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State Medical Board of Ohio

30 E. Broad St., 3 Floor * Columbus, OF 43215-6127 + (614) 466-3934 « Website: http://.med.ohio.gov/

Ohio Addendum to Application
Qhio Training Program

Are you or will you be in an accredited training program in Chio? O Yes A No
If yes, identify name of training program and location:
Start Oate: !
Name of Hospital/Training Program City monthiyear
Specialty Beoards
Name of Specialty Board .
(I none, enter "N/A") Year Certified Country
BOG 1991 - piesw LS
f
TOEFL IBT

(International Medical School Graduates only}

THE TOEFL, TWE, ECFMG’S ENGLISH EXAM [PRIOR TO 7/1/98), ETC., ARE NOT EQUIVALENT
AND CANNOT BE SUBSTITUTED FOR THE TOEFL IBT

Graduates of medical schools located outside the United States and Canada must achieve a score of at least 26 in
Speaking and 26 in Listening with a total scere of 30 on the TOEFL IBT, regardless of citizenship or country of birth.
Prior fo July 2008 the Test of Spoken English was required with & minimum score of 40 (between 7/95-7/06) or 230
{prior to 7/95). The following are the only excepticns permitted under Chio iaw:

YES NO
Have you completed two years of undergraduate college work in the United States? (1] O
During the five years immediately preceding the date of your application, have you:
(Please ncte you must be able to answer “YES” to both parts of this question)
Heid a current medical license (i.e., unrestricted, training cerdificate, educational permit) in the
United States? a a

AND

Have you been actively practicing medicine (graduate medical educaticn is included) in the
United States?
Have you completed a Fifth Pathway program? a o
Have you passed the Clinical Skills Assessment examination given by ECFMG on or after Q 0
July 1, 19987 AEDYI 1.

If you answered NO to all of the above questions, you must take the TOEFL IBT. Refer to the application
instructions for contacting the Educationral Testing Service. The Board cannot waive this reguirement. VR

Applicant Name: ’j Dﬁ?/ 876 jj? pf‘/a"ﬁ’ Date: A~ L1 Zé)/'u/
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Ohio Addendum to Application

Preliminary Education Form

TO BE COMPLETED BY ALL APPLICANTS

Full Last (Sumname} First Middle Suffix (Jr., 1)
N ' E
e GLAazEl JZZ“CPMAj D
School Name [Sr 5
High s
School or \‘Oﬂ_fj( ened
Equivalent | City Stale Country
Lov v A
Dates MO/YR MO/YR
Attended From: , e
School Name l
Undergraduate ; i - -
Collage or U V LOU” s ' €
Equivalent City State Country
Loo K- { U SA
Dates Degree
Attended From: MONR — | To MONR Received
3 75 g5 /’l? BA
School Name
ND;MA« U nvecst J*j
City State Count.ry
F%loow(,mor%w .Lfv JSA
Dates Degree
MOMNR MOYR ;
Attended F ; To: R d
ende rom 3 173 ~ f7b eceive
School Name
Medical or i < ’ [/L ){’ ) s
Osteopathic U}}/F’/ J,()U" = UQ__ 6(/ DD/ ¢ W Q’A( & ){Qk
School of ity State . Country
Graduation 7 . . u J
Lote Vi Vie & Vo h
Dates Degree
Attended From: 1MONR To: MOMYR Received
§ 17 513 WY

no. SAETOE”

FOR BOARD USE ONLY

CERTIFICATE OF PRELIMINARY EDUCATION

APR 16 208

DATE ISSUED:

This is to certify that this applicant has met the preliminary education requirements for study in conformity with/the:

Statutes of Ohio and the regulations of the State Medical Board of Ohio

Applicant Name:

Q l/ﬁ(,%(j?\7 : j’l—‘é"”g&} Date:

32T 200 ¢

Ohio License Application Form

Addendum Page 2




Ohio Addendum to Application
Additional Information
Medicine or Osteopathic Medicine

if you answer "YES" to any of the following questions, you are required to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper. You must submit copies of all relevant documentation, such as
court pleadings, court or agency orders, and institutional correspondence and orders. Please note that
some questions require very specific and detailed information. Make sure all responses are complete.

