APPLICATION -

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

NAME IN FULL (print} "*é‘"f'% o ‘.\ Q ‘L(‘g N v k;j\\r'-- Rﬁ\\/ & "f:___

Business Address

City _ State County

Branch of Healing Arts you are to practice \p\__ *Q:‘\ ‘ tf:) (> é \/' N
Date D \=7 c,{\ Phone No. (Office)

Phone No. {Home ) £, ¢m 223~y ¢
W
Y
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-+ Business " Rou e 2,
o .Addﬂ'ss U Elountvilis, Tennossee 37617
3 ngensa‘# - | Dateissued 7 /12/79

pgpmmowrens . N? 6504 M

: RENEWAL
APPLICATILON

I FOR.CERTIFICATE OF REGISTRATION FOR 1979+
'ETATE LICENSING EOARD FOR THE HEALING . ARTS

e Fublh: Sui’e!y Bullding
. MDNTE’«C'MEHT ALABAHA 36130

Every persun 11censed to practme any branch of the Healing Arts in the State a:{.’
i Alsbama; shall on or before the 31st day of December of each vear apply to this
- Board for a certificate of registration which' shall be effective during the next
c.,xlelld.ar year 'I'he $10. 00 fee must accompany tl‘u.s apphcatmn

' 2 pa:d by .Tanuary 3151 yau must pay an addihunal $20.00 penalty £ur remsia.te-

Narne and C‘c_z::'; sillavhon Towis. Moo D

; C'o;unty' |

' FOR CHANGE OF ADDRESS ONLY




RENEWAL APPLICATION NG, 5-/‘9" w
FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 18806.

STATE LICENSING BOARD FOR THE HEALING ARTS
Public Safety Building

Montgomery, Alabama 36130
Fhone Z205/832-5081 JRN 2 '3 '%%0 |

Every porson licensed 1o practice sny branch of the Healing Arts in the State of Alabama shall on or befors the 31st day of December of
each vear apply to this Board Tor a Certificate of Registration which shall be effective during the calendar year.

RENEWAL FEE $10.00 ..., IF NOT RECEIVED BY JANUARY 31st, A PENALTY OF $20.00 PLUS THE $10.00 RENEWAL FEE WILL
BE CHMARGED, RETURN ENTIRE FORM WITH FEE,
Name and Mailing Address: Business Address:

GaRy € EOYLE
RT &

BLOURTVYILLES TH 37&LT s B&

LIGENSE 80 OQstAD I55uUBD: CT/15/79

[:] The above addresses are correct. f 73 .M ) i
o (5333 -F5%
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RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1981,

STATE LICENSING BOARD FOR THE HEALING ARTS
908 5, Hull Straet, Room 11C BEC
Mantgomery, Alsbama 36130 ' 1 5 ?98?
* Phone 208/B32-5051

Evwry person licensed to practice any branch of the Healing Arts in the State of Alabama shall on or before the 315t day of December of each year apply 10
thig Board for a Certificate of Haglstratmn which shall be effective during the calendar year,
REMEWAL FEE $10.00 ... IF NOT RECEIVED BY JANLIARY 21st, A PENALTY OF $20.00 PLUS THE $10.00 RENEWAL FEE WILL BE CHARGED. RETURN ENTIRE
FGRM WITH FEE,

N . Por ot O a ‘%)w
Name and Mailing Address: Business Address: ¢ -[M A tn
: 157 Blountville Highway

QGary Clayton Bovle, M. T. ' Bristol, Tennassee 37620
Raute 2
Blountville, Tennessse 37617 T Y R VT C PR b
o : : el
3882 7/18/79 ? (S T8 - Ao

{ i} The above Addresses are correct.




RENEWAL APPLICATION
: FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1982.

ALABAMA MEDICAL LICENSURE COMMISSION
908 South Huli Street, Room 110
Montgomeary, Alabama 36104
Phone 205/832-5051

Every physician and ostecpath licensed te practice medicine/osteopathy in the State of Alabama shall, on or before the 31st day of December of each year,
apely 1o this Commission Tor a Centificate of Registration which shall be effective during the cslendar year.

RENEWAL FEE $50.00 — Failure to register and pay the annual registration fee within 30 days after regictration becomes due will resilt n the ayto-
matit revacation of the current license without further notice or hearing as provided in Act. No. 81-218, Code of Alabama, Section 12,

Name and Mailing Address: ' Business Address:

GARY C BOYLE

RT 2 157 ELOUNTVILLE HWY
BLOUNTVILLE, TN 375L7 BRISTOL, TN 3762C
LICENSE #: 000B882 ISSUED: 07/18/7%

D The above Addresses are correct,




IREN EWAE APPLICATION

* ° FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1983

)
:ﬁﬂ i gn ALABAMA MEDICAL LICENSURE COMMISSION
i i 908 South Hull Street, Room 170
- ' Montgomery, Alabama 36104
; Phone 205/832.56051

Bvery physmgn and dstenpath licensed to practice medicine/osteopathy in the State of Alabama shall, on or before the 31st day of December of each year,
apply T this cnmmnss»on for a Certificate of Registration which shall be effective during the colendar year,
RENEWAL FEE $50.00 — Failure to register and pay the annual vagistration fee within 30 days after registration becomes due will resylt in the aute-
matic rcvbcatlop ‘of the current ligense withaut further notice or hearing as provided in Act. No,B1-218, Code of Alabama, Section 12,

towr

Nan’"\“é "én:d.'Mailing Address; Business Address:
GARY C HOYLE SELF
RT 2 T iG1 NEW KINGSPORT HwY
BLOUNTVILLE, TN 37817 BRIZTEL, T 57620
LICENSE %2 OCREBEZ ISSUED: Q718779

I l The above Addresses are correct.




'RENEWAL APPLICATION

FOR A CERTIFICATE QF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA [N 1984
ALABAMA MEDICAL LICENSURE COMMISSION
“ Post Otfice Box 887
Montgomery, Alabama 36101
Phone (205} 832-50581

Every physician and osteopath licensed to practice medicine/osteopathy in the State of Alabama shail, an or bafore the 315t day of December of cach year,
apply to this Commission for a Certificate of Registration which shall be effective during the calendar 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).

Name and Mailing Address: Business Address;
SaRY C BIYLE SELFR
KT & IUL NEW KINGEPORT HiY
SLDUNTVEILLE, TH 37617 SRISTOL, TN 37622
L ICENSE #: L008832 ISSUED: GT/18/79

[Zﬁe above Addresses are correct.




RENEWAL APPLECATHUN

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1985

- ALABAMA MEDICAL LICENSURE COMMISSION
: Pozt Office Box B87
- ] . Montgomery, Alabama 36101-C887
’ = Phone (205} 261-4153

Every phymman an&nsteepath litensed 1o practice medicine/osteopathy i in the State of Alabame shall, on or before the 315t day of December of aach year,
apply to:this Cm‘hrmssmn for a Gertificate of Registration which shell be effective during the calendar year.

R ENEWAL FEE £50.D0 -- Failure to register and pay the annual registration fee within 30 days after registration
becomes Nue-will result in the automatic revecation of the current license without further notice or hearing as

provided in §34-24-337, Code of Alabama, (1275).

Name fno Mailing Address:
GARY C BOYLE
RT 2
BLOUNTVILLEs TH 37617

LEICENSE #:@ C0O8882

ISSUEL: Q7/18/79

Business Address:

SELF
+01 NoW KINGSPGRT HWY
BRISTOLs TN 37620

B/The above Addresses are correct.




RENEWAL APPLICATION .

e

FOR A CERTIFICATE OF REGISTRATION 7O PRACTICE IEDICINE {N ALABAMA IN 1936

ALAEAMA MEDICAL LICENSURE
Post Office Box 887

OMMISSION

Montgomety, Alabama 36101-0B87

Phane (205) 261-4753

Every physician and osteopath licensad to practice medicineg/osteopathy in the State of Alabamas shall, on or before the 31stday of Dacember of each year,
spply to this Commission for a Certifieate of Registration whigh shail be affective during the calendar 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).

Name and Mailing Address:
GARY £ S50vYLE
RT 27

SLOUNEVILLEy TN 37cl7

LICENSE #: OulBBal

Uil18/9%

Business Address:

SELE
Lul WEw KINGSPORT HWY
BRISTOL, Tw 37620

E;}/The above Addreszes are corragt.




