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Arizona State Board of  Medical Examiners 
• P.O. Box 6200, Scottsdale, Arizona 85261 -6200 

Home Pale: http://www.bomex.or 5 
Telephone (480) 551-2700 • Fax (480) 551-2704 • Ir~StateToll Free (877) 255-2212 

A P P L I C A T I O N  for LICENSE to P R A C T I C E  A L L O P A T H I C  M E D I C I N E  in the STAT 
ad~l INITIAL REGISTRATION FORM / /  

/-  
/ 

Attach an approximate 2 V2',~x 3" 
photograph of passport 9u/ality of 
your head\and shoulders only. 
Photo musX~, ¢have/been taken 
within t h e \ l ~ $ ~  days and be 
signed in~nk~-~across the lower 
p o r t i o n ~  f~ont side. 

P r °~f hP/~t°ot° ~r e ego~t 7ceSe P°ll r ° i d ty~,r p e. 

Date Application Sent: 

Date Application Received: 
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fideration for licensure. 
~IONE will be returned. 

Revised 1/1/2000 

1. Evidence of  name and date of  birth: a certified copy of birth certificate or other documentary eviden 
Passport; baptismal certificate, alien resident card, or naturalization certificate. 

2. Certified evidence of any legal name changes other than tha t shown on certificates filed in accordanc~ 
marriage certificate). Proof of  foreign birth of  American parents. 

3. A complete list of  all your hospital affiliations and employment for the five years prior to filing this applicat 
4. Cash ie r '  s Cheek or Money Order in U.S. Funds(personal checks not accepted) , covering the statutory 
5. Credentials submitted in foreign languages shall have affixed thereto a certified translation into English. 
6. Separated or mutilated Applications are not acceptable and will require refiling. 
7. Requests for exemptions or waivers of  any portion of this application will be denied and will delay your cot 
8. NOTE: All credentials submitted become the pr operty of  the Arizona Board of Medical Examiners and 

DO N O T  SUBMIT ORIGINALS.  
9. Photocopies  shall not exceed 8 ½ inches by 11 inches in size. 

In addition to the appropriate completion of the applicable sections of this application, the applicant will submit t 

A P P L I C A T I O N  I N S T R U C T I O N S  
(Read Carefully) 

I N F O R M A T I O N  
All candidates shall provide satisfactory evidence that he/she: 
1. Possesses a good moral and professional reputation. 
2. Is physically and mentally able to engage safely in the practice ofmedi cine. 
3. Has not been found guilty of  any act of  unprofessional conduct; medical incompetence; or mentally or play 

in the practice of  medicine. 
4. Has not had disciplinary action taken against him by any other state, territory, d i s t r i c t  or country for 

engage safely and skillfully in the practice of  medicine. 
NOTE:  The processing of a routine application can take 8 to 10 weeks.  Applications not fully con 
of notification of deficiency in application are considered withdrawn. 

ALL FORMS PROVIDED MUST BE COMPLETED BY THE APPROPRIATE AGENCY AND RETURNED DIRECTL$ 

ae following: 

:e for consideration i.e., Visa, 

with paragraph 1 above, (e.g., 

ion. 
fee prescribed in statute and rule. 

ically unable to engage safely 

reasons relating to his ability to 

plete within one year from date 
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UNITED STATES O R  CANADIAN M E D I C A L  ;RADUATES and G R A D U A T E S  O F  L~ 
STATES O R  C A N A D A  will forward the designated forms to the appropriate agency with the request that they be completed and returned 

Examiners. 

. 

. 

3. 

4. 

5 .  

6. 

) C A T E D  OUTSIDE THE UNITED 
direct to the Arizona Board of" Medical 

APPLICATION and Initial Registration 

(To be completed, signed by applicant and notarized. All questions MUST be answered completely.) 