(Please place a [¥] in the yes or no box)

1. Have you ever been denied staff membership at any hospital, nursing home, clinic, health a E{
maintenance organization, or similar institution?

Z. Have you ever been warned, censured, disciplined, had admissions monitored, had [ m/
privileges limited, had privileges suspended or terminated, been put on probation, or been
requested to withdraw from or resign privileges at any hospital, nursing home, clinig,
health maintenance organization, or other similar institution in which you have trained,
been a staff member, or held privileges, for reasons other than failure to maintain records
on a timely basis, or failure to attend staff or section meetings?

3. Have you ever resigned from, withdrawn from, or terminated, or have you ever been d Q/
requested to resign from, withdraw from, or otherwise been terminated from, a position
with a medical partnership, professional asscciation, corporation, health maintenance
organization, or other medical practice organization, either private or public?

R

4, Have you ever resigned from, withdrawn from, or have you ever been warned by, 4
censured by, disciplined by, been put on probation by, been requested to withdraw from,
dismissed from, been refused renewal of a contract by, or expelled from, a medical
school, clinical clerkship, externship, preceptorship, residency, or graduate medical
education program?

5. Have you ever transferred from one graduate medical education program {o another? d

6. Have you ever, for any reason, lost specialty board certification in the U.S. or elsewhere, | ;/'
or been denied such certification, or denied examination for such certification?

7. Has any board, bureau, department, agency or other body, including those in Ohig, in any IR Va/
way limited, restricted, suspended, or revoked any professional license, certificate or
registration granted to you; placed you on probation, or imposed a fine, censure or
reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or ctherwise forfeited any professional % 4d
license, certificate or registration issued to you by any board, bureau, department,
agency, or other body, or have vou ever withdrawn any application for licensure,
relicensure, or examination, in any state (including Ohio), territory, province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, application for a @/
licensure or relicensure, or the privilege of taking an examination, in any state (including
Ohio), territory, province, or country?

LI Z, ?7 s — !
Applicant Name: (:( LA T Je (PKEF LA Date: % - 25 2l

Ohio License Application Form ) Addendum Page 4




10.

11.

12.

13.

14.

15.

16

17.

18.

19.

20.

Ohio Addendum to Application
Additional Information —~ Medicine or Osteopathic Medicine

YES

Have you ever been requested to appear before any board, bureau, department, agency,
or other body, including those in Ohig, concerning allegations against you?

a
Have you ever entered into an agreement of any kind, whether oral or written, with a
respect to a professional license, in lieu of or in order to avoid formal disciplinary action,
with any beard, bureau, department, agency, or other body, including those in Ohio?

department, agency, or other body, including those in Chio, with respect to a professional
license?

NO
Have you ever been notified of any investigation concerning you by any board, bureau, d /H'
Have you ever been notified of any charges, allegations, or complaints filed against you a _Z/
with any board, bureau, department, agency, or other body, including those in Ohio, with
respect to a professional license?

Have you ever been denied or have you ever surrendered a state or federal controlled ] )2,
substance or drug registration; had it revoked, terminated, or restricted in any way; or

been warned, reprimanded, or fined by, ar been requested to appear before, the

responsible agency?

Mave you ever pled guilty to, been found guilty of a violation of any law, or been granted d a/
intervention or treatment in lieu of conviction regardless of the legal jurisdiction in which

the act was committed, other than a minor traffic violation? If yes, submit copies of all

relevant documentation, such as police reports, certified court records and any

institutional correspondence and orders. Photocopies will not be accepted.

Have you ever been arrested, forfeited collateral, bail, or bond for breach or violation of d A4
any law, police regulation, or ordinance other than for a minor traffic violation; been

summaned into court as a defendant or had any lawsuit filed against you (other than a

malpractice suit)? If yes, submit copies of all relevant documentation, such as police

reports, certified court records and any institutional correspondence and orders.

Photocopies will not be accepted.

Have you been a defendant in a legal action involving professional liability (malpractice), |
or had a professional liability claim paid cn your hehalf, or paid such a claim yourself? In

addition, ask your malpractice insurance carrier(s) to provide a complete claims history

report for the last 10 years to the State Medical Board of Ohio. If your current carrier has

provided coverage for less than 10 years, ask your previous carrier to submit a claims

history report to the Board.

