Arizona State Board of Medical Examiners
P.O. Box 620U, Scotsdale, Arizona 83261-0200
Home Page: hps/www.docboard.org

Telephone (480) $51-2700 « Fax (480) 351-2704 + In-State Toll Frcu(\'77) 235-2202

APPLICATION for LICENSE to PRACTICE ALLOPATHIC MEDICINE in the STATE of ARIZONA
and INITIAL RE(-IbTRATIOI\ FORM

| FOR BOARD USE .
wl DO NOT USE THIS SPACE

: : O ENDORSEMENT
€ .
. \, Date Application Sent: JAN 2 5 Zum g (Sjsg/;(LE

Date Application Received:

I%b@j“

COMPLETED BY THE APPROPRIATE AGENCY AND RETURNED BDIRECTLY TO THIS BOARD

INFORMATION

All candidates shall provide satisfactory evidence that he/she:

1.
2.
3.

4.

Possesses a good moral and professional reputation.
Is physically and mentally able to engage safely in the practice of medicine.

Has not been found gmlty<of any act of unprofessional conduct; medical mcompetence or mentally or phy51cally unable to engage safely

in the practice of medxcme|

Has not had disciplinary flCthn taken against him by any other state, territory, dlstrlct or country for reasons relating to his ablhty to :

engage safely and skll]fully in the practice of medicine.

NOTE: The processing of a routine application can take 8 to 10 weeks. Applications not fully complete within one year trom date‘;(
of notification of deficiency in apphcanon are considered withdrawn.

' APPLlCATlON INSTRUCTIONS
’ (Read Carefully)

In addition to the-appropriate _c'ompletion of the applicable sections of'this application;-the E\p’plic’:ant will submit the following:

1.

(VI S W]

w0 ~ o

Evidence of name and date of birth: a certified copy of birth certificate or other documentmy evidence for consideration i.e.. Visa.-
Passport: baptismal certlﬁéate alien resident card. or naturalization certificate. :

Certified evidence of any| legal name changes other than that shown on certificates filed in accordance with paragraph ! above, (e.g.,
marriage certificate). Proof of foreign birth of American parents.

A complete list of all your‘hospnal affiliations and employment for the five years prior to filing this apphcatlon

Cashier’s Check or Money Order in U.S. Funds (personal checks not accepted), covering the statutory fee prescribed in statute and rule.
Credentials submitted in foreign languages shall have affixed theretoa certified translation into English.

Separated or mutilated Apfahcanons are not acceptable and will require refiling. _

Requests for exemptions or waivers of any portion of this application will be denied and will delay vour consideration for licensure.
NOTE: All credentials submitted become the property of the Arizona Board of Medical Examiners and NONE will be returned.

DO NOT SUBMIT OR]G]NALS

Photocopies shall not exceed 8 /2 inches by 11 inches in size.

Reviant 1173000



UNITED STATES OR CANADIAN MEDICAL SC| . GRADUATES and GRADUATES OF MEDICAL. - OLS LOCATED QUTSIDE THE l:'NlTED STATES
OR CANADA will forward Forms numbered I, 11, 1, , and IV as may be applicable, to the appropriate agen(qPth the request that they be completed and returned to the
Arizona Board of Medical Examiners. \ o ' ‘ : . . ) . S

APPLICATION and Initial Registration

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

|
1. Present Legal Name | Seletz, M.D. Josepha Inez R
(Las"t) (First) (Middle) (Maiden)
{a) Other names used: nla .
2. Office Address: 10150 National Blvd, Los Angeles CA » 90034  310-841-2082

(No.) { ity) (State) " (ZipCode) = ( ‘ .
3. City and State of Birth__| Month, Day and Year of Birth_ | o

l

4. In what states or provinces have you apphed for or been granted license or registration? If more than two, attach separ ate hstmg.
If license not issued, so state.

() California 08/29/77 Active G35414

(State Board) (Date of Application) (Result) (Certificate No.) -
08/29/97 Written Examination
{Date Issued) {Specify if by Written Examination or on Credentials)
(State Board) {Date of Application) (Result) (Certificate No.)
(Date Issued) (Specify if by Written Examination or on Credemials”)—' T
5. Have you ever had an application or medical license denied or rejected by ‘another . No

state/province licensing board? (Answer)

6. Has any disciplinary or rehabilitative action ever been taken against you by any state
licensing board, including other health professions? Examples of actions include but are ,
not hmited to reprimand, censure, probation, restriction, limitation, suspension, : No
stipulation, written consent agreement or revocation.