Present Legal Name ~ ' ~ L . ~ i a . , " r ~ 3 ~  ~/~ eA~tl_ i~:~ 1 ~ I_ ~. ~'-r 'U~b ~ " ~  
(Last) ([irs ~) (Mi~e)  - I (Maicien) 

/ (a) Other names used: ~'N+ O. 'x '~  

(No.) (Zil~/Post C'ode) : 
City and State ofBirth_.

In what states or provinces have you applied for or been granted license or registration? If more than t~ 
If lic¢~e not issued, so state. 

(a) ] ~ , t .  ~ ~ a ' :~  
(State I~oard) 

v 

(Date Issued) 

(Dat~ of Application) ~ (Result) 

(Specify if by Written Exa mination or on Credentials) 

(Area code/Phone) 

, attach separate listing. 

:zSq z-3 
(Certificate No.) 

(b). 
(State Board) (Date of Application) (Result) (Certificate No.) 

(Date Issued) (Specify if by Written Examination or on Credentials) 

Please answ¢ 
Have you ever had an application or medical license denied or rejected by another 
state/provi nce licensing board? ~ I 

Has any disciplinary or rehabilitative action ever been taken against you by any state 
licensing board, including other health professions? E~amPles_o~ctions include but are 
not limited to reprimand, censure, probation, r ~ ~ m i t a t i o n ,  suspension, 
stipulation, written consent agreement or revocation. ~ ~ . ~ .  

questions on line at right. 

7. Have any disciplinary actions, restrictions, limitations ever been taken against you while x 
you were participating in any type of training program or by any health care provider? ~ D 

8. Have you ever been found to be in violation of any statute, rule or regulation of any 
domestic or foreign govemmental agency? [r~ l:) 

9. Has there been any disciplinary action initiated against you by or through any medical 
board or association? ~ c~ 

1 0. Are you currently under investigation by any medical board or peer review body? t 

1 !. Have you ever____h _ h  _ ~ m e d i c a l  license disciplined resulting in a: revocation, suspension, 
limitation, r~tr ic t io~,  probation, voluntarily surrender, cancellation during an 
investigation ~ e r - r c t  into a consent agreement or stipulation? 

12. Have you ever had hospital privileges revoked, denied, suspended or restricted in any 

way? ~ O 

! 3. Have you ever been named as a defendant in any malpractice matter currently pending or 
which resulted in a settlement or judgement against you? ~ i) 

14. Have you ever been convicted of insurance fraud or received sanctions, including 
restriction, suspension or removal from practice, imposed by any agency of the federal 
government? ~ Z) 

1 5. Have you ever had your ability to prescribe, dispense or administer medications limited, 
restricted, modified, denied, surrendered or revoked by a federal or state agency? I(~ O 

Revised I/1/2000 



1 (5. Are your currently in engaged in th se of any controlled substance, habit 
drug or prescription medication? 

17. Have you consumed intoxicating beverages resulting in your present ability to exercise the 
judgement and skills of a medical professional being impaired or limited? 

18. Have you been found guilty or entere d into a plea of no contest to a felony, or 
misdemeanor involving moral turpitude in any state? 

Note: In the event the response to any of the questions numbered 5 through 18 is YES, the applicant will file with the 
application a detailed report concerning the above matters, including any charge, date of such char ge, the complete name and 
address of all bodies of jurisdiction, the result of any hearings, and the disposition of such charge(s) Provide the name and 
address of applicant' s insurance carrier.  IN ADDITION, the applicant must submit photocopy(ies) of any complaints, 
hearings, settlements or judgements together with copies of patient' s hospital and/or office records to this board. 

19. Do you have or have you had within the last five years any medical condition that in any 
way impairs or limits your ability to safely practice any field of medicine? 

Ability to practice medicine is to be construed to include all of the following: 

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical ju lgments and to learn and keep 
abreast of medical developments; and 

2. The ability to communicate those judgments and medical information to patients and other health car: providers, with or without the 
use of aids or devices, such as a voice amplifier; and 

3. The physical capability to perform medical tasks such as physical examination and surgical procedl tres, with or without the use of 
aids or devices, such as corrective lenses or hearing aids. 