Have you ever been denied professional liability insurance or coverage, or had such d
insurance or coverage canceled, limited, or restricted in any way?

g
Have you ever been denied or relinquished participation in any third party reimbursement Q Q/
program, whether governmental or private, including Medicaid and Medicare; or had such
participation fimited, restricted, suspended, or revoked; or been warned, reprimanded,
requested to appear before, or fined by the responsible body?

Have you ever been denied privileges, or had privileges revoked, suspended, restricted, /| [} D/
reduced, or terminated by the Department of Defense, the Veteran's Administration, or B 4
any of their respective components?

Applicant Name: (—’1 ij( 263@/ jé [/@ Date: 27 5 ?Ufﬁ/

Ohio License Application Form / Addendum Page 5




Ohio Addendum to Application
Additional Information — Medicine or Osteopathic Medicine

YES

21, Have you ever been diagnosed as having, or have you been treated far, pedophilia,
exhibitionism, or voyeurism?

22.  a) Within the last ten years, have you heen diagnosed with or have you been treated
far, bipolar disorder, schizophrenia, parancia, or any other psychotic disorder?

b} Have you, since attaining the age of eighteen or within the last ten years, whichever
period is shorter, been admitted to a hospital or other facility for the treatment of
bipolar disarder, schizophrenia, parancia, or any other psychotic disorger?

NOB RS

If you answered “YES" to any part cf this question, please provide details on a separate sheet,
including date(s) of diagnosis or treatment, and a description of your present condition. Include the
name, current mailing address, and telephone number of each person who treated you, as well as
each facility where you received treatment, and the reason for reatment. Have each treating
physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning;

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

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

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

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

“Medical condition” includes physiological, mental, or psychological conditions or disorders, such as but not limited
to orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental illness, specific learning
disabilities, HIV disease, tuberculosis, drug addiction, and alcohalism.

ES

23. Do you have, or have you been diagnosed as having, a medical condition which in any a /{
way impairs or limits your ability to practice medicine with reasonable skill and safety?
You may answer "NO” to_this question if you hold a current training certificate to
pursue training in Ohio and the only such medical condition is chemical dependency or
substance abuse, and you have successfuily completed or are currently receiving
treatment at a program approved by this board and have adhered to all statutory
requirernents as contained in Sections 4731.224 and 4731.25, O.R.C., and related
provisions. Any guestions concerning approval can be directed to the board offices.

a) Are the limitations or impairment caused by your medical condition reduced or [} D/
ameliorated because you receive ongoing treatment or received treatment in the past
(with or without medication) or participate in @ monitoring program? 77 {4 4 hande A M-L&i ¢ C/”r
: . o . L(:’l‘/Ldf L X2
If you receive such ongoing treatment or participate in such monitoring program the boarg will make
an individualized assessment of the nature, severity, and duration of the risk associated with an ¢
angoing medical condition sa as to determine whether an unrestricted license should he issued,
whether conditions should be imposed, or whether you are not eligible for licensure. Have each
treating physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your medical condition reduced or [ a/
ameliorated because of the field of practice, the setting, or the manner in which you

have chosen to practice? _[,C i # pe K Aic f, [,g/
L/J,@/!/{“ 'I"T SN

Applicani Name: L/l L/p\ ’Z@’ﬂ | F 1 [’@, Date: 325 ?.&ikr

Ohio License Application Form Addendum Page 6



Ohio Addendum to Application
Additional Information — Medicine or Osteopathic Medicine

“Chemical substances” is 10 be construed 1o include alcohol, drugs, or medications including those taken pursuant
to a valid prescription for legitimate medical purposes and in accordance with the prescribers direction, as well as
those used illegally.