(Answer) -
7. Have any disciplinary actions, restrictions, limitations ever been taken against you while
you were participating in any type of training program or by any health care provider? ' No
(Answer)
8. Have you ever been found to be in violation of any statute, rule or regulation of any No
domestic or foreign governmental agency? . (Answer)
9. Has there been any disciplinary action initiated against you by or through any medical ‘
board or association?  No
(Answer)
10. Are you currently under investigation by any medical board or peer review body? . No
{Answer)

11. Have you ever had a medxcal license disciplined resulting in a: revocation, suspension. _
limitation, restriction, probation, voluntarily surrender, cancellation during an - No
nvestigation or entered into a consent agreement or stipulation? '

(Answer)
12. Have you ever had hospital privileges revoked, denied, suspended or restricted in any - No
way? (Answer)
13. Have you ever been named as a defendant in any malpractice matter currently pendmU or
which resulted in a settlement or judgement against you? Yes
(Answer)
14. Have you ever been convicted of insurance fraud or received sanctions, including -
restriction, suspension or removal from practice, imposed by any agency of the federal No

o :
government? (Answer)

15. Have you ever had your ability to prescribe, dispense or administer medications linmted, No
restricted, modified, denied, surrendered or revoked by a federal or state agency?

(Answer)



16. Are your curreiitly in engaged in the illgiluse of any ccmtrolled substance, habit fom'iir‘_
*drug or prescription medication? :

17. Have you consumed intoxicating beverages resultmg in your present ability to excrcxse the
' Judgemem and skills of a medical professional being. unpaxred orlimited? . .. - - {(Answer)

18. Have you been found guilty or -entered into a plea of no coatest to a’ felony, or No
_misdemeanor mvolvmg moral turprtudemany state? T - (Answer)

{Answer)

Note: In the event the response to any of the questmns numbered Sthreugh 18 is. YES,
the applicant will file with the application a detailed report .concerning the abeve .
matters, including any charge, date of: such charge, the complete name and address of all
bodies of jurisdiction, the result of any hearmgs, and the dasposmon of such charge(s).
Provide the name and address of applicant’s. msurance “carrier. IN ADDITION, the
applicant must submit photocopy(ies) of any egm@iamts, hearmgs, settlements or
judgements together with copies of patient’s hospital andior amce recerds to thxs board

19. Do you have or have you had within the last five years any medlca} candxtan that m any
way mrparrs or limits your ability to safely practice any field of medicine? -~ - L -'_ " {(Answer)
Ability to practice mcdlcme is to be construed to mdude all of the fol[owmg ‘ o S

1. The cognitive capacny to make appropnate chmcai dlagnoses and exercise reasoned medical ]ndgmems and to team and keep abreas
. of mcdlcal developments;- and . v

2. The abﬁxty to communicate those judgments and medrcal mformatum to pat:ents and other health care prov1ders with or ‘without the
" useofaids or dewces such as a voice amplifier; and S D L

3. The physical capability to perform medlcal tasks such as physxcai exammatxon and surglcal procedures w1th or Wlthout the use o
aids or devices, such as corrective lenses or hearmg aids.

“Medical condition” mciudes physrologxcai mental or psychoiogical condmons or dlscrders such as but not limited to .orthopedic, visual
speech, and hamng -impairments, cerebral palsy, epllepsy, Tnuascular dystrophy, multiple sclerosis, cancer, heart -disease, dxabetes, menta
retardation, emotion or mental iliness, specxﬁc leammg chsabllmes, HIV disease mbercnlosxs drug-addiction and alcoholism.

20. Within the last five years, have you been dlagnosed, treated or admltted to a hospltal or
other facility for the treatment of bl-polar diserder, sch:zophrcma paranom, of any.

psychom: dxsordef" . . {(Answer)

In the event the response to question 19 and/or 20 is yes, you must file with the application a detailed written narrative statemen
concerning the above matter(s), including the name and address of the training program or health care provider, physician, preceptor
_ hospital/rehabilitation, etc.- where you were counseled/treated, You must provide a certified copy of your history and physica
- examination, consuitation report(s), discharge snmmary(res) from the hosprtallrehabﬂrtatlou center, and a statement from you

attending physician(s) or treating therapxst settmg ferth your dragnosns, prognosns and: recommendatwns for continuing care, treatmen
and supervrsmn. )

2L Nmand%ocanonofMedlcalSchool iple Universi S ool Aedicir
Philadelnhia Pen'nsvlvani_a’

22. List Internship, Residency and Fellowship training (COMPLETED OR NOT), OR, ‘Assistant Professorship (or higher) at approve:
school of medicine chronologically showmg mstxtutton, address, type of program and dates. Attach separate listing if needed.