"Medical condition" includes physiological, mental or psychological conditions or disorders, such as, but n(t limited to orthopedic, visual, 
speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, 17 eart disease, diabetes, mental 
retardation, emotion or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug -addiction and alcoholism. 

20. Within the last five years, have you been diagnosed, treated or admitted to a hospital or 
other facility for the ![~,aWnent of bi -polar disorder, schizophrenia, paranoia, or any 
psychotic disorder? 

/ 

In the event the response to question 19 and/or 20 is yes, you must file with the application a detai~ed written narrative statement 
concerning the above matter(s), including the name and address of the training program or health car(~ provider, physician, preceptor, 
hospital/rehabilitation, etc. where you were counseled/treated. You must provide a certified cop)~'of your history and physical 
examination, consultation report(s), discharge sum mary(ies) from the hospital/rehabilitation cent(~r, and a statement from your 
attending physician(s) or treating therapist setting forth your diagnosis, prognosis and recomm(~ndations for continuing care, 
treatment and supervision. / 

21. Name and location ofMedi cal School: I ~ ' ~ .  c~. ~ , - c ~ , e - i l ~ ' ~  " ~ ~ 5 o o ,  ~ ' ~ . ~ , ~  

22. List Internship, Residency and Fellowship training (COMPLETED OR NOT), OR, Assistant Prof~ 

23. ,~re you certmea oy any o~tne >~,rnencan t~oard of Medical Spectalt~es. I . ) , ~  ~-- . . . . .  , I 

24. Exact whereabouts and nature of practice or other activities from the date of graduation from medical sch aol to the present, with specific 
MON.T.H..AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED. ~ 12, 

to 

(Ctrt ~ )  - ~ -" -~St~te) 

(City) (State) 

ssorship (or higher) at approved 
eparate listin~ if needed. 

6,1~" 

At from to 
(City) (State) 

At from to 
(City) (State) 

Revised I/I/2000 



The applicant ~/~ ~ ('V%~t t=:~ ~'-~ ,~ "~.~,,,"'i-'t3 l,k "~Q.~,, % . ~ . -  
/ \ (PRINT OR TY-'~'YOUR NAME AS YOU WISH IT TO APt~EAR ON YOUI~ MEDICAL LICENSE) 

being first duly sworn upon his oath deposes and says: that he is the person herein named subscribing to this ap 
complete application, knows the full content thereof, and declares that all of  the information contained herein an 
submitted herewith are true and correct; that he is the lawful holder of the degree of Doctor of Medicine as pres 

. . . .  [ 

the same was procured in the regular course of  instruction and exammatton, and that tt, together w~th all tl" 
procured without fraud or misrepresentation or any mistake of which the applicant is aware that the appli~!ant is the lawful holder thereof. 
Further, 1 hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past, present and future), 
business and professional associates (past, present and future ), and all government agencies (local, state, fed.~ral or foreign) to release to the 
Arizona Board of Medical Examiners or its successors any information, files or records, including medical rec 
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by-tha 
application; or any further or future investigation by that Board necessary to determine my medical compe 
physical or mental ability to safely engage in the practice of medicine. I further authorize the Arizona Boaz 
successors to release to the organizations, individuals or groups listed above any information which is mat. 
subsequent licensure. I further acknowledge that falsification or misrepresentation of any item or respons e on 
deny the same or to hold a hearing to revoke the same, ifissued. ¢ ' " ~ / L _  , - . ¢ ~ / / ~ 7 - ~  

Signature of  A p p l i c a n t / ~ ~  /////~/,~i.~__/JP~ 

-'~" .................................. < County of ~ t ,  ¢. 

