APPLICATION TO STATE LICENSING BOARD FOR THE HEALING ARTS
FOR LICENSE TO PRACTICE

Name in full {print) _/b/@fé’/i A /M e
Business address <=, & F %//5/,;4@}( el

Ci L5 7%"/ Z;Hl‘/’ Coun
¢ i
Brarich of Mealing Arts you sre to practice AAEdic (éé* &7“ ,)

$15.00 license fee attached.

Date vor /o & 197 Signed ﬁi’fﬁ"‘%’ Oﬁﬁgf’:&zw? "74?*"5‘-?

** PREFERRED MAILING ADDRESS:

Joo t - 17 Flredt Seutd,
B Lo, Ol 3Ss0s

T




”""-fi?fts:s'nEaNLYNdﬂcE | . N¢ 6357 M
YOU WILL RECEIVE. ' | T

APPLICATION )
FOR CERTIFICATE OF REGISTRATION FOR 1978
STATE LICENSING BOARD FOR THE HEAI.ING ARTS

Public Safety Bullding
MﬂNTG'QMERY ALABAHA 36130

Every person licensed to practice any branch of the Healing" Arts in the State of.
Alahama shall on or before the 3lst day of December of each year apply to this
Board for a certificate of registration which shall be effective during the next
caletidar year. The $10.00 fee must accompany this apphcatmn If licensed affer.
July 1st, pay only 5. 00 for remainder of that year

If not paid by January 3lst you st pay an additional $20.00 penalty for :unsta.te-
ment of your license. .

Name and ‘;*Je:ﬂ@;y Fraﬁ:é.er Adams: M. D.
Business 2492 Midway Street _
Addrese Bristol, Tennesses 37620

License # o Date issued  10/8/78

Y

FOR FEMRIWDER OF 1 978

Mﬁ»w

(7 Signature

FOR CHANGE OF ADDRESS ONLY

.County : : Fee % 5,00




mpemRemyers  Ne 5781 M
RENEWAL
APPLICATION
. FOR CERTIFICATE OF REGISTRATION FOR 1979
STATE LECENSING BOARD FOR THE HEALlNG' ARTS

: Public Safety Building
MONTGOMERY, ALABAMA 25120

' .Every perﬂan lmensed to practice any branch of the Healing Arts m the State of
‘Alabama shall on or before the 3lst day of December of each year apply to this
Board for a cerfificate of registration which shall be effective durmg the next
calendar yea: 'The $10.00 fee must accompany thxs application, :

- If not pmcl by J anusry 3lst you must pay an _a_gg:n_hn___mﬂ $20.I10 panalty fcr remstate-
menl of your. hcense.

Name and _’ R '5 Ley Frazisr Adans, %, D,
Business 299 Liduay Straed : r ;
Addr@ss : ﬂﬁmlﬁiﬁﬂl N r-i?‘f.’.’l‘ii NOSRAG JT'b?«‘.} ,
: i
icense § | Date issued . “ ,—;-
deeme® L mop | 10/17473

County o | Fee ‘ ;

C7’ ngnamre 4
'FoR cuaNGE oF appress onvy DEC 27 1978




RENEWAL APPLICATION NO. aq M
FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1980.

STATE LICENSING BOARD FOR THE HEALING ARTS
Public Safety Building

Montgomery, Alshama 36130 GCT P 4 1979

Phone 206/832-5051

Every person licensed 1o practice any branch of the Healing Arts in the Swate of Alsbama shall on or before the 31st day of December of
cach year apply 1o this Board for a Certificate of Registration which shall be effective during the calendar year.
RENEWAL FEE $10.00 ... |F NOT RECEIVED BY JANUARY 31st, A PENALTY OF $20.00 PLUS THE $10.00 RENEWAL FEE WILL
BE CHARGED, RETURN ENTIRE FORM WITH FEE.

Name and Mailing Address: Business Address:

WESLEY F ADAMS

249 MIDWAY BT 249 MIDWAY 8T
BRISTOL, TN 37620 BRISTOLs TN 37620
LICEMEE #v 0008532 ISS1JEDs 10/18/78

g The above addresses are correct.




RENEWAL APPLICATION - NO. =20 M

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALAEAMA IN 18981,

STATE LUCENSING BOARD FOR THE HEALING ARTS .
908 . Hult Streat, Room 110 J ‘q N 9
Montgomery, Alabama 36130 . 79 8? )

Phona 205/832-5051

Every parson licensed to practice any branch of the Healing Arts in the State of Alsbama shall on or before the 315t day of Dacember of each year apply o
this Board.for a Certificate of Registration which shall be effectiva during the calendar year.

RENEWALFEE $10.00G ... IF NOT RECEIVED BY JANUARY 2151, A PENALTY OF $20.00 PLUIS THE $10.00 RENEWAL FEE WIL | BE CHARGED. RETUURN ENTIRE
FORM WITH FEE.

Naine and Mailing Address: : Business Address:

Wesley Frazier Adams, W. D. _ I )
gLz Iy Sweest 457 Blocemdoille Afcgfz-wf, 27, ‘ge. .(2:;;54;1%@& ‘L%umf
Briztol, Tennessee 37620 ERISTDL', ™ 37620
8392 10/18/78
£ ' g 10.00 . D The above Addresses are correct.

B L




RENEWAL APPLIEATION 1

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1982,

ALABAMA MEDICAL LICENSURE COMMISSION
908 South Hull Streot, Room 110
Montgomery, Alabsma 36104
Phane 205/832-5051

Every physician and osteopath licensad to practice medicine/osteopathy in the State of Alabama shall, on or before the 21st day of December of each yesr,
apply to this Commission for a Cartificate of Registration which shatl be effective during the calenday year.
RENEWAL FEE $50.00 — Failure to register and pay the annual registration fea within 30 days after registration hecomes duoe will result in the auto-
matic revocation of the currant license without further notice or hearing as providad in Act. No, 81-218, Code of Alsbama, Section 12.

Name and Mailing Address: . Business Addrass:

WESLEY F ADAMS ‘

157 BLODUNTVILLE HWY 157 BLOUNTVILLE HWY
BRISTOL, TN 37620 BRISTOLs TN 37620
LICENSE #: 0008592 ISSUED: 10/18/78

D The above Addresses are correct.

e N T P TP P IOV PP PR RSP




.o

Ll

"RENEWAL APPLICATION

v o)
&
y

. X FORACERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1983
5 # 7 ALABAMA MEDICAL LICENSURE COMMISSION
g, E:f i 903 South Huill Streat, Room 110
s 7 Montgomary, Alabama 26104
WO Phone 205/832.5051

! ]
LRI
Every physicigniant o’é‘taopath licansed to practice madicine/osteopathy in the State of Alabama shall, on or before the 31st day of December of each yesr,
pply 16 this Commission for a Certificate of Registration which shall he affective during the calandar vear,
RENEWAL FEE %50.00 ~ Failurs o register and pay the annual registration fee within 30 days sfter registration becomes due will result in the auto-
mustic régocation.of the current ficense without further notice or hepring az provided in Act. MNo.81-218, Cadu of Algbema, Sectien 12,
wr W

Narﬁe a?id Maiting Address: Business Address:;
WESLEY. F ADAMS SELF
101 NEW KINGSPORT HKWY 101 NEW KINGSPORT HWY
BRISTOL, TN 37620 BRISTOL, TN 37820
LICENSE #: 0008592 ISSUED: 10718778

D The abave Addresses are correct.




_ RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1984
ALABAMA MEDICAL LICENSURE COMMISSION
Pazt Office Box BB7
Montgomery, Alabama 36101
Phone (205) 832.5051

Every physician and osteopath licensed to practics medicine/. osteopathy inthe State of Alabarma shall, on or before the 31st day of December of eash year,
apply ta this Commission for 8 Certificate of Registration which shail be effective during the ealendar year.
RENEWAL FEE: $50.00 -- Failure to register and pay the annual registration fee within 30 days after registration
becomes due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, {1975).

Neme and Mailing Address: Businegs Address:
WESLEY F ADAMS SELF
10 NEW KXNGSPORT HWY 101 NEW KINGSPORT HWY
BRISTOLs TN 37620 . BRISTOL, N 37626
LICENSE #: DO0BR92 IS3UED: 1Q/18/78

[E/The above Addresses are correct.

i




m

-"RENEWAL APPLICATION T

FORA CERTIFICATE OF REGISTRATION TO PRACGTICE MEDICINE IN ALABAMA IN 19856
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box 387
Maontgomery, Alabama 36101-0887
Phone {2058] 261-4153

Every physician and osteopath licensed to practice medicine/osteopathy in the State of Alabama shall, on or before the 315t day of Decamber of sach year,
apply to this Commission for a Certificate of Registration which shall be affectiva during the calendar vear,
RENEWAL FEE: $50.00 -- Failure to register and pay the annual registration fee within 30 days after registration
becomes due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, {1975).

Name and Mailing Address: Business Address:
WESLEY F ADAMS SELF
101 NEW KINGSPORT HWY 101 NEW KINGSPORT HWY .
BRISTOLy TN 37620 BRISTOL, TR 327620
LICENSE #: 0G08592 ISSUED: 10/18/78

-~
B’The above Addresses are correct.
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RENEWAL APPLICATION -

FOR A CERTIFICATE OF REGISTRATION TO PRAC i1ICE MEDICINE IN ALABAMA IN 1986
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box 887
Maontgomaty, Alabama 36101-0887
Phone (205) 261-4153

Every physicign and osteepath licensad to practice medicing/gsteapathy in the State of Alabama shall, an or befare the 375t day of December of each year,
apply to this.Commissian for & Certificate of Registration which shall be effective during the calendar year.

RENEWAL FEE: $50.00 -- Failure to register and pay the annuai registration fee within 30 days after registration
becomes due will result in the automatic revoeation of the current license without further notice or hearing 2%
provided in § 34-24-337, Code of Alabama, {1975).

Name and Mailing Address: Business Addresa:
HESLEY F ADAMS SELF
101 NEW KINGSPORT HWY 101 NEW KINGSPORT HWY
BRISTOL, TR 37620 BRISTOL, T 327620
LICENSE #: 0008592 1I55UED: 1G/1B/78

B/The above Addresses are correct,




e —

RENEWAL APPLICATION - ‘

i FOR A CERTIFICATE OF REGISTRATION TQ PRACTICE MEDICINE IN ALABAMA IN 1987
Yo ALABAMA MEDICAL LICENSURE COMMISSIQN
oMM Pogt Office Box 887

t Maontgomery, Alabama 36101-0887
’ Phona {205) 261-4153

: Eyer\); pr’n@sician and osteopath licensed ta practice medicina/asteopathy in the State of Alabama shall, on or before the 31st day of Decamber of sach year,
-apply td this Commission for a Cartificate of Registratian which shall be effactive during the calendar yesr.

RENEWAL FEE: $50.00 --- Failure to register and pay the annual registration fee within 30 days after registration

" becomes due will result in the automatic revocation of the current license without further notice or hearing as

provided in § 34-24-337, Code of Alabama, (1975).

Name and Mailing Address: Business Address:
WESLEY F ADAMS SELF
i01 NEW KINGSPORT HRY 101 NEW XINGSPORT HWY
BRISTOLy TH 37520 BRISTOLy TR 37520
LICENSE #23 (QQQasqz ISSUED: 10718778

D The above Addresses are correct.

L T T AR SRS
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RENEWAL APPLICATION

FQR A CERTIFICATE OF REGISTRATION TD PRACTICE MEDICINE IN ALARAMA IN 1988 . ~
ALAEBAMA MEDICAL LICENSURE COMMISSION
Pogt Office Box BE7
Moantgomery, Alabama 36107-0887
Phone (205) 261-41563

Evary physician and osteopath licensed to practice madicina/asteopathy in the State of Alabama shall, on or before the 31st day of December of each year,
apply to this Commigsion for a Certificata of Registration which shall be effactive during the calendar veasr.
RENEWAL FEE: $50.00 --- Failure to register and pay the annual registration fee within 30 days after registration
becomes due will result in the automatic revocation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, (1875},

Name and Mailing Address: Business Address:
WESLEY £ ADARES SELF
I3% NEKW KINGIPORT Huy : 1G1 NEW XINBSPDORT HNWY
2RTSTOLy TN 37620 BRISTOLs TN 27620
LICENSE *T [QOsg9Z ISSUEDS LO/1B77S

D The above Addresses are correct,




.