RENEWAL APPLICATION -

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1587
ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box 887
Montgemery, Alabama 36101-0887
Phone {205) 261-4153

-

Evary physician and osteopath licensed to practice medicine/osteopathy in the State of Alabama shall, on or before the 31stday of December of each year,
apply to this Commission for a Certificate of Registration whish shall be effective during the calendar 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 revoeation of the current license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, (1975),

MName and Mailing Ad :
GARYe 2rdfyng Address

Buziness Address:

SELF
?i\T 2 201 HEW HINBSPLORT HWy
ELOUNTVILLEs TN 37217 SREISTOLy TH 37820
LICENSE 2?2 J00385= IS5UEDL QT/is8/1s9

D The above Addresses are correct.




RENEWAL APPLICATION

FOR A CERTIFICATE COF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1 938
ABAMA MEDICAL LICENSURE COMMISSION S
Past Office Box 837
Montgamaery, Alabarna 36101-0887
Phone (205} 261-4153

Every physician and ssteopath licensed to practice medicine/osteopathy in tha State of Alabama shail, on or before the 31st day of Decamher of vach year,
agply 1o this Commission for a Certificate of Registration which shall be effactive during the calendar year,
RENEWAL FEE: $50.00 --- Failure to register and pay the annual registration feg within 30 days after registration
hacomes due will result in the auiomatic revocation of the curreni license without further notice or hearing as
provided in § 34-24-337, Code of Alabama, {1975).

Mame and Mailing Address:; Buginess Address:
SARY L DOYLE R R
B I2I NEN KINGZPORT HKY
SLCURTYILLEy TN 374217 DRITFTEL, TN 3T7T&20
LJICOENST ST DOCB8S8AT IS3UEDs UTFFi8/TO

D The above Addresses are correet.




RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1984

— Pr» ALABAMA MEDICAL LICENSURE COMMISSION
o % Post Qffice Box BRY
L AR o \(’\ Montgomery, Alabamez 36101-0887
N ‘1_ & Phone (205} 261-4153

Evary physician™dd og teawa‘i’h ligensed o practice meadicine/asteapathy in the State of Alabama shall, on or before the 31st day of
December of aach vaal-goply tcNS" Comrmuzsion for 3 Ceruficate of Registration which shail be sffective during Lhe calendar year.

RENEWAL Fgt: §50.00 - Failure to register and pay the annuai registration fee within 30 days after
ragistration becomes_ dfie will result in the automatic revocation of the current license without further
notice or heering as provided in § 34-24-337, Code of Alabama, (1975).

Name and Mziling Address: Business Address:
GARY C BOTLE SELF
RT 2 101 NEW KINGSFORT HWY
BLOUNTVILLE, TN 378617 BRISTOL, TN 37620

LICENSE d: 0008882 ISSUER: 07/18/79 O
I¥ your sddresses are difterent from those shown, make cerreclions on bagk:
WITHIN THE FAST YEAR: YES NO
1, Have yow hean cgnvictad af a folony ar af any offense ifeleny/misdemesnor! invelving the practicn of
medicing, PR

Has vour certifiesme 61 gualiticatians "or 1iTensem e prociice medicme in @0y $121S O6Gen suspended,
revoked, restricted, curtdled o voluntarily surrendered under threat af sospension or revecation? m——

g

3. Mave your stall priviieges at any hogpital or heslth sare fagitity been revoked, suspended, curtsiled,
fimited o plazad unoer conditions rast YC'Hng your praslice?

AN KR

4, Heve you bean denied 3 eeriificote of qualification or a license 1o praciice medicing 1N any Sta1e o
has your application for o cartificate of qualification or license 1o Eractice reegicing been withdrawn
under threat or clim? ——

5. Are you now or have vou baqn padicted 1o tha use of aleohe! or controlied substaneas? —_

6. tave you been diaghosed snd/or treated for & menmial illness?

7. Have you had a judgerman! rendered 4gansl you, or astian settied relating to the periormance of your /-"'
professionat service? — e

§.  To your Bnowledge, ate voo the subjact of an mvestigation by any ficensing Bosrdihgency as of the /
date ol this renews] apphcaton? Q}_g) K_ ———
| certify that the sbove miormstion 18 corract et .(:-’ N e = 'ﬂ ( '\Q\\ \[F) i ? / S 2 3’

Signarture Date

2

(Do Not Deatachl




RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ZLABAMA IN 1880
R ALABAMA MEDICAL LICENSURE COMMISSION
Post Office Box BR7
Montgcmery, Alabama 36101-D887
Phone (205} 261-~4153
Every physician and osteopath ligensed to practice wnadicine/osteopathy in the State &f Alsbamez shall, on or before the 31st day of
Docember of each year, apply to this Commission for a Certificate of Registration which shall be effective during the catendar year.

RENEWAL FEE: $50.00 --- Failure to register and pay the annua! 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, {1875

Name and Mailing Address: Busginess Address:
GARY C BOYLE SELF
RT 2 101 NEW KINGEPORT HWY
BLOUNTVILLE, TN 37817 BRISTOL, TN 37820
LICENSE #: 0008882 ISSUED: 07/18/79
If your addresses are different from those shown, make corrections on back:
WITHIN THE PAST YEAR: - oA YES  NO
1. Have you been convisred ot 2 felony or of any offense (fel:-'nylmisdameanor} invelving the practice of -
medising., - _ﬁ'_:
2. Hes veur certitficate of gualificotions or licnnse 1o practice madicine in any state been suspehded, /-""’
revoked, reswicted, curtailed or veluntarily surrendered under throat of suspension ar revocation? — iy
3. HMave your staff privileges at any hospital or health care facility boon revoked, 2uspended, curteiied, //
lirmited or pleced under conditions restricting yaur practica? - —
4. Have ypu been deniad ¢ cortificate of qualification ar ¥ license 1o practice medigine in any ziate or
has yaur opplication for a certificate of qualificetion or license te practice maditine been withdrawn /"'"
under threat or olaim?
5. Are you now or heve you hoen addicted 1o the use of aleshol or contralied substances? /’f
6. Have you been diegnexed andior treated for 2 mental illness? — r"":—.
7. Have you had a judgement renderad sgainst you, or action settied relazing to the perfermence of your -~
protasaiahal service? —_— .
4. Te your knowledge, are you the subject of sn investigation by ony licensing BoardlAgeney zs of the /""
date of this renewal applicetion? ——— -t

| certify that the above infermation is correct




RENEWAL APPLICATION

FOR A CERTIFICATE OF REGISTRATION TO PRACTICE MEDICINE IN ALABAMA IN 1991
ALABAMA MEDICAL LICENSURE COMMISSION

Post Office Box B87
Montgomery, Alabama 36101-0887
Phone (205} 261—4153

Evary physician and ostenpath licensed tw practice medicine/ostecpathy in the State of Alabzma ghall on or bafore the 31st day of
December of each vear, apply 1o this Cormmizsion for a Certificate of Registration which shall be effective during the calendar yaar.

RENEWAL FEE $75.00 --- 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:
GARY ¢ BOYLE v SELP
RT 2 103 NEW KINGSPFORT HWY
ELOUNTVILLE, TN 375617 G BRISTOL, TR 37820
LICENSE #: 00pBSS2 ISSUED: 07/18/79
If your addresses are different from those shown, make corrections on back:
WITHIN THE PAST YEAR: YES NO
1. Have you been vonvieted of 2 feleny or of eny offonse tfeipnyimisdemeanor) invallving the prastice of /
medicing, r— ——
2. Has.yeur cortificete.ol ouslifications o lioense 10_bractice medicing in_snv staze bees suspended, e
revoked, restricted, surtailed or veluntarily surrenderad under threet of suspension or ravocgtion? — oy

3. Wave your stalf priviteges a1 eny mospital or heatth sare facliity been revoked, suzpended, curtallad,
timited or placed under conditions restricting your practice? —

A

4, Have yow been denied a certificate of qualification or a license to practice medicine in any state or

has your application for o certificate of qualification or license to practico medicine been withdrawn

undar threat or claim? ’ ———
5. Are you now or have you been addictad to tha use of aleoho! or controtled substances? —
G, Have you been diagnosed ond/or treated for 8 mantal [ness? -

7. Have you hod o judgement rendered against you, or setionsettlod relating to the porfermance of your
protessional service? v —

l\l AR

8. Te your knowledge, are you the subsject of an investigation by sny licensing BoardfAgency as of the
dete of this remewal sppiication?
2

' —
| certify that the above information is correet N (P o A i:\ N Y_) fen 2 BF 74)
© Tignater: = Dafs
(Do Not Detachl

R S o e o m .
fadll e




RENEWAL APPLICATION

FOR A CERTIFICATE OF BREGISTRATION TO PRACTICE MEDRICINE IN ALABAMA IN 1382
- = ALABAMA MEDICAL LICENSURE COMMISSION
Past Office Box 887
Montgomery, Alabama 361071-0887
Phane (205} 261-4153