(NOTARY SEAL) . . . . .  ' ' . . . . . . . .  ' - "  .......... "' ' 

~iication; that he has read the 
:1 evidence or other credentials 
-ribed by t his application, that 

credentials submitted, were 

Application Processed by 

Application Checked by 

Application Approved 

License Issued 

License Number 

dayof  7 C - ~ / "  U~¢  ?"~ 

(NOTARY PUBLIC) 
My Comission expires -/(3 -c 

20 O ~ - -  

)5 

A5 v j 

~Y'¢~ 3 20 0~," By 

FOR OFFICIAL USE ONLY 

~z 

3osqq 

4 
Revised 1/I/2000 

Subscribed and sworn to before me this ~ "g/'- 

Notary Signature ~ 

ords, educational records, and 
L Board in connection with this 
:ence, professional conduct or 
rl of  Medical Examiners or its 
;rial to the applica tion or any 

tis a p p l i c a t i o / ~ d ~ u a t e  to 
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American Board of Med 

Certifications 

Impor tant  Notice: This service is not comple te ly  a 
and NCQA for commercial use to verify physician 

dates are suppl ied.  
For  a de f in i t i on  o f  a spec ia l t y  o r  subspec ia l t  

Memie C. Bur ton Jr, MD 
Locations: 
Phoenix ,  AZ United States 

Certified By: The American Board of Obstetrics & Gynecology 

General Certificates: Subspecialty Certi 
Obstetrics & Gynecology 
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p= . • . 
FORM I 

- , • ° 

MEDICAL  COLLEGE CERTIFICATION 
In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by the medical school 

granting the medical degree. This is your authority to release any information in your files of record, fa:orable or otherwise, DIRECT 
TO THE BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300, 
PHOENIX, ARIZONA 85015. Your early response will be appreciated. 

Name e ¢ ~ $ ~ - . - ,  P~.~x: . ~ -  .D. /L ~fl~w'~ ~ - . ~ ~ ( ~  ,M.D. 
(Please Printlor Type) 

• (Street) ' 

Date" , . ~ / g r ~ ~ ' < ~  / 
. . . . . .  £ ° ° ° °  ................................................................................................ L. ............................... 

(DO NOT DETACH) 

(This section with a current photograph of the applicant shall be forwarded to and completed by z n officer of the medical school 
granting the medical degree. Please indicate to your medical school that this completed form must be re urned to the Arizona Board of 
Medical Examiners• 

This is to certify that ~ .  ¢'~.TWI'NN RImTON_ JR . . . .  
(Full'Name of Student) 

whose photograph is attached hereto, was granted the degree of DOCTOR OF I ~ D I C I I ~  

THE UNIVERSITY OF HICHIGAN MEDICAL SCHOOL on 
(Full Name of School or College of Medicine as it appears on the Applicant's Medical degree diploma) 

that the date of his/her matriculation in medical school was SFJ?TI~IBER 2 1 ,  , 19 

4 YEARS full courses of medical lectures comprising 8~ months each as verified 
(Number) (Number) 

his/her transcripts. 
SEE ATTACHI~ DEAN'S LETTER 

1. Was applicant ever required to repeat any segment of training? 

2. Was applicant ever placed on probation, restricted or limited? 

3. Was there any reason not to continue applicant in the training program? 

If YES, which part(s)? 

If YES, please attach wr 

If YES, please 

4. Was applicant ever known to use or misuse any chemical substance or substances which required treatr 
If YES, please attach written explanation. 

5. Was applicant ever known to suffer from any mental health disorders which required treatmel 
If YES, please attach written explanation. 

6. Were applicant's final evaluations in every category rated satisfactory and/or  above? 
photocopy of evaluation, together with written explanation. 

Date 

,M.D. 

(SEAL 

MARCH 30, 

of TH~ _T3~_: l ' vw_~.CIT ' l 'V  N I ~  I q - I f T I : I T C ' . A N  ~ T C A T . . q C H O O L  

by 

JUNE 8 ,  19 63 

; and that he/she attended 

t h e  attached certified copy of 

itten explanation. 