RENEWAL APPLICATION | .

FOR A CERTIFICATE OF REGISTRATION TQ PRACTICE MEDICINE IN ALABAMA IN 1989
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Bax 387
Montgomary, Alabama 381071-~0887
Phone (205} 261-4153

Every physician and osteopath licensad to praciice medicine/osteopathy in the Stale of Alabama shall on or before the 21st day of
Decaraber of each year, apply to this Commission for a Certificate of Registration which shall be effective during the calendar year.

RENEWAL FEE: $80.00 --- Failure to register and pay the annual registration fee within 30 days after
registration becomes due will resuit in the automatic revocation of the current license without further
notice or hearing as provided in & 34-24-337, Code of Alabama, (1975).
Name and Mailing Address: Business Address:
2ERZ CARIBTHE
HESLEY FROZIER ADAMS Hb
Q1 NER KINGEFORT MEY

g R w T
BRISTOL e E742D
- .
— ——— - rpTE—msETEY—are arTeree— o -I0s2 shown, make corrections on back:
WITHIN THE PAST YEAR: YES
1. Have you been convisted ol a felony or of any offense {(felony/misdemesnar} involving the practice af
medicing, -_—

— B e eyt o ste-of-quet i RS Hens o Heene et e—Red | 8l ne iaany—tde-Dessuapended————— -
ravoked, restricied, curtailed ar veluntarily surrendered under threat of suspension or revesalion? —

3, Have your staff privileges a1 any hospital or health care fagility been revoked, suspended, curtalled,
limiied or placed under conditions reetricting your pra:tice?

4, Have you been denied a certiflcate of qualification os g license o practice meadicine in any stomte or
haz your application for a certificate of qualificatian oricEnsa to praciicé medisine bean withdrawn
under threat or ¢laim?

§, Are you now of have you been addicted to the use of alaohol or controlied substances?
B. Mave you been dizgnased and/or tragted for a mental ilinase?

7. Mave you had a judgement rendarad against you, ot action seitiad reluting to the performance of your
protessional service? -

ISR ISR

B. To your knowledge, #re you tha subjest of an mvesugen?n by any licenxing BasrdiAgency as pl 1he

oate of this renpwal applicalion? /O
ﬂ%' L 2P

| certify thut the above information is :nrre:t

Slgnmura Date
{Do Not Detach)




RENEWAL APPLICATION

FOB A CERTIFICATE OF REGISTRATION TO PRACTICE MEDIGINE N ALABAMA [N 1990
ALARAMA MEDICAL LICENSURE COMMISSION
. Post Office Box 8R7
Montgomery, Alabama 36101-0887
Phona (205) 261-4153
Every physician and osteapath licensed to pragtice medicine/osteopathy in the State of Alasbeme shall, an or before the 21ist day of
Decermber of sach year, apply 1o this Commission for 2 Certificate of Registration which shall be effactive during the calendar year.

RENEWAL FEE: $50.00 --- Failure to register and pay the annual registration fee within 20 days after
registration becomes due will result in the sutomatic revocation of the current license without further
notice or hearing as provided in § 34-24-337, Code of Alabarna, {1875),

Name and Mailing Address: Business Address;
WESLEY F ADAMS ] SELF '
101 NEW KINGSPORT HWY 101 NEW KINGSPORT HWY
BRISTOL, TN 37620 BRISTOL, TN 376820
LICENSE #: 0008592 ISSUED: 10/18/78 .
i If your addresses are different from thoze shgwn, make corrections on back:
| WITHIN THE PAST YEAR: . ae owa - YES NO
‘ N Ha\éa_ you boen convieted of a felony or of any offensa Helonyimicdemeanor) Invoiving the practice of ;/
medaicine. — ———

2, Haxz ynur cettificate of gualifications or licenss to practice medisine in apy stptc been suspended, |
revoked, restricted, curtailed or voluntarily surrendpred under threat of suzpensien or revesstian? —

3. Have your staff priviiegesz at any hospital or health care facillty been revoked, suspended, curtailed,
{imited or placed under canditions restricting yeur prectice? .

- . %3

4. Heve you beep denied a cortlficate of gualificetion or' s legnse ta prastice medicine in any stste or
has your application for a certificate of qualification or licensc te practice medicine besn withdrawn
undar throat or slaim?

5. Ara you now or have you besn addicted 1o the use of alecho) or cantrollad substancos? n—— l/_/
6 Have you boon diagansed andfer trusted for a mantai illness? — 0/
L.L/

7. Have you had s judgement rendored against you, or action settled relating to the performance of your
professional servica? —

8.  To your knowladge, are you the subjact of an investigatjon by any licensing Buard/Agency as of the
date of this renewal &pplicetion?
| eertify that the above information is correet AR A § e o/ ‘?
Signature Date -
Do Not Datach)




. = - SO A ————

RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1331
ALABAMA MEDRICAL LICENSURE COMMISSION
Post Difice Box BB7
Montgomeary, Alabama 356101-0887
Phone (20B) 261-4153
Evety physisian and osteopath licensed t¢ practice medicine/astaopathy in the Stats of Alabame shall on or before the 31st day of
Dacember of sach vear, apply to this Commission for a Cartificate of Begistration which shall be effective during the calendar year.

RENEWAL FEE: $75.00 --- Failure to register and pay the annual registration fee within 30 days after
registration becomes due will result in the automatic revocation of the current license without further
notice or hearing as provided in § 34-24-337, Code of Alabama, {1975).

Namg and Mailing Address: Busitess Address:
WESLEY ¥ ADAMS ¢ BELF
101 NEW KINGSPORT HWY . . 101 NEW KINGSPORT HWY
BRISTQL, TN 37620 t ERISTOL, TN 37&Z0
LICENSE #: 0008592 ISSUED: 10/1B/78
If your addresses arg different from fhose shown, maka corrections on back:
WITHIN THE PAST YEAR: YES NO .
1. Have you beeps convicted of a fefeny or of any offenze {felony/misdemeanor) invalving the practice of g
madicine, —_—

L -2 ..Hes your cortificate of gualificetions gt license to prastise medicing_in anv etete_bean suspopded,
revoked, restricted, curteiled or voluntarily surrendared under threst ¢f suspansjon or revocation? —

i

3. Have your staf( privileges &t any hospital or boalth sare {acility beon revekad, suspended, curtailed,
limitad or placed under conditions restricting your prastise? ——

4. Haove you boen depied o certificste of qualification & & lisenge to practice medicine in any state or
has your applicetion for o certifisate of qualification or lisense to practicza medicine beer withdrawn
under threar or ciatmr —
\ B, Ate you now or have yat been addicted to the use of aivehel or sontrolied substances? —
B. Heve you been diagnosed and/or trested for a mentsl ilirfkaa? -
y

7. Have you had & Judgemaent renderad against you, or action settled relating to the perforinance of your
profassional service? -~ —

NN

date of this renewal applization?

! gertify thet the above informstion i$ correst

Do Not Detachl




RENEWAL APPLICATION M
FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA |4 ST E 4
ALABAMA MEDICAL LICENSURE COMMISSION

Post Offize Box B8? OO0T T g 191 °

Montgomery, Alabama 36101-0887
Fhone (205} 261-4153

Every physician and osteopath licensed to practice meditine/vstecpathy in the State of Alabama shall, on or before -the-3-1st.day- of
December of each year, apply to this Commission for & Certificate of Reagistration which shall be effactive during the calendar year.

RENEWAL FEE: $75.00 --- Failure to register and pay the anhual registration-fee within 30 days after
registration becomes due will result in the automatic revocation of the current license without further
notice or hearing as provided in § 34-24-337, Code of Alabama, (1975).

Name and Meailing Address: Business Address:
WESLEY P ADAMS ~ SELF
101l NEW KINGSPORT HWY 101 NEW KINGEPORT HWY
BRISTOL, TN 378620 : BRISTOL, TN 37520
LICENSE #: 0008582 ISSUED: 10/18/78
If your addresses are different from those shown make carrectuons on back:
MITHIN THE BAST YEAR: YES  NO
1. Have you boen cunvicted of & felony or of any offense (falony/misdemaanar} invalving the pracucc of
medicine, N -_ ]
s e -~ -7 “Hes your eerrificare-of qualitieations or- |lcanse to Practico THed icine T any itete-heen-sosperided——— = ——
revoked, restricted, curteiled or veluntarlly surrenderod undar thraat of suspensisn ar revoestion? —_—
3. Have your staff priviloges ot any hespital ar health eare fecility been revokad, suspended, curtallad, /
limited ar placed under canditions restricting your prx?mici? . —_— —

&, Hpve you boep doniad a eectificate of qualiflestion or a license to practice medicine in shy Siste ar
has your spplicttion for a eecrifisate nf gqualificetion or license to practice medicineg besn withdraws
under threat or claim?

B, Have you besn diagnssad and/er treated for s mental 1liness?

7. Have yab had & judgement rendered against yeu, or action settied relating to the performance of your
profassionel service? —

B. To your knowladge, ore you the subjogt of an investigsti
data of this reneweal zpplicstion?

5. Aro veu now ar have you been addicted 1o the use of alcohe! or controlled substances? —— .S/:-'

} certify that the above fnfarmatipn is gorrect

Do Not Detach) .




(Rev. US/22)

RENEWAL APPLICATION

For a certificate of registration to practice medicine in Alabama in 1993
Alabama Medical Licensure Commission
Post Office Box 887
Montgomery, Alabama 36101-0887
Phone (205) 242-4153

Name and Mailing Address Home Address:
LICENSE #: 0008532 ISSUED: AQ/18/78
WESLEY F ADAMS X Street
101 NEW KINGSPORT HWY N8 City
BRISTOL, TN 37620 %‘0? > State Zip
@J \%\59 Business FAX#( ) :
[IMake corrections to mailing address onSzPaverse. [Jchesk it you authorize your FAX# to be published in a directory

W Every physician and osteopath licensed fo practice medicine/osteopathy in the State of Alabama shal. on_or before the
f'h Tst clm’ dDaacambar of each year, apply to this Comifisdion Tor & Cartficats of RegiEfralion which shal be effeciive durng
@ cawendar year. - .