Every physician and osteopsth licensed to practice medicine/osteopsthy in the State of Alsbama shall, on or before the 31st day of
Dacember of each year, apply to this Commission for a Certificate of Registration which shall be effective during the salendar 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 fucther

notice or hearing as provided in § 34-24-337, Code of Alabama, {1975

Name and Mailing Address: Business Address:
GARY C BOYLE SELF )
RT 2 101 NEW KINGSPORT HWY
}?;LDUNTVILLE. TH 37617 - BRISTOL, TN 37820
LICENSE #: 0C0B882 ISSUED: 07/18/79 .
If your addresses are different from those shown, make corrections on back:
WITHIN THE PAST YEAR: VES
1. Have you heen convigted of & falany or of any offense {felony/misdameancr} invelving the practice of -~ . .-
medicine. . ——

Hys your cartificete of quaiifications or licenss 1o practice medicing in any state been suspeonded,
revoked, restrieted, curtailed or voluntarily surrgnderad undar threat of suspension or rovegation? ——

!\1

3. Heve your stI¥f privileges at any hospital or heslth care facllity been rpvoked, suspended, curtailed,
timited or plaged under tonditions restricting your progtice?

4, Have you heen daniad a certificate af qualifizatian ar o licanse 1o practice medicine in ahy state of
has your applicatien for o certificate of guailficetion or license to practice moedicing been withdrawn
under threat er ¢laim?

LN

\

8. Are you now or have you been sédicted to the use of alcoho! or controlicd sybstances?

\

6. Hpve you been dizgnosed and/or trested for g mentat iliness?

\

7. Havo you had a judgemant rendered against you, or setian spttied releting to the performance of your
profedsional service? .

f
I

B. Te your knowledge, are vou the subject of an investigation by any licensing Board/Ageney s of the
dote of this renews! sprlivation?

| pertify thet the above infarmation is correct

Signature
Do Not Detachl




RENEWAL APPLICATION
For a certificate of registration to practice medicine in Alabama in 1993

Alabama Medical Licensure Commission
Post Office Box 887
Maontgomery, Alabama 36101-0887

Phone (205) 242-4153

Home Address:
! Street, 452 C oD @ \QM,.M.-
~ - Clty %‘{\b\.&_ﬁh\% \\‘—Q_,_.

State_ vope 7B e T
Business FAX#:( )

Name and Mailing Address

LICENSE #: 0008882 ISBUED: 07/18/78%

GARY C BOYLE
RT 2
BLOUNTVILLE, TN 37617 )&ﬂ?

oY ¥

[IMake eorrections to mailing address on reverse.

Ocheek if vau autharize yaur FAX# to be published in a directary

i Every physicien and osteopath ficensed to practice medicine/osteopathy in the State of Alsbama shall. on_er before the -
31st of December of sach yesr, apply to this Commission for a Certificate of Regisiration which shall be effective during
the calendar year.

registration bec

notice or hearing Dvided in § 34-24-337, Code of Alabamaz {1975).

{Check 2 or b} For CME Certification

3l

—— | hersby certify that | have met the
annual  minimum  continuing  education
requirement of 12 hours of Category |
continuing  medical sducation during the
calendar year ending December 31,
1992

Within The Past Year

1.Have you been convicted of a felony or of any
offense (felony/misdemeanori involving the practice ot
medicing?

2 Has your certificates of qualification or feense to
practice redicine n any staie been suspended,

-
17}
t
=

o}

\

revoked, restricted, curtsiled or voluntarily surrendered -
b} | cartifiy that | am exermpt from the under threat of suspension or revocation? el
minimum  continling | medical  education | 3 Mays your steff privileges at amy hospital or health
requirement for the following reason care faciity been revoksd siuspendsd  curtsiled,
limited or placed under conditions restrictng your -
e practice? o

heck yelow If You Answered (b}

T do not reside in the State of Alabama
and do not have a significant portion of
my tedical practice in Alabarra

— | recsived my Initial license 1o practice
medicine in Alsbama after June 30th of
this calehdar year,

| reinstatsd niy licehss o practice
medicine in the State of Alshama after
Juns 30th of this calendar year.

e | am retred from the practice of
medicine and have obtaned a walver
from the Board of Medical Examiners.

—— | am a resident physician strolled in a
residency fraining program

4. Have you besn denied a ceriificate of qualification or
license to practice medicine in any state or has your
application for a certificate of qualification or license
io practice mesicine been withdrawn under threst of
danial?

B Are you now or have you been addicted to the use
of aleohol or confrolled substences?

6. Have you been diagnosed and/or treated for a mental
ilness and/or serjous physical iiness?

7. Have you had a judgement rendered aganst you, or
actioh seftled rslating io the performance of your
professional service?

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

|

M

1

N NN

Siénature

| certify that all information on this ferm is coneﬂg%._g_@ P, /(_.«W)

Brach)




Name & Mailing Address

Make addrass corrections in (4) below)

RENEWAL APPL

For a certificate of regisiration 1o practice medicine in Alabama in 1994
Alabama Medical Licensure Commission + Post Dffice Box 887 « Montgomery. Alabama 36101-0887 « Phone {208) 242-41583

M Every physician and  osteopsth  licensed 1o

{Rav. Q&/23)

practice

medicing/ostacpathy in the State of Alabama shall, on or before
the 3Tst of December of each year, apply to this Comemission
for a Certificate of Reglsh'atlon which shall bs effective during

the- calendar year. _

Y SO

aﬂ W-lar 2

eontinuing  medical  educsation reduirement for

the following reasom

Check One Below If You Answered (b)

| do not reside in the State of Alabama and do
not kave a significant portion of my medical
practice in Alabama,

= | received my initial license (o practice
medicing in Alabama after June 30th of this
calendar year,

| reitstated my license to practice medicine in
the Stale of Alabgma zfter June 30th of this
calgndar year,

= | am retired fram the practice of medicine and
tave pblaingd a waiver from the Board of
Medical Examiners,

| am a resident physician enralied in a residency
training program.

: | certify that all information on this form is correct % 6} @*ﬂ

. Are you now or

, Have you had a

, Have your staff privileges at any hospital or health ¢are fagility

been revoked, suspended, curtailed, limited or plaged under

conditions restricting your pragtice?

. HMave you been denied a certificate of qualification or license

to, practice medicine in any state or kaz your application for a
certificate of qualification or license to practice medicine
been withdravwn under threat of denial?

have you been addicted to the use of

alcohal or cantralled substances?

. Have you besn diagnosed and/or treated for a mental illmess

anrd/er serisus physical illness?

udgement rendered againsl you, or action
cettled the performance of your professional

servicar

relating to

. To your knowledge, are you the subject of an invesligation by

ary licensing Board/Agency as of the date of this application?

LICENSE #: 00008282 ISSUED: 7/18/197%
W Renewal Fée: $100.00 -~ F 'Iure to register and pay the annual
?g:LﬁESAE}Ng;é;}?NHW‘I registration “aé "withi days after registration becomes due
will result in t g automatic revocation of the cwrent license
without further notice or hearing as provided in §34-24-337
B - r
RISTOL #7820 Code of Alabama {1975).
(Gl?a or b) For GME Certification Within The Past Year: Yes No
a. L | herety certify that | have mel the annual 1, Have you been convicted aof a felony or of any offense -~
minifmum  ¢onbinuing  gdugabtion reguirement of (felony/misdemeanar) involving the practice of medicine? [ &=
12 hours of Calegory | continwing medical | ) o - .
gdugalion during the calendar year ending 2. Has_y'our'.ceruncam of qualification or - heense 1o practice
December 31, 1993, medicine in any state been suspended, revoked, restristed,
' curtailed or veluntarily surrendered under threat of suspensian
PL ...~ 1 certifiy that | am exempt from the rnimimum or revocation? Im|

NG

Sigriature




License Renewal for 1995 State of Alabama
Deadline is December 31, 1994 Medical Licensure Commission
205/242-4153

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

Complete BOTH sides including sigpature.
Be sure to correct or supply ALL information.
Retrn with $100.00 renewal fee,
Incomplete applications will be retrned,
GARY CLAYTON BOYLE , M.D. Failure to register and pay renewal fee will result in the
101 NEW KINGSPORT HWY automatic revocation of the enrrent license to practice
medicine or osteopathy,