- —_San Francisco General Hospital 1001 Petrero Ave. _San FranciscoCA -~ 94110 " 0717606177 potai toten
Kaiser Permanente o 4900 S unset Blvd - Los Angeles CA 90027 07/77-06/81 _0biGyn Residency
23. ‘Are you certified by any of the American Board of Medxcal Spet:mltxcs” . Yes American Board of OB/GYN

24. ‘Exact wbereabouts and nature of practice or other activities from the date of gradmnon from medical school to the present, with specifi
MONTH AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED.

Atwmmmmmﬂh Relocating to CA from . 05/76 - to 06/76
(City) _ (State) - S o
AURotating intern | San Francisco General Hospital - San Franclsco CA fmm : 07/76 : to i 06/77
. (City) (State) ' : C
.AYOBIGYN Physician | Kaiser Permanente Los Angeles CA from 07177 - to 06/81
Cityy - (State) : ' o ‘
" AtSee attached from to

- (Ciy) (State)
' : ' Revised January 1, 200



" The api;ﬁcant ~ Josep. Inez - Seletz, M.D. ‘ , o o
(PRINT OR TYPE YOUR NAME AS YOU WISH IT TO APPFAP ON YOUR MEDICAL LICENSE)

being first duly sworn upon his oath deposes and says: that he is the person hercin named subscribing to this application; that he has read the
complete application, knows the full content thereof, and declares that all of the information contained herein and evidence or other credentials
submitted herewith are true and correct; that he is the lawful holder of the degree of Doctor of Medicine as prescribed by this application, that
the same was procured in the regular course of instruction and examination, and that it, together with all the credentials submitted, were procured
without fraud or misrepresentation or any mistake of which the applicant is aware that the applicant is the lawful holder thereof. Further, 1
hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past, present and future), business~
and professional associates (past, present and future), and all government agencies (local, state, federal or foreign) to release to the Arizona
Board of Medical Examiners or its successors any information, files or records, including medical records, educational records, and records of
psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in connection with this application; -or
any further or future investigation by that Board necessary to determine my medical competence, professional conduct or physical or mental
ability to safely engage in the practice of medicine. I further authorize the Arizona Board of Medical Examiners or its successors to release to the
‘organizations, individuals or groups listed above any information which is material to the application or any subsequent licensure. * I further
acknowledge that falsification or misrepresentation of any item or response on this application is adequate to deny the same or to hold a hearing

to revoke the same, if issued. :

v ' Signature of Applicant W\' 9 }/u/?’ W _,MD.
o ' STATE OF. /’ W ‘ o
KLAMARIA A. GROGAN : s
Commission # 1299809 - County of .

Notary Public - California £
Los Angeles County

(NOTARY SEAL) s 4 7 Comm. Expires May 3, 2005

Subscribed and swomn to before me this R 5 day of W 0 O 2.

Notary Signature ' ; My Comission expires ' m Y 14 > N 2065
{(NOTARY PUBLIC) !

. i FOR OFFICIAL USE ONLY
Application Procéssedby__34 | |- Y-O
Application Checked by J % V2,62 2 4»7"% o~ :
Application Approvedd ¥} N OO By_o S % 0 0 ( E ! éjo !ﬁ 5 'l,_z F :h; ‘-
License Issued lt,j % / 12 1%5

License Number 43 l 03’2




Name: Josepha _ Seletz - — mD
' See Authorization ' , - 08/16/02° S
Signature’ » . Date (Month/Day/Year) *

~ Thisisto certify that __Josepha Seletz

)

- diabetes, mental retardation, emotional or mentai iliness, specific learning disabilities, HIV disease, tubercyje$

)

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

Phone: 480-551-2700 Fax: 480-551-2704
/WA (o]« Tg. Or mex

' - " 3 SR ' o
In applying for a license to practice medicine in Arizona, the Medical & requires this form to be completed by the medical school
granting the medical degree. This is your authorization to release anyfitormation in your files of record, favorable or otherwise,
DIRECT to the Arizona State Board of Medical Examiners, 9545 East Doubletree Ranch Road, Scottsdale, Arizona 85258. Your
prompt response will be appreciated.

(DO NOT DETACH) ’ _
This section to be completed by an officer of the medical school.

L (Full name of student.)
was granted the degree of __Doctor of Medicine

py Temple University Schocl of Medicine . on May 27, 1976
(Full name of School or College of Medicine as it appears on the Applicant's Medical degree diploma.) Date (Month/DayIYear)

that the date of his/her matriculation in medical school was September 11, 1972 , and that he/she attended
all reqd. full courses of medical lectures comprising ____9-12 months. €ach. for four years.
(numbaer) - : (numbar) : B : ] o
1. Was applicant ever placed on probation, restricted, or limited? _NO If yes, please attach written explanation.
2. Did the applica jcal iti ich in any way impaired or limited his/her ability to safely practice any field of
medicine? Yeg No _ A ) , :

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

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep
abreast of medical developments; and : :

The ability to communicate those judgments and medical information to patients and health care providers, with or without the use
of aids or devices, such as voice amplifiers; and . : :

The physical capability to perform medical tasks such as physical examination and surgical procedures, with out without the use -
of aids or devices, such as corrective lenses or hearing aids ' )

“Medical condition” inciudes physiological, mental or psychological conditions or disorders, such as, but not limite

visuai speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, eancer

alcoholism.