M Renewal Fee:
rﬁgistration beco)
notice or hearing

ailure to register and pay the annual registration fee within 30 days after
ill result in the automatic revocation of the current license without further
ided in § 24-24-337, Code of Alabama (1975). :

{Check a or b} For CME Certification Within The Past Year: ‘ Yes No
al_il hersby certify that | have met the | 1. MHave you besn comvicted of 2 felony or of any
anual  minimum continuing  aducation offensa felony/misdemeanor) involving the practice of
requirement of 12 hours of Category ! medicine? . M
continuing medical education during the: e e )
calendar  year ending December 31 2 Has your certificate of qudlificaton or license to
1992 practice medicine in any state been suspended,
reveked, restricted, curtaled or volutarly surrendered ,_/
bl— | ceriifiy that | am exempt from the under threat of suspension or ravocation?
minimum  continuing medical education | 3 Have your staff privieges at any hospital or heslth
reciirerment for the following reasor care  facility be;an gavc:ked.d suspended, curtailed, /
- fimited or plecad under ceonditions restricting your
Check One Below If You Answered (b) practice?
—— | do not reside in the Stats of Alabama | 4 Have you been denied a certificates of qualification or
and do not have a significant portion of license to practice medicine in any state or has your
my medical practice in Alsbama. application for a certificate of qualification or license
) o . 10 practica medicing *been withdrawn under threat of ‘/
— | received my initial license to practice denial? —_— ——
medicine in Alabama after June 30th of ]
this calendar year, B Are you now qr have you heen addicted io the use 5./
- R . . e of alochol or confrolled substances? _
msgﬁ;?:eﬁt;u mgwségunos? Alfba;n% ﬂ;&%: 6 Mave you besn diagnosed and/or treated for a mental v
June 30th of this calendar year. finess andfor sericus physica iiness? _
| am retred f the " P 7. Have you had a judgement rendered agaimst you or |
’ medicinesél% hazc;m obtainet‘dp ra;: 'c::aivgr ac:g?.g ;Eﬂlﬁd‘é:agggg fo the performance of your \/
from the Board of Medical Examiners. protassional s
" - led i 8 To your knowledge, are you the subject of an
— af'g a “:5’. ent physician enrolled in a investigation by any licensing Board/Agency 25 of the
residency waning program. date of this EPp)iCEﬁDﬂ? . o
I certify that all information on this form is corrent /L / "ﬂt’;"p 79 //’%/é.’?_

Signatire / Date




{(Rev, 0&/93}

RENEWAL APPLICATION

For a certificate of registration to practice medicine in Alabama in 1994
Alabama Medical Licensure Commission » Post Office Box 887 « Montgorrery, Alabarea 36 101-0887 » Phone 200 242-4183

Name & Mailing Address n Evedry /physi(:iz;r%h and gsteopa? d;icensed o pga%tice
] i madicine/ostecpathy in the Stats of Alabama shal, on or befers

Make address corrections in (4} below) the 31st of Decamber of sach year, apply to this Comrrission
for a Certificate of Registration which shall be sffective during

the calendar vear. {
LICENSE #: Q0008592  ISSUED: 10/18/1878 YOI 0ot G in @ -f& U553

M Renewal Fee; ($100,00% - Failure to register and pay the annual

?g?MaEgEalelés;gaingRlY registration fee™within 30 days after registration becomes due
. will resuit in the zutomatic revocation of the ourent license

withowt further notice or hearing as provided in §34—24—337,

BRISTOL 37620 Code of Alabama {1975).
(Cl':?k a or b) For CME Certification Within The Past Year: : Yes No
) | hereby certify that { have mel the annual 1, Have you been convicted of a felony or of any offense M
minimum continuing  educstion requirement of {felony/misdemeanor) involving the practice of mediciner 0
e 12 heurs of Category | continuing medical y . el . S . . -
“edueation during  the calendar  year ~ ending Z-Mes your: certificate “of quaitiication ~ar--icense ~wo- practics . —
December 31, 1993, medicine in any state been suspended, revoked, restricted,
‘ curtailed or voluntarily surrendered under threat of suspension
ble— _ | certifiy that | am exempt from the minimum ar revocation? O E/
fh?t;';wggu inrgnercil:;én_educatmn requirerent far 3. Mave your staff privileges st any hoskital or health care tfacility
: been revoked, suspended, curtailed, limited or placed under
Check One Below If You Answered (b) conditions restricting your practice? O [
' 4. Mave you been denigd a gertificate of qualification or license
—~ _ | do not reside in the State of Alabama and do to pragtice medicing in any state or has your application for a
nat have a significant portion of rmy medical certificate of qualification or license to practice medicine
practice in Alabama. been withdrawn under threat of denial? o =
wee— 1 received my initial license to practice 5. Are you now or have you been addisted to the use of
medicine in Alabama after June 30th of this R alcohol or conlrolled substances? D E/
calendar year.
. . . C 5. Have you been disgnosed and/or treated for 2 mental illness
— | reinstated my license to practice medicine in and/ar seriows physical illness? O w2
the State of Alabama after June 30th of this \ ) .
calgndar year. 7. Have you had a judgemant rendered against you, o actien
. . . . settled relating to the performance of vour professional
——— | am retired from the practice of medicine and service? ] g’
have obtainged 2 wajver from the Board of )
. Medical Examiners. 8. To your knowledge, are you the subjset of an investigation by .
——__ | am a resident physician snrolled in a residency any ligensing Board/Agency as of the dste of this application? [ E/
training prograrm. / M

| certify that all information on this form is correct




" License Renewal for 1995 State of Alabama

adline is December 31, 1994 . . ..
9 Medical Licepsure Commission

205/242-4153

P.0O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides incinding signature.
Be sure to correct or supply ALL information.

Return with $100.00 renewal fee.

Tncomplete applications will be returned.
WESLEY FRAZIER ADAMS , M.D. Failure to register and pay renewal fee will result in the
101 NEW KINGSPORT HWY autornatic revocation of the current license to practice

medicine or osteopathy. -
BRISTOL, TN 37620

Please make corrections or supply information: License # 00008592
Race: White LY Black [_] Am. Indian [ ] Oriental ar Asian [ ] Other [ ] Social Security #

Sex: M 4"F[ ]

Office Address: Home Address:
3 220 SKYLINE DR
2050 wh S
City, State, Zip: BRISTOL, TN 37620 . City, .Stam, Zip: BRISTOL, TN 37620
County: T4 /102 ' County:
Business Bhone: ¢ { 5 V6§ 2r&sl Home Phone: ()
Fax Number: 2/ 7) 55 57(: & 75T ; . ‘ (Wil - t be published) -
Permission to publish in Roster: Yes [ ] No [X] Send official mail fo Business fHome address (circle ong)
Specialty: Primary: OB/GYN Board Certified: Yes [ 7 No [X]
Secondary: Board Certified: Yes [ ] No [X]
Form of Practice: [} Solo ﬂfﬂrmarshnp 2,3 0r 4) ) Group (5 or more) If Group, give name:
Primary Hospital where you have staff privileges:
Narne: z’p'/ 5 7£°’/ g’“ fﬂ/ﬂ Mée C,7l r City/State:

Are you licensed in another state: Yes hA No [ ] Which ones: 5S [0 [ 111

CME Certification: (Check one) -

E}/hm‘ﬂby certify that I have met the anpual minimum continning education requirement of 12 hours of Category I continuing
medical education during the calendar year cndmg Decambcr 31 1994

0 I cemify that I am exempt from the mirimum continting medical education requirement for the following reason:

0 I do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[} I received my initial license to practice medicing in Alabama after June 30th of this calendar year.

[] I reinstated my license to practice medicine in the State of Alabama after June 30th of this calendar year.

1 I am a resident physician enrolled in a residency training program.

{1 1 am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

Complete both sides including signature. Supply or correct all information. OVER




. Within The Past Year:

i‘v

Have you been convicted of a felony or of any offense (felony/misdemeanor)
invelving, the practice of medicine?

Has your certificate of qualification or license to practice medicine in any state been
suspended, revoked, restricted, curtailed or voluntarily surrendered under threat of
suspension or revecation?

Have your staff privileges at any hospital or health care facility been revoked,
suspended, curtailed, limited or placed under conditions restrieting your practice?

Have you been denied a certificate of qualification or license to practice medicine in
any state or has your application for a certificate of qualification or license to
practice medicine been withdrawn under threat of denial?

Are you now or have you been addicted to the use of aleohol or controlled
substances'7

Have you been diagnosed and/or treated for a mental illness and/or sermus physical
illness?

Have you had a judgement rendered against you, or action settled relating to the
performance of your professional service?

To your knowledge, are you the subject of an investigation by any licensing
Board/Agency as of the date of this application?

I certify that all information on this form is correct:

Y/ i 4 7//17%{%/»7/%/

NN T U N N N N O

/052, P

Slgnature

» Complete both sides, including signature.
» He sure to correct or supply all information.

Incomplete applications will be returned.

- e -

Return with $100.00 renewal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

DEADLINE -~ DECEMBER 31, 1994

Date




N

License Renewal for 1996 State of Alabama
*Deadline is December 31, 1995 Medical Licensure Comimission
334/242-4153
P.O. Box 887

Monigomery, Alabama 36101-0887

Complete BOTH sides including signature.
Be sure to correct or supply ALL information.

Rewm with $100.00 renewal fee.
Fr— “AADC 377 Incomplete applications will be returned.
Wesley Frazier Adams , M.D. 35%“ Failure to register and pay renewal fee will result

2901 W State St in the automatic revocation of the current license to

Bristol, TN 37620 1677 practice medicine or ostecpathy.

Please make corrections or supply information: License 8592 nareassoen: 10/18/78  Sexc M [X] FLI
" “Race: WHhite [XT Black [T Am. Indian [[1” Oriental or Asian [_] Gther [ ]~ Social sSecurty i I~
Office Address: ' Home Address:
2801 WEST STATE STREET 220 SKYLINE DR
City, State, Zip: BRISTOL, TN 37620 City, State, Zip: BRISTOL, TN 37620 4141
(Alabama) County: ' (Alabama) County:
Business Phone: (§15)968-2182 Home Phone:

(Will not be published)

Fax Number: (615)868-7589 . . A
Send official mail to:Business [~/] address (check one)

Permission to publish in Roster: Yes [_] No {X]

Home
Specially: Primary: OBESTETRICS & GYNECOLOGY Board Certified: Yes[] No |
Secondary: Board Gertified: Yes[ ] No[]

Form of Practice: [ ] Solo [X] Partnership (2, 3, or 4) [1 Group (5 or more) If Group, give name below:

Primary Hospital where you have staff privileges:
Name: BRISTOL REGIONEL MED CTR City/State: BRISTOL, TN
—— - are yourlicensed in another state"Yeas [X] No [] Which ones 1GAT [SCTITNIT I LT~

CME Certification: (Check ong)

g/ | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category | continui
medical education during the calendar year ending December 31, 1595,

[ | cettify that | am exempt from the minimum continuing medical education requirement for the fallawing reason:

11 do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[i ] received my initial license to practice medicine in Alabama after June 30th of this calendar year.

[ | reinstated my license to practice medicine in the State of Alabama after June 30th of this calendar year.

[ 1 am a resident physician enrolied in a residency training program,

[] | am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

Complete both sides including signanture. Supply or correct all information. OVER

DEADLINE IS DECEMBER 31, 1995




Yes Mo

Have you been convicted of a felony or of any offense (felony/misdemeanor)
involving the practice of medicine within the past year? ' O v
Has your certificate of qualification or license to practice medicine in any state been
suspended, revoked, restricted, curtailed or voluntarily surrendered under threat of
susperision or revocation within the past year? . i
Have your staff privileges at any hospital or health care facility been revoked,
suspended, curtailed, limited or placed under conditions restricting your practice, m/
within the past year? D

. Have you been denied a certificate of qualification or license to practice medicine in
any state or has your application for a certificate of qualification or license to
practice medicine been withdrawn under threat of denial within the past year? 1 E/
Are yon now or have you been addicted to the use of alcohol or controlled
substances within the past year? 0 Ef/
Have you been diagnosed and/or treated for a mental iliness and/or serious physical ’
illness? _ | v
Have you had a judgement rendered against you, or action settled relating to the [ﬂ/
performance of your professional service within the past year? |
To your knowledge, are you the subject of an investigation by any licensing
Board/Agency as of the date of this application within the past year? O B/

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE
ATTACH A DETAILED EXPLANATION WITH YOUR APPLICATION UPON

RETURNING IT TO THIS OFFICE.
I certify that all informatign on this form is ¢ t, /O
ﬂ Mﬂ’% i /0// é /ﬂ s
Signatu}; e v Date

» Complete both sides, including signature.
. * Be sure to correct or supply all information.

Incomplete applications will be returned.

Return with $100.00 renewal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887




[ T R S e e

License Renewal for 1997 State of Alabama
Deadline is December 31, 1996 Medical Licensure Commission

334/242-4153

P.O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides including signature.

Be sure to correct or supply ALL information.
Return with $100.00 renewal fze,

Incomplete applications will be returned.

Failure to register and pay renewal fee will resnlt
in the autornatic revocation of the current license to
practice medicine or osteopathy.

