SIATE OF OHIO
STATE MEDICAL BOARD

APPLICATION FOR ENDORSEMENT FOR CERTIFICATE TO PRACTICE MEDICINE AND SURGERY
1S JUN -5 PH2 28

SECTION 1: Basic Information

1. Present Legal Name: SCHWARTZ DAVID BRUCE i SIAE /
Tast first middle T matden (if applicable)
2. Address: 2705 GATEHOUSE DRIVE EAST CINCINNATI :
street & number . city \V
OHIO heg215 HAMILTON
state zip code country
Permanent Address: 2705 GATEHOUSE DRIV¥E EAST CINCINNATI
street & number city
OHIO L5215 HAMILTON
state zip code country
Intended place of practice: CINCINNATI OHIO HAMILTON
city state county
3. Telephone: Business: 513-872-3100 Home: 513-821-6447
(area code) (area code) ‘////
4. Place of Birth NEWARK NEW JERSEY ESSEX Date of Birth ¢1-0 08 52
city state country mo. day year

5. *Sex: Male (X) Female ( ) *Optional: For statistical purposes only.

6. Immigration or citizenship status:
Indicate which of the following documents you currently possess.
X y.s. Birth Certificate

Certificate of Naturalization
Number Date Issued : City/State

Declaration of Intention (issued by the U.S. District Court)
Number Date Issued City/State

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

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

Other, specify

7. List all names other than the name given above that you have used. Also indicate Ahe

time period during which you used the names. If none, write "None." /
NONE \/
name used from: mo./yr. to: mo./yr. b
name used from: mo./yr. to: mo./yr.

SECTION 2: Educational Background

1. Preliminary Education

List your high school and college, or equivalent. Give the dates that you attended and
the degree that you received, if any.

NAME ADDRESS DATE DEGREE !

West Orange High School West Orange, New Jersey 9/67-6/70 \/
Street City State 07052 from to
Cornell Uniwversity Ithaca, New York 14850 9/70-6/74
Street City State from to
Street City State from to

FOR STAFF USE ONLY (Please leave blank) / /
Preliminary Education Number fL? ?5 Date Issued ¢ /dr 77 /




- B L R A ]

List the name of your medical school, the complete address, your date of gradgation, and
the degree that you received. Give the exact degree that appears on your djfloma (M.D.:
D.0.; M.B.,B.S.; M.B., B.Ch., etc.)

University of Michigan Ann Arbor, Michigan May 26, 1978 M.D.
name address 3104 date degree
name address date degree

You must submit a notarized. copy of your diploma. If it is not in English, you must
supply an original translation which will be returned to you. See the general instruc-
tions for a list of acceptable translations. '

3. Standard E.C.F.M.G. Certificate

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

Number: Date:

SECTION 3: Postgraduats Training

A1l applicants are requirad to complete the chart below indicating the dates and hospitals of
all postgraduate training. Give the complete address of the hospital where you were employed.
Give your position and tha2 department in which you served. Account for the percentagg”of your

time spent in clinical and administrative duties. These two numbers should add up 100%.
2ls
Date Complete Position & all K=
mo/yr-mo/yr Hospital Address Department Q 5%
7/78-6/79 | Cincinnati The University of Obstetrics and |100
General Hospital cincinnati Medical Center| Gynecology
231 Bethesda Avenue Resident-1

Cincinnati, Ohlo L5267

Total Number of Months in Approved* Training: 12 {on June 30, 1979)
*Approved by AMA, AQA, or in Canada.

Graduates of Foreign Medizal Schools are required to complete 24 months of approved training.
Submit copies of training certificates issued by the hospital to document training. In ad-
dition, have Form 2 complated as indicated in the instructions, if applicable.

SECTION 4: Licensure Infarmation

1. List ALL FLEX and State Board exams which you have taken. Check whether the exam is a
FLEX or non-FLEX exam. Indicate the state for which the exam was taken and the month
and year the exam was taken. If you took all three days of the FLEX or the entire
non-FLEX exam offered, check Full. If you did not take the entire exam, check Partj
If you passed the exam, check Pass. If you failed the exam, check Failed.

State Mo./Yr.

FLEX( ) NON-FLEX( ) FULL( ) PARTIAL( ) PASS( ) FAIL( )
FLEX{ ) NON-FLEX( ) FULL( ) PARTIAL{ ) PASS( } FAIL( )
FLEX( ) NON-FLEX( ) FULL( ) PARTIAL( ) PASS( ) FAIL( )
FLEX{ ) NON-FLEX( ) FULL( ) PARTIAL( ) PASS( ) FAIL( )
FLEX( ) NON-FLEX( ) FULL( ) PARTIAL{ ) PASS( ) FAIL( )
FLEX(_ ) NON-FLEX{ ) FULL{ ) PARTIAL{ ) PASS(_ ) FAIL( @
FLEX{ ) NON-FLEX( ) FOLL{ ) PARTIAL( ) PASS( ) FAIL(




SLe9L LL 2LULSS N WL yuu Qi € Ul lldve Ueel TUl 1Y 11censea to practice medicine and

surgery. Indicate the license number and the date it was issued. If the license is -
properly renewed, check YES under current. If the license was not renewed, check NO.

State Date of Issuance License Number Current /
4 28 vEs () Mo ( )
STRN AL YES () NO( )
s 1alb YES ( ) NOJ )
v DICAL BOARD

Are you eligible for licensure in the country in which you graduated from medical school?
YES(X) NO{ ) (NOTE: You do not necessarily have to be licensed there)

Field of Specialization

‘List the field in which you have specialized (Family Medicine, Internal Medicine, Sur-

gery, etc.). Indicate if you are Board Certified and the countries in which you are
so certified. y

Field Board Certified /' Year Certified Country

Obstetrics and Gynecology ygs( ) NO(X)\//

YES( ) NO( )

SECTION 5: Resume

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

HOSPITAL OR POSITION & %CLIN. ZADMIN.
DATES UNIVERSITY COMPLETE ADDRESS DEPARTMENT
7/78- University of 231 Bethesda Avenue Resident-1 100%
6/79 Cincinnati Cincinnati, Ohio Obstetrics
Medical Center L5267 and

Gynecology

i

)




SECTION 6: General Information

Each of the following guestions must be answered with a yes or no answer. Be sure to read
each question carafully. Al1 affirmative answers must be thoroughly explained.

1.

territory of the §nited State been suspended, surrendered, or revoked?
YES( ) NO{ x)

Has any license j;ﬁit]ing you to practice in any foreign country or in any state or
If so, give:

STATE DATE = __CHARGE

Have you evsr been dznied any applyéation for licensure in any other state or territory
for any reason? YES{ ) NO(X)

If s0, specify: a
State or country Reason Date V/

Have you ever been or are you now addicted to the use of drugs or alcohoT? YES( ) NO(X

Have you evar been convicted of a violation of a federal law, state ] @, or municipal
ordinance other than a minor traffic violation? YES( )} NO(X)

If so, specify:

City/State Court Offense

Date Disposition /

Have you evar found it necessary to surrender your narcotic license? YES({ ) NO(X )
If so, specify:

Rezson Date L///

Physical description of applicant

Color of Hair  Brown Color of Eyes_ Brown Height =eiv

Build short stature Marks_ none Weight 1451bs.