: attach written explanation. 

rant or counseling? 

Signed ~(~{4(",£~ ~.  ~ (~Lt'T)'~.~.// 
N cY H. H,iCLO ltIaW,  cISa'l a - 

Dean } 
President 
Secretary 
Registrar 

t, counseling or medications? 

Address: 1301 CATHERINE ROAD, ~ ARBOR, HICHIGAN 48109 

Please return completed form D I R E C T  to: 
Arizona Board of  Medical Examiners, 2001 W. Camelback Rd., Suite 300, Phoenix, 

Revised 4/91 

If NO, please attach certified 

OF COLLEGE) 

, 1993 

krizo'na-85015 



I 

200 Jefferson S.E. 
Grand Rapids 
Michigan 49503 
616 774-6090 

May 20, 1993 

The Board of Medical Examiners 
State Of Arizona 
2001 West Camelback Road 
Suite 300 
Phoenix, AZ 85015 

Dear Sirs: 

In response to your inquiry about Memie C. Burton, Jr., M.D., 
provide the following information. 

Dr. Burton served as a Rotating Intern from July i, 1963 thro 
and as an Obstetrics and Gynecology resident from September i, 
August 30, 1969. During this time, he performed his duties an 
responsibilities in a satisfactory manner. 

S i n c e r e l y ,  

/ , 

Edward N. Peterson, M.D. 
Director of Medical Education 

ENPIj ew 
5928MEDED 

Sponsored by the Sisters of Mercy 

S  Y'S 
H E A L T H  S E R V I C E S  

we are able to 

gh June 30, 1964 
1966, through 

d 



FORM III 

POSTGRADUATE TRAINING CERTIFICATION 

TO WHOM IT MAY CONCERN: 

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be con 
I participated in an approved post-graduate training program in the United States or Canada. This is your au 
in your files of record, favorable or otherwise, DIRECT TO THE BOAtRD OF MEDICAL EXAMINER 
WEST CAMELBACK ROAD, SUITE 300, PHOENIX, ARIZONA 8v3(M75. Your early response will b 

N a m e : ~ t v ~ ' ~ . ~ _ . ,  ~ , ~ " ~ "  ~)x.~,R.x'~¢~ ," , ~ . D .  ~ . ( / ~ ~ ¢ -  
(Please Print or Type)- 

(Street) 

Date: 

pleted by each hospital wherein 
hority to release any information 
S, STATE OF ARIZONA, 2001 

appreciated. 

(DO NOT DETACH) 

(This section to be completed by the office of the Administrator of the institution or program wh. 
completed (or will complete) a program of approved post-graduate training in the United States or Can 

rein the applicant satisfactorily 
ada.) 

. 

6. Were applicant's final evaluations in every category rated satisfactory and/or above? /¢$~_,-~ 
photocopy of evaluation, together with written explanation. 

S <s 

Title /~/,Sgl~ fl_.~,V~ ) , / e ~ C . , ~ Z , ]  ~ Y ~ , ~ / p ' ~ g ~  

t .12 0 _j ~ , j .  
Revised 8/89 

1. Was applicant ever required to repeat any segment of training? 

2. Was applicant ever placed on probation, restricted or limited? 

3. Was there any reason not to continue applicant in the training program? 

If YES, which p~ 

If YES, please atta 

,~1-'~7 If YES, p 

t(s)? 

:h written explanation. 

l e a s e  attach written explanation. 

4. Was applicant ever known to use or misuse any chemical substance or substances which 
ing? If YES, please attach written explanation. 