BRISTOL TN 37620-1718

Please make corrections or supply information: License 8592 DATE-SSUED: 1(/18/78 Sex: M[X] F[ ]
Ras: While [X] Rlack [ ] A Indisc-{oOricatal ox-Asian [ 3-Other{_]  Social Security# _ug;w e
’ nter BEAN#

Office Address: Home Address:
2901 WEST STATE STREET 220 SKYLINE DR
City, State, Zip: BRISTOL,, TN 37620 City, State, Zip: BRISTOL, TN 37620 4141
{Alabama) County: (Alabama} County:
423
Businecss Phone: (845)968-2182 Homme Phone: ()
Fx Number: (615)868-7589 (Will not be published)
Permission to publish in Roster: Yes [} No [X] Send officiyl mail to: Business [ J address (check onc)
Home [
Speciality: Primary: OBSTETRICS & GYNECOLOGY Beard Certified: Yes [ ] No [_]
Secondary: Board Certified: Yes[_] No []

Form of Practice: [J Solo [X] Partnership (2, 3, or4) [0 Group (5 or more) If Group, give narnc below:

Primuary Houpital where you have staff privileges:
Name: BRISTOL REGIONEL MED CTR City/State: BRISTOL, TN
Arc you iicensedin another state? "Yes{X] No || Which omes: [GATTSC] [INIL 111

CME Certification: (Check one)

Jj/ I hereby certify that I have met the annual minimum continuing education requirement of 12 hours of Category I
continuing medical education during the calendar year ending December 31, 1996,

[} Icerify that I am cxempt from the minimurg continuing medical education requirement for the following reason:

0 Ido not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabarma.
{11 received my initial license to practice medicine in Alabama after June 30th of this calendar year.

(1 I reinstated my license to practice medicine in the State of Alabama after Junc 30th of this calendar year.

LI I am a resident physician earolled in a residency training program.

[1 I am retired from the practice of medicine and have obtained a waiver from the Board of Medical Exmuiners.

Complete both sides including signature. Supply or correct all information. OVER
DEADLINE IS DECEMBER 31, 199§




YES NO

1, Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past year? [ ] b/i
2, Has your certificate of gualification or licensa to practice medicine in any state been suspended, revoked, restricted, cortailed or .
voluntarily surrendered under theeat of sugpension or revocation within the past year? [1 [‘,]/
3. Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed wnder
conditions restricting your practice, within the past ycar? [1 [Vf
4. Have yon been denied a certificate of qualification or Jicense to practice medicine in any state or has your applicution for a
certificute of qualification or license to pructice medicinc been withdrawn under threat of denial within the past ycar? I1 l\/
5. Have you had a judgement rendered against you, or action settled relating to the performance of your professional service
within the past year? [1 [V.r
6. To your knowledge, are you the sabject of an investigarion by any licensing Board/Agency as of the date of this applcation {J{
within tha past vear? I]
7. Within the past year, have you been diagnosed with or have you been weated for bi-polar disorder, schizophrenia, paranoia,
or any other psychotic disorder? [1] [\/{
8. Do you curnently have any mental or physical condition or impairment (including, but not limited to, substance abusc,
alcohol abuse, or mental, emotional. ar nervous disorder or condition) which in any way currently affects, or if umrcated
could affect, your ability to practice in a competent and professional manner? [1 L/(
9. Within the past year, have you ever rziscd the issue of consumption of dmgs or alcohol or the issue of a mental, emotional,
nervons. or behavioral disorder or condition as a4 defense, mitigation, or explanation for your actions in the course of any
administrative or judicial procecding or investigation; amy inguiry or other proceeding; or any proposed (ermination by an
educational institation, employer, government agency, professional organization or licensing authority? [1] I\A/
10. Have you ever boen diagnosed as having or have yon ever been trested for padophilia, exhibitionism or voyenrism? 11 [‘-4,
1L Are you currcolly engaged in the illegal use of controlled dangerous snbstances? [] P{
12, If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program
which monitors you in order to assarc that you are not cngaging in the illegal nse of controlled dangerous substances? [ S
13, Have yon been, within the past year, convicted of driving under the infinence (DUI) or have you been charged with
DUI and been convicted of a lesser offense such as reckless driving? [1 V{
14. Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any roason V{
other than a vacation? [1

The term “cnrrently™ does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently enough so that the condition referred to may have an ongoing impact on one’s functioning as a physician
or an assistant to 4 physician, or within the past two years,

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

WITH YOUR APFLICATION UPON RETURNING JTAO QFFICE
I certify that all information on this form is correet, ___/ ¥
Sigrbfure

Data

Complete both sides, incleding signatore.
Be sure to snpply all information.
Incomplete applications will be returned.

LK K

Retiern with $100.00 rencwal fee {o:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-08587

SEAVICE PRINTING GO, {334) 289-0058




__Are vou licensed i another state: Yes | X! No[ 1 which ones: [GA][SC] [TN} T__1 (1 _

License Renewal for 1998 State of Alabama
Deadline is December 31 » 1997 Medical Licensure Colm-njssion
334/242.4153

P.O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides including signature.
Be sure to correct or supply ALL information.

\;E;;:*EY R AZIER ADAMS N‘;*‘D DIGITITE Return with $100.00 renewal fec.
2901 W STATE ST T 218 Incomplete applications will be returned.
_BRISTOL' ™™ 376"6-171 g 9823 Failure to register and pay renewal fee will result

' - in the automatic revocation of the current license to
llllllhllll"llllll”lll”l|n‘lllI|ll“lllllll'lll!lll‘llln pracuce mCdlcxne ar oserathy‘

Please make corrections or supply infarmation: License 8592 vate-ssueo: 10/18/78 Sex: M [(X] F[_]
Race: WHite TXJ Black (LT Am.Indian [_§ Oriental orAsian [_] Other{_] Social Security JiNNEGEGNGNG--- -———

Office Address: Home Address:
220 SKYLINE DR
2901 WEST STATE STREET
City, State, Zip; BRISTOL, TN 37620 City, State, Zip: BRISTOL, TN 37620 4141
{Alabama) County: {Alabama) County:
Business Phone: (423)968-2182 Home Phone: ( )
Fax Number: (423)868-7589 (Will not he published)
Permission to publish in Roster: Yes [_] No [X] Send official mai! to: Business [a/f address (check ong)
me
Specialty: Primary: OBSTETRICS & GYNECOLOGY Boalt-‘iIOCemﬁ[ed] Yes[ ] No [y]/
Secondary: Board Certified: Yes[_1 No[_]

Form of Practice:[] Solo  [X] Partnership (2, 3,0r4) [] Group (5 or more) If Group, give name below:

Primary Hospital where you have staff privileges:
Name: BRISTOL REGIONEL MED CTR City/State: BRISTOL, TN

Primary Care Information:
1. Are you actively engaged in clinical practice? (Check one): Yes [V Nof[ ]
2. Dogs your practice include the delivery of primary eare medical services? (Primaty care is defined as: "Basic or general health
carc focused on the point at which a patient ideally first sceks assistance from the medical care system, exclusive of emergency
voom care.”): (Check onc): Yes{Vf No [ ]
Approximately how many hours per week do you practice the above-defined primary care services?
CME Certification: (Check one)
Lv]/ I hereby certify that I have met the annual minimum continuing education requirement of 12 hours of Catcgoty I
continuing medical education during the calendar year ending December 31, 1997.
[ 1 Icertify that [ am excmpt from the minimum continuing medical education requirements for the following reason:

e

L ] Ido natreside in the Staic of Alabama and do not have a significant portion of my medical practice in Alabama
[ 1 I received my initial license to practice medicine in Alabama after June 30™ of this calendar year.

[ 1 I reinstated my licensc to practice medicine in the State of Alubama after June 30™ of this calendar year,

[ ] Iam a resident physician enrolled in a residency training program.

| Iamretircd from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

Complete both sides including signature. Supply or correct all information. OVER
DEADLINE IS DECEMBER 31, 1997 9823

fe e e b m e,




YES NO
1, Have you been convicted of a fclony or of any offense (felony/misdemeancr) involving the practice of medicing within the past year? [ ] -
2 Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? [1 [\«]/
3. Havec your staff privileges at any hospital o hiealth care facility been revoked, suspended, curtailed, limited or placed wader :
conditions restricting your practice, within the past year? _ 11 W
4. Have you been denied a certificate of qualification ar license to practice médicine in any state or has yourapplication for a :
certificate of qualification or license to practice medicine begn withdrawn under thmal.of denial within the past year? [] M’
5. Have you had a judgement rendeted agamst you, or action settled relatin g to the performance of your professional service )
within the past year? (1 N
6. To yom; knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application
within the past ycar? i1
7. Within the past year, have you been diagnosed with or have you been treated for bi=polar disorder, schizophrenia, paranoja,
or any other psychotic disorder? _ , {1 I\/}/ _
8. - Do you currently have any mental or physical condition or impaizment (including, buf not limited to, substance abuse, ~ :
dlcohol abuse, or menrat, emotional. or riervous disorder or ¢condition) which in amy way currently affects. or if untreated
could affect, your ability to practice in a competent and profcssional manner? (1 5/]/
9. Within the past yeax, have you ever rajsed the issue of consumption of drugs or alcohol or the issue of 2 mental, emotional,
_mervous. or behavioral disorder or condition as 2 defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding: or any proposed rmination by an .
educational institution, cmployer, government agéncy, professional organization of licensing authority? [1 [v_(
10. 'Have you ever been diagnosed as having ot have you ever hesn treated for pedophilia, exhibitionism or voyeurism? [1 v
11. Are you currently engaged in the illegal use of controlled daugerous substances? [1 [b}/
12, If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program
which monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? [1 I[1
13. Have you been, within the past yeat, convicted of driving under the influence (DUI) or have you been charged with
DUY and been convicted of a lesser offense such as reckless driving? 11 o
14, Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason
other than a vacation? [] l,]/

The term “currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently cnough so that the condition referred t© myay have an ongomg irnpact on one’s functioning as a physician
or an assistant to a physician, or within the past two years.

IF YOU HAVE ANSWERED YE$ TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXFLANATION

WITH YOUR APPLICATION UPON RETURNING IT WC M\% » / /
Y certify that ol information o this form is correst. il . 10/20/9D

S:gnature. Datc

Complete both sides, inclnding signature.
Be sure to supply all information.
Incoraplete applications will be returmed.

+ o

Retarn with $100.00 renewal fee to:

Medical Licensure Commission
P.OQ. Box 887
Montgomery, AL 36101-0887

SERVICE PRINTING CO, (334) 269-0058




License Renewal for 1999

Deadline is December 31, 1998 State of Alabama
Medical Licensure Commission
33472424153

P.O. Bux 887
Montgomery, Alabama 36101-0887

AUTO™MIXED AADG 360 Completa BOTH sides including signature.
WESLEY FRAZIER ADAMS , M.D. &1 Be sure 1o correct or supply ALL information.
2901 W STATE ST 1 Return with $100.00 renewal fee.
BRISTOL TN 37620-1718 11433

Incomplete applications will be returned.

Failure 1o register and pay renewal fee will result
IR A i AR ma e in the automatic revocation of the current license to
praclice medicine or osteopathy.

ﬂ"i e make corrections or supply information: License 8"92 DATEISSUED. 16/18/78 Sex: M [X] F [ }

I

Race: White (X] Black { ] Am. Indian [_] Oriental or Asian |_] Othez[ 1 Social Security

Office Address: Home Address:
220 SKYLINE DR
2901 WEST STATE STREET

City, State, Zip: BRISTOL. TN 37620 City, State, Zip: BRISTOL, TN 37620 4141

(Alabama) County: (Alabama) County:

Busingss Phone; (473)9685’!‘3” Home Phone: ( )

Fax Number: (423§68-7589 {Wwill not be published)
Permission to publish in Roster: Yes [_] No [X] Send official mail to: Business [+ address (chzck one)

Home | ]

Specialty; Primary: OBSTETRICS & GYNCECOLOGY Board Certified: Yes [_] No [+

Secondary: _ Board Certified: Yes[ | No [ ]

Form of Practice:| ] Solo I X) P"llTl]en,hlp {2,3.0r4) [ ]Group (3 or more) If Group, give name below:

Primary Hospital where you have staff privilezes:

Name: BRISTOL REGIONEL MED CTR City/State; BRISTOL. TN

Are you licensed in another state: Yes [X] No[_] whichones: [GAJ[SC | [TNT[_J[ ]
Primary Care Information:

T 1. Are yolradtively Engdasd in clinical practice? {Uiteck ohe” Yes | M ol |

2. Does your practice include the delivery of primary care medical services? (Primary care is defined as; "Basie or general heaith

care focused on the point at which a patient ideally first seeks assistance from the medical care system, exclusive of cmergency
room care."): (Check one): Yes[\f No [ ]
Apprommately how many hours per week do you practice the above-defined primary care services?
CM[]E Certification: (Check one)
M ¥ hereby certify that [ have met the annual minimum continuing education requirement of 12 hours ol Category [
continuing medical education during the calendar year ending December 31, 1998,
[ 1 I'certify that T am exempt from the minimum continuing medical education requirements for the following, reason;

11 1do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[] 1received my initial license to practice medicine in Alabama afier Junz 50" of this calendar year,

[ I Treinstated my license to practice medicinc in the State of Alabama atter Junc 30% of this calendar year.