Photograph znd Photoslip

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




FORM 3

CERTIFICATE QOF RECOMMENDATION

79 Jui -6 PH2 28
This form is to be completed by a licensed physician. The recommending physician should
be sufficiently acquainted with the applicant as,fpspgeable to evaluate and recommend the
applicant. This form must be notarized. A1l (urcAti8f8RAuUst be answered. In addition, the
recommanding physician is strongly urged to include additional comments. This form is not
intended to standardize the recommendation or restrict it in any way. However, its form is
designed to insure that certain information is included.

I, Tom P. Barden, M.D. , a licensed and practicing physician in the state of
Recommending Physician
Ohio , affirm that Devid B. Schwartz, M.D. has been known to
me personally and professionally for one years and that he/she is of good moral and

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

I rate his/her medical knowledge and techniques as _ excellent

His/her command of the English language is excellent

I rate his/her ability to work well with peers and medical staff as excellent

His/her relationship with patients i1s excellent

In the space below, please add personal comments, evaluation, and recommendation. If more

space is required, please attach additional sheets. l/
1 hereby recommend David B. Schwartz, M.D. for full licensure to practice medicine
Applicant

and surgery in Chio. \/////
N ( P
Indiana University School of Medicine / (A \ (7’153;1h=L3\~\ HD ,

Medical School of Graduation of Signature of Recommending Physician
Recommending Physician

Ohio ) Tom P. Barden, M.D.
State of Licensure of Recommending Name of Recommending Physician (Please print)

Physician

030722 3445 Observatory Ave; Cincinnati, OH 45208
License No. of Recommanding Physician Address of Recommending Physician
Subscribed and sworn to this _ 22nd  day of May , 1979

e
hotary Public
balary
(SEAL) Notzry Putic, State of Ohio

My Com=i:_isn txplres June 9, 1982




FORM 3

CERTIFICATE OF RECOMMENDA%%
75 JUN -

This form is to be completed by a licensed phys1c1an
be sufficiently acquainted with the applicant as, ¢

All ques 1ons must be answered.
recommending physician is strongly urged to include additional comments.
intended to standardize the recommendation or restrict it in any way.

_applicant. This form must be notarized.

ég recommending physician should
R0to evaluate and recommend the
In addition, the
This form is not
However, its form is

designed _to insure t cert informati ded.
g q tlen §p‘a rtain r on is include

ﬂ

Recommending Physician

A4~ Ohio

D
, affirm that ;4¢l§7

, a licensed and practicing physician in the state of
vid B.
M

Schwarts
has been known to

me personally and professionally for 2- two

years and that(ig)she is of good moral and

ethical character. [ offer the following in support oﬁig:;)her application for full licensure:

I rate his/her medical knowledge and techniques as

His/her command of the English language is

’§9<A;a42227uéLgxcellent
» po o eXxcellent

I rate his/her ability to work well with peers and medical staff as

His/her relationship with patients is

ot lalp St outstanding

In the space below, please add personal comments, evaluation, and recommendation.

L4

If more

space is required, please attach additional sheets. V/l

. ‘°‘°"%
I hereby recommend for full Ticensure to practice medicine

Applicant

and surgery in Ohio.

Ohio State University

A

Allen R. Shade M.D.

,éz?,/¢§&:~—€1-___/45£7

Wedical School of Graduation of
Recommending Physician

BZ

Ohio

Signature of Recommending Physician

Allen R. Shade, M.D.

State of Licensure of Recommending
Physician

SR p2r 5 s07

Name of Recommending Physician (Please print)

U.C.Medical Center- Dept. of Ob/Gyn
231 Bethesda Avenue # 4555
Cincinnati, Qhio 45267

License No. of Recommending Physician

Subscribed and sworn to this ] day of

Address of Recommending Physician

T;2ﬁ42L91/— » 19 7 ;?

(SEAL)

é—guz” g

Notary Public

IvaDoan Leir
Notary Public, State of Ohio
My Comriscion Cxplres June 9, 1982




NATIONAL BOARD OF MEDICAL EXAMINERS -+ 3930 CHESTNUT STREET, PHILADELPHIA, PENNA. 19104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS _ o
OF THE L

UNITED STATES OF AMERICA /
DAVID HRUCE SCHWARTZ, M,D. -

having satisfied all the requirements and having successfully passed the examinations is
hereby declared a Diptomate of the National Board of Medical Examiners.

Attest: W [LL T AM Ry HOLDEMN

Chairman of the Board
/ SEAL EDTTHE Ja LEVIT
Philadelphia, Pa. / fesident of the Board
n7/n2/73 Cert. # 195151

It is certified that the above is a copy of the Dipl‘cyxée Certificate igstied to the named physician,
a graduate of NIV OF MICHIGAN “MeD sCH in

MAY 12783 , whose birth dateis C1/03/19352 , following successful completion
of all examinations required for Certification by the National Board of Medical Examiners.

The grades obtained are as follows:

Standard* Scale
Score Score

PART | passed 05/7¢
Anatomy, incl. histology and embryology............................ 390 75
PRYSIOIOY - o oo 519 a1
Biochemistry ... 5110 21
Pathology ... ..o 495 a0
Microbiotogy, incl. immunology ... 4990 90
Pharmacology and Materia Medica................................... 515 a2
Behavioral Sciences ................ . 299 - 75
{(Minimum Passing Grade 380/75) TOTAL GRADE/AVERAGE™* 470 79
Part Il passed /77
Internal medicine and the medical specialties...................... 355 75
Surgery and the surgical specialties. ................................. 340 75
Obstetrics and Gynecology ... 455 a0
Public Health and Preventive Medicine............................... 430 al
PediatriCs ... ... 435 79
PsycChiatry ... 320 72
(Minimum Passing Grade 290/75) TOTAL GRADE/AVERAGE™" 365 76
PART lil passed N2/79
A General Test of Clinical Competence..............................
(Minimum Fassing Grade 290/75) AVERAGE 419 TRLR
GENERAL AVERAGE (Parts I, Il, and W)............................. 779 /

(Scale Score)
*Examinations taken since June 1971 are reported with both Standard and Scale Score Equivalents.

**Since 1966 National Board criteria for certification are based upon candidate’s Total Grade in Part I,
Part ii, and Part lll, and not scores of individual subjects within each Part.

‘ Secretary for Certification
NZ/04/79

SEAL
Date



FORM 4
CERTIFIED COPY OF STATE LICENSE OR CERTIFICATE
{DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED)
(A verbatim copy to follow here, over Seal of State Licensing Board,
certified to by the Secretary, Ergs1jﬁp§ opnggqgut1ve Secretary thereof )

IO STATE
Mg DICAL BOARD

-1 hereby certify that the above is a verbatim copy of license no. : R

issued to Dr. by the on the
(Name of State Board)

day of » 19

Secretary, President, or Executive Secretary .
(Seal) ]

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

Acting in behal™ of the

(Mame of State Board)

I do hereby certify that Dr. was on the day of

19 , granted a license to practice osteopathic medicine and surgery in the State of

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

{Include Grades)

and received an average of percent.

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

(Seal)

(Date) ] Secretary, President, or Executive Secretary



” a
Martin

Shotey & Jaidors

/
Shirley D.