Was applicant ever known to suffer from any mental health disorders which required treatmel 
YES, please attach written explanation. 

required treatment or counsel- 

tt or counseling? If 

,19 ~ , ~  

If NO, please attach certified 

F_,AL OF HOSPITAL) 
(So indicate, if none) 

(Name of Applicant in Full) 

satisfactorily completed a full term approved program of .fl~" months in the:,/~/.. P d q  x ' --~73/~e- .Agz~Pl '~/f~T/ld~ ~-¢d7~t~ 
(Number) t (Full Name and C~nplete Address of Hospital) 

(Date) (Date/Anticipated Date) 

and that the said program was approved for post-graduate training during that period by the Accreditati~ m Council for Graduate Medical 
Education, or the Royal College of Physicians and Surgeons of Canada. YES P " "  NO 



Kathleen M. Wilbur 
Bureau Director 

STATE O.F MICHIGAN ' 

John Engler, Governor 

DEPARTMENT OF COMMERCE 
Arthur E. Ellis, Director 

MICHIGAN BOARD OF MEDICINE 

CERTIFICATION OF EXAM SCORES 

RE: Memie C. Burton, Jr., M.D. 

t herby cer t i f y  that the followiag a r e  the true scores received by 
a forement ioned  physician at an examination conducted by the Mich 
Medicine in Detroi t ,  Michigan, on 

Bureau of Occupational and 
Professional Regulation 

North Ottawa Tower 
P.O. Box 30018 

Lansing, Michigan 48909-7518 

the 
!gan Board o f  

Anatomy, Gross, Microscopic & Neur ................. 87% 
Biological Chemistry ............................... 80% 
Bacteriology, Microbiology & Immun ................. 94% 
Physiology ......................................... 86% 
~athology .......................................... 88% 
Medicine, incl. Dermatology ........................ 79% 
Preventive Medicine & Public Health ................ 90% 
Obstetrics & Gynecology.. .......................... 80% 
Materia Medica, Pharm & Therapeutics ............... 91% 
Medical Jurisprudence .............................. 80% 
Eye, Ear, Nose & Throat ......................... 90% 
Surgery, incl. Anesth. & Radiology .............. 92% 
Neurology & Psychiatry .......................... 88% 
Pediatrics ...................................... 85% 

AVERAGE ........................................ .86.7% 

Nora Wolfe/ // 
BOARD OF 

P •  



UNIVERSITY OF CALIFORNIA,  SAN DIEGO 

BERKELEY • DAVIS • IRVINE • LOS ANGELES • RIVERSIDE • SAN DIEGO ° SAN FRANCISCO 

PHYSICIAN ASSESSMENT AND C L I N I C A L  EDUCATION PROGRAM 
(P.A.C.E. PROGRAM) 
SCHOOL OF MEDICINE 

VOICE: (619) 543-6770 FAX: (619) 543-2353 

January 29, 2002 

Arizona Board of  Medical Examiners 
9545 East Doubletree Ranch Road 
Scottsdale, Arizona 85258 

RE: Memie C. Burton, Jr., M.D. 

To Whom It May Concern: 

UNIVERSITY O 

MEDICAL CEN' 
200 WEST ARB( 
SAN DIEGO, C, t 
INTERNET: ucp~ 

UCSD 

NTABARBARA • SANTA CRUZ 

P CALIFORNIA,  SAN DIEGO 
?ER 
)R DRIVE, #8204 
92 ! 03-8204 

Lce @ ucsd.edu 

I am writing you regarding Dr. Burton's recent participation in the UCSD Physician 
Assessment and Clinical Education (PACE) Program. On November 28, 20(~1, Dr. 
Burton underwent a 1-1/2 hour oral examination on obstetrical practices. Cttarles Nager, 
M.D., Professor of Clinical Reproductive Medicine, administered this examination to Dr. 
Burton. Enclosed is Dr. Nager's report. / 

/ 
Please do not hesitate to call our office at (619) 543-6770 if you have any questions or 
need any additional information. 

Sincerely, 

Peter A. Boal 
Administrative Assistant 
UCSD PACE Program 

Enclosure: Report from Charles Nager, M.D. 