[] Tam a resident physician enrolled in a residency training program,

{1 1am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners,

DEADLINE IS DECEMBER 31, 1998

Complete both sides including signature. Supply or correct all informarion, OVER

License #8592 11433 ADAMS, WESLEY FRAZIER




YES NO

IN Have you been convicted of a felony or of any offense (fclony/misdemeanor) involving the practice of medicine within the past year?. | | [~f
2. Has your certificate of qualification or license to practicc medicine in any state been suspended, revoked, restricted, curtailed or

voluntarily surrendered under thregt of suspension or revocation within the past ycar? 1} [\/f
3. Have your staff privileges at any hospital or health care facility boen revoked, suspended, curtailed, limited or placed under

conditions restricting your practice, within the past year? 11
4, Have you been denied a certificate of qualification or Kcense to practice medicing in any state or has your application for & .

certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? I1 [\{
5. Have you had a judgement rendercd apainst you, or action settled relating to the performance of your professional service

within the past year? 1 of
6. To your knowledge, arc you the subjcct of an investigation by any licensing Board/Agency as of the date of this application

within the pust year?

7. Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia,

or any other psychotic disorder?
8. Do yor currently have any mental or physical condition or impainment (including, but not limited to, substance abuse,

aleohol abuse, or mental, emotional. or nervous disorder or condition) which in any way currently affects. or if untreated

could affcct, your ability to practice in a competent and professional manner? [1] u’
0. Within the past ycar, have you cvér raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,

nexvons. or behavicral disorder or condition as a defense, mitigation, or cxplanation for your actions in the course of any
admimistrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an

educational institution, employer, govemnment agency, professional organization or liccnsing authority? 1] M
10. Have you ever been diagnoscd as having or have you ever been treated for pedophilia, cxhibitionism or voyeurism? [1] E./f
11. Ase you cum_mtl_;{ cngaged in the ilegal use of conmolled dangerous substances? 1 ¥l
12, If your answer to the preceding question is yes, are you currently participating in 2 supervised rehabilitution program
.which' monitors you in order to assurs that you are not cngaging in the illegal use of controlled dangerous substances? Iy 1
13 Havé you been, within the past year, convicted of driving under the influsnce (DUT) or have you been charged with .
DUI and been convicted of a lesser offense such as reckless driving? [1 [u}’
14, Has your medical training or medical practice boen interrupted or suspended for a period longer than 60 days for any reason \/
1l R

other than a vacation?

The teom “currently” doss not mean on the day of, or evea in the wecks ar months preceding the completion of this application.
Rather, it medns recently enough so that the condition referred to may have an ongoing impact on one’s functioning as a physician
or 4 assistant 10 a physician, or within the past two years.

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

WITH YOUR APPLICATION UPON RETURNING IT TO THIS OzICE. 5/5)
( o /5/k
1 certify that a1l information ou this form is correst. M 'W M;LO - /
Signature 0 Date
* Complete both sides, inclnding signature.
* Be sore to supply all information,
+ Incomplete applications will be returned.

Reporn with $100.00 rencwal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0837

SERVICE PRINTING CO, (334) 269.0058

‘“




icense Renewal for 2000 State of Alabama
‘Deadline is December 31, 1999 Medical Licensure Commission

3342424153

P.O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides in¢luding sighature.
Be sure to-correct or supply ALL information.

e A UTOMMIXED AADE 360 Return with $100.00 renewal fee.
" WESLEY FRAZIER ADAMS , M.D. 4g  Incomplete applications will be returned.
. ‘o901 W STATE ST 9 Failure to register and pay renewal fee will result. .. .
. 'BRISTOL TN 37620-1718 11503 in the automatic revocation of the current licens# to

practice medicine or osteopathy.

]Il” !Illl “IIIII ”llllllllIIII!I"II”II' I l"l ]”Ill!“

Enfer SSAN# ~
Home Address: '
220 SKYLINE DR’

2901 WEST STATE STREET

: City, State, Zip: BRISTOL, TN 37620 City, State, Zip: BRISTOL, TN 37620 4141
Alaﬁhm;a) County: (Alabama) County: :

?B,usiﬁes's%_ Phone: (423)968-2182 Heme Phone: ( 3

_.Eai‘_lfluniber: (425)968-7589 (Will not be published)

. Permission to publish in Roster: Yes [ ] No [X] Send official mail to: Business [¥] address (check one)
PRI Home [ ] '
.vp'é'c-ialty Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes [ ] No [
-.o Secondary: Board Certified: Yes[ ] No [ ]

Form ofPractlce [ 1Solo [ X] Partnership (2,3, or4) [ ]Group (5 ormore) If Group, give name below:

rlma.ry HOSpitaJ where you have staff privileges:

ame: BRISTOL REGIONEL MED CTR City/State: BRISTOL, TN

Are you licensed in another state: Yes [X] No[ ] whichones: [GA]J[SC] [TN] [ _J[_]
Primary Care Information:

'—:krc—yuu-uﬂ cty-sligaged-in-elinical practics-in the Stato-sf-Adabama? e i et e i o .
: .i¥es [ 1Go to Question2 No [JfDo NOT answer questions 2 and 3 below. Skip to CMI: Cemﬁmnon questions
2 Does your practice include the delivery of primary carc medical services in Alabama?- (Primary: care is defined as: "Basi¢ or general
'atekecper he'ﬂth care focused on the point at which a patient ideally first seeks assistance from the medical care system, e\cluswe of an '.:
ergency care situation.”) s
- Yesf | Go to-Question 3 No [ ] Do NOT answer question 3 below. Skip to CME Certification questions.

o3, Appmmmately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you
-answered YES to questions i and 2 above.) Approximately hours per week. :

CME Certification: (Check one)
M 1 hereby certify that I have met the annual minimum continuing education requirement of 12 hours of Caregory |
contl.numg medical education during the calendar year ending December 31, 1999

[" 11 cemfy that [ am1 exempt from the minimum continuing medical education rcqurremcnts for the following reason:’ 5
“[1 1do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama. IR
[ 1 Freceived my initial license to practice medicine in Alabama after June 30" of this calendar year. LooLE
[ 3 1 reinstated my license to practice medicine in the State of Alabama after June 30 of this calendar year.
0y am a resident physician enrolied in a residency training program.

- [ 11 am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

Complete both sides including siBEAEINE bR CEMBER B bW ation. OVER
License #8592 11503 ADAMS, WESLEY FRAZIER




10.
11

12,

13.

14,

1 certify that all information on this form is correct.

Have you been eonvicted of a felony or of any offense (felony/misdemeancr) involving the practice of medicine within the past year?

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or

voluntarily surrendered wnder threat of suspension or revocation within the past year?

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed wader
conditions restricting your practice, within the past year?

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year?

Have you had a judgement rendered against you, or action sculed relating to the performance of your professional service
within the past year?

To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application
within the past ycar?

Within the past year, have yon heen diagnosed with or have you been reated for bi-polar disorder, schizophrenia, paranoia.
or any other psychotic disorder?

Do you curtently have any mental or physical condition or impairment (including, but not limited to, substance abuse,
alcohol abuse, or mental, emotional. or nervous disorder or condition) which in any way currently affects. or if untreated
could affeet, your ability to practice in a competent and professional manner?

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a2 mental, emotional,
nervous. or behavioral disorder or condition as 4 defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
cducational institution, employer, government agency, professional organization or licensing authority?

Have you ever been diagnosed us having or have you ever been treated for pedophilia, exhibitionism or voyeurism?

Arc you currently cogaged in the itlegal use of controlled dangerous substances?

If your answer to the preceding queston is yes, are you currently partciputing in 2 supervised rehabilitation program
which monitors you in order to assure that you are not engaging in the illegal use of controlled dangerons substances?

Have you been, within the past year, convicted of driving under the influence (DUT) or have you been charged with
DUI and beer convicted of a lesser offevse such as reckless driving?

Has your medical training ot medical practice been interrupted or suspended for a period longer than 60 days for any reason
other than a vacation?

The term “currently” does not mean on the day of, or even in the weeks or months preceding the complcetion of this application,

Rather, it means recently enough 50 that the condition referred to may have an ongoing impact on one’s functioning as a physician

or an assistant to a physician, or within the past two years.

TF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

14/3/ /Ff

WITH YOUR APPLICATION UPON RETURNING IT TO TEHS OEFICE.

Signature
° Complete both sides, including signature.
L Be sure to supply all informatfon,

+* Incomplete applications will be returned.
Return with $100.00 renewal fee to:

Medical Licensnre Commission
P.O. Box 887
Montgomery, AL 36101-0887

SERVICE PRINTING COQ. (834) 265.0058

Date

YES

[1]

1]

(]

1

[]

{1

[]
L1
[1]

[1

(1

(]




.License Renewal for 2001

. State of Alabama
Deadline is December 31, 2000

Medical Licensure Commission
334/242-4153

P.O. Box 887
Montgomery, Alabama 36101-0887

Complete BOTH sides including signature,

Be sure 1o correct of supply ALL information.
Return with $125.00 renewal fee,

......

nnnnn ““AUTO"W“XED AADC 360

WESLEY FRAZIER ADAMS . M.D. 54 Incomplete applications will be returned,
2801 W STATE ST 1 Failure 10 register and pay renewal fee will result
. .BRISTOL, TN 37620-1718 2161 in the sutomatic revocation of the current license to
practice medicine or osteopathy.
lH”I'Iil]lnuulllnlnllvi”ullul”luMllul'[u]m”

'Pllea;s.e make corrections or supply infofmation: License 8592 DATEISSUED: 10/18/78 Sex: M {X]F 1]
" Race: White [}‘\] Black[ | Am, lndmn[ ] Criental or As;an[ ] Other[_{ Souml Security

_.,.—'—--._-.—.. 2 —- —— o ————

- T T e ST Eaier S8ANE
Ofﬂce Address. Home Address:

220 SKYLINE DR

EENUSURIUR I Y

' 2001 WEST STATE STREET

, City, State, Zip: BRISTOL, TN 37620
(Alabama) County:
}B;,iﬁié;ess-i’lione: "{423)968-2182
Fax Mumber: (423)963-7589

City, State, Zip: BRISTOL, TN 37620 4141
{Alabama) County:

Home Phone: ( )

{Will not be published)
- Permission.to publish in Roster: Yes [_] No [X] Send official maii vo: Business [V address (check one)

Home [ ]
Speumlty Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes [ | No M

. Secondary: Board Certified: Yes[ ] No[ ]
Form ot Practice:[ ]1Solo [ X] Pamwrship (2.3,0r4) [ ]Group (5 ormore) M Group, give name below:

Prithary Hospital where you have stafl privileges:
Name: BRISTOL REGIONEL MED CTR City/State: BRISTOL, TN

" iAre you licensed in another state: Yes [X | No[_] whichones; [GAT[SC] [TN] [_1[ ]
Primary Care Information:

Sl Are you actively engaged in clinical gractice in the State of Alabama? ‘ .
Yes [ ] Go to Question 2 No §J] Do NOT answer questions 2 and 3 below, 8kip o CME Certification questions. ‘ ’
: 2, .Does your practice include the delivery of primary care medical services in Alabama? (Primary cave is defined as: "Basic or general

emergency care situation.”)