I certify that this is a true copy of

the original document.
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THE UNIVERSITY OF MICHIGAN i -5 pjip 29
MEDICAL SCHOOL
ANN ARBOR. MICHIGAN 48104 _ _ e
OFFICKE OF THX DEAN . i} , ;35{5%}

. May 30, 1979

The Universitv of Michigan Medical School diploma, as translatéd into
the English language, reads as follows: '

From the Regents to anyone reading this letter: Greetings!

Be advised that we have awarded the degree of Doctor of
Medicine to "DAVID BRUCE .SCHWARTZ
recommended to us in the usual manner by the professors of the
College of Medicine and Surgery (Medical School) as a person
wvell-qualified in the study, discipline and science of
Medicine and Surgery.

—

In proof of this we have given to (him/her) this letter,
bearing signatures of the President, the Secretary, and the
professors.

Done on thekpremises of the University on the
N 26 day of May 1978
Frances D, French
Director of Academic Services

FDF/ks

(SEAL)



SCREENING INFORMATION
(MEDICAL AND OSTEOPATHIC APPLICANTS ONLY)

kO

PLEASE BE ADVISED THAT ALL MATERIALS SUBMITTED TO THE BOARD WILL BE THORQUGHLY INVESTIGATED

AND INDIVIDUALS WILL BE CONTACTED REGARDING YQUR APPLICATION AS THE BOARD DEEMS NECESSARY
PRIOR TO YOUR PQSSIBLE LICENSURE IN OHIO.

Complete all items fully and return to the State Medical Board of Ohio promptly.

1. Name ScHwAaer2 DAVID Bruck PLACE OF BIRTH Mewder ANewJewsey  Essex
Last First Middle City State " Country
ADDRESS #7058 Garremhuse Olive Eas7 DATE OF BIRTH / P4 >
: Month Day Year
Lowernnt?s OH10
HOME PHONE NUMBER 573 JF2/) &VY7D BUSINESS PHONE NUMBER 573 &F72 #729¢
Area Code Area Code
*SEX: MALE ( X ) FEMALE { ) *OPTIONAL: For statistical purposes only.

2. IMMIGRATION OR CITIZENSHIP STATUS Check the item which applies to you (if more than
one applies, indicate the most recent one obtained)

: R X U.S. Birth Certificate Alien Registration Receipt Card
> Certificate of Naturalization Approved Petition for Permanent Visa
- Declaration of Intention Other; Specify
x>
3. MEDICAL EDUCATION
Name of
Medical School (warsiry or fYrcsisanw Degree - ).
(M.D., D.0., M.B.B.S., etc.)
Address of
Medical School 4/.4/ Arson l/IC///fﬂ” Date of Graduation é J 78
Street City State Day Year
5|)b|')¢uaﬁ\r
Y804 4sA ¢(14177
Zip Code Country A v
g
4. E.C.F.M.G. CERTIFICATE Standard ( ). Interim ( ) J{{lS/l NB

; Number Date f/}(obw

5. LICENSE List all states in which you have been licensed to practice medicine and sur-
! gery and the date the licenses were issued. Place a check beside "Yes" if

' your license is current.

! State Date Issued Current (Yes or No)
. Q10 (Tertvonsty) 7/// 79 Yes (L] No ()
% Yes ( ) No ( )
3 Yes () No ( )
;) Yes { ) No ( )
5. LICENSURE EXAMS

a) Are yo d1p]0mate of the National Board gf Medical Examiners?
Yes (t/a No ( If so, specify year ?977 (Padid 7 gou $77/79.
Are you a d1plomate of the National Board of Examiners for QOsteopathic Physicians
and Surgeons. Yes ( ) No ( ) If so, specify year

b) List all FLEX exams which you have taken. Indicate whether you took ail three days
(place an "X" next to Full) or whether you took only part of the exam (place an "X"
next to Partial)

STATE DATE (Mo./Yr.)

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

- FULL ( ) PARTIAL ( ) PASS ( ) FAIL ( )

< 2 FULL ( ) PARTIAL ( ) PASS ( ) FAIL ( )
1 FULL ( ) PARTIAL ( ) PASS ( ) FAIL ( )
S FULL ( ) PARTIAL ( ) PASS { ) FAIL ( )

T = FULL { ) PARTIAL ( ) PASS { ) FAIL ( )
- FULL ( ) PARTIAL ( ) PASS ( ) FAIL ( )



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

STATE DATE (Mo./Yr.)
FULL ( ) PARTIAL ( ) PASS ( ) FAIL ( )
FULL ( ) PARTIAL ( ) PASS ( ) FAIL ( )
7. TRAINING
Total number of months of AMA or AQA approved training in the U.S. /9{ %yéo/jf
Total number of months of approved training in Canada.
L{st below the most recent hospitals and the complete addresses where you have worked or
trained. Please specify dates and position served at each hospital.
A1l addresses must be complete with street number, street, apartment if applicable, city,
state, zip code, and country if not in U.S. You will be responsible for any delays in
your application due to failure to include full addresses, including zip code.
DATE COMPLETE ADDRESS
mo/yr-mo/yr HOSPITAL (Street, City, State, Zip Code) POSITION
7/’/79' /7 gef;:::z,”ﬂu,_ Goohmn STeELT  CAttmpri O WO Lesidew
»
E CHRIST 2eys
i n/o;;/rm. HuBuey A€ Conenwars OF7C ocur
8. WAIVER OF APPLICANT

STATE OF éj/949

COUNTY OF ;4/,4»:///. L ss:

I hereby authorize all hospitals, institutions or organizations, my references,
personal physicians, employers {past and present), business and professional
associates (past and present), and all governmental agencies and instrumentalities
(1ocal, state, federal, or foreign) to release to the State Medical Board of Ohio
any information, fi]es, or records requested by the Board in connection with this
application. I further authorize the State Medical Board of Ohio to release to the
organizations, individuals or groups listed above any information which is material

to my application. %;

(S]gnature of Affiant)

“wo
Subscribed and sworn to this //°° day of  APiatf . , 19 79

~~(Signature of Official Administering Cath)

/—7- ¥
(DateN m‘uﬁ‘%;{%n‘“%@ﬁr)——

un T ree

ommit

Must be sworn to before a notary public or other person auth0r1zed to adm1n1ster oaths.



SECTION 7: Affidavit of Applicant ag I -6 P 2 28

STATE OF OHIO -
- SS: om0 s

COUNTY OF HAMILTON VEDICAL. BOARD

Before me, personally appeared DAVID B. SCHWARTZ M.D.

(Affiant)

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

L—=f 5 M Y _D/
(Signature of Affiant)
Subscribed and sworn to this 33"64)/ of 7%4/% , 19 77

(SEAL) 5&%

T (Sigpatpnaaf Official Administering Oath)

Noary Publz 7.

My _ommijssico ixrw"//;é_ g¢

(Date Commission Expires)

*Must be sworn to before a notary public or other person authorized to administer oaths.
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University of Cincinnati Medical Center

faooada 27 il 1n College of Medicine
231 Bethesda Avenue
Cincinnati, Ohio 45267

DEPARTMENT OF OBSTETRICS AND GYNECOLOGY i
1 - SR R AT
TELEPHONE (513) 872-4796 ; :_m(,Al. USARB

April 22 AN
pri y 1979 L{( j/;)()) ?‘(
Mr. William J. Lee, Jr. yRes
Administrator, State Medical Board o
180 E. Broad Street Suite #1006
Columbus, Ohio 43215

Dear Mr. Lee:

Please send the necessary application form for a
permanent OChio license to practice medicine. I
graduated from the University of Michigan Medical
School in June, 1978 and currently have a temporary
Ohio license #14262 which expires July 1, 1979.

