subject to inspection only upon order of a court of competent jurisdiction, except that no court shall authorize the
inspection by any party of any materials pertaining to civil litigation beyond that which is provided by the Kentucky Rules
of Civil Procedure governing pretrial discovery. The answers to these questions may be considered by the Board and may
be disclosed in any contested case proceeding, including a Show Cause proceeding, or appeal of a licensing decision based
upon them,

“Illegal drug use” means the use of an illegally obtained controlled substance or dangerous drug; the term “illegal
drug use” also means the use of a legally obtained controlled substance or dangerous drug which is not taken in accordance
with the direction of the licensed health care professional who prescribed the controlled substance or dangerous drug.

(1.) Since you last registered, have you suffered from or been treated for any medical and/or psychiatric condition which
might impairyour ability to continue to practice medicine?
[JYes %o

) Si uyast registered, have you suffered from or been treated for drug or alcohol abuse and/or dependency?
[Yes giho

I hereby state that the information contained in this application is true, accurate and complete to the best of my
knowledge and belief. 1 understand any false information on my application may subject my license to disciplinary
action pursuant to KRS 311.595.

Applicant Signature: M }}\ﬂ , /ﬁl)»‘-M Dae. 92-14-(03

If You Answer “Yes” To Questwns (1) Or (2) Please Attach A Written Explanation.

Only Completed Applications Will Be Processed; Incomplete Applications Or Applications Received
Without Payment Will Be Returned




O

2)

3

4)

)]

6)

7

8)

9

10)

11)

12)

13)

Application for Registration of Kentucky Medical/Osteopathic License for Year 2003

Name: Samuel L. Auerbach, M.D. KY License No: 37003
1)  Since you last registered have you had any license, certificate, registration or other privilege to practice as a health care

professional denied, revoked, suspended, probated, restricted, reprimanded, limited, or subjected to any other disciplinary
action, by a state medical/osteopathic licensing board, or Federal, or International authority?
Yes yﬁ\!o

Sipce you last registered have you surrendered such credential, or placed it into an inactive status, to avoid disciplinary
action or in connection with or in anticipation of a disciplinary investigation/action by the licensing authority of such

jurisdicti
OYes o

Since you last registered have you been or are you currently under investigation by any State medical/osteopathic
licensing {qard, Federal or International licensure authority or any drug licensure/enforcement authority?
[Yes o

Since you last regjstered has the Drug Enforcement Administration (DEA), or any state or International drug
licensure/enforcement authority denied, revoked, suspended, restricted, limited, or otherwise disciplined a controlled
substancaregistration certificate issued to you?

OYes ﬁ\lo

Since you last registered have you voluntarily or involuntarily surrendered a medical or osteopathic license, or controlled
substance registration certificate issued to you?
(JYes e%\lo

Since you last registered has any hospital, hospital medical staff or any other health care entity revoked, suspended,
restrictedylinited, reprimanded, placed on probation or otherwise disciplined your staff privileges?
[1Yes 0

i i have you resigned your privileges or failed to renew privileges at a licensed hospital or from the
medical staff of the hospital or any other health care entity, while under investigation or while you were subject to
discipli proceedings by any of the entities notes above?

[Yes o

Since you last registered are any legal proceedings regarding licensure presently pending against you by any State, Federal
or Internatiopal licensure authority or any drug licensure/enforcement authority?
OYes o

Since you last registered have you been removed, suspended, expelled or disciplined by any professional medical

associatiqn o society?
[Yes %o

Since you last registered have you been convicted of a felony or misdemeanor by any State, Federal or International court?
Are any Yriminal charges presently pending.against you in.any of those courts?. - - :
OYes o

Since youlast registered to your knowledge, are you the subject of an investigation for a criminal act?
OYes ;%o

Since you last registered have you had to pay a judgment ina malpractice action or other civil action against your medical
;‘):r|actice oﬁ any malpractice or other civil actions against your medical practice presently pending in any court?
Yes ]

Are you currently in default on any student loan repayment obligations payable to the financial aid programs administered
%the Kektycky Higher Education Assistance Authority?
Yes 0

1 hereby state that the information contained in this application is true, accurate and complete to the best of my
knowledge and belief. 1 understand any false information on my application may subject my license to disciplinary

action pursuant to KRS 311.595. Z i ! |
Applicant Signature: f . Date:__ &~/ 4-03

Ifyou answer “Yes” to question 10 - 22, please attach a written explanation.

Oniy Completed Applications Will Be Processed, incomplete Applications Or Applications Received
Without Payment Will Be Returned




KENTUCKY

P
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Samuel L. Auerbach, M.D.
18615 Burbank Blvd
" Tarzana, CA 91356-2649
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