BRISTOL, TN 37620

d
Please make corrections or supply information: License # 00008382 Sex: M A ¥ ]
Race: White [\_/]/Black {1 Am. Indian [] Oriental or Asian [ ] Other [ | Social Security_
Office Address: Home Address:
WE'W‘W’&R‘!"HWY\V 452 CAMP PLACID RD
290 | .Stk It
City, State, Zip: BRISTOL, TN 37620 City, State, Zip: BLOUNTVILLE, TN 37617
County: ek L)) ' County:
PBusiness Phone: (e 1% 4L, % D1 ) Home Phone: ()
Fax Number: {81% Q&S24 . . (W]ll.not be published) .
Permission to publish in Roster: Yes [] No [X] Send official mail to Business or Home address (circle one)

Specialty: Primary: OB/GYN Board Certified: Yes [ | No [X]

Secondary: Board Certified: Yes [ ] No [XI

Form of Practice; [] Solo E’farmership (2,3 or 4) [] Group (5 or more) If Group, give name:

Primary Hospital where yon have staff privileges:
Namﬂ:!& FiShal 'P\ug\w\@,[' MC&Q al ~ City/State: ‘_&fi_&h L @—«\3 N
Are you licensed in another state: Yes I]{]/ No[ ] Whichones: [STIC.I[_ [I £ %J

T s

CME Certification: (Check one)

G/ﬁereby certify that I have met the anmual mininmm continting education requirement of 12 hours of Category I continuing
medical cducation during the calendar year ending December 31, 1994, A

[I Icertify that I am exewpt: from the mintmum continuing tuedical education requirement for the following reason:

0 T do not reside in the State of Alabama and do not have a significant portion of my medical practice fn Alabama.
[1 I received my initial license (o practice medicine in Alabama after June 30th of this calendar year.

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

[} I am a resident physician enrolled in a resideney training program.

{1 T 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 alf information. OVER




Within The Past Year:

L

K

Have you been convicted of a felony or of any offense (felopy/misdemeanor)
involving 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
guspension or révocation?

Have your staff privileges at any hospital or health care farility 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 leense to
practice medicine been withdrawn under threat of denial?

Are you now or have you been addicted to the use of aleohol or contrelled
substances?

Have you been diagnosed and/or treated for a mental illness and/or serious 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 -in.formation on this form is correct:

Q-;z@&@w

SN N N N N N N -

z;/f’ﬂ’sé

Signature

« Complete both sides, including signature.
» Be sure to correct or supply all infarmation.

Incomplete applications will be returned.

Return with $100.00 renewal fee to:

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

DEADLINE — DECEMBER 31, 1994

Date




’ License Renewal for 1986 State of Alabama

Deadline is December 31, 1995 Medical Licensure Commission
33472424153

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

Complete BOTH sides including signature.
Be sure to correct or supply ALL information.
Raturn with $100.00 renewal fee.
**AADG 377 Incomplete applications will be returmed.
b Failure to register and pay renewal fee will result
in the automatic revocation of the current Heense to
practice medicine or osteopathy.

(Gary Claytan Boyle , M.D.
2901 W State St 5

Bristol, TN 37620 1677
IlllllillllllIIIIllI!IuIIIIll!IIBI!IIIllEIIIIIIIIIIIIIIIIIIIII

Please make corrections or supply information: License 8882 parzassuen: 07/18/79  Sex: M [X] FL
Race: White [X] Black [J Am. Tndizn [ ] Oilental or Asian [ ] Other ] Social Security deil i
Office Address: Home Address:
2001 WEST STATE STREET 452 CAMP PLACID RD
City, State, Zip: BRISTOL, TN 375620 City, State, Zip: BLOUNTVILLE, TN 37617 5303
(Alabama) County: ' {Alabama) County:
Business Phone: (615)968-2182 Home Phone: (6815)323-2161
Fax Numnber: (615)968-7589 ~ (Willnot be published)
Permission to publish in Roster Yes [_] No [X] Send official mail to:ﬁgrsr;gess [ ] address {check one) -

Specialty: Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes [ ] No[]

Secondary: Board Certified: Yes{ 1 No[ ]

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

Primary Hospital where you have staff privileges:
Name: BRISTOL REGIONAL MED City/State: BRISTOL, TN
Are you licensed in anctherstate? Yes [X] No [ ] Which ofgs: [TN] [GATNC][SCI L1

CME Certification: (Check one)

{f | hereby certify that 1 have met the annual minimum continuing education requirement of 12 hours of Category | comtinu
medical education during the calendar year ending December 31, 1985,

[ | certify that | am exempt from the minimum continuing medical education requirement for the following reason:

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

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

] 1 eam a resident physician enrelled in a residency training program.

f] 1 &m retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners,

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

DEADLINE IS DECEMEER 31, 1995




Z
=)

1. Have you been convicted of a felony or of any offense (felony/misdemeanor)
involving the practice of medicine 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? 0

3. 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? O

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

5. Are you now or have you been addicted to the use of alcohol or controlled
substances within the past year? 0O

6. Have you been diagnosed and/or treated for a mental illness and/or serious physical
illness? ; O

7. Have you had a judgement rendered against you, or action settled relating to the
performance of your professional service within the past year? 0

8. 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? ]

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.

PR AN

1 certify that all information on thig form is correct.

SO SO Lo W0 ] Jo-19- 4"

Signature Dare

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

Incomplete applications will be returned.

Return with $100.00 renewal fee to:

Medical Licensure Commission
P.O. Box 8§87
Montgomery, AL 36101-0887




License Renewal for 1997 State of Alabama
Deadline is December 31, 1996 Medical Licensure Commission
3341242-4153

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

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

Return with $100.00 renewal fee.
Incomplete applications will be returned.

Failure to register and pay renewal fee will result

B SAT ST LESMED. practice medicine or osteopathy.
BRISTOL TN 37620-1718

in the autornatic revocation of the current license to

Please make corrections or supply information: License 8882 DATE-ISSUED: 07/18/79 Sex: M X1 F[]

Race: White [X} Black { 1 -Am-In¢tan-{=}-Oricntat or Asian{_1*Gther{ - '-SOum-swmhy—#%—"
Enter #

Office Address: Home Address:

2901 WEST STATE STREET 452 CAMF PLACID RD

City, Stete, Zip: BRISTOL, TN 37620 City, State, Zip: BLOUNTVILLE, TN 37617 5303

{Alabama) County: (Alabama) County:

Business Phone: (615)968-2182 Home Phone: (615)323-2161

Fax Number: (615)968-7589 (Will ot be published)

- Permission to publish in Roster: Yes [_] No [X] Send official mail to: Business [ ] address (check onc)
Home [ ]

Speciality: Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes [ ] No []

Secondary: Board Certified: Yes[ ] No[]

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

Primary Hospital where you have staff privileges:

Name: BRISTOL REGIONAL MED City/State: BRISTOL, TN
Are you iicensed it another stale: Yes (X] ‘No -] ~“Which ones: ['1IN] (GA] INCI{SC) () C -

CME Certification: (Check one)

Eéreby certify that I have met the annusl minfmum continuing edncation requirement of 12 hours of Category 1
continuing medical education during the calendar year ending December 31, 1996.

0 Icertify that I am exempt from the minimum continuing medical education requirement for the following reason:

{11 do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
(1 I rcceived my initial license to prectice medicine in Alabama after Tune 30th of this calendar year.

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

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

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

Complete both sides including signature. Supply or correct all information.
DEADLINE IS DECEMBER 31, 1996

OVER




10.
11.

12
13.

14,

SERVICE PRINTING GO, (aar) 259-0058

Have you bocL-l convicted of a felony or of any offense (felony/misdemcanor) involving the practice of medicine within the past yvear? [ ] ,Vl/

Has your ceriificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or H
voluntarily suftendered under threat of suspension or revocation within the past year? [1 M/

Within the p
or any other

privileges at any hospital or health care facility been rcvoked, suspended, curtailed, Timited or placed uader
icting your practicc, wittn the past year? ot | A | ,}’"

NN

denied a certificate of qualification or license to practice medicine in any state or ha'yorr application for a
walification or license to practice medicine been withdrawn under threat of denial within the past year? 11

t year? 11 I

year? 1

year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia,
chotic disorder? 1 1

Do-you curteptly have any-mental or physical condition or impairment (including, but not limited to, substance abuse, .

alcohot abu
could affect,

Within the p
nervous, or

, or mentel, emotional. or nervous disorder or condition) which in any way currently affects. or if vatreated
our ability to practice in a compctent and professional manner? [1 V]”/

st ycar, have you ever raiscd the issue of consumption of drugs or alcohol or the issue of 2 mental, cmotional,
havioral disorder or condition as a defense, mitigation, or explanation for your actions in the course of any

administrativi or judicial proceeding or investigation; any inquiry or other proceeding; or any proposed termination by an

cducational i
Have you ev
Arc you

If your answ
which monif

Have you b
DUT and bee

Has your me|
other than a

The term “ey
Rather, it m
OF 4n assis

IF YOU BA

itation, ciployer, governmeat agency, professional organization or licensing authority? [1] [/{/
been diagnosed as having or have you ever been treated for pedophilia, cxhibitionism or voyeurism? [} V(’
ntly engaged in the illegal use of controlled dangerous substances? 11 I

to the preceding question is yes, are you currently participating in a supervised rehabilitation program
rs you in order to assure that you are not engaging in the illegal use of controlled dangerous substances? B N |

1, within the past year, ¢onvicted of driving under the mfluence (DUI) or have you been charged with
convieted of a lesser offensc such as reckless driving? S

Jicat teaining or medical practice been interrupted or suspended for a period loager than 60 days for any reason
acation? [l I

rrently” does not medn on the day of, or even in the weeks or months preceding the completion of this application.
s reeently enough so that the condition referred to may have an ongoing impact on one’s functioning as 4 physician
t to a physician, or within the past two years.