I hsve psssed National Boards Parts I, II, and III.

Please send the application to the following

address:
David B. SChwartZ, MeDo
2705 Gatehouse Drive East
Cincinnati, Ohio 45215
Thank you.

Sincerely vours,

D Bfoe ——p 4

David B. Schwartz, M.D.
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STATE OF OHIO
THE STATE MEDICAL BOARD

) q F't'm‘ 21 ”“ 1)_ 39 Suite ]006
(4 180 East Broad Street .
Columbus, Ohio 43215 foy

sty 3k
wiolCAL BOARD

PREV D
e i
ANS. . I
FOWM T orven
B P SU—y)
CHECK. .

Mrs. Fisher

Federation of State Medical Boards
of the United States, Inc.

1612 Summit Avenue

Fort Worth, TX 76102

Dear Mrs. Fisher:

The following physician has applied for endorsement licensure in Ohio
based upon National Boards.

SCHWARTZ, David Bruce

Please indicate whether you have any derogatory information in your
files. Thank you for your cooperation.

Sincerely,
Joan Elsman (Mrs.)

Chief, Endorsement and
Temporary Licensure

Derogatory Information:

We have no unfadvorab\e
i .o regarding
gt r:ar?\ed physician.

the abOVe 9\ /‘7D’
Ay

Hlert 0,

[xﬁe_’ﬁil————""'—_—'—_



| | STATE OF OHIO
THE STATE MEDICAL BOARD
180 EAST BROAD STREET, SUITE 1006, COLUMBUS, OHIO 432

DATE /émx, L2 /?/7

Dear Doctor; | ' ///:/?g; _;////
JCAW%O y &u Lo Oo//jz,w/

1s app ying for 1censure in thée—State of 0h1o We would appreciate your assistance
in filling out the following evaluation so that we can process his/her papers for 1icensure.

Your immediate attention:to this matter will be greatly appreciated by the doctor as we]]
as by us. Thank you for your time and assistance.

(1) How long have you known the doctor? 1 year

(2) unat was/is your supervisory capacity? Professor & Chairman of Department

(3) At ﬁhét hospita]? Unive.rsity'of Cincinnati Medical Center
(4)
(5)

How would you rate this doctor's medical knowledge and techniques?  Adequate

In your opinion, is this doctor a person of good moral and ethical character? ves

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

(7) . Does he/she relate well to patients? Yes

(8) How is his/her command of the English language? (If applicable) N.A;

(9) Would you recommend this doctor for ]icensufe?- Yes

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

%1 gnature of %octor

_ Professar & Chairgan
2 Position
~ =
— (¢ 4
= ju)
r =3
s 2]
o} Fa -
< 2= Sincerely,
—— ]:"-
== -
> )
-

(Mrs.) Joan Elsman
Chief,

Endorsement and Temporary Licensur}




s

\Xn? STATE OF OHIO
THE STATE MEDICAL BOARD
180 EAST BROAD STREET, SUITE 1006, COLUMBUS, OHIO 43215

DATE %/)M,/S ZZ?V

Dear Doctor, _ -Q
s

7

Dr. DAU[D BRUCE. S WARRTZ who wﬁi{ﬁ)(W ‘7/757“%4%6

is applying for Ticensure in the State of Ohio. We would appreciate Your ag&istance
in filling out the following evaluation so that we can process his/her pap&fs for;licensure.
Your immediate attention to this matter will be areatly appreciated by thqﬂgoctoggas vell

as by us. Thank you for your time and assistance. o %
»

6/30/78

(1) How long have you known the doctor?

i

(2) What was/is your supervisory capacity? Associate Dean for Clinical & House Staff Affairs |

(3) At what hospital? University of Cincinnati Medical Center (Cincinnati General Hospital)

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

(5) 1In your opinion, is this doctor a person of good moral and ethical character? yes

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

(7) Does he/she relate well to patients?yes

(8) How is his/her command of the English language? (If applicable) not applicable §

(9) Would you recommend this doctor for licensure? yes

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

While in training at our medical center Dr. David Bruce Schwartz was rated on his ] ;

™
profé‘ésional ability, energy, reliability, originality and cooperation. He was ratedvery good

N
in tlese :i‘értegorles > o
—— %" 7
5 oF
— ges ]
3 A3
: 2 Signature of Doctor
D Associate Dean for
) Clinical & House Staff Affairs
Position
Sincerely,

(Mrs.) Joan Elsman

Chief,
Endorsement and Temporary Licensuré










STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

JUN 3 01993

David B. Schwartz, M.D.
3120 Burnet Ave.
Cincinnati, OH 45229

Dear Doctor:
Thank you for your prompt response to our request for audit material.

The results of this audit confirm that the continuing medical
education materials you submitted for relicensure did indeed meet the
Board's requirements.

The current and subsequent registration periods will end July 1,
1994, and July 1 of each even numbered year thereafter. It will be
necessary to complete 100 credits with 40 being in Category I during
each registration period. Licenses will expire on September 30 of
each even numbered year. Please keep the Board informed of any
address change.

Again, thank you for your cooperation.

Very truly yours,

Con 4.0 ’/duj/‘
Carla S. O'Day, M.D. :

Secretary :
State Medical Board of Ohio

CSO:jde
Revised 04/05/93



SCHWAR TZ.

3 CERTIFICATION LOG OF CONTINUING MEDICAL EDUCATION FOR THE
P ! PERIOD OF JANUARY 1, 1991 - SEPTEMBER 30, 1992

*

I certify the following to be true and correct.

(L—at 7

orm must be completed, signed and returned.

e

L.
-

0F3743

— M ¥/28/53
DATE °

SIGNATURE ~  OWIOCERTIFICATE NGBBER
Te ol
Scow 472 DAv D A & e ]
NAME Las) First) (Middic) (Suffix, Jr., 1D >
JlR0 Burtver  Rvemus Orwcrvn a7 Y 25223
ADDRESS (Number & sireet) City) State) @ipcode)
CATEGORY ]
REDIT REQUIRE
PLEASE ATTACH DOCUMENTATION Atleast 30 credifs must be eamed in

Category 1. Please list Category I1

crediis oI reverse side,

Name of Sponsor Location (City & State) Description Date | Credits
Examples: Ohlb State Unliversity Hosp.| Columbus, Ohio Pedlatric Grand Rounds 12/01/91 4
thru
12/31/91
Christ Hospltal Cincinnatl, Ohlo Surgery Residency 07/01/91 50
thru
06/30/92
At0G Compurce Yfas -
! 0% 8 pa17900 120, S%
PRV T ouT
Untv oF Cewrr ComPuTEA b # IsLIdesy” 7
AlinT pur
JEwi
EWISH Hapirac oot
_ 9/ IOMWM il
Orr-10 S

Pavricad N1/12/Q

OVER ™\




CATEGORY 11 A Maximum of 45 credifs may be earned in this Category.
Name of Sponsor Location (City & State) Bescription Date | Credits
Examples: Riverside Hospltal Toledo, Ohlo Internal Medicine Statf 10/21/91 8
Maeting
Self Instruction Amerlcan Journal of 01/92 60+
Opthaimology thru
09/92
MEO\CAL STupeuTr u,wuses,,z oF MED STUDBWT PLcTePTOR-
TEACHIVG ~ PReCEPTIL Ciwv e SHP - SPeVns owe v'/'ﬁ
4%y stuoear Mowry . 2 1oy
Brg RR 3292 jastse
b)92 o/1f52- ot
6/30/%,
SELF (wsThucrion /2
Joutwat of 9h- Gyw
él’/nzzy £ STELIL 7 /7

MED Jruneas
Vlecerrit -

/57 yr (ﬂ;z)g’wr

Revised 01/13/93




THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
' " PROGRAM FOR CONTINUING PROFESSIONAL DEVELOPMENT

ACOG COGNATE PROGRAM

409 12th Street. 5. TRANSCRI PT

Washingion. D.C. 23024-2188
(BOO) 673 @144 - (202 863 2402

CR=0217900 } R

(PAGE N() .