3. WaMcant ever diagnosed with or treated for bipolar disorder, schizaphrenia, paranoia, g
No If yes, please attach written explanation.,

4. Were applicant's final evaluations in every category rated satisfactory and/or above? Yes__ X IR®
written expl%n. , ﬁ ) 3
Signed: ’ /%Aﬁw' ) {sA0BB (Seal of Collegs)
U == ‘ S . \._

Dean 2 .
President ’ _ " .
Secretary of Temple University School of Medicine pjgte- OCT 0 3 2002
Registrar : (Month/Day)

Address: 3420 N. Broad Street, Philadelphia, PA 19140

| /%

s:\licensing\webforms\medicat college certification.doc . Revised 7/6/2000 dbl



University of Califo’ .

San Francisco

Ulsr

Dean’s Office
San Francisco General Hospital

Dean’s Office, Room 2A21 October 2, 2002

San Francisco General Hospital
1001 Potrero Avenue

San Francisco, CA 94110

tek: 415/206-8505 . . .
fax: 415/285-2037 Arizona Board of Medical Examiners

9545 E. Doubletree Ranch Rd.
Scottsdale, AZ 85258

RE: Josepha Seletz, MD
558-88-9160
Arizona Board of Medical Examiners,
The office of the Associate Dean at San Francisco General Hospital verifys intemships
served at San Francisco General Hospital prior to 1980, when that internship program

closed.

Regarding Dr. Josepha Seletz, we can find no record at this time of a rotating internship
served by her in the late seventies.

Sincerely,

é@
/ ruce Tarver

Administrative Assistant

' ‘\;iER%HED
i igensing




lo/09/2082 B9:77 8813378385 PLS NUV @ 4 2002 PAGE @3 -
A\‘izona Board of Modl:-l I'Eminon : Form 3
o Q&E’ssgmb':nw::maa?zéa Postgndum Tralning c.nm:.tlon
h 'Hoﬂe 480-551-2700 Fax: 430-551—2704 : o

i

In applying for a ll .anse to practice medicine in Arizona, the Medical Board requires this form to be completed bu each hoapltal :

. wherein | participa ‘ed in an approved postgraduate training program in the United States or Carigda. This i3 yaur authorization

2

ta release sny in“nsrmation in your files of recortl. favorable or otherwise. DIRECT (o the Arizoria State Eisard of Medical
Baaminers, RE45 1 a;t Reubletrea Rangh Roed, Scanadaie. Mzgm 35356 Your prompt respanse wil be appmciamsi

Name: JOSEPRE — ‘ e e SEACEL S — ) - ,MD
€6 A S 7] ‘
Smnllum :

=B======l 3====-=aa====ﬂ'l‘!=’.ﬂ==saﬂsﬂa-ﬂgsagaaugaagBR='====H

{DO NOT DETACH)
This secuen . 'oe completed by the office of the Administrator of the institution or program wherein’ the applicant’
satisfactorily cn 'nplcted (or will compiets) a program approved postgraduata training in the United sw a8 or Canada.

This is to certify th * e SEY B A . SexaTe , M.D. undertook and sausfac.‘ oyelly completed
afulltermapproﬁé*'& programof _ 26 __months inthe __ KAisen Hosp ma v YP6T Suwser ALVP
(number) : (Pull name and complete addresa of Hospital) S .
Los ,&y\,cgu_rs Chnc P i dq00 27 : i ,
in the field of &ﬁSTE'TQICQ Palad ) OG/Nc—Ccot\Dcp. from __ - l~ ki o 6»“30 ’7;’{
“Oate) (Mo/DRy/Yr) - (Datei/i Jripatad Daw)
and that the saic | cya‘gram was approved for postgraduats training during that periad by the Accreditation Council for Graduata

Madical Educatict * ar the Rayal Collage of Physicians and Surgaeons of Canada, Yes X No \
. g - . 5,{:;

Was applica sver piaced on probation; restricted, or limited? Mo _____ Ifyes, please attach writ 1n explanation
2. Was there - reason not to continue applicant in the training program? Yes, No K

3. Uid the appiic. int have any medical condition, which in any way &mpamed o liiited histher apility o salely ractlce anj ﬁeid
of merlicine* ) esi ﬂ

Ability i@ pramma i mdu.ma i# o be construed to inshida all af the feligwing:

The cognitiv apacity to make appropriais ciinical diagrioses and exarcise reasoned medical juagmenu t ﬂd to isarn and
keep abreart =f medical developments; and .