~" ? ~ x , ~ .  

:, 

3 I 2002 , i 



Medicol Centcr 
UCSD Healthcare, University of Califor~ia, Satz Diego 

December 3, 2001 

Valerie Simmons, Esquire 
% Warner, Norcross & Judd 
900 Fifth Third Bank Bldg. 
111 Lyon, N.W. 
Grand Rapids, MI 49503 

Re: M.C. Burton, Jr., M.D. 

Dear Ms. Simmons: 

On November 28, 2001 I performed a 1-1/2 hour oral examination of M.C. Burton, Jr., 
M.D. on obstetrical practices. We reviewed prenatal care, labor complications, and post- . , I 

partum complications. Specffically, we addressed issues related to prenat~ labs, prenatal 
diagnostic tests, Group B strep testing, management of latent phase, mana~ ement of 
active phase, management of labor arrest disorders, shoulder dystocia, and )ost-partum 
hemorrhage. 

Dr. Burton passed this obstetrical evaluation. 

Sincerely, 

Charles Nager, M.D. 
Professor of Clinical Reproductive Medicine 
Department of Reproductive Medicine 

Cc: William Norcross, M.D. 
Director, UCSD PACE Program 
MC 8809 

CN/dl 

Department of Reproductive Medicine 
200 WEST ARBOR DRIVE, SAN DIEGO, CALIFORNIA92103-8433 TEL: (619) 543-6960 FAX: (619) 543-3703 



Arizona Medical Board 

April 12, 2006 

Memie Burton, Jr. M.D. 

RE:   Case No:  MD-05-0558  

Dear Dr. Burton: 

The Arizona Medical Board administratively closed this case after determining that:  

_____  The Board does not have jurisdiction because the physician is deceased. 

__X__ The case was opened in error. The Board has no jurisdiction over the licensee and/or 
the conduct involved.  

_____  The case cannot be completely investigated sufficiently to make a final determination 
due to lack of available evidence. 

_____  This malpractice settlement was previously reported and is the subject of a pending 
investigation. 

_____ This malpractice matter is still pending and the Board has not received a patient 
complaint.

_____  This matter is currently being investigated under another case number. 

Thank you for allowing the Board to review this matter. 

Sincerely,

Timothy C. Miller, J.D. 
Executive Director 

TCM/vb 













Memie Burton 2013 License # 30399 Professional Conduct

1. Since your last renewal have you had an application for medical 
licensure denied or rejected by another state or province licensing board?

2. Since your last renewal has disciplinary or rehabilitative action been 
taken against you by another licensing board, including other health 
professions?

3.  Since your last renewal have any disciplinary actions, restrictions or 
limitations taken against you while participating in any type of training 
program or by any health care provider?

4.  Since your last renewal have you been found in violation of a statute, 
rule, or regulation of any domestic or foreign governmental agency?

5. Since your last renewal have you been under investigation by any 
medical board or peer review body?

6. Since your last renewal, have you had a medical license disciplined 
resulting in a revocation, suspension, limitation, restriction, probation, 
voluntary surrender, cancellation during an investigation or entered into a 
consent agreement or stipulation?

7. Since your last renewal, have you had hospital privileges revoked, 
denied, suspended, or restricted?

8. Since your last renewal, have you been named as a defendant in a 
malpractice matter currently pending or that resulted in a settlement or 
judgment against you?

10. Since your last renewal, have you had your authority to prescribe, 
dispense, or administer medications limited, restricted, modified, denied, 
surrendered, or revoked by a federal or state agency?

11. Since your last renewal, have you engaged or do you engage in the 
illegal use of any controlled substance, habit-forming drug, or prescription 
medication?

12. Since your last renewal, have you been found guilty or entered into a 
plea of no contest to a felony, or misdemeanor involving moral turpitude in 
any state?