VE ANSWERED YES TQ ANY OF THE ABOVE QUESTIONS, PLEASE ATTACH A DETAILED EXPLANATION

WITH YOUR APPLICATION UPON RETURNING IT TO THIS OFFICE.

I certify that &l infomlaﬁon on this form is correct. ( [© ~Z(~ Z .(
Signature Date

+ Compiete both sides, including signature.
+ Be sure to 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




License Renewal for 1998
Deadline is December 31, 1997

L EE Mt

#*£3.DICIT 376
GARY CLAYTON BOYLE , M.D. 33

State of Alabama
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 ALY information.
Return with $100.00 renewal fee.

2001 W STATE ST 218 Incomplete applications will be returned.
BRISTOL. TN 37620-1718 9824 Failure to tegister and pay renewal fee will result
’ in the automatic revocation of the current license 1o
Ll ibisodd e biad B bl bl practice medicine or osteopathy.
Please make corrections or supply information: License 8882 patressuen: 7718/79 Sex: M [X] F (L] |

- R

Office Address;

2901 WEST STATE STREET
City, State, Zip: BRISTOL, TN 37620
(Alabama) County:
) M N
Business Phone: -‘Z( 3968-2182
Fax Number; &3’968-7589
Permission to publish in Roster: Yes [L] No [X]

Specialty: Primary: OBSTETRICS & GYNECOLOGY

Ruce; “White (X7 Black[_] Am. Indian{_j OriemmdioraAsian [ ] Otherj_] Sociai Security # 4NN -~ —~

Home Address:
452 CAMP PLACID RD

City, State, Zip: BLOUNTVILLE, TN 37617 5303
(Alabama) County:
Home Phone: (&F5323-2161

(Will not be published)

Send official rnail to: Business [ address (check one)
Home { ]
Board Certified: Yes[_] No [J’—_

Secondary:

Form of Practice:[] Solo  [X] Partnership (2, 3, or4)

Board Certified; Yes[_] No[_]

[) Group (5 or more) If Group, give name below:

Primary Haspital wheee you have staff privileges:
Nume: BRISTOL REGIONAL MED

City/State: BRISTOL, TN

Are you ticensed in another state: Yes (X No[ ] which ones: [TN] (GAY INCY [SC] VYA

Primary Care Information:
1. Are you actively engaged in clinical practice?

{Check onc): Yes [-.J]/No[ 1

2. Docs your practice include the delivery of primary care medical services? (Primary care is defined as: "Basic or general health

cara focused on the point at which a
room carc.”): (Check one): Yes [ No [ )

ient ideally first seeks assistance from the medical care system, exclusive of emergency

CS. AE»roximalﬁ:tI! how many hours per week do you practice the above-defined primary care services? ,’2 o)
1

Certification: (Check one)

b/ [ hereby certily that Thave met the arnual minimum continuing education requirement of 12 hours of Category I
cottinuing medical cducation during the calendar ycar ending December 31, 1997.
[ 1 Tcertily that T am exempt from the minimum continuing medical education requircments for the following reason;

1 do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama,
I received my injtial license to practice medicine in Alabama after Tune 30™ of this calendur year,

I am a resident physician enrolled in a residency teaining program,

I
I
[} Treinstated my license o practice medicine in the State of Alabama after June 30" of this calendar year,
Li
(1

Tam 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.
DEADLINE IS DECEMBER 31, 1997

'R T S

OVER
9824




L —

5.

fo

10.
11.

12,

14.

1 cestify that all information on this form is correct.

[y
.

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

Has yout certificate of gualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or
volunta.rily surrendered under threat of suspension or revocation within the past year?

. Have your smﬁ privileges at any hospital or health care ' facility been revokcd suspended curtailed, limjted or placed under
conditions n:stnctmg your practice, w:th.m the past year‘?

Have you been denied a certificate of qualxﬁcaqon 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 settled relating to the peﬁmmce 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 u'eaterl for bi-polar disorder, schizophrenia, paranoia,
__or any other psychoue disorder?

Do you currenﬂy have any mentsl or physical condition or impairment {including, but not hmlted to, substance abose,
alcohol abuse, or mental, emotional..or netvons disorder or condition) which in any way currently ‘affects. or if untreated
could affect, your ability to practice in a competent and professional manner?

Within the past ycar, have you cver raised the issue of consumption of drags or alcohol or the issue of a mental, emotional,
nervous. Or behaviorsl 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 ather proceeding; or any proposed termination by an
educational institution, cmployer, government agency, professional organization or licensing authority?

Havc you ever been diagnosed as having or have you ever becn treated for pcdophilia, exhibitionism or veycurism?

Are you cumrently engaged in the illegal use of controfled dangerous substances? ' .

¥ your answer ¥ the preccding question is yes, are ydu currently participating in a s'upérvised rehabilitation program

which monitors you in order to assure that you are not engaging in the illegal use of controlled dangcrous substa.uces?

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

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

The term “currently” does not mean on the day of, or cven 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 $0 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 OFFICE.

Slgu mre

Cmnplete both sides, including sngnaime.
Ee sure to supply all information.
Incomplete applications will be returned.

* e

Return with $100,00 renewsl fee to:

Medical Licensure Commission

' P.O. Box 887
Montgomery, AL 36101-0387

SERVICE PRINTING GO. (334) 268-0058

YES NO

I
[1
[1

(1]

[]
{1
[]

{1
{1

[]

u".x-l—-;\*{p “ﬂ&\ /o 'DZa:" 9 7

e




License Renewal for 1999

Deadline is December 31, 1998 State of Alabama

Medical Licensure Commission

3347242-4153

P.O. Box 887

Montgomery, Alabama 36101-0887

AUTO"MIXED AADC 360 Complete BOTH sides including signature.
GARY CLAYTON BOYLE . M.D. g1 Be sure w0 correet or supply ALL information.
2001 W STATE ST 1 Return with $100.00 renewal fce.
BRISTOL TN 37620-1718 1a3e Incomplete applications will be returned,
Failure 1o register and pay rencwal fee will result

l!l“Ilulll‘hlllll“Il!Hll“lnllln[“llhll‘|l|l|lliln“ in the automatic revocation of the current license 1o

practice medicing ot osteopathy.

Please make corrections or supply information: License 8882 pari-issuny 7/18/79 Sex: M [X]F [}

Race: White |X] Black [ ] Am. Indian [ ] Oriental or Asian [ ] Other [ ] Social Security #1

Office Address: Home Address:
452 CAMP PLACID RD
2901 WEST STATE STREET

City, State, Zip: BRISTOL, TN 37620 City. State. Zip: BLOUNTVILLE, TN 37617 5303

(Alabama) County: (Alabama) County: __

Business Phone: (423)968-2182 Home Phone: (423)323-2161

Fax Number: {(423)968-7589 {Will not be publi:\ed)/‘—
Permission to publish in Roster: Yes[ ] Mo [X] Send official mail to: Business [ ~] address (check one)

Home [ ]

Specialty; Primary: OBSTETRICS & GYNECOLQGY Board Certified: Yes| ] No [/

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

Form of Practice:] ] Solo [ X} Pzirtners}ﬁp (2,3,0r4) [ ]Group (5_01' more) [f Group, give name below:

Primary Hospital where you have staff privileges:
Name: BRISTOL REGIONAL MED City/State: BRISTOL., TN
Are you licensed in another state: Yes[X ] No [_] which ones: [TNJ[GA ] [NC] [SC] [VA ]

Primary Care Information:

1URre you achively engg@éd in ¢hinicat-practice? (Check oneym Yes [ No| |

2. Docs your practice include the delivery of primary care medical services? (Primary care is defined as: "Basic or general health
care focused on the point at which a patierT ideally first seeks assistance from the medical care systen, exclusive of emergency
room care."): (Check one): Yes 47 No [ ]

a

3. Approximately how many hours per week do you practice the above-defined primary care services? e

%@ertiﬁcaﬁon: (Check one)

[“] I hereby certity that I have met the annual minimum continuing education requirement of 12 hours of Category |
continuing medical education during the calendar year ending December 31, 1998,

{ 1 cenify thar | am exempt from the minimum continuing medical education requiremients for the following reason:

[ ] Vdonot 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 30" of this calendar year,
-[ ] Ireinstated my license to practice medicine in the State of Alabama alter June 30 of this calendar year.
{ ] Vam aresident physician enrolled in a residency training program.
[1 I'am rerired from the practice of medicine and have obtained a waiver from the Board of Mudical Examiners.