The ability ko ommunicale those judgments and madical information to patianu snd health care provmm with or without
the use of a'¢ : or devices, such as voice ampiifiers; and ,

The phys:cel -apability to perform medical tagks such ag physical examination and surgical procedures, w. ».h out without
the use of am or devices, such as corrective lenses or hearing aids

“Medical conditics ‘neiudes physiologicsl, mental or psycﬂologrcal conditions or disorders, such as, but not lii7 led to
orthopedic. visua! peech, and hearing impairments, cerebral paisy, epilepsy, muscular dystrophy, multiple s! roels, cancer,

_ hean gisease, di: 1 'atas, mental retardation, emotional or mental iliness, spacific leaming disabilities. MV duse. 30, tuberculosis, . .

-

drug addition an.' rcohohsm

3 Wseﬂ with or irsated for bipvias diRgrGer, SCNZUPRTaNiA. KarBNGia, OF GRY P8 aiic, weaivier?
¥ Y06, SIB0TG Ronh wolan erplenahan. _ R
e seiaenc: Taten aptisfeciee anpior Joave’? Yag ~__>ﬁ W

we b g .
4 Wﬁfﬁ QBPIM 3§Hﬂﬁl @#QIBS%HR HEBYRy LRt it gpmmmingon s W . ih s -
: Gy mtnogdly Fakd oo, w 3 L i

atiach writle + s4planaticn, = ‘*""“f““* It plBase

sanes —_ Hogap to Bl
Fitle! - /iw Ao oo, Dol o
Addrasy .ﬁ ‘7 ('8 §lM\/ %m". 5 = : G Foo TR ‘ - 2 - 2o
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- " ARIZONA MEDICAL BOARD ﬁ_ﬂ}u\q ?
| 2006 BIENNIAL MD LICENSE RENEWAL APPLICATION” "\ *-

AZ MD Llc# 31032 Jose haI Seletz MD -

Renewal Fe:

¢ CErADDRESSIPRINCIPAL« ;QF;BUSINESS
PUBLIC ADDRESS & PHGNE‘;NUM_BER

]

| 10150 National Bivd ===+ -7
Los Angeles CA 90034-3805

LRI I o . S

“OFFICE ADDRESS/ PRINCIPAI_.;_PLACE OF BUSINESS

w8 bl aae 2t e e el e b

JarEY

Phone #: (310) 247-0553 Fax #: . [ Phone#: Fax #:

evar: ([N N
MAILING ADDRESS . : MAILING ADDRESS

. ..10150 National Bivd - S Lo
Los Angeles CA 90034- 380% ECE%VED BY

o 0CT 1 0 2006
_ﬁ——“——mss AR’ZON AMEDICAL BOAR HOME ADDRESS

_ BUSINESSOPERATIONS I S N S L S S —

PRy e

Phone #: . V Fax #: . :7~ e .

Phone #: K -
E-Mail: ‘ o ' E-Mail:
Mobile #: . " ['Mobile #: " (Optional)
AMERICAN BOARD OF'MEDICAL SPECTALTY CERTIFICATIONS AND FIELDS OF PRACTICE:
Only certifications from ABMS will be shown in your profile on the website. Please indicate expiration date or lifetime certificate.
: Certifie racticing?, - : ‘ Certified?  Practicing? _ Expiration Date = Initials Requi
OBG Y Y EB@ Make corrections if . I
: Y K v necessary ' -
' INTIALS
REQUIRED

If the above fields are not verified by your initials the ABMS certification will be removed from your profile on the website.
I REQUEST THE FOLLOWING CHANGE IN LICENSE STATUS:

a INACTIVE STATUS: Please inactivate my Arizona license. ‘My signature serves to certify the following: That I am not presently
under investigation by the board, the board has not commenced any disciplinary proceedings against me, and I am totally retired from the
practice of medicine in this state or any state, territory, or district of the United States or foreign country. I understand that once inactive
status is granted, the board will waive the annual renewal fees and requirements for CME. I further understand that I may not engage in
the ‘practice of medicine, “hold registration with theé Drug Enforcement Admlnlstratlon, ‘or write prescrlptlons as’ Iong ‘as my license is
classified as inactive. I further-understand that if I request reactivation of my license, I may be-required to pass the- SPEX examination and
that “the *board-"may :require’ any-‘combiriation - of physical examination, :psychiatric, mpsychologlcal evaluatlons and mtervuews |t ‘deems

e

necessany to-determine my, ablllty tosafely. engade in‘the: practlce of medlcme‘- LT T TN oL U T s WV R e

et e _‘..,z.:'-_ P w.-~.. T Ve .,1 e CaTae g . :. ,.w‘.A.. : S vecapy ‘j: “L w ;
Bt i el AR oy i e : ‘ g D S PN S S