YES NO
e
24. Do you use chemical substance(s) which in any way impair or limit your ability to A Er
practice medicine with reasonable skill and safety?

a) Are the limitations or impairment caused by your use of chemical substances d g
reduced or ameliorated because you receive ongoing treatment (with or without )
medication) or participate in a monitoring program? Denivse

if you receive such ongeing treatment or participate in such manitoring program the board will make

an individualized assessment of the nature, severity, and duration of the risk associated with an

ongeing medical condition so as to determine whether an unrestricted license should be issued,

whether conditions should be imposed, or whether you are not eligible for licensure. Have each

treating physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your use of chemical substances a Q/
reduced or ameliorated because of the field of practice, the setting, or the manner in _ E
which you have chosen to practice? S

¥ P Pt

For purposes of question 25 the following phrases or words have the follewing meaning:

“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 use of drugs may have an ongoing impact on one's
functioning as a licensee, or within the past two years.

“iflegal use of controlled substances” means the use of controlted substances obtained illegally (e.g. heroin or
cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid prescription or not
taken in accordance with the direction of a licensed healthcare pracfitioner.

YES NO
25. Are you currently engaged in the illegal use of controlled substances? A a/
a) [f “YES,” are you currently paricipating in a supervised rehabilitation program or d ]

professional assistance program which monitors you in crder to assure that you are
not using illegal contralled substances.

Paal B AN
Applicant Name:T.ﬁ Wéﬂk’ ) e’?i/f% Date: 4)) 2.5 1004

Ohio License Application Form Addendum Page 7



State Medical Board of Ohio

30 E. Broad St., 3rd Floor & Columbus, OH 43215-6127 e (614) 466-3934 e« Website: hitp://med.ohio.gov

Ohio Addendum to Application
Certificate of Recommendation
Medicine or Osteopathic Medicine

1/ Co;é
l, \j:‘/)ﬂ//\ C , currently hold an active license to practice as a

{Recommending physician, print hame legibly)

physician in the state of /(JMV] , attest that all information | am providing is in conformance with

the "Instructions for Completion of Recommendation Form,” and provide this recommendation form related to the

Jetf ¢
request for professional licensure by & G /4 2’/6’(-
(Applicant, print name legibly)

Further, the photograph affixed hereto is a genuine likeness of the applicant, who has been personally known to me
for 30 _ years/months.

1. How do you know this applica
jrl)“w._ Mmdﬁ j@/,@z{’ P vmm_// L Mi;fmi/ }/éfé/]cfkd/"-x}/"
2. How would you describe the applicant's medical knowled Y
é(, &M«Jf

3. How would you describe the applicant’s clinical technique? W

4. How would you characterize the applicant's relationship with patients’?{ ;
Xl b

5. How would you describe the applicant’s ability to work with peers and clinical st ZA]L
4;,((42 /

6. Does the applicant possess good moral character? (If no, explain) Wes ONo
7. Do you recommend this applicant for the professional license being sought? (If no, explain) @’f’e’s"-DNo
8. Are you aware of any other information (favorable or unfavorable) that could potentially impact this applicant’s
suitabifity for professional licensure or the Board's consideration of his/her application? (If yes, explain)

QOYes D’N‘é/'

8. Have you attached additional correspondence or information to this form? QYes Do
7] el 57( D
S|gnature of Recommending Physigian (Nampe stamp ot accepted)

Wl Bpisil idiy Sk 35y Lemsa)le 22
Address fificlude hfuse number and street, city, state and ;ﬁ:ode)

. 7
State of Licensure and License Number /“% = fy(/

Subscribed and swarn to before me this 11 day of
i i 1 ” A‘D J - . 20 _i
' Vspott Dol

Natary Public Signature

~.

\ A NOTARY!SEAL,
Slgpétfoz@ Apbllcan &J)L_} C?' /(P ~ ]S
Date P Taken 1/ &= Date Commission Expires "N 21 204a
O CUEr anz

- NWA



State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127 e (614) 466-3934 » Website: hitp.//med.ohio.gov

Ohio Addendum to Application
Certificate of Recommendation
Medicine or Osteopathic Medicine

l bw iEHT ?ﬁ 1> HAr , currently hold an active license to practice as a
(Recommending physician, print name legibly)

physician in the state of jE_MTU\C KY , attest that all information | am providing is in conformance with

the “Instructions for Cempletion of Recormendation Form,” and provide this recommendation form related to the

request for professional licensure by TSEFEREY GLAZER
{Applicant, print name legibly)

Further, the photograph affixed hereto is a genuine likeness of the applicant, who has been personally known to me
for 2.6  years/months.