ACOG 1D NUMBER

[

DAVID BRUCE SCHWARTZ M.D. .
JEWISH HOSP PROF BLOG
3120 BURNETT AVE, %204

CINCINNATI OH 45229=3087
"GNATES REPDPTED THODUGH MAR 15 1997 DATEOF ISSUE 04/ 15/92 L-»mf-w. o
podi OSF & [ PRIV | one [ £ MR AT o y @ s | s I S
i')<->(-)<-)<'><-><'><J><-><-><-)<-)< )<-><—)<-><-><~)<-><- =P (=D o> (- ﬁ-)(-)(-)
100126=000| 12/31/89 07 ACNAL UPDATFE TAPES 14 3 0 3 , 0
w > L@ wDLu DD (= DD (MDD (=D (=D (=D D (=D (=D (=D{=D{(=D{(=D <-]<-)<~><->§-><-><- <~><-)
111029=004% 09/30/%50 01 POSTGRAD CDURSF/SPECIALTY MEFT 2 2,0 } "
101023=000 10/06/90 POSTGRAD COURSE/SPECTALTY MEET 17 17 O 12! 0 | 0
111029=006 12/31/90 od HOSPITAL TRAINIMG SESSINN 17 ? o| 21 o | ¢
'~)K-)<-><'><-><-)(k)<-><-)<'><-><-><~><-><-><-)<-><~)<-5<-><~><*)<-)<-)<-><-><7)<-)
:111029=005| 04/18/91 01 POSTGRAD COURSE/SPECTALTY MEFT 17 1 4] 22 c ;, ¢
110520=000 04/26/91] 0} POSTGRAD CNURSE/SPECIALTY MECET 17 6 4] 29 0 j ¢
:11008=000 09/21/91 01 POSTYGRAD COUPSE/SPECTIALTY MEETY 17 20 ¢ 48 2 , 0
111029=000 10/15/91 01 POSTGRAD COURSE/SPECTALTY MEET 17 1 0 49 D g 0
111029=003 10/17/91 0O} PDSTOGRAD CDURSE/SPECTALTY MFEET 17 1 n 5N n . n
'11029=001| 10/18/91 01 POSTGRAD COURSE/SPLECIALTY MEET 17 1 0 a1 ol ¢
'11029=002| 10/20/91] 01 POSTGRAD COURSE/SPECTALTY MEET 17 1 o, 52 4) | n
120205=000 12/31/91 07 ACOG UPDATE TAPES 17 6 0 5A 0 3 n
|
i
|
| |
| !
|
| |
|
:
! ;
| :
e NG A AN AN /J' — .
REPORTING 'l TCATA | cATW | cAtm | TOTAL |
9¢ 1 21 5 0| 21
91 37 ¢ 0 a7
97 0 0 0 0

TOTAL COGNATES THIS CYCLE



DATE 9708/

PARTICIPANT SCHWARTZ,

-

92

COURSE DEPT-DIV/CO ICDA

URIGIN

[SSRRUN RE VS SR UV VS RRVS BLUY REUN RRUY B UL BN OV SRV IR VSRR US B Y )

el el el e el T N =

N3Ja
45
45
45
45
45
45
45
0o
+S
45
45
495
45
45
45

O
15
a0
34
g0
34
00
JQ
34
Ja
34
00
ao
0
on
Q0

CUDE
302,70

V 25,

V 25
733,00
183,.,0
6299
6299

V 62409
H15e9

V 20
07978

V 2242

V 25.01
533e77
0l7a9

UHIVERSITY

CaLLeGe OF

CONTINUING EDUCATION

UAVIO 3,

JATE

-1/17/91
1/31/91
3/15/91
4/26/91
5/11/91
9/19/91
9/20/71

10/0%/91

10/12/71

10/18/91

-11/07/91

12/12/91
2/29/9¢
4/30/72
5/07/3¢

TRAMSC

HOURS

1,00
1.00
ls0U
650
l.00
700
7.0,\)
1.CU
1.00
1.00
l.00
1.00
1.00
1.00
1,00

32450

U CINCINNATI
MEDICINE |

RIPT

IO HNUMBER

CINTI.

WORPLANT:

NAORPLANT

TREATHENT & EVAL.
OVARIAN CANCER SCREENING
RECENT ADVAMNCES IN 0B/GYN
RECENT AUVANCES IN
LIVING
LONG-TERM MGT.

JHID'S

PROGRAM / TITLE DESCRIPTION

JB/GYN STCIETY MEETING
FACT OR FICTION

WILL ACT

OF ENDOMETRIOSIS

OVULATION INDUCTION
CHLAMYDIA & BETA STREP INFECTIUNS
PERINZAL MGTe = A RAMDOMIZED TRIAL
USc JF TdE PILL/VARIQUS AGE GROUPS
ECTOPIC PTEGNANCIES IN THE 1990°'S

ASPECTS JF ENDUOMETRIUSIS

IS TOTAL OF CRERIT HUOURS

03/GYN

PAGE 1

CTY

OF ASTEOPORAOSIS



University of Cincinnati College of Medicine
Medical Center
) Office of the Dean

231 Bethesda Avenue (ML 555)
Cincinnati, Ohio 45267-0555
Phone (513) 558-7391

April 10, 1992 W‘g

David Schwartz, MD P
3120 Burnet Avenue, #204
Cincinnati, OH 45229

Dear Dr. Schwartz,

The 1991 Clinical Opportunities Program for our freshmen medical students is
over. On behalf of the College of Medicine, I sincerely thank you and your staff
for providing our students with this unique and enriching experience. Some
aspects of medicine are best taught outside the classroom, and you have
contributed to a more well-rounded education by permitting the student to
experience your practice setting. We are very fortunate that we are one of the
few schools in this country that can offer this clinical exposure so early in
the student's training, and we could not have done it without you.

This letter confirms your participation as a preceptor in Winter Quarter 1992
for first year student Danielle O'Neil. Students are required to spend a minimum
of 9 hours with their preceptor, so your precepting time for the Introduction
to Clinical Practice course totals 9 hours.

I've enclosed a copy of the evaluation that your student completed about the
experience with you. I ask that you share this information with other preceptors

in your office with whom the student worked.

We are pleased to have you as an instructor in our Clinical Opportunities course
and hope you will continue to work with us in the future.

Sincerely,

/]

Peg Butqgrac
Clinica) Opportunities Coordinator

enc.