LTt VRS Pt P

Q- CANCELLATION Please’ cancel my ‘Arizona’ Ilcense My sngnature serves to. certlfy the followmg - That-I:.am not presently under
mvestlgatlon by the board; the board has not commenced any disciplinary . proceedings against me; and that I am requesting cancellation
for the reason that I am no longer practicing medicine in the State of Arizona.

CONTINUED ON BACK —



1. Since your last renewal have you had any appllcatlon for any professmnal
license refused or denied by any licensing authority? =~ -

2. Since your {ast renéwal have you been refused or denied the prwnlege of

i .

‘taking an examination required for any professional licensure? -

3 Slpce your last renewal have you voluntarlly surrendered any healthcare

‘license? - i LLEEOL e e
4 Since your last renewal have you had any healthcare Ilcense revoked'?
““f‘kl; 'x‘t s de 4+ em er mai i k..
5 Other than Arizoiia ‘have you been thé“ub"jectlgg-\d.

1] ~you-currently-under. rmvestrgatmn ‘with-re
| : ‘been sanctioned by any healthcare li

- ‘agsociation, licensed’healthcare facility of’ 'ealthcare 'staff of such faCI|Ity7 ¢

, 6 Since your last renewal have your privileges béen restricted, terminated,

' voluntarlly or mvoluntarlly resigned or - W|thdrawn ‘by any. ‘héalthcare
~ licensing authority, healthcare association, llcensed healthcare facnlrty or,
healthcare staff of such facrlrty'?

YES O

7 ‘Other than Arizona has disciplinary action been taken against you by any

' - licensing agency: with regard to any. professronal Ilcense'-‘ Includmg ‘but not
limited to restricted, termmated voluntarlly or mvoluntarlly reS|gned or.
withdrawn. TN

YES: O

+8. Since your last renewal have you had a reglstratlon J|'ssued by a controlled

- substance authority (State or. Federal) revoked,” j suspended Ilmrted
restricted, modrf‘ ed, denied or have you surrendered or .given up in lleu of
action?"

19. Since . your last renewal have you been charged with (iHUcol'lvlctedU
pardoned or had a record expunged or vacated of a felony, misdemeanor
mvolvrng ‘moral. turpltude'? (see: explanatron below) ‘A “yes answer is

I

“required even if you enteréd a diversionj program. e

10 Since your last renewal have you been charged with or convrcted '
(mcludlng a| nolo contendere plea or, gullty plea) of a vrolatlon of any

D UIVIRNE IS 2Ef

federal or’ state“drug Iaw(s) or rule(s) whether | or not entence ‘was;
Coa PR €3 Y i(b fas Az b‘ b~ oty 10 d"‘r
- |mposed or stispended?* . .

&

11.“Srn'ce your'last renewal’ have'y yot been'co rt m _’l‘tial'i.é‘d_;or di‘s"t:hétbédioth'_‘,v '

.than honorably from the armed service? =~

12. Since your. last renewal have. you, been termlnated from a healthcare |

| position’ with"a city, county, or state government of the Federal| YES O
__- government? ,
13 Since your last: renewal have you been convrcted of insurance fraud or .« L T e
recelved sanctlons, |nclud|ng restrictions, suspenswn or removal from‘, ~YES O. NO

Lo, ‘,\

practlce, lmposed by any agency of the Federal government?

the physrcran

must file wrth the*renewal a ‘detailed” regort »concernlng the: above matters, rncludrng any. charge, date of such charge,
the complete name and. .address.of.- -all-bodies-of jurisdiction, the result of? any hearlngs, and the. dlsposmon of- such

matters.”
: records, complarnts or. board actlons. :

Gt ) : [

'IN ADDlTION the applrcant ‘muist submlt photocoples of any correspondrng documents such *as patrent T

Moral Turprtude mcludes ‘but is not Irmrted to the followrng Armed Robbery, Assault wrth a Deadly Weapon Attempted

Insurance Fraud Fabncatrng and Presentrng, -
':Falsrf catlon of Records of, the,Court uForgery,:Fraud Hlt & Run, Illegal S
d Co

r(:

R Y P e

Possess

et

31032 Josepha I. Seletz, MD B T

omen Statute),

alse Publrc Clanm, False Reportmg to Law Enforcement Agency
BT

! Jon |slead|ng Sale,of - "}. -
|on‘ of Herom, for. _Sale/UnIawful,;‘Sale, OF -7 g




CONFIDENTIAL ‘
Physncal/MentaI Health and Substance Abuse

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

2. Are you now or since your last renewal been addicted to or abused any
chemical substance including alcohol (excluding tobacco and caffeine)?