Yes [ ] Goto Question3 No[ ] Do NOT answer question 3 below. Skip to CME Certification questions. i
. Apprommately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you
answered YES to questions 1 and 2 above.) Approximately ___ hours per week.
CME Certification: (Check oue)
M g} hereby certify that 1 have met the annual minimum continuing education requirement of 24 hours of Category I

- contimuing medical education within the past two calendar ycars ending December 31, 2000.
11 cegtify that T am exempt from the minimum continuing medical education requirements for the following reason:

do.notreside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.

-J Treceived my initial license to practice medicine in Alabama after Tune 30" of this calendar year.

Freinstated my license to practice medicine in the State of Alabama after June 30" of this calendar year.
1 T.am aresident physician earolled in a residency training program.
] I am retired from the practice of medicine and have obtained a waijver from the Board of Medical Examiners.

DEADLINE IS DECEMBER 31, 2000
: Complete both sides inclucing signature. Supply or correct all information. OVER

License #8592 12161 ADAMS, WESLEY FRAZIER

,gatelceeper health care focused on the point at which 2 patient ideally first seeks assistance from the medical carc system, exclusive ofan .-




Yes No
1. Have you been convicted of a felony or of any otfense (felony/misdemeunor) involving the practice of medicine within the past year? [1 M
2. Has your cetificars of qualification or liconse to practice medicine in any statc been suspended, revoked, resricted, cursailed
ot voluntarily surrendered under threat of suspension or revocation within the past year? 1] [./1-
3. Have your stalf privilcges at any hospital or health care facility been vevoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? [1 [‘A
4, Have you been denicd a certificate of qualification or license to pructice medicine in any state or has your application for 4

certificate of qualification or license o practice medicine been withdrawn under threar of denial within the past year? [ ]

5. Have you had a judpement rendered against you, or action settled relating to the performance of your professional service
within the past ycar? []

6. To your knowledge., are you the subject of an investigation by any licensing Board/Agency as of the date of this applicetion

Y
M
within the past year? [ ] U_l
if
A

7. Within the past year, have you been diagnosed with or have you heen treated for bi-polar disorder, schizophrenia, paranoia,
or any other psychotic disordes? Q]
T T8 T Do'yow curmenlly have any miental or physical condition or impairmert (including, butmot hrnited to, substance abuse, -
alcohol abuse, or mental, emotional, or nervous disorder or condition) which in any way curremily affects, or if untreated

could affest, your ability to practice in a competent and protfessional manner? []
9. Within the past year, have you cver raised the issue of consumption of drugs or aleshol or the issue of 2 mental, emotional,

nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any

administrative or judieial procecding or investigation; any inquiry or other proceeding: or uny proposed termination by an

educational institution, employer, govenment agency, professional organization or licensing authority? [] f‘]]
10, Have you ever been diagnosed as having or have you ever been treated tor pedophilia. exhibitionism or voyeurism? [] Rb
11. Are you cumrently cngaged In the illegal use of controllcd dangerous substances? [] H
12. TF your answer to the preceding question is yes, are you currently participating in a supervised rchabilitation progrum

which moniters you in order 10 assure that you are not engaging in the illcgal tse of controlled dangerous substances? l 1 [ ]
13. Have you been, within the past year, ¢convicted of driving under the influence: (DUL) or have you been charged with

DUI and been convicted of u lesser offense such as reckless diiving? L ] B[]
14, Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason

other than a vagation? L 1 [\J{

The term “currently” docs not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently enough so that the condition referred to muay have an ongoing impact on one’s funclioning as a physician
of an assistant 1o a physician, or within the past two years.

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION
‘WITH YOUR APPLICATION UPON RETURNING IT TO THL, OFFICE,
/O AZ;? o4

I certify that all information on this form is correct.

Date

Signature

Complete both sides, including signature.
Be sure to correct or supply all information.
Incomplete applications will be returned.

* @0

Return with $125.00 rencwal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

SERVIGE PRINTING CO. {334) 269-0D058




RENEW ONLINE AT http://renewal.albme.org Registration-ID: 178694

License Renewal for 2002 State of Alabama ‘
Deadline is December 31, 2001 Medical Licensure Comumission
334/242-4153
P.O. Box 887

Muntgomery, Alabama 36101-0887
WESLEY FRAZIER ADAMS, M.D. gomplete DOTH sides including signature.
s pply ALL information.
2901 WEST STATE STREET Return with $200.00 renewal fee.
BRISTOL, TN 37620 Incomplete applications will be returned.

Failure to register and pay renewal fee will result
in the automatic revocation of the current license to
practice medicine or osteopathy.

Please make corrections or supply information: License: MD . 00008592 Date-Issued: 01/11/1948  Sex: M[X | F[]

Race: White [X ]  Black[]  Americanindian[ ]  OrentalorAsian[ ]  Other{ ] Social Security# <R
Office Address Home Address

25901 WEST STATE STREET 220 SKYLINE DR

City, State, Zip: BRISTOL, TN 37820 City, State, Zip: BRISTOL, TN 37620-4141

{Alabama)} County: UNREPORTED (Alabama) County: UNREFPORTED

Business Phone: (423) 968-2182 Home Phone: (Wil not be published)

Fax Number: {423) 968-7589

Permission to publish in Roster: Yes{ X ] Send official mail to: Business [ X ] address (check one)
Home [ ]
Specialty: Primary: OBSTETRICS & GYNEGOLOGY Board Certified: Yes| )
No[ ]
Secondary: Board Certified: Yes[ 1 No [+

Form of Practice:[ ] Solo [ V] Parinership (2,3, 0r4) [ | Group If Group give Group Name below:

Primary Hospital where you have staff privileges:
Name: City/State: ,

Are you licensed in another state: Yes [ X} No [ ] Which ones: [ GA ] ﬂ (Y i) 1)

Primary Care Information:

1. Are you zctively engaged in clinical practipe in the State of Alabama?

Yes[ ] Goto Question2 No [+/] Do NCT answer guestians 2 and 3 below. Skip to CME Certification questions.
2. Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: “Basic or general
‘gatekeeper’ health care focused on the point at such a patient ideally first seeks assistance from the medical care system, exclusive of
an emergency care situation.”)

Yes| ] Goto Question3 No| ]DoNOT answer question 3 below. Skip ta the CME Certification questions.
3. Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you
Answerad YES to questions 1 and 2 above. Approximately: hours per week.

CME Certification: (Check one)

[V] 1 hereby certify that | have met the annual minimum centinuing education reguirement of 24 hours of Category |
continuing medical education within the past two calendar years ending Recember 31, 2001.

[ 1 tcertify that | am exempt from the minimum continuing medical education reguirements for the following reason:
[ }1do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[ ]l received my initial license to practice medicine in Alabama after June 30" of this calendar year.
[ 1ireinsiated my license 1o practice medicine in the State of Alabama after June 30" of this calendar year.
[ 11am aresident physician enrolled in a residency training program.
[ 11am refired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners,

DEADLINE IS DECEMBER 31, 2001

MD. 0 . . . . ADAMS, WESLEY FRAZIER
Mp 3?7‘?;?6[&’ both sides including signature. Supply or correci aﬁ wnformartion. OVER




1. Have yon been convicted of a felony or of uny offense (felony/misdemeanor} involving the practice of medicine within the past year? (1
2. Has your certificate of qualificution or license to practice medicine in any state been suspended, revoked, restricted, curtailed

or voluntarily surrendered under theat of suspension or revocation within the past ycar? '. ]
3. Have your stufl privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under

condilions restricting your practice, within the past year? []
4, Have you been denied a certificate of qualification or license to practive wedicine in any state or has your application for a

certificate of gualification or license 10 practicc medicine been withdrawn under threat of denial within the past yzar? []
5. Have you had a judgement rendered against you, or action settled relating 10 the performance of your professional service

within the past year” : M
. To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application

within the past yeur? [ ]
7. Within the past year, have you been diagnosed wirh or have you heen treated for bi-polar disorder, schizophrenia. paranoia,

or any other psychotic disorder? L]
8. Do you curvently have any mental or physical condition or impairment (including, but not limited to, substance abuse,

alcohol abuse, or mental, emotional, or nervous disorder or condition) wlich in any way currently affects, or if untreated

could affect, your ahility 1o practice in a compctent and professional munner? . (1
9. Within the pasr year, have you ever raised the issue ol consumplion of drugs or alcohol or the issue of a mental, emotional,

nervons, or hehavieral disorder or condition as a delense, miligation, or explanation for your actious in the course ot any
administrative or judicial procceding or investigation; auy inguicy or other proceeding; or any proposed termination by an

educational institution, employer, government agency, professional organization or licensing authority? (1
10. Have you ever been diagnused as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? il
L Are you currently engaged in the illegal use of controlled dangerous suhstances? [
12. If your answer to the preceding question js yes, are you currently participating in a supervised rehabilitation program

which monitors you in arder to assure that you are not engaging in the illegal use of controlled dangerous substances? (]
13. Have you been, within the past year, convicted of driving under the influcnce (DU1) or have you been charged with

DUI and been convicted of a lesser ottense such a8 reckless driving? L J
4. ITas your medical training or medical practice been inerrupled or suspended for a period longer than 60 days for any reason

other than 2 vacation'! I_ J

The term “currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather. it means recently enongh so thar the condition referred to may have an ongoing impaet on one’s funclivuing as a physician
or an assistant to a physician, or within the pust two years.

IF YOU HAVE ANSWERED YLS 10 ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

WITH YOUR APPLICATION UPON RETURNING IT TO T;-y OZZTCE. Q‘
1 certity that all information on this form is correct. ﬂ '_r /w p - /i 92// 2 /0 /

Signalunﬂ Date
+ Complete both sides, including signature.
L Be sure to correct or supply all information.
+ Incomplete applications will be returned.

Return with $200.00 renewal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

SERVICE PRINTING CO. (334) 269-0058

SR

SNECN




License Renewal for 2003 State of Alabama

Deadline is December 31, 2002 Medical Licensure Commission

334/242-4153

P.O. Box 887

Montgomcry, Alabama 36101-0887
WESLEY FRAZIER ADAMS. M.D Complete BOTH sides including signature.

3 T Be sure 10 correct or supply ALL information.

2901 WEST STATE STREET Return with $200.00 renewal fee,
BRISTOL, TN 37620 Incomplete applications will b rcturned.

Failure 1o register and pay renewal fee will result
in the automatic revocation of the current license to
practice medicine or osteopathy.

Please make corrections or supply information: License: MD . 00008592 Date-issuad: 10/18/1978 Sex: M{X | F[]
Race: White [ X ] Black { ) American Indian [ ] Criental or Asian | ] Other [ ] Social Security NG
Office Address Home Address

2901 WEST STATE STREET 220 SKYLINE DR

City, State, Zip: BRISTOL, TN 37620 City, State, Zip: BRISTOL, TN 37620-4141

{Alabama) County: {Alabama) County:

Business Phone; {423) 568-2182 Home Phone: (Will not be published)

Fax Number: (423) 968-7589

Permission to publish in Roster: Yes [ X] Send official mail to: Business { X ] address {check one)
Home [ 1}
Specialty: Primary: OBSTETRICS & GYNECCLOGY Board Certifled: Yes[ ] Nel ]
Secondary: Board Certificd: Yes[ 1 No[ ]
Form of Practice: [ ] Solo [‘/f Partnership (2,3,0r4) [ ] Group if Group give Group Name below:

Primary Hospital where you have staff privileges:
Name: BRISTOL REGIONEL MED CTR City/State: BRISTOL, Tennessee

Are you licensed in another state: Yes [ X] No [ ] Whichones: [GA] [SC] [TN] [] [ ]

Primary Care Information:

1. Are vou actively engaged in clinical practice in the State of Alabama?

Yes { | Go to Question 2 No [ X ]Do NQT answer questions 2 and 3 below. Skip to CME Certification questions.
2. Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: “Basic or general
‘gatekeeper health care focused on the point at such a patient ideally first seeks assistance from the medical care system, exclusive of
an emergency care situation.”)