Patient Care * Education » Research ® Community Service
An affirmative action/equal opportunity institution



03716792 REPORT OF PROVIDER’S CME CREDITS Page463
. For the Period 01/01/91 Thru 12/31/91

10# STAFF MEMBER NAME

1X0895 Schwartz, David M.D.

Type Local A"A From To Hours  Sponsor or Description of Activity

Inbire Cat-1 1-Acc 01/30/91 01/30/91 1.00 JEWISH HOSPITAL OF CINCINNATI, OHIO
TUMOR BOARD

Direct Cat-1 1-Ace 03/15/91 03/15/91 1.00  JEWISH HOSPITAL, CINCINNATL, OHIO
NORPLANT

InDire Cat-1 1-Acc 05/17/91 05/17/91 1.00 JEWISH HOSPITAL OF CINCINNATI, CINCINNATI, OHIO
OVARIAN CANCER SCREENING

InDire Cat-1 1-Acc 09/20/91 09/20/91 1.00  JEWISH HSP. - CINCINNATI, OHIO
DEPT. OF OB/GYN-OVULATION INDUCTION

Nene Cat-1 1-Acc 10/08/91 10/08/91 1.00 The Jewish Hospital of Cincimnati
Ohio’s Living Will Act

----------- Local ===-==semeo- wccn ARA ---- Local A*A
Cat-1 Cat-2 Cat-3 Cat-6 1-Acc 2-Non Total Totat

CME Credit Hours: 5.00 0.00 0.00 0.00 5.00 0.00 5.00 5.00




STATE -MEDICAL BOARD OF OHIO

77 South’ High Street, 17th Floor ® Columbus, Qhio 43266-0315 ¢ (614) 466-3934

1

DAVID EBRUCE SCHWARTZ
3120 RURNET AVE
CINCINNATI OH 45229

Dear Doctor:

Upon renewal of your Ohio license to practice medicine and surgery, as of October 1,
1992, you certified that during the last registration period (January 1, 1991 - September
30, 1992) you had completed the requisite hours of Continuing Medical Education as
certified by the Ohio State Medical Association and approved by the Board.

At this time, as a result of your being randomly selected for audit, it will be necessary
for you to complete the enclosed log of Continuing Medical Education. It will also be
necessary for you to provide the Board with documentation that you have actually
completed at least 30 hours of Category I CME as certified on your license renewal
application. Certificates of attendance, hospital printouts and accredited organization
printouts are acceptable documentation, copies of which must be enclosed with your
log. Those individuals desiring CME credits for their residency training program must
submit either a copy of their certificate or a letter from the training program director
giving the dates that they were in the program.

Up to forty-five hours of Category II credits may be listed on the reverse side of the log,
but no documentation need be provided.

1t is important you understand that under Ohio law it is your responsibility to
document your CME participation, and, further that a failure to comply with the audit
requirements can result in revocation or suspension of your license to practice in Ohijo.
Please return the above requested material to the State Medical Board of Ohio within
three weeks of receipt of this letter. The result of your log audit will be made available
to you in the near future.

Thank you for your cooperation.

Sincerely,

), .
G B.5¢
Carla S. ODay, M.D.
Secretary
State Medical Board of Ohio
CSOijde
Enclosures

CERTIFIED MAIL #
RETURN RECEIPT REQUESTED

Revised 04/05/93



T 1 HRSE COMPLETED DURING 1MT cAST 20t

Wit 2En ot THE Chii3 I
. SVED W 71 STAT: MEDICAL HOARD AND HEREBY WAST APPLICATION F0 KENEWRL - MARY CORRECT SPECIALTY CODE(S) BELOW
' - . SEND PAYMENT (DO HOT SEND CASH) AND THIS
- & k APPLICATION IN ENCLOSED ENVELOPE TO:
, = TRE 2 STATE 3
‘ a4 7 : TOLUMBUS, OHIC 43
- (SIGNATURR UF APPLICANT) {DATE! | i r SRR SR, NI g
x A - - PURAMPE Ar o~
. BETREATEN REPORT ANY GHANGE 0OF ADDRESS OF RECORD
AFFLICATION FOR BIENKIAL | ICENSE RENEWAL TO PRACTICE AS A RUMBER , (PLEASE: PRINT)
- CT - dF MELDL ['C [NE RG-S 4—137T4
i
i % 4 o el I
:_:; N i e e B WA A < LAST NAME FIRST NAME INITIAL
,_‘E’, - L kg :- | = r 1 L |
g ! d s A Lr 4529%5 |
REE LIRES
& ' [ & T e ‘ 3
) ouNTY
YETURN THIE APPLICATION AND FEE Bv D JE GATE

THE ADDRESS SHOWN ON THE FRGHMT OF THIS CARD WILL BE MAINTAINED AS YOUR ADDRESS OF RECORD WITH THE BOARD.
PRINCIPAL PRACTICE ADDRESS — iF DIFFERENT FROM THAT  SECTION 4731.281, OHIO REVISED CODE REGQUIRES THAT A
SHOWN ON FRCONT RESPCNSE BE GIVEM TC THE FOLLOW!NG QUESTION. PLEASE
(PLEASE PRINT) MARK THE CORRECT BOX.

SINCE YOU LAST RENEWED YCUR OHIO MEDICAL LICENSE,

NITIAL

Gt NakE  Fmer name HAVE YOU BEENTONVICTED OF OR PLEAD NOLO CONTEN-
DERE TC: Co
STRFET ADORESS —  YES NO
S N ceu 0o o a.) a felony,
i) A arcest 7] [0 by 3 misdemeanor committed in the course of your
= — practice, or !

] R c.} a faderal or state law regulating the poszession,

distribution or use of any drug?

AT ANY TIME SINCE THE LAST RENEWAL OF YOUR CERTIFICATE HAVE YOU:

YES NO
0o

SQCIAL SECURITY NUMBER

<

ES
il 3)r Surrendered or consented tc limitation
i ¢ 1 1 license to practice medicine, or state

or feceral privileges to prescribe controlied

. Been addicted to or dependent upon alcshol
ar any chemical substance?

_ 4458

o 038

3

2). Had any discipitnary action tsken or initiated
against you by a state licensing agency?

substances?
O a a).

Had any hospital privileges suspended or
revoked?