1. How do you know this applicant? . .
Latetly Thpungh  pofrest WWS r?nPgJJum-A w@lﬂ%@% Jorrt_Snimenes, Evenpret),
__oegoak  Baboaihy 4 /
2. How‘would you describe thé applicant's medical knowledge?

E xceflent, in‘wyf )t dnft .

3. How would you describe the applicant’s clinical technique?
Excellent, Jﬂmm@h I toge nof ocliteth  obsoped jw last 5% (bt
_nge iRl Mhfesnitron gt fw et ),
4. How would you charactenze the applicant’ ﬁlatlonshlp with patlengt/s’?
h

5.3 S endly Lot 1&%%01 -
5. How would you describe the appllcants ability to work with peers and clinical staff?

Cry Gmed.  Adam 0\% and FiSyrery
7 7T

6. Does the applicant possess good moral character? (If no, explain) Myes 0ONo
7. Do you recommend this applicant for the professional license being sought? (If no, explain) ®Yes ONo
8. Are you aware of any other information (favorable or unfavorable) that could potentially impact this applicant's
suitability for professional ficensure or the Board's consideration of his/her application? (If yes, explain)

OYes &No
9. Have you attached additional correspondence or information te this form? OyYes HMNo

Signature of Recommending Physician (Name stamps not accepled)

20 Eoxtover CF. [owsulle, K¥ Y0206

Address {include house number and street, city, state and zip code)

State of Licensure and License Number KY 25/45

Subscribed and sworn to before me this 15 1day of

(2@@; 20/

o\ dmp(Bar)

Notary Public Signature

(ﬂ ‘A0 'CSO/J/

NOTARY SEAL

Slgnﬁr Fpﬁlmantel

Date Ph#to Taken

20 Date Commission Expires ANMET ,
: /LU VLD Eff4/12




: | UNIFORM APPLIGCATION
| FOR PHYSICIAN

'E STATE LICENSUKRE

i

[3059(

Affidavit and Authorization for Release of Information

Applicant: Send this form to the state board you are applying to. Do not send this to FSMB.

Applicant:

Securely tape or glue
a recent (less than &
month old) front-
view 2" x 2"
passport-type color
photo of yourself in
the square befow.

Sign this form with
attached photo in
the presence of a
notary public.

Send the notarized
form to the board

you are applying to
for licensure.

DO NOT SEND THIS
FORM TO FSME,

Doing so will cause a
delay with your state
board application.

I, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this
application, that all statements [ have made or shall make with respect thereto are true, that | am the original
and lawful possessor of and person named in the various forms and credentials furnished or to be furnished
with respect to my application, and that all documents, forms, or copies thereof furnished or to be furnished
with respect to my application are strictly true in every aspect.

{ acknowledge that | have read and understand the Uniform Application for Physician State Licensure and
have answered all questicns contained in the application truthfully and completely. t further acknowledge
that failure on my part to answer questions truthfully and completely may lead to my being prosecuted under
appropriate federal and state laws.

I authorize and request every person, hospital, clinic, government agency (local, state, federal, or fareign},
court, association, institution, or law enforcement agency having custedy or controt of any documents,
records, and cther information pertaining to me to furnish to the Board any such information, including
documents, records regarding charges or complaints filed against me, formal or informal, pending or closed,
or any other pertinent data, and to permit the Board or any of its agenis or representatives 1o inspect and
make copies of such decuments, records, and other information in connection with this application.

I hereby release, discharge, and exonerate the Board, its agents or representatives, and any person,
hespital, clinic, government agency (local, state, federal, or foreign), court, association, institution, or law
enforcement agency having custody or control of any documents, records, and other information pertaining
to me of any and all liakility of every nature and kind arising out of investigation made by the Board.

| witl immediately notify the Beard in writing of any changes to the answers to any of the questions contained
in this application if such a change occurs at any time prior to a license to practice medicine being granted to
me by the Board.