No

No

No

No

No

No

No

No

No

No

No

9. Since your last renewal, have you been subjected to any regulatory 
disciplinary action, including censure, practice restriction, suspension, 
sanction, or removal from practice, imposed by any agency of the federal or 
state government?

Arizona Medical Board: License Renewal Questions



Memie Burton 2013 License # 30399 Mental Health

1. Since your last renewal have you had or do you have a medical conditio
that impairs or limits your ability to safely practice medicine including a 
diagnosis or treatment for any psychotic disorder or substance abuse 
disorder?

2. Since your last renewal, have you consumed intoxicating beverages 
resulting in your ability being impaired or limited to exercise the judgment 
and skills of a medical professional?

Arizona Medical Board: License Renewal Questions



Memie Burton 2011 License # 30399 Professional Conduct

1. Since your last renewal have you had any application for any 
professional license refused or denied by any licensing authority?

2. Since your last renewal have you been refused or denied the privilege of 
taking an examination required for any professional licensure?

3.  Since your last renewal have you voluntarily surrendered any healthcare 
license?

4.  Since your last renewal have you had any healthcare license revoked?

5. Since your last renewal have you been the subject of disciplinary action 
or are you currently under investigation with regard to your healthcare 
license (other than by the Arizona Medical Board), have you been 
sanctioned by any healthcare licensing authority, healthcare association, 
licensed healthcare facility or healthcare staff of such facility?

6. Since your last renewal have your privileges been restricted, terminated, 
voluntarily or involuntarily resigned or withdrawn by any healthcare 
licensing authority, healthcare association, licensed healthcare facility or 
healthcare staff of such facility?

7. Since your last renewal, has disciplinary action been taken against you 
by any licensing agency (other than the Arizona Medical Board) with regard 
to any professional license? -Disciplinary Action- includes, but is not limited 
to, restriction, termination, voluntary or involuntary resignation or withdrawn.

8. Since your last renewal have you had a registration issued by a 
controlled substance authority (State or Federal) revoked, suspended, 
limited, restricted, modified, denied or have you surrendered or given up in 
lieu of action?

10. Since your last renewal have you been charged with or convicted 
(including a nolo contendere plea or guilty plea) of a violation of any federal 
or state drug law(s) or rule(s) whether or not sentence was imposed or 
suspended?

11. Since your last renewal have you been court martialed or discharged 
other than honorably from the armed service?

12. Since your last renewal have you been terminated from a healthcare 
position with a city, county, or state government or the Federal government?

13. Since your last renewal have you been convicted of insurance fraud or 
received sanctions, including restrictions, suspension or removal from 
practice, imposed by any agency of the Federal government?

No

No

No

No

No

No

No

No

No

No

No

No

No

9. Since your last renewal have you been charged with or convicted, 
pardoned or had a record expunged or vacated of a felony, misdemeanor 
involving moral turpitude? (see explanation below) A -yes- answer is 
required even if you entered a diversion program.

Arizona Medical Board: License Renewal Questions



Memie Burton 2011 License # 30399 Mental Health

1. Since your last renewal, have you been diagnosed, treated or admitted to 
a hospital or other facility for the treatment of bi-polar disorder, 
schizophrenia, paranoia or any psychotic disorder?

2. Are you now being treated or since your last renewal have you been 
treated or for a drug or alcohol addiction or participated in a rehabilitation 
program? *If in a confidential program in another state see explanation 
below

3.  Do you currently have any disease or condition that interferes with your 
ability to competently and safely perform the essential functions of your 
profession, include any disease or condition generally regarded as chronic 
by the medical community, i.e. (1)behavioral health illness or condition; (2) 
alcohol or other substance abuse; and/or (3) physical disease or condition, 
that may presently interfere with your ability to competently and safely 
perform the essential functions involved in your usual practice? See below 
for definition of ability to practice medicine.

Arizona Medical Board: License Renewal Questions




