ATE RS

7 1y
(S W, L

65 SQUTH FRONT &7,

SUITE 510

_COLUMBUS, OHIG 48218 | . o noT FoLD OR aTA
{ ICTRIIFY, ONDER PENALTY OF THE LOSS OF WY RIGNT T0 PRACTISE MEZD T C INE B e L e oL e Ta:
i AND SURGERY 1K THE STATE OF 00, THAT | NAVE COMPLETED DURING THE LAST BIENNIUX THE REQUISITE HOURS OF TREASURER, STATE OF OHIO
GONTIAUISG WEDICAL EDUCATION CERTIFIEO BYTHE T =13 STATE MEDICAL ASSN O N O oy aeow.
ANE & 'ROYED BY THE STATE WCDIGAL BOARD AND HEREBY MAKE APPLICATIOR FOR RENEWAL. 6. SENC PAYMENT (DO HOT SEND CASH) AND THIS
APPLICATION IN ENCLOSED ENVELOPE TO:
/—P\‘
' a %// . TREASURER, STATE OF OHIC
; £E _ i BOX 2438 COLUMEUS, OHIC 43216
i S (§IGNATURE OF APPLICANT)  (DATE) l
TTEETTTT T : BEPORT Ay
IDENTIFICATICHN :
JEPLICATION FOR BIENRIAL LICENSE SFAEWAL TO PRAGTICE S A NUMBER
SUCTOR OF MEDICINGD 35=04-3742
¢ CAVID 3RUCE SCHWARTZ LAST NAME FIAST NAME WITIAL
558 FLAGSTAFF DR - R \
_ L e
CINCINNATI OH 452153 A0 R AN VS
STREET ADDRESS
L NN
E MD & DO SPECIALTY CODES j AMOUNT DUE DATE DUE L,\—' <’ |
[?’_ ENTER ALL ’ $100a00 11/15/86 CiTY STATG ZIF CODE
3 . - ™ N .
i sPECIALTY CODES[SG] [ | Mo ben
? }(SEZ LIST OM ENCLOSED CARD) {LIMIT OF 3) [ COUNTY ~
= OCUR RENEWAL CaARD 2 DZCRIABER Z 18T, MO FZE BY NOVEMBER - ©
THE ADDRESS SHOWN ON THE FRONT OF THIS CARD WILL BE MAINTAINED AS YCUR ADDRESS OF RECORD WITH THE BCARD.
PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT FROM THAT SECTION 4731.281%, OHIO REVISED CODE HEQUIRES THAT A
SHOWN ON FRONT RESPONSE BE GIVEN TO THE FOLLOWING QUESTICN. PLEASE
(PLEASE PRINT) MARK THE CORRECT BOX.
SINCE YOU LAST RENEWED YOUR OHIO MEDICAL LICENSE,
HAVE YOU BEEN FOUND GUILTY OR PLEAD GUILTY
LAST NAME FIRST NAME INITIAL OR NO CONTEST TO:
YES NO
8T !EET ADDRESS
a.) a felony.
oIty STATE 2P CODE 1 b.) a misdemeanor committed in the course of your
practice, or
@ COUNTY D D c.) a federal or state law regulating the possession,
© SOCIAL SECURITY NUMBER distribution or use of any drug?
;]
TE AT ANY TIME SINCE THE LAST RENEWAL OF YOUR CERTIFICATE HAVE YOU:
o YES NO YES NO
w

oo

1.) Been addicted to or dependent upon alcohol
or any chemical substance?

! D D 2.) Had any disciplinary action taken or initiated
against you by a state licensing agency?

3.) Surrendered or consented to limitation
uf 31 1 license to practice medicine, or state
or federal privileges to prescribe controlled
substances?

O O

4.) Had any hospital privileges suspended or
revoked?
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THE ADDRESS SHCWN ON THE FRONT OF THIS CARD WILL BE MAINTAINED AS YOUR ADDRESS OF RECORD WITH THE BCARD.

PRINCIPAL PRACTICE ADCRESS—IF DIFFERENT FROM THAT
SHOWN ON FRONT
(PLEASE PRINT)

LAST NAME FIRST NAME INITIAL
STREET ACDRESS
cry STATE Z1P CODE

COUNTY
SGCIAL SECU UTY NUMBER

SECTICON 4731.281, CHIO REVISED CODE REQUIRES THAT A
RESFONSE BE GIVEN TO THE FOLLOWING QUESTION. PLEASE
MARK THE CORRECT BOX.

SINCE YOU LAST RENEWED YOUR OHIO MEDICAL LICENSE,
HAVE YOU BEEN FOUND GUILTY OR PLEAD GUILTY
OR NO CONTEST TO:

YES NO
D D ) a felony
D D b.) a federal or state law reguiating the possession,

distribution or use of any drug?

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

YES NO
— 1 1.} Bean addicted ta or dapendent upon alcohol ar any chemleal
W Y W substance? You may angwar no lo this question if you have suc-
ceasiully complated (raatment at a program approved by this
Board and have subsequantly adhared to all statuatory re-
qu ants as containad in Section 4731.224, O.R.C., and
ralated Drovigions; or ara surrently snrolled in a Board approved
program,
: j 2.} Had any disclplinary action taken or initiated against you by &

atata licanaing agency?

YES NO 3.} Surrenderad or consentad to limitation upon a ficanse to practice
D med | = ¢ state or federal privileges to prescribe contrallad
SubS.iCu5

| Had any clinical priwileges st
failure fo maintain records ©

O

Q70022408




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

DETACH HERE AND REMIT TH,

STATE MEDICAL BOARD OF OHIO

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

IS PORTION WITH FEE

__MD & DO SPECIALTY CODES CURRENTLY ON RECORD

39 OBSTETRICS & GYNECOLOGY

CERTIFICATION
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CINCINNATI OH 45219

35-04-3742-S

' THAT { HAYE COMPLETED OR WILL HAYE COMPLETED DURING THE 1998-1999 REGISTRATION

{1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

{ ON THIS APPLICATION
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State Medical Board of Ohio

L e
775. High Street, 17th Floor «  Columbus, Ohio 43266-0315 » 614/ 466-3934 »  Website: www.state.oh.us/med/

Date: August 11, 1999

DAVID B. SCHWARTZ M.D.
2123 AUBURN AVE

SUITE 528

CINCINNATL, OH 45219

Dear Doctor:

Please be advised that in reviewing your renewal application card for your Ohio license, we find that you failed
to answer the following question(s). To continue processing your renewal, answer each checked question
below:

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU:
(only those questions marked with a v' apply to you)
YES | NO
a 1.) Been found guilty of, or pled guilty or no contest to, or received treatment in lieu of conviction of, a
felony or misdemeanor? _ J
Q | 2) Been found guilty of, or pled guilty or no contest to a federal or state law regulating the possessxon -
distribution or use of any drug? - -
Q | 3) Beenaddicted to or dependent upon alcohol or any chemical substance; or been treated for-or = | Q
been diagnosed as suffering from, drug or alcohol dependency or abuse? You may answer “NO" -to
this question if you have successfully completed treatment at a program approved by this board and.
have subsequently adhered to all statutory requirements as contained in sections 4731.224-and
4731.25, O.R.C., and related provisions, or you are currently enrolled in a board approved =
program. Any questions concerning approval can be directed to the board offices. =
Q | 4) Hadmalpractice insurance canceled or limited for other than failure to pay premiums? Q
Q | 5) Been notified by any board, bureau, department, agency, or other body including those in Ohio,
other than this board, of any investigation concerning you, or any charges, allegations or L ‘
complaints filed against you? a IZ/
Q | 6) Surrendered, or consented to limitation in any jurisdiction: a) a license to practice medicine; OR
b) State or federal privileges to prescribe controlled substances? ( |
o | o
a 7) Had any clinical privileges suspended, restricted or revoked for reasons other than failure to Q 01
maintain records or attend staff meetings?
\/d YOU DID NOT ANSWER ANY OF THE QUESTIONS. ANSWER EACH QUESTION (1 - 7) ABOVE.

OVER :>



Renewal Question Incomplete Letter

Page 2

I certify, that the information provided is true and correct.

2—o—

7703/%5

Signature of Applicant

Date

Upon completion of this form, return directly to the Board. If your response is not received in this office by

October 1, 1999, your Ohio license will lapse by action of law.