3. Are you now being treated or since your last renewal have you been treated :
or evaluated for-a- drug or aIcohol addlctlon or- part|C|pated in a;rehabilitati
prolram‘? *If in a confidential program in‘“another staté ee explanatlon b

| 4. Since your last renéwal have you ‘beén crlmlnally charged with or e
investigated by any healthcare: lrcensmg authorlty, healthcare, assoaatlon,

‘licensed healthcare facility or healthcare staff of- such facility 1 for
inappropriate contact with a patlent or patlents"

5. Do you currently have any disease or condition that interferes with your

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

In the event you answer. YES to any of the above guestlons, you must file with the renewal a detailed written
.narratlve statement concerning the above matter(s), including the name and address of healthcare providers, physicians,
preceptors, hospitals/rehabilitation centers, etc. where you were counseled/treated. You must also have a copy of your
history and physical examinations, consultation reports, discharge summaries from all hospitals/rehabilitation centers and a
statement from your attending physicians or treating therapists setting forth your diagnosis, prognosis and recommendations
for continuing care, treatment, supervision and a statement as to whether there is anythlng that would prevent you from
safely practicing any type of- medlcme This must- be sent d|rectly to the board e LTI TTA T

- T vr-.\v‘

If you are Currently participatifig:or have partuapated(p irsu Ntf‘to a CONFIDENTIALtAGREEMENT OR ORDER in‘a; program for
the treatment and rehabilitation of doctors of ‘medicine impaired by alcohol,” drug”abuse “or for other issues YOU MUST

SUBMIT-A-NARRATIVE- OF"C‘IRCUMSTANCES WITH. YOUR-APPLICATION-AND REQUEST-THE: FOLLOWING DOCUMENTATION'_ o

BE SENT’ DIRECI' LY TO THE ARIZONA MEDICAL" BOARD'S PHYSICIAN HEALTH PROGRAM

e S

. Evaluatlon/T reatment records . Psychlatnc/PsychoIoglcaI records . Compllance reports from state monltormg programs '

Please note: All documents requested above must be sent dlrectly from the primary source to the Arizona Medical Board's
Physician Health Program Department from the primary source and will not be accepted if submitted by the applicant.
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE ABUSE OR OTHER ISSUES CAN
RESULT IN BOARD DISCIPLINARY ACTION.

If you have any questlons, please contact the Board s Physncnan Health Program at (480) 551 2716 or, (877) 255 2212

Ability to pract|ce medlcme is'to be construed to mclude alI of the followmg : '
1. The cognitive capacity to make appropriate clinical dlagnoses and exercise reason medical ]udgments and to learn
and keep abreast of medical developments;
2. The ability to communicate those judgments and medical information to patlents and other healthcare providers,
with or without the use of aids or devices, such as a voice amplifier; and
3. The physical capability to perform medical tasks such as physical examination and surglcal procedures, with or
without the use of aids or devices, such as corrective lensés or hearing aids. co :
“Medical condition” mcIudes physiological, mental or psychologlcal -conditions. or dlsorders, such as, but not Ilmlted to
‘chrohic: and/or uncorrected orthopedlc, vnsual ‘speech, or heanng |mpalrments epllepsy, multlple sclerOSIS, B 5
Behavioral héalthillness, defentia, drug: addlctlon and’ “alcoholism S "’; SR o Y
Losspieas porinda® eny i ilzedl sase .‘*p""
I hereby certlfy, under penalty of perjury, I am a U.S. Citizen or a qualified/ reglstered allen and that all information on this
form is currently accurate. I also certify that during calendar years 2004 and 2005, I have completed a minimum of 40 credlt
‘hours of contlnumg medical education as required by A.R.S. §32-1434 and A.A.C.. § R4-16-101.

QoML SUIL w0916

Signature of Licensee &Slgnature stamp will not baéccepted) Date
31032 Josepha I. Seletz, MD :

34y t




 ARIZONA MEDICAL BOARD Q 0 / [7& -
2004 BIENNIAL MD LICENSE RENEWAL APPLICATION

AZ MD Lic#: 31032 vJosemhaVI Seletz MD _ ) ; $850 (if postmarked after 10/26/2004)

OFFICE ADD
PUBLIC:ADDRESS
10150 National Bivd

Los Angeles CA 90034-3805 B P ] I S R T G AN
. poE T T i T S TR T ST

!