DEADLINE IS DECEMBER 31, 1998

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

License #3882 11434 BOYLE, GARY CLAYTON




YES NO

1. Have you been convicted of a folony or of any offense (felony/misdemeanar) involving the practice of medicinc within the past year? [ ] f/]/
2, Has your certificate of qualificetion or licensc to practice medicine in any state becn suspended, revoked, restricted, curtailed or
voluntarily surrendercd under threat of suspension or revocation within the past year? (1w
3. Huve your staff privileges at any hospital or health care facility been revoked, suspended, curtailed, Tinited or placed upder
conditions restricting your practice, within the past ycar? ' A (1 M/,
4, Havc you been denied a certifivate of qualification or license to practice medicine in any state or has your application fora
certificate of qualification or license to practice medicine been withdrawn under threat of denial within the past year? i { /7/
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 { /
6. To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the date of this applicaton
within the past year? 11 ¥
7. ‘Within the past year, have you been diagnosed with or have you been treated for bi-polur disonder, schizophrenia, paranota,
or any other psychotic disorder? 11 1 4’1
8 Do you currently have any mental or physical condition or impairment (including, but not Iimited o, substance abuse,
alcohol abuse, or mental, cmotionsl. or nervous disorder or condition) which in any way currently affects. or if untreated
could affect, your ability to practicc in a competcnt and professional manmer? (71 I A/’
9 Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issuc of a mental, emotional,
ncrvous. or behavioral disorder or condition &s a defense, mitigation, or explanation for your actions in the course of any 3
administrative or judicial procecding or investigation; any inquiry or other proceeding; or any proposed termination by an L
educational institution, employer, government agency, ptofessional organization or licensing authority? (v I q’/
10. Have you ever been diagnosed as having or have you cver been treated for pedophilia, cxhibitionism or voycurism? [y I /
11, Are you currently engaged in the iilcgal usc of controlled dangerous substanses? {1 [f]/’/
12. If your answer to the preceding question is yes, are you currently parti¢ipating in a supervised rehabilitation program /‘ |
which monitors you in order to assire that you are not engaging in the legal use of conirolled dangerous substances? i 1
13 Have you been, within the past year, convicted of driving under the influcnce (DUT) or bave you been charged with . 4/
DUI and been convicted of a lesser offcnse such as reckless driving? [} I
14, Has your medical training or medical practice been interrupted or suspended for a petiod longer than 60 days for any reason , [ */
] ]

other than a vacation?

The term “currently” docs not mean on the day of, or cven in the weeks or months preceding the completion of this applican'on..
Rather, it means recently encugh so that the condition referred to may have an ongoing impact on onc's functioning as a physician
or an assistant to 8 physician, o within the past two years, :

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

WITH YOUR APPLICATION UPON RETURNING [T TO THIS QFFICE.
(< Q) Lo %98

Date

1 certify that all information on this form is cormect. Shen
7 Signatu}c

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

* o

Return with $100.00 rencwal fee to:

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

SERVICE FRINTING GO, (334) 269-0058




‘License Renewal for 2000

State of Alabama
Deadline is December 31, 1999 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 fee,

Incomplete applications will be retumed.

T oo TG MIXED AADC 360

" GARY CLAYTON BOYLE , M.D. 48 . X ] .
.- 2001 W STATE ST q Failure to register and pay renewal fee will result .
"BRISTOL, TN 37620-1718 11504  in the automatic revocation of the current license to

practice medicine or osteopathy.

SRR I KO K T A BRI TR AN

-Please make cotrections or supply information: Liccnse 8882 vareassuep: 7/18/79 Sex: MXIF [ ]
Re_z_gg:;w_lli_jcg..[x]__gI_gc_ig_[“j_ Am. Indian [ ] Orlental or Asian [ ] Olher L] Soual Sr,cunty #

féfﬁ?‘;e‘.&ddrcss: ' : Home Address:

. 452 CAMP PLACID RD
901 WEST STATE STREET ,
“City, State, Zip: BRISTOL, TN 37620 1718 City, State, Zip: BLOUNTVILLE, TN 37617 5303
‘Alabdina) County: (Alabama) County: S
“'Busmess Phone: (423)968-2182 Home Phone: (423)323-2161
ax Number (423)968-7589 (Will not be published)
:Permission 10 publish in Roster: Yes [ ] No [X] Send official mail to: Business [v'] address {check oné)
' Home [ ] -
?Specmlty Prlmary OBSTETRICS & GYNECOLOGY Board Certified: Yes [ ] No m'/’
" - Secondary: Board Certified: Yes[ ] No [ ]
orm’ ofPractlce [ ] Solo [ X] Partnership (2,3, 0r4) [ ]Group (5 ormore) If Group, give name below:

T UEmer SSANE T T T —— ..

Puma.ry I-I'ospital where you have staff privileges:
lame:. BRISTOL REGIONAL MED City/State: BRISTOL, TN
Are you licensed in another state: Yes [X] No[_] whichones: [TNJ[GA] [NC] [SC] [VA]

N

_ Primary Care Information:

ﬂ’m::-y:m actively etpaped Hretinical pragies-in the State-ofAlabama? — — e -
© i ¥es [ 1Go to Question 2 No [t Do NOT answer questions 2 and 3 below Slup 10 CME Certification questlons

i ‘ergency care situation.")
.Yes [ 1Go to Question 3 No [ } Do NOT answer question 3 below. Skip to CME Certification questions.

-answered YES to questions | and 2 above.) Approximately hours per week.

.CME~Certification: (Check one)

£ hereby certify that [ have met the annual minimum continuing education requirement of 12 hours of Category I
. continuing medical education during the calendar year ending December 31, 1999.

I'certify-that ] am exenipt from the minimum continuing medical education requirements for the following reason:
] 1 do'mot reside in the State of Alabama and do not have & significant portion of my medical practice in Alabama,
L recmvcd my initial license to practice medicine in Alabama after June 30™ of this calendar year.

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

[1] I ar a resident physician enrolled in a residency training program.

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

" Complete both sides including siDEANISE 53 I CEMBER Binft9¥ation. OVER

License #8882 11504 BOYLE, GARY CLAYTON

—a—

2. Does your-practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or géneral .
datekeeper” health care focused on the point at which a patient ideally first secks assistance from the medical care system, exclusive of an-

3. Approxlmately how many hours per week do you practice the above-defined primary care services in Alabama? Only answer if you -




YES

1. Have you been convicted of a felony or of any oifense (felony/misdemeanor) involving the practice of medicine within the past year? [ ]
2. Has your certificate of qualification or license to practice medicine in any state been suspended, revoked, restricted, curtailed or

vohmtarily surrcndered under threat of suspension or revocation within the past year? [
3. Have your staff privileges at any hospital or health carc facility been revoked, suspended, curtuiled, limited or placed under

conditions restricting your practice, within the past year? [1
4, Have you been denied a certificate of qualification or Lcense to practice medicine in any state or has yonr application for a

certificate of qualification or license to practice medicine been withdrawn umder threat of denial within the past year? [1
5. Have you had a judgement rendered against you, or action settled relating to the performance of your profcssional service

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

within the past year? []
1. Within the past ycar, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia,

or any other psychotic disorder? i1

[~ ==~ -8-— --Do you currently bave any mental or physical condition of impairment (including, but not limited to, substance abuse, -

alcohol abuse, or mental, emotional, or nervous disorder or condition) which in any way currently aff\ects or if yntreated

could affect, your ability to practice in a competent and professional manner? [1
9. 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

educationa} institution, employer, government agency, professional organization or licensing authority? []
10. Have you ever been diagnosed as having or have you ever been treated for pedo%lia, exhibitionism or voycurism? []
11, Are you currently engaged in the illegal use of controlled dangerous substances? [1
12. If your answert to the preceding question is yes, arc you currently purticipating in a supervised rehabilitation program

which monitors you in order to assura that you are not engaging in the illegal usc of controlled dangerous substances? L1
13. Have you been, within the past year, convicted of driving under the influence (QUT) or have you been charged with

DUTI and been convicted of a lesser offense such as reckless driving? [1]
14, Has your medlical training or 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 completion of this application,
Rather, it meuns recently enough so that the condition referred to may have an ongoing impact on one’s ﬁmcnonmg as a physician
or an assistant to 2 physician, ot within the past two years.

F YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, FLEASE ATTACH A DETAILED EXFLANATION
WITH YOUR APPLICATION UPON RE GIT TO OFFICE.

I certify that all information on this form is corroet.

+ Complete both sides, including signature.
. Be sure to snpply all informeation.
+ Incomplete applications will be returned.

Return with $100.00 renewal fee to!

Mediecal Licensare Commission
P.O. Box 8%7
Montgomery, AL 36101-0887

SERVIGE PRINTING CO. (334) 269-0058




iicense Renewal for 2001 State of Alabama
Deadline is December 31, 2000 Medical Licensure Comrmnission
: 33412424153

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

Complete BOTH  sides including signature.

Be sure to correct or supply ALL information,
"AUTO**MIXED AADC 360 Return with $125.00 renewal fee.

GARY CLAYTON BOYLE , M.D. 54 Incomplete applications will be remmed.
2901 W STATE ST 1 Failure to register and pay renewal fee will result
BRISTOL, TN 37620-1718 12192 in the automalic revocation of the current license to

S practice medicine or osteopathy.
. I!'I!ll'“l|”"|‘|l|””“"”l”'l”ll”“Illllllll'll'lll”

=Pleasg make corrections or supply information: License 8882 DATE-ISSUED: 7/18/79 Scx: M [X]F []
Race White [‘{] Black [ | Am Indmn[ ] Oricntal or Asian [_] Othelf 1 Social Security # N N—

i e — Enter SSAN# -

ﬂlcg Addrcss. Home Address:

, 452 CAMP PLACID RD

2901 WEST STATE STREET

fCity,_State Zip: BRISTOL, TN 37620 1718 City, State, Zip: BLOUNTVILLE, TN 37617 5303
(AIabamn) County: _ ~ {Alabama)} County:

Busmess Phone: (479)‘)68 2187 Home Phone: (423)323-2161
Fn\ Number: (423)968-7589 (Will not be published)

' Pefmission to publish in Roster; Yes [] No [X] Send otficial mail t0: Business {\/raddress (check one)
S Home [ ] ' '
Specialty: Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes[ ] No[ ],

* ‘Secondary: Board Certified: Yes[ ] No

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

Ptimary Hospital where you have staff privileges:

ame: BRISTOL REGIONAL MED City/State: BRISTOL, TN

e you licensed in another state: Yes [X ] No{_] whichones: [TN][GA] [NC] [SC] {VA]
Prlmary Care Information:

l. A.re you actively engaged in ¢clinical p1. icc in the State of Alabana? )
.. " Yes[ 1Goto Question 2 No [L4Do NOT answer questions 2 and 3 below. Skip to CME Certification questions. i
; 2 Does your practice include the delivery of primary care medical services in Alabama? (Primary care is defined as: "Basic or zcnr.ral

‘cmergency care situation.")
Yes [ '] Go to Question 3 No[ } Do NOT answer question 3 below. Skip to 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 hotts per week.
CMfE Certification: (Check one)
{3} hereby certify that [ have met the annual minimum continuing education requirement of 24 hours of Category 1
« ' codtinuing medical education within the past two calendar years ending December 31, 2000,
1T certify that 1 am excmpt from the minimum continuing medica! education requirements for the following reason:
] I do not reside in the State of Alabama and do not have a significant portion of my medical practice in Alabama.
[} I réceived my initial license to practice medicine in Alabama after June 30™ of this calendar year.
[:]<1 remstated my license to practice medicine in the State of Alabama after June 30% of this calendar year.
(] Tam a resident physician enrolled in a residency training program,
+{:] I am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners.

DEADLINE IS DECEMBER 31, 2000
C'omplete both sides including signature. Supply or correct all information. OVER

License #8352 12162 BOYLE, GARY CLAYTON

atekeeper health care focused on the point at which a patient ideally first seeks assistance from the medical care system, exclusive ofan- 7



= ", WITH YOUR APPLICATION UPON RETURNING IT TO THIS OFFICE.

Yes No

1. Have you been convicted of a felony or of any offense (fclony/misdemeanor) involving the practice of medicine within the past year? [] H/
2. Has your certificate of qualificution or license to practice medicine in any statc been suspended, revoked, restricted, curtailed
or voluntarily surrenderéd under threat of suspension or revocation within the pust year? [] [ / 4
3. Have your staff. privileges at any hospital or health, care facxhty been revoked, suspended, cumulcd “Jimited or placed under .
conditions restricling your practice, wuthm tht: pa.ﬁt year? . S ] H/
4. Have you besn denied a centificate of quialification or ficensc to practice medicine in any state or has your application for a | o ' k
certificate of qualification or license 10 pracrice. medicine been withdrawn under threat of denial withio the past year? [ ] I/}/ .
5. Huve you had a judgement rendered against you, or action settled relating to the performance of your professional service d
within the past year? [] [/]/
6. 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? [ ] H/
7. Witlin the past year, have you been diagnosed with or have you been treated for bi-polar disorder, schizophrenia, paranoia,
or any other psychotic disorder? [1] [4’/‘
8. Do you currently have any mental or physical condition or impairment (including, but not limited to, subsiance sbuse, M
aleohol abuse, or mental, emotional, or nervous disorder or condition) which in any way currently affects, or if wntreated "
could affect, your ability to practice in a competent and professional manner? i1 H/
9., Within the past year, have you ever raised the issuc of consumption of drugs or alcoho! or the issue of a mental, cmotiona,
nervous, or bebaviorul disorder or condition as a defense, mitipation. or explanation for your actions in the course of any
administrative or judicial procesding or investigation; any inquiry or other proceading: or any propesed termination by an X
educationa] institution, employer, government agency, professional organization or licensing authority? [} [ /]/
10. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism or voyeurism? [] [ A/
1. Arc you currently engaged in the illegal use of controlled dangerous substances? [ [ a/'
13 If your unswer to the preceding question is yes, are you cumcntly participating in a supervised rehabilitation program
which monitars you it order to assure that you are not engaging in the illegal use of controlled dungerous substances? [] [ ]
- 13, Have you been, within the past year, convicted of driving under the influence (DUIT) or have you been charged with
: DUT and been convicted of 4 lesser offense such as reckless driving? [1 m/’ ]
14 Has your medical maining or medical practice been interrupted or suspended for s period longer than 60 days for any renson
other than a vacation? [] 2

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

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

I certify that all information on this form is correct. S - x NS K z ZO ""‘2 “—0Q

Si gnatur Daie
° Complete hoth sides, including signatiure.
+ Be sure to correct or supply all information.
* Incomplete applications will be refurned.

Return with $125.00 renewal fee to:

Medical Licensure Commission
P.O. Box 8387
Moutgomery, AL 36101-0887

SERVICE PRINTING CO. (334) 269-0058




License Renewal for 2002
Deadline is December 31, 2001 State of Alabama

Medical Licensure Commission
334/242-4153

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

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

GARY CLAYTON BOYLE, M.D. Return with $200.00 renewal fee.
2901 WEST STATE STREET Incomplete upplications will be returned.
BRISTOL, TN 37620-1718 Failure to register and pay rencwal fee will result

in the automatic revocation of the current: license to
practice medicine or osteopathy.