{ understand my failure to answer questions contained in this application truthfully and comgpletely may lead
to denial, revocation, or other disciplinary sanction of my license or permit to practice medicine.

|

S e, b 4¢

Applicanﬁig tyrg (must{be signed in the presénde of a notary)

éaﬂzg@

Applicant’s printed {ast name

JQ{F(’&A

Applicant’s printed first name, middle inite?, and suffix (e.q., Jr.)

J -5 zoly

Date of signature (must correspond to date of notarization)

State of

Notary s

\‘ﬁp fe <N \PR 7 -

, County of

ui(wm{:ﬁu.}

| certify that on the date set forth below, the individual named above did appear personally before me and that | did identify this applicant by: (a}
comparing his/her physical appearance with the photograph on the identifying decument presented by the applicant and with the photograph
affixed heretn, and (b) comparing the applicant's signature made in my presence on this form with the signature on histher identifying

decument.
ol

The statements on thi

ocyiment are subscribed and sworn to before me by the applicant on \hiscé “ day of Aﬂ‘j Vi ‘

slag I Plock.
Liawe 21, Z01LY

Uniform Application for Physician State Licenkure ~ Affidavit and Authorization for Refease of Information
Applicant: Send this form to the state board yoi nolying to.

Notary Public Signature:

{NOTARY PUBLIC SEAL)
My Notary Commission Expires:

@ June 2013 Faderalion of State Medical Boards
0o not send this form to FSMB,




COMPOSITE STATE BOARD OF MEDICAL EXAMINERS

EXECUTIVE DIRECTOR
LaSharn Hughes, MBA

MEDICAL DIRECTQOR
Jim H. McNatt, MD

2 Peachtree St., N.W_, 36th Floor = Atlanta, Georgia 30303 « Tel: 404.656.3913 - Fax 404.636.9723
httprfwww.omedicalboard.georgia.gov E-Mail: Medbd@ dch.ga.gov

March 25, 2014
RE: Jeffrey Glazer, MD

TO WHOM IT MAY CONCERN:

This is to certify that the above has been issued a Physician license by the Georgia
Medical Board.

It is further certified that:
The license number is 28986 and was issued on October 09, 1986
The current license status is Inactive

The license expiration date is December 31, 1993.

Board Actions A review of public records indicates that no public board
orders have been docketed.

Certified this day Tuesday, 25 March, 2014

Composite State Board of Medical Examiners

(Wa
LaSharn Hughes

LLH/ Executive Director

An Egqual Opportunity Employer



STATE OF INDIANA

1z ] \ tadiuna Professional Licensing Agency
Michael R. Pence 402 W, Washington St Rewm WOT2

Tndiana polis, TN 46204
Phone: {317) 232-2980
Fax: (M7} 2334236

Digitally Certified Proof of Licensure

RE: Jeffrey David Glazer

I, Nicholas W. Rhoad, Executive Director of the Indiana
Professional Licensing Agency and custadian of the records
therein, hereby certify that the attached is the digitally
certified proof of licensure, as requested, and as it appears
in the files of the Indiana Professional Licensing Agency on
the date/time certified.

This digital certification follows the requirements of Indiana's
Electronic Digital Signature Act (Indiana Code 5-24-1-1 et
seq.) and rules developed by the Indiana State Board of
Accounts, 20 IAC 3-1 et seq. to establish a valid digital
electronic signature

If you have the need to verify the authenticity of the digital

certification as of the date and time stamp below, go o

hitps Mfsecure.in.goviapps/plaiverify. htm and use our free web service
to "Verify an Electronic Certified Record". Simply browse to
the location you saved the secure pdf document sent to you
and upload to validate.

Dchotay W Rhad

Nicholas W. Rhoad, Executive Director
Tue Mar 25 01:37:07 PM EDT 2014

Y UNITED STATES
: FPOSTAL SERVICE «
Elactropic Postrnark




STATE OF INDIANA

i ] Iidinna Professional Licensing Agency
Michael R. Pence 402 W, Washington St Room W72
Indianapolis, IN 46204
Phone: (317) 232-2980
Fax: (317} 233-4236

Official Proof of Licensure
Digitally Certified Record

Personal Information
Name: Jeffrey David Glazer

Address: 2325 Cherokee Parkway
Louisville, KY 40204

Date of Birth: 05/01/1957

License Information

Number Issued: 01045854A
License Type: Physician
Status: Active

Issue date: 10/24/1996
Expiration Date: 10/31/2015
Obtained By: Endorsement
Disciplinary Action: None

This ficensee has met ALL requirements for licensure in the State of Indiana - including successfully
passing all required exams.