H

|

Cmd T

I, -\ VAT Phone#: .. .
@(\\\‘ .
X P \ ‘ MAILING/ADDRESS

Phone #: (310).247-0553

MAIEINGADDRESS -~ | .. & 7
10150 National Bivd %

Los Angeles CA 90034-3805 N
R i
Q‘\ ,\\% /

’ HOMEADDRESS

Jro Fax#e oo

HOMEADDRESS

T

Y .- L N

Phone #:_ CFax#i- v U T I Phone® T T Fax #:

E-Mail: E-Mail:
Cell Phone #: (Optional)
Select from the attached list of Self-Designated “Field of Practice” Codes
i e . Certifi Practicin
OBG Y | N Make corrections if [9) % 61‘
] necessary
l

O INACTIVE STATUS: Please inactivate my. Arizona license. My signature below serves to certify the following: That T am not presently under investigation by the board,
the board has not commenced- any disciplinary proceedings ‘against.me, and I am totally retired from the ‘practice of medicineIn this state or. any state, territory, ‘or district of
the United States or foreign country. . I understand that once-inactive status.is granted, the board will waive the annual-renewal fees and- requlrements for CME I further—+ !
understand that I may not engage in the practice of medicine, hold registration with the' Drug Enforcement Admlnlstratlon or write- prescrlpdons aslong’as my Ilcense is 7,
classified as inactive. I further :understand that If I request reactivation of.my license, Lmay be requlred to, pass the SPEX examlnaﬂon and that the board may require any |

combination of physlcal examlnat:on pwchiatrlc psychologlcal ‘evalliations and interviews it deems necessary to determine my. ablllty to safely engage in the practice of
.. medicine. . P e s - .

O CANCELLATION: Please cancel my Arlzona llcense My slgnature below serves to cemfy the followlng That I am not presendy under Invesbgatlon by the board the board

has not commenced any dlsclpllnary proceedings against me; and that I am requesting cancellation for the reason that I am no Ionger practicing medicine in the State of Arizona.

PLEASE .ANSWER THE FOLLOWING QUESTIONS: "

Other than in Arizona, are you currently under investigation by any. medlcal board or. peer review body? ......ccceiirnnnns
2. Other than in Arizona, since your last renewal have you had a medical license disciplined resulting in revocation, suspension, Ilmltation restriction, probatron, voluntary
surrender or cancellation durlng’an investigation? (see instructions on BaCK).....ccirrrrireeerciererre e s Q Yes.&@To
3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (see mstmctlons) O Yes @No
4. Since your last renewal, have you been subjected to any regulatory disciplinary action, Including censure, practice restriction, suspension, sanction, or removal from practice,
Imposed by. any agency of the federal or state government? (see mstructlons) .............................................. . Q YesJa' No
5. Since your last renewal, have you had the authority to prescrlbe, dispense or administer medications limited, restncted modified, denled surrendered or revoked,by.... -
a federal or state agency? (see instructions) ........... eeeeeenstereeses et ttee st reetreeses s aaaaeeee N R aE e s a0 eeRNSSHes e R e e eee e aaeeeeeeee s sy aeeeteetrossnbbtreessennesetsonssnnrenannnnn
6. Within the last 5 years, have you had or do you havé a medical condition that impairs or. limits your ability to safely practice medicine? (see instru ons)...........
7. Do you engage in the illegal uselof any controlled substance, habit-forming drug, or. prescription MediCaton? “........c.ccoeverereereeereeneerceererenns
8. Have you consumed lntoxlcating beverages resulting in your present ability to exerdise the judgment and skills of a medical professional, being impaired or Ilmlted
9. Have you been denied a license ln another State? If YOS, ....cvvccccrrveerierrnnriseenesseeeseesressessesessesesseesssssnses
. State Date of Denial Reason for Denial .
10. Since your last renewal, have you been found gullty or entered Into a plea of no contest to a felony, or misdemeanor tnvolving moral turpitude in any state?........... O Yes [#No
If yes, please attach an explanation and applicable court docket. See instructions on back.
11. Slnce your last renewal, has a malpractlce Iawsult resulted ina settlernent or judgm nt ag_alnst you"

I hereby certify, under penalty of perjury, that all information on this form is currently accurate. I aiso certify that during calendar years. 2002 and 2003 I have completed a

minimum of 40 o ontinui I tlon as requlred by A.R.S. §32-1434 and A.A.C. § R4-16-101. * f] 2 q 4 et e e
' ) ‘ ' At ,- . ;' 1'141 )
Signature of Uckfisee (Signature stamp will not beBcepte"d) R S N Date ) el T Ty

""mlll"mmlmm A !' Tt e
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