Please make corrections or supply information: License: MD . 00008882 Date-Issued: 07/18/1979  Sex: M i X I FL]

Race: White { X ] Black [ ] American indian [ ) Oriental or Asian [ ] Other [ } Social Securit
Office Address . Home Address

2801 WEST STATE STREET 452 CAMP PLACID RD

BRISTOL, TN 37620-1718 BLOUNTVILLE, TN 37617-5303

(Alabama) County: {Alabama) County:

Business Phone: (423) 968-2182 Home Phone: (423) 323-2161 (Will not be published)

Fax Number: (423) 968-7589

Permission to publish in Roster: Yes [ X ] Send official mail to:Business [ X ] address {check ane})
Home [ ]address
Specialty: Primary: OBSTETRICS & GYNECOLOGY Board Certified: Yes[ ] No[ ]
Secondary: Board Cerfified: Yes{ ] No[ ]

Form of Practice:[ X] Solo [ ] Partnership (2,3.0r4) [ ] Group If Group give Group Name below:

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

Are you licensed in another state:  Yes [ X] No [ ] Whichones: [TN] [IGA ]l [NC] [SC] [VA]

Primary Care Information:

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

Yes[ ] Go to Question 2 No[ X ] Do NOT answer questions 2 and 3 below. Skip to CME Certification questions.
2. Duoes your practice include the delivery of primary care medical services in Alabama’? (Pnimary care is detined as: “Basic or generat
‘gatekesper’ heaith 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 toc Question 3 No[ ] Do NOT answer question 3 below. Skip to the CME Cerlification questions.
3. Approximately how many hours per waek 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.

CMJ Certification: (Check one)
| hereby certify that | have met the annual minimum continuing education requirement of 24 hours of Category |
confinuing medical educalion within the past two calendar years ending December 31, 2001.
[ 1 |certify that! am exempt from the minimum continuing medical education requirements for the following reason:
[ ]1do not reside in the Stale of Alabama and do not have a significant portion of my medical praciice in Alabama.
[ 11received my initial license to practice medicine in Alabama after June 30" of this catendar year.
{ 1l reinstated my license to practice medicine in the State of Alabama after June 30" of this calendar year.
1 11 am aresident physician enralled in & residency training program.
[ ]1am retired from the practice of medicine and have obtained a waiver from the Board of Medical Examiners,

MD.00008882 DEADLINE IS DECEMBER 31, 2001 BOYLE, GARY CLAYTON
Complete both sides including signature. Supply or correct all information. OVER




Yes No

1. Have you been convicted of a telony or of any offense (felony/misdemeanar) involving the practice of medicine within the past year? [1
2. Has your cerlificute of guulificaion or license to practicc medicine in any staie been suspended, revoked, restricted, curtailed

or voluntarily surrendered under threat of suspension or revocation within the past year? [ J
3, Have your staft privileges at any hospital or health care facility been revoked, suspended, curtailed, limited or placed under

conditions restricting your practice, within rhe past year? [1
4. Have yuu been denicd a certificate of qualification or license to practice medicine in any state or has your application for a

certificate of gualification or Heense to practice medicine been withdrawn under threat of denial within the past year? M
5. Have you had a judgement rendered aguainst you, or action scttled relating to the performance of your professional service

within the past year? _ [1
6. To your knowledge, are you the subject of an investigation by any licensing Board/Agency as of the datc of this application

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

vr any other psychotic disorder'! ) [ ]
8. Do you currently buve any mentul or physical condition or impairment (including, but nor 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? [
9. Within the past year, have you ever raised the issue of consumption of drugs or alcohol or the issuc of a mental, emaotional,

nervous, or behavioral disovder or condition as a defense, mitigation, or explanation for your sctions in the course of any
administrative or judicial proceeding or investigation; any inquiry or other proceeding; or any proposcd (¢rmination by an

educational iustitulion, cmploycr, government agency, professional organization or licensing authority? L]
10 Have you ever been diagnosed as huving or have you cver been treated for pedophilia, exhibitionism or voyeurism? []
1. Are you currently engaged in the illegal use of controlled dangerous subsiances? [1
12, If your answer to the precading question is yes, ate you currently purticipating in a supervised rehabilitation program

which monitors you in order 10 assure that you are not engaging in the illegal usc of controlled dangerous substances? M
13. Huve you been, within the past year, convicted of driving under the influence (DUT) or huve you been charged wirh

DUI and been convicted of a lesser oftense such as reckless driving? M
14. Has your medicul raining or medical practice heen interrupted or suspended for a perivd loniger than 60 days for any reason

ather than a vacation? [ 1

The tcrm “currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather, it means recenlly enough so that the condition referred to may have an ongoing itnpact on onc’s functioning as a physician
or an assistant to a physician, or within the past two years.

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

w’

WITH YOUR APPLICATION UPON RETURNING IT TO THIS OFFJCLE
I certify that all information on this form is correct. { . m2 / { ”l 2. - O /

7 .
Signatur Date
* Complete hoth sides, including signature.
L4 Be sure to correct or supply all information.
* Incomplete applications will be returned.

Return with $200.00 renewal tee to:

Maedical Licensure Commission
P.O. Box 887
Monl(gomery, AL 36101-0887

SERVIGE PRINTING CO. (334) 2649-0058




Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2003 Online Renewal Summary

Name: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2002-10-24* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-02-23

* - 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 by any licensing Board/Agency as of the date of this application within
the past year? N

Oct 1, 2014 2:16 PM




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? 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 DUl 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

Oct 1, 2014 2:16 PM




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, 2003. Y

| certify that | am exempt from the minimum CME requirement. N
I am exempt from the CME requirement for the following reason: null
Practice Telephone: 4239682182

Practice Address: 2901 WEST STATE STREET

Oct 1, 2014 2:16 PM




Home Telephone: 4233232161

Home Address: 452 CAMP PLACID RD
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.

Oct 1, 2014 2:16 PM




Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2004 Online Renewal Summary

Name: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2003-10-31* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-02-23

* - 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

Oct 1, 2014 2:16 PM




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 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, pleasé explaih:

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 DUl 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 speciaity? N

Oct 1, 2014 2:16 PM



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: I 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

| 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: (423) 323-2161
Home Address: 452 CAMP PLACID RD
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: Gary Clayton Boyle : License Number: MD.8882
Transaction Date: 2004-12-30* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-02-23

* _ 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 (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? 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 controilied 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 DUl 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

Oct 1, 2014 2:17 PM




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: N

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 |deaIIy 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
1 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: (423) 323-2161
Home Address: 452 CAMP PLACID RD
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

2006 Online Renewal Summary

Name: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2005-11-30* Transaction Number: null
Registration Fee: 200 Date of Birth: 1948-02-23

* - 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 judgemerit 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 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 DUl 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 reduirement of 12 hours of Category |
continuing medical education for the Calendar Year 2005. Y

| certify that | am exempt from the minimum Continuing Medical Education requirement for the following reason: N
I 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: (423) 323-2161
Home Address: 452 CAMP PLACID RD
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: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2006-10-09* Transaction Number: VQEFOBEE212C
Registration Fee: 200 Date of Birth: 1948-02-23

* - 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

Oct 1, 2014 2:17 PM




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 havinngr 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 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? yes
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Secondary specialty:

Are you Board certified in your secondary specialty?
Practice Type: Partnership (2,3 or 4)

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: yes

TN

sC

GA

NC

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 collaborative agreement with a nurse or practitioner or midwife?

Does the nurse practitioner/midwife practice at a site other than your office?

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?

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? 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.

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 2006 and have supporting documentation if audited. Y

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

Practice Telephone: (423) 968-2182

Practice Address: 2901 WEST STATE STREET

Home Telephone: (423) 323-2161

Home Address: 452 CAMP PLACID RD

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: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2007-10-16* Transaction Number: VLCF1E21B2ES8
Registration Fee: 300 Date of Birth: 1948-02-23

* - 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

Oct 1, 2014 2:17 PM




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 fwelve 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 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. nutl

Primary specialty: Gynecology (OB/GYN)

Are you Board certified in your primary specialty? Y

Oct 1, 2014 2:17 PM




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:

Are you licensed in another State: Y

TN

SC

GA

NC

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?

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. nuli

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

| 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: (423) 323-2161

Home Address: 452 Camp Placid Rd

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 resduilt in the loss of your license to practice medicine. nuli
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Medical Licensure Commission of the State of Alabama
PO Box 887
Montgomery, AL 36101

2009 Online Renewal Summary

Name: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2008-11-24* Transaction Number: VXHF3A17B36E
Registration Fee: 300 Date of Birth: 1948-02-23

* - 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, 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 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 )Nithin 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:

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

NC

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? N

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. nuli

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, efc.) 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

I 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: (423) 323-2161

Home Address: 452 Camp Placid Rd

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: Gary Clayton Boyle License Number: MD.8882
Transaction Date: 2009-10-21* Transaction Number: VUJF4B837004
Registration Fee: 300 Date of Birth: 1948-02-23

* - 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, 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 professionai 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 controlied 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 (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

NC

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? Out of State
(**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 heaith 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 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 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: 2001 West State Street

Home Telephone: (423) 323-2161

Home Address: 452 Camp Placid Rd

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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