Yes{ ] Go to Question 3 No[ 1Do NOT answer question 3 below. Skip to the CME Certification questions.
3. Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you
Answered YES to questions 1 and 2 above. Approximately: 0 hours per week.

CME Certification: {Check one)

{v'] 1 hereby cerify that | have met the annual minimum cominuing education requirement of 24 haurs of Category |
continuing medical education within the past two calendar years ending December 31, 2002.

[ 1 !certify thati am exempt from the minimurn continuing medical education requirements for the following reason:
[ ])do not reside in the State of Alahama and do not have a significant portion of my medical practice in Alabama.
[ 11 received my initial license to practice medicine in Alabama after June 30" of this calendar year.
[ 1) reinstated my license to practice medicine in the State of Alabama after June 30" of this calendar year.
[ ]lam a resident physician enrolled in a residency training program.
[ 1) am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

DEADLINE IS DECEMBER 31, 2002
MD . 00008592 ADAMS, WESLEY FRAZIER

Complete both sides including signature. Supply or correct all information. OVER




10.
11.

12.

14, -

Have you heen convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past ycar?

UHas your certificale of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed
or voluntarily surendered under threat of suspension or revocution within the past year?

Have your staff privileges at any hospital or health cure facility been revoked, suspended, curtailed, limited or placed ander
conditions restricting your practice, within the past yeur?

Have you been denied a certificate of qualificution or license to practice medicine in any statc or has your application for a
certificate of qualification or liccnse to practice medicine been withdrawn under threat of deniul within the past year?

Have you had a judgement rendered agaiost you, or action settled relating to the per{ormance of your professional service
within the past year?

To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this application
within the past year?

Within the past year, have you been diagnosed with or have you been treated for hi-polar disorder, schizophrenia, parancia,
or any other psychotic diserder?

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse,
alechol abuse, or mentel, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated
could affect, your ability tu practice in a competent and professional manner?

Within the past yeuar, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
cducational institution, employer, government agency, professionul organization or licensing authority?

Have you ever been diagnosed as having or have you ever beeu treated for pedophilia, exhibitionism or voyeurism?
Are you currently engaged in the illcgal use of controlled dangerous substances?

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program
which momitars you in order o assure that you are not engaging in the illegal use of controlled dangerous substances?

Have you heen, within the pust year, convicted of driving under the influence (DUT) or have you been charged with
DUI and been convicled of a lesser offense such as reckless driving?

Has your medical training or medical practice heen interrupted or suspended for 3 period longer than 60 days for any reason
other than a vacation?

The term “currently” does not mean on the day of, or even in the weeks or months preceding the complction of this application,
Rather, it meuns recently enough so that the condition referred to may have an onguing impact on one’s functioning as a physician
or an assistani o a phyﬁician. or within the past lwo years.

Yes No

(1
§
[]
L)
[l
y
(1

(]

[]
[}
]

[]
[]
[1

IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

WITH YOUR APPLICATION UPON RETURNING IT IS CE. : /
O ke

1 certify that all information on this form is correct. ____

Date

+ Complete buth sides, including signature.
4 Be sure to correct or supply all information.
* Incomplete applicutions will be returned.

Return with $200.00 rencwal fee to:

Medical Licensure Commission
P.O. Box 887
Montgomery, AL 36101-0887

SERVICE PRINTING CQ. (334) 269-0058
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2004 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2003-10-31* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past
year? N

If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action seftled relating to the performance of your professional service within
the past year? N

if yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? N
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N

If yes, please explain:

Do you currently* have any mental or physical condition or impairment (including, but not limited to, substance abuse, aicohol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? N

If yes, please explain:

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? N
If yes, please explain:

Are you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

If your answer to the preceding question is yes, are you currently* participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? N

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? N

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough so that the condition referred to may have an ongoing impact on one’s functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? N
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Secondary specialty:

Are you Board certified in your secondary specialty? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: Y

Primary Care Information:
Are you actively engaged in clinical practice in the State of Alabama? N

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or
general "gatekeeper’ health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.") N

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 0

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 24 hours of Category |
continuing medical education within the past two Calendar Years ending December 31, 2004. Y

I certify that | am exempt from the minimum CME requirement. N
I am exempt from the CME requirement for the following reason: null
Practice Telephone: (423) 968-2182

Practice Address: 2901 WEST STATE STREET
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Home Telephone;

Home Address: 220 SKYLINE DR
Public Address: Practice

Mail Address: Practice

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2005 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2004-12-30* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeanor) involving the practice of medicine within the past
year? N

If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service within
the past year? N .

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? N
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if yes, please explain;

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N

If yes, please explain:

Do you currently* have any mental or physical condition or impairment (inciuding, but not limited to, substance abuse, alcahol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? N

If yes, please explain:

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedaphilia, exhibitionism or voyeurism?‘N
If yes, please explain:

Are you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

If your answer to the preceding question is yes, are you currently* participating in a supervised rehabilitation program which
manitors you in order to assure that you are not engaging in the illegal use of controlied dangerous substances? N

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DU| and been
convicted of a lesser offense such as reckiess driving? N

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough so that the condition referred to may have an ongoing impact on one’s functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? N
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Secondary specialty:

Are you Board certified in your secondary speciaity? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: Y

Primary Care Information:
Are you actively engaged in clinical practice in the State of Alabama? N

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or
general "gatekeeper’ health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.") N

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 0

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the Calendar Year 2004. Y

| certify that | am exempt from the minimum Continuing Medical Education requirement for the following reason: N
| am exempt from the Continuing Medical Education requirement for the following reason: (Reason Response) null
Practice Telephone: (423) 968-2182

Practice Address: 2901 WEST STATE STREET
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Home Telephone:

Home Address: 220 SKYLINE DR
Public Address: Practice

Mail Address: Practice

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.
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Medical Licensure Commission of the State of Alabama
PO Box 8§87
Montgomery, AL 36101

2006 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2005-12-29* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been convicted of a felony or of any offense (felony/misdemeanor) invoiving the practice of medicine within the past
year? N

If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? N

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? N

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? N

If yes, please explain:

Have you had a judgement rendered against you, or action settled relating to the performance of your professional service within
the past year? N

if yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? N
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? N

If yes, please explain:

Do you currently* have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mentai or physical condition? N

If yes, please explain:

Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional,
nervous, or behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an
educational institution, employer, government agency, professional organization or licensing authority? N

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? N
if yes, please explain:

Are you currently* engaged in the illegal use of controlled dangerous substances? N

If yes, please explain:

If your answer to the preceding question is yes, are you currently* participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? N

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? N

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? N

If yes, please explain:

*Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough so that the condition referred to may have an ongoing impact on one’s functioning
as a physician or an assistant to a physician, or within the past two years.

Primary specialty:

Are you Board certified in your primary specialty? N
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Secondary specialty:

Are you Board certified in your secondary specialty? N
Practice Type:

Primary Hospital where you have privileges:

Are you licensed in another State: Y

Primary Care Information:
Are you actively engaged in clinical practice in the State of Alabama? N

Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or
general "gatekeeper” health care focused on the point at such a patient ideally first seeks assistance from the medical care
system, exclusive of an emergency care situation.”) N

Approximately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if
you answered YES to questions 1 and 2 above. 0

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the Calendar Year 2005.Y

I certify that | am exempt from the minimum Continuing Medical Education requirement for the following reason: N
| am exempt from the Continuing Medical Education requirement for the following reason: (Reason Response) null
Practice Telephone: (423) 968-2182

Practice Address: 2901 WEST STATE STREET
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Home Telephone:

Home Address: 220 SKYLINE DR
Public Address: Practice

Mail Address: Practice

By agreeing with this data‘and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the Alabama Board of Medical Examiners may result in the loss of your license to practice medicine.
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2007 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2006-12-19* Transaction Number: VXHFODSE96C8
Registration Fee: 200 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been charged with any offense (felony/ misdemeanor) within the past year? no
If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? no

If yes, please explain:

Have your staff privileges at any hospital or heailth care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? no

If yes, please explain:

Have you been denied a certificate of quaiification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? no

If yes, please explain:

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? no

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? no
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? no

if yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
if yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explain:

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlied dangerous substances? n/a

if yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUl) or have you been charged with DU! and been
convicted of a lesser offense such as reckless driving? no

if yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

if yes, please expiain:

Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: GYNECOLOGY (OB/GYN)

Are you Board certified in your primary specialty? no
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Secondary specialty:

Are you Board certified in your secondary specialty?
Practice Type:

If Group, provide the Group Name:

Primary Hospital where you have privileges: (if any) null
Hospital Name:

Hospital City:

Hospital State:

Are you licensed in another State: yes

TN

SC

GA

Are you actively engaged in clinical practice in the State of Alabama? no
What is your principal county of practice in the State of Alabama?
{(**indicate state if not in Alabama) TN

Other county(ies) of practice? Indicate state, if counties are not in Alabama). Click 'NONE' if you only practice in the indicated
principal county. null

Other County1
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Other State1

Other County 2

Other State 2

Do you have a current coltaborative agreement with a nurse or practitioner or midwife? No

Does the nurse practitioner/midwife practice at a site other than your office? No

Are you employed by the nurse practitioner/midwife or a corporation owned by the nurse practitioner/midwife?

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? yes

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exciusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama? no

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals. 0

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 0

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2006 and have supporting documentation if audited. N

| certify that | am exempt from the minimum continuing medical education requirements for the following reason: Y

Exempt Reason | do not reside in the State of Alabama and do not have a significant portion of any medical practice in
the State of Alabama.

Practice Telephone: (423) 968-2182

Practice Address: 2901 WEST STATE STREET
Home Telephone:

Home Address: 220 SKYLINE DR

Public Address: True

Mail Address: True

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2008 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2007-12-04* Transaction Number: VPFF1E2FSE28
Registration Fee: 300 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been charged with any offense (felony/ misdemeanor) within the past year? no
if yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? no

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? no

if yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? no

If yes, please explain:

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? no .

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? no
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been freated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? no

if yes, please explain;

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? no

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
If yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past tweive months? no

If yes, please explain:

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? n/a

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DU!) or have you been charged with DUl and been
convicted of a lesser offense such as reckless driving? no

if yes, please expiain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no :

If yes, please explain:

Note: The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: Gynecology (OB/GYN)

Are you Board certified in your primary speciaity? Y
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Secondary specialty: Other

Are you Board certified in your secondary specialty?
Practice Type: P

if Group, provide the Group Name:

Primary Hospital where you have privileges: (if any) null
Hospital Name: Bristol Regional Medical Center
Hospital City: Bristol

Hospital State: TN

Are you licensed in another State:

TN

sC

GA

Are you actively engaged in clinical practice in the State of Alabama? N
What is your principal county of practice in the State of Alabama?
(**indicate state if not in Alabama)

Other county(ies) of practice? Indicate state, if counties are not in Alabama). Click 'NONE' if you only practice in the indicated
principal county. null

Other County1
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Other State1

Other County 2

Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife? N

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? N

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exciusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama? N

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals.

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama?

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2007 and have supporting documentation if audited. yes

1 certify that | am exempt from the minimum continuing medical education requirements for the following reason:
Exempt Reason

Practice Telephone: (423) 968-2182

Practice Address: 2901 West State Street

Home Telephone:

Home Address: 220 Skyline Dr

Public Address: True

Mail Address: True

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2009 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2008-11-24* Transaction Number: VREF2FF12746
Registration Fee: 300 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been charged with any offense (felony/ misdemeanor) within the past year? no
If yes, please expiain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? no

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? no

if yes, please explain;

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? no

if yes, please explain:

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? no

If yes, please explain;

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? no
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? no

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
if yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explain:

if your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? n/a

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUl and been
convicted of a lesser offense such as reckless driving? no

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

If yes, please explain:

Note: The term "currently" does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. nuli

Primary specialty: Gynecology (OB/GYN)

Are you Board certified in your primary specialty? Y
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Secondary specialty:

Are you Board certified in your secondary specialty?
Practice Type: P

If Group, provide the Group Name:

Primary Hospital where you have privileges: (if any) null
Hospital Name: Bristol Regional Medical Center
Hospital City: Bristol

Hospital State:

Are you licensed in another State:

TN

SC

GA

Are you actively engaged in clinical practice in the State of Alabama? N
What is your principal county of practice in the State of Alabama?