Should you have any questions concerning this information, please contact me at the address indicated on the

other side.

incerely,

e Ao

Debra L. Jones, Chief
C.M.E., Records and Renewal

DLI:jdc
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DETACH HERE AND REMIT THIS PORTION WITH FEE

AR e AT

STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127

CERTIFICATION
I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

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

OHIO STATE MEDICAL ASSOCIATION

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED
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Renewal ID 99062 Page 1 of 3

Date Posted: 8/28/2005 7:08:10 PM

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

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

Address Information

BUSINESS ADDRESS 2123 AUBURN AVE
SUITE 320
CINCINNATI, OH 45219

Hamilton County
513-241-4223

License Information

License Number 35.043742
License Name DAVID SCHWARTZ
Email Address

Fees

Relicensure Fee $305.00

Total Fees $305.00

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

2. Please select one specialty from the field below, if

applicable.
....... {not Answered}
3. Please select one specialty from the field below, if
applicable.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.... 10/14/2011



Renewal ID 99062 Page 2 of 3

....... {not Answered}

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

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

to, or received treatment or intervention in lieu of
conviction of, a misdemeanor or felony?

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

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

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

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

6. Have you been addicted to or dependent upon alcohol or
any chemical substance; or been treated for, or been
diagnosed as suffering from, drug or alcohol dependency or
abuse?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.... 10/14/2011



Renewal ID 99062 Page 3 of 3

Social Security Number
1.

.......

Nurse Collaboration Info

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

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

....... {not Answered}

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

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.... 10/14/2011



Renewal ID 300603

Date Posted: 7/9/2007 12:22:08 PM

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

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

License Information

License Number 35.043742
License Name DAVID SCHWARTZ
Email Address dbdoc8@aol.com
Fees

Relicensure Fee $305.00

Total Fees $305.00

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

2. Please select one specialty from the field below, if
applicable.

....... {not Answered}

3. Please select one specialty from the field below, if
applicable.

....... {not Answered}

CME-Physicians

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement....

Page 1 of 3

10/14/2011




Renewal ID 300603

Discipline

1.

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

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

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

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

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

Have you been addicted to or dependent upon alcohol or
any chemical substance; or been treated for, or been
diagnosed as suffering from, drug or alcohol dependency or
abuse?

Social Security Number

1.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement....

-------

Page 2 of 3

10/14/2011



Renewal ID 300603 Page 3 of 3

Nurse Collaboration Info

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

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

....... {not Answered}

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

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.... 10/14/2011




Renewal ID 871395 Page 1 of 3

Date Posted: 7/9/2009 1:40:35 PM

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

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

License Information

License Number 35.043742
License Name DAVID SCHWARTZ
Fees

Relicensure Fee $305.00

Total Fees $305.00

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

2. Please select one specialty from the field below, if

applicable.
....... {not Answered}
3. Please select one specialty from the field below, if
applicable.
....... {not Answered}

CME-Physicians

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.... 10/14/2011



Renewal ID 871395 Page 2 of 3

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

to, or received treatment or intervention in lieu of
conviction of, a misdemeanor or felony?

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

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

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

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

meetings?

6. Have you been addicted to or dependent upon alcohol or
any chemical substance; or been treated for, or been
diagnosed as suffering from, drug or alcohol dependency or
abuse?

Social Security Number
1.

.......

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.... 10/14/2011




Renewal ID 871395 Page 3 of 3

Nurse Collaboration Info

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

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

....... {not Answered}

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

Under penalty of law, I hereby swear or affirm that the
information I have provided in the application is complete
and correct, and that I have complied with all criteria for
applying on line.
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Date Posted: 7/13/2011 3:46:36 PM

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

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

Address Information
CREDENTIAL MAIL ADDRESS 668 FLAGSTAFF DRIVE

CINCINNATI, OH 45215
Hamilton County
(513) 241-4223
dbdoc8@aol.com

License Information
License Number 35.043742
License Name DAVID SCHWARTZ

Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

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

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

2. Please select one specialty from the field below, if

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement....
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applicable.
....... {not Answered}
3. Please select one specialty from the field below, if
applicable.
....... {not Answered}

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

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

to, or received treatment or intervention in lieu of
conviction of, a misdemeanor or felony?

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

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

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

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.... 10/14/2011




Renewal ID 1537481

meetings?

6. Have you been addicted to or dependent upon alcohol or
any chemical substance; or been treated for, or been
diagnosed as suffering from, drug or alcohol dependency or
abuse?

Social Security Number
1.

.......

Nurse Collaboration Info

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

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

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 60-64

2. "Research" - study of a treatment, procedure or medication
done in a medical setting or for a medical purpose
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3. "Administration" - activities related generally to patient
care other than direct contact with a patient (e.g.
recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

4. "Education" - preceptor, mentor, etc.

5. "Volunteering" - providing medical and medical-related
services at no cost

6. "Other" - medical professional activities not included in
above categories

....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in
"Office/Clinic/Ambulatory care" (out-patient care).
....... 40-44

2. Enter the number of hours per week spent in "Hospital (in-
patient care)".

3. Enter the number of hours per week spent in "Emergency
Room".

....... 0
4. Enter the number of hours per week spent in "Urgent
Care".
....... 0
S. Enter the number of hours perweek spent in "Other".
....... 5-9

Workforce Counties
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1. Enter the first zip code:

....... 45219
2. Enter the first county:
....... Hamilton
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered}
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
Practice Arrangement (size)
1. Solo practitioner
....... YES
2. Single-specialty Group
....... N/A
3. Multi-specialty Group
....... N/A

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

Workforce Language Question

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

ABMS Certified
1. Are you certified by an ABMS Board?
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ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.
....... {not Answered}

....... {not Answered}

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

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

Page 6 of 6
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Date Posted: 10/7/2013 11:12:18 AM

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

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

BUSINESS ADDRESS 2123 AUBURN AVE
SUITE 320
CINCINNATI, OH 45219

Hamilton County

United States of America
513-241-4223
dbdoc8@aol.com

CREDENTIAL MAIL ADDRESS 2123 Auburn Ave
Suite 320
CINCINNATI, OH 43219

Hamilton County

United States of America
(513) 241-4223
dbdoc8@aol.com

MAIN 1134 Fort View Place
CINCINNATI, OH 45202

Hamilton County

United States of America
(513) 522-9779

dbdoc8@aol.com
License Information
License Number . 35.043742
License Name DAVID SCHWARTZ
Fees
Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

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

1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.
....... {not Answered}

....... {not Answered}

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

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

2. Haveyou surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or

federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

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

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

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

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

Social Security Number
1.

Nurse Collaboration Info
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1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... NO
2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.
....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 50-54
2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose
....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 5-9
5. "Volunteering" - providing medical and medical-related services at no cost
....... 1-4
6. "Other" - medical professional activities not included in above categories
....... 1-4
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 35-39
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 10-14
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
S. Enter the number of hours per week spent in "Other".
....... 10-14
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Workforce Counties
1. Enter the first zip code:

....... 45219
2. Enter the first county:
....... Hamilton
3. Enter the second zip code:
....... {not Answered}

4. Enter the second county:
....... {not Answered}

5. Enter the third zip code:

....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... NO
Practice Arrangement (size)
1. Solo practitioner
....... YES
2. Single-specialty Group
....... N/A
3. Multi-specialty Group -
....... N/A

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

Workforce Language Question

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

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

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

2. Choose specialty from the dropdown list.
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....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered}
NPI number
1. Please enter your current NPI number
....... 1215903737
DEA number
1. Please enter your DEA number
....... AS8905791

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

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

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