(*"indicate state if not in Alabama) TN

Other county(ies) of practice? Indicate state, if counties are not in Alabama). Click 'NONE' if you only practice in the indicated
principal county. null

Other County1 |
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Other State1

Other County 2

Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife?

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia?

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exclusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama?

Approximately how many hours per week do you practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals.

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama? 0

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2008 and have supporting documentation if audited. yes

| certify that | am exempt from the minimum continuing medical education requirements for the foliowing reason:
Exempt Reason

Practice Telephone: (423) 968-2182

Practice Address: 2901 West State Street

Home Telephone:

Home Address: 220 Skyline Dr

Public Address: True

Mail Address: True

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2010 Online Renewal Summary

Name: Wesley Frazier Adams , License Number: MD.8592
Transaction Date: 2009-10-21* Transaction Number: VIJF4BA7EBCB
Registration Fee: 300 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

Have you been charged with any offense (felony/ misdemeanor) within the past year? no
If yes, please explain:

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? no

If yes, please explain:

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? no

If yes, please explain:

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? no

If yes, please explain:

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? no

If yes, please explain:

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? no
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If yes, please explain:

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, parancia, or
any other psychotic disorder? no

If yes, please explain:

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? no

If yes, please explain:

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? no

If yes, please explain:

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? no
If yes, please explain:

Have you engaged in the illegal use of controlled dangerous substances within the past twelve months? no

If yes, please explain:

If your answer to the preceding question is yes, are you currently participating in a supervised rehabilitation program which
monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? nfa

If yes, please explain:

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUI and been
convicted of a lesser offense such as reckless driving? no

If yes, please explain:

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation? no

If yes, please explain:

Note: The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a
physician, or within the past two years. null

Primary specialty: Gynecology (OB/GYN)

Are you Board certified in your primary specialty? Y
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Secondary specialty:

Are you Board certified in your secondary specialty?
Practice Type: P

If Group, provide the Group Name:

Primary Hospital where you have privileges: (if any) null
Hospital Name: Bristol Regional Medical Center
Hospital City: Bristol

Hospital State:

Are you licensed in another State:

TN

SC

GA

Are you actively engaged in clinical practice in the State of Alabama? N
What is your principal county of practice in the State of Alabama? Qut of State
(*"indicate state if not in Alabama) TN

Other county(ies) of practice? Indicate state, if counties are not in Alabamay). Click 'NONE' if you only practice in the indicated
principal county. null

Other County1
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Other State1

Other County 2

Other State 2

Do you have a current collaborative agreement with a nurse or practitioner or midwife? N

Do you currently conduct office based surgery involving the administration of parenteral medication for analgesia/sedation,
general anesthesia or major regional block anesthesia? N

PRIMARY CARE INFORMATION:Primary care is defined as: Basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system, exclusive or an emergency situation. null

Does your practice include the delivery of primary care medical services in Alabama? N

Approximately how many hours per week do ydu practice the above defined primary care services in Alabama? NOTE: Enter the
Average hours worked as a whole number. Do not enter ranges of hours or decimals.

Approximately how many patient encounters (office, hospital, ER, etc.) per week do you have involving the above defined priary
care services in Alabama?

CME Certification: | hereby certify that | have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education for the calendar year 2009 and have supporting documentation if audited. E

| certify that | am exempt from the minimum continuing medical education requirements for the following reason:
Exempt Reason 1

Practice Telephone: (423) 968-2182

Practice Address: 2901 West State Street

Home Telephone:

Home Address: 220 Skyline Dr

Public Address: TRUE

Mail Address: TRUE

By agreeing with this data and submitting your credit information, you have signed this registration form attesting that the material
has been supplied by you, the licensee, and that the information is correct. Knowingly providing false registration information to
the State of Alabama Medical Licensure Commission may result in the loss of your license to practice medicine. null
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2011 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2010-10-13* Transaction Number: VQEF5F911F92
Registration Fee: 300 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

What is your Practice Address? {No PO Boxes)
Street 2901 West State Street

City Bristol

State Tennessee

Zip 37620

County (If not in Alabama Choose 'Out of State' Out of State
Country United States

What is your practice Email? starly94@hotmail.com
What is your practice Telephone? (423) 968-2182
What is your practice Fax? (423) 968-7589

What is your Home Address? (No PO Boxes)

Street 220 Skyline Dr

City Bristol

State Tennessee
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Zip 37620-4141

County (If not in Alabama Choose 'Out of State' Out of State
Country United States

What is your Home Phone? 423-968-2182

Please choose which address you would like to be your MAILING ADDRESS. The mailing address will be the address that the
Board and Commission will use to mail all communications to the Licensee. (Examples: Renewal Certificates, Renewal Notices,
Important Notices from the Board or Commission, etc) IMPORTANT NOTE: By law you are required to notify the Board and the
Commission of change in address within 15 days of that change. Change of Address can be submitted using the Change of
Address form found on the www.albme.org website. Practice

Please choose which address you would like to be your PUBLIC ADDRESS. The public address will be the address given out if
an address is requested. IMPORTANT NOTE: If a valid public address is not provided then the mailing address will be given out
instead of the public address. By law you are required to notify the Board and the Commission of change in address within 15
days of that change. Change of Address can be submitted using the Change of Address form found on the www.albme.org
website. Practice

Social Security Number g D

What is your Primary Specialty? (If None Please Choose None) Gynecology (OB/GYN)

Is your Primary Specialty Board Certified? Yes

What is your Secondary Specialty? (If None Please Choose None) None

Form of Practice: Resident, intern, Fellowship, Solo, Partnership (2, 3, or 4,) Group Partnership (2, 3, or 4,)
What is the name of the Primary Hospital where you have staff privileges? Bristol Regional Medical Center
What City is the Primary Hospital where you have staff privileges located? Bristol

What State is the Primary Hospital where you have staff privileges located? Tennessee

Are you licensed in another state? Yes

Which Ones? Georgia South Carolina Tennessee

Are you actively engaged in clinical practice in the State of Alabama? No

What is your principal county of practice? (If principal county is not in Alabama choose Out of State) Out of State
Other counties of practice? Type "None" if you only practice in the indicated principal county. None

CME Certification: (Select One) 1 hereby certify that | have met the annual minimum continuing education requirement of
25 hours of AMA PRA Category | Credits™ or equivalent continuing medical education for the calendar year 2010 and
have supporting documentation if audited.

Please answer the following questions.
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Have you been charged with any offense (felony/misdemeanor) within the past year? No

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? No

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? No

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate or qualification or license to practice medicine been withdrawn under threat of denial within the past year? No

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? No

To your knowledge, are you the subject of an investigation, or has a formal complaint against your license been filed by any
licensing Board/Agency as of the date of this application within the past year? No

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? No

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physicai condition? No

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? No

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism, or voyeurism? No
Have you engaged in the illegal use of controlled dangerous substances with the past twelve months? No

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUl and been
convicted of a lesser offense such as reckless driving? No

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation or maternity leave? No

The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a physician,
or within the past two years.

By agreeing with this data, you are signing this registratidn form and attesting that the material has been supplied by you, the
licensee, and that all information is correct. Knowingly providing false registration information to the Alabama Medical Licensure
Commission may result in the loss of your license to practice medicine.
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2012 Online Renewal Summary

Name: Wesley Frazier Adams License Number: MD.8592
Transaction Date: 2011-10-19* Transaction Number: VTHA7EE(01F6B
Registration Fee: 300 Date of Birth: 1948-01-11

* - This date reflects the date that the transaction was downloaded into the production system not the date the
transaction was processed online.

What is your Practice Address? (No PO Boxes)
Street 2901 West State Street

City Bristol

State Tennessee

Zip 37620

County (If not in Alabama Choose 'Out of State' Out of State
Country United States

What is your practice Email? starly94@hotmail.com
What is your practice Telephone? (423) 968-2182
What is your practice Fax? (423) 968-7589

What is your Home Address? (No PO Boxes)

Street 220 Skyline Dr

City Bristol

State Tennessee
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Zip 37620-4141

County (If not in Alabama Choose 'Out of State' Out of State
Country United States

What is your Home Phone? 423-968-2182

Please choose which address you would like to be your MAILING ADDRESS. The mailing address will be the address that the
Board and Commission will use to mail all communications to the Licensee. (Examples: Renewal Certificates, Renewal Notices,
Important Notices from the Board or Commission, etc) IMPORTANT NOTE: By law you are required to notify the Board and the
Commission of change in address within 15 days of that change. Change of Address can be submitted using the Change of
Address form found on the www.albme.org website. Practice

Please choose which address you would like to be your PUBLIC ADDRESS. The public address will be the address given out if
an address is requested. IMPORTANT NOTE: If a valid public address is not provided then the mailing address will be given out
instead of the public address. By law you are required to notify the Board and the Commission of change in address within 15
days of that change. Change of Address can be submitted using the Change of Address form found on the www.albme.org
website. Practice

Social Security Number S NENENE

What is your Primary Specialty? (Iif None Please Choose None) Gynecology (OB/GYN)

Is your Primary Specialty Board Certified? Yes

What is your Secondary Specialty? (If None Please Choose None) None

Form of Practice: Resident, Intern, Fellowship, Solo, Partnership (2, 3, or 4,) Group Partnership (2, 3, or 4,)
What is the name of the Primary Hospital where you have staff privileges? Bristol Regional Medical Center
What City is the Primary Hospital where you have staff privileges located? Bristol

What State is the Primary Hospital where you have staff privileges located? Tennessee

Are you licensed in another state? Yes

Which Ones? Tennessee South Carolina Georgia

Are you actively engaged in clinical practice in the State of Alabama? No

What is your principal county of practice? (If principal county is not in Alabama choose Out of State) Out of State
Other counties of practice? Type "None” if you only practice in the indicated principal county. None

CME Certification: (Select One) | hereby certify that | have met the annual minimum continuing education requirement of
25 hours of AMA PRA Category 1 Credits™ or equivalent continuing medical education for the calendar year 2011 and
have supporting documentation If audited.

if you choose | have obtained a retirement waiver or a medical waiver the waiver MUST ALREADY be on file in our office.
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Please answer the following questions.
Have you been charged with any offense (felony/misdemeanor) within the past year? No

Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
voluntarily surrendered under threat of suspension or revocation within the past year? No

Have your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under
conditions restricting your practice, within the past year? No

Have you been denied a certificate of qualification or license to practice medicine in any state or has your application for a
certificate or qualification or license to practice medicine been withdrawn under threat of denial within the past year? No

Have you had a judgment rendered against you, or action settled relating to the performance of your professional service within
the past year? No

To your knowledge, are you the subject of an investigation, or has a formal complaint against your Iicenée been filed by any
licensing Board/Agency as of the date of this application within the past year? No

Within the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder? No

Do you currently have any mental or physical condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if untreated could affect, your
ability to practice in a competent and professional manner or, within the past year, have you applied for and/or have you received
any payment or other compensation for any mental or physical condition? No

Within the past year, have you raised the issue of consumption of drugs or alcohol or the issue of a mental, emotional, nervous, or
behavioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any administrative or
judiciai proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an educational institution,
employer, government agency, professional organization or licensing authority? No

Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism, or voyeurism? No
Have you engaged in the illegal use of controlled dangerous substances with the past twelve months? No

Have you been, within the past year, convicted of driving under the influence (DUI) or have you been charged with DUl and been
convicted of a lesser offense such as reckless driving? No

Has your medical training or medical practice been interrupted or suspended for a period longer than 60 days for any reason other
than a vacation or maternity leave? No

The term "currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recently enough that the condition referred to may have an ongoing impact on one's functioning as a physician,
or within the past two years.
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By agreeing with this data, you are signing this registration form and attesting that the material has been supplied by you, the
licensee, and that all information is correct. Knowingly providing false registration information to the Alabama Medical Licensure
Commission may result in the loss of your license to practice medicine.
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