For additional information including questions regarding Disciplinary Action, contact the appropriate
Board ar Commission at www.in.gov/plashoards.htm

Digitally Certified on: Tue Mar 25 01:37:07 PM EDT 2014

> UNITED STATES
p POSTAL SERVICE «
Efectronic Postmark



PrintPage

Name:
Address:

Page 1 of 1

310 Whittington Parkway, Suite 1B

Louisville, Kentucky 40222

Kentucky Board of Medical Licensure @%&-
¥

Phone (502)429-7150 Fax (502) 429-7158

Jeffrey D. Glazer M.D.
1625 SOUTH SECOND STREET

City, State, Zip Louisville KY 40203

Phone:

License:

Status:
Expiration:
Practice County:
*Area of Practice:
Type of Practice:
Year Licensed in KY:
Medical School:
Year Graduated:
Board Action:

(317) 637-4343
25111

Active Physician
2/28/2015 0:00:00
Jefferson
Obstetrics/Gynecology
Public Hth/Gov
4/7/1987 0:00:00
University of Louisville School of Medicine
1983

None

*The Board does not verify current specialties. For more
information please see the American Board of Medical
Specialties website at: hitp://www.abms.org to determine if
the physician has earned a specialty certification from this
private agency.

http://web1.ky.gov/GenSearch/PrintPage.aspx?AGY=5&FLD1=&FLD2=25111&FLD3=0...  4/2/2014



| UNIFORM APPLICATION
| FOR PHYSICIAN

STATE LICENSURE

€
3 BAAD

Licensure Verification (UA Form #1)

FIORA |

Applicant: Send this form to each board with which you have ever held a lfc%hse..

Applicants:

Complete Section 1,
In the Authorization
area, list the board
that needs to verify
your license as well as
your license number.
Type or print legibly.

Send this form and any
required fee for this
verification to the
authorizing board.

Copy this form for
multipie licenses.

Seéction 1: Applicant Information

> /il -
Last name: (//I )/p( ’th{ry

Fub
First name: J n’?,“‘fga(‘_@,ﬂj
Middle name: \,\‘3(\1 ‘ (9

Date of birth: a9 Jo| [MS_Z Social Security number*:-

*The social security number is to be used for purposes of identification only and may not be used for any other reason.

Suffix:

In listing the Board information below, please reference http://www.fsmb.ora/directory smb.html.
-1 - ¢ 3] / - 3 ~

Name of Board applying to: _ —~ e Meecl e / D’f‘rﬁ( O( OhHo

. v s N )

20 £ Brodd 5F, 3% Flool

Board city/state/zip code: Cﬂ”ﬁ) At hus OH— s2éb

Authorization: I am applying for a license to practice medicine. The Board | am applying to requires that
this form be completed by each state or Canadian province in which | hold or have held licenses, whether
now current ar not. | authorize the licensing agency of the state/province of t to
251 to the Board listed above,

Date: 3-£ 5 - 2&/(/«

Board address:

provide any and all information pertaining toJicensg number

B Uz

17 i

State Licensing Board
or Canadian Province:

Please complete
Section 2. Send this
form to the board at
the address listed in
Section 1. Do_not send
this ferm to FSMB.

Unifarm Application for Physician State Licensure - Licensure Verification
Licensing Beard: Send this form to the slate board listed in section 1.

Section 2: Licensure Verification

Name of Licensee:

Last First Middle Suffix

License type: License number:

Issue date: Expiration date:

Is this license current? [] Yes [ | No If not current, please explain:

1. Have formal disciplinary proceedings been initiated against applicant's license by a disciplinary authority
in your state? |_] Yes []No [] Cannot answer under state law

If yes, please explain:

2. Has the applicant ever been warned, censured, placed on probation, formal consent, reprimand, or in any
other manner disciplined, or has the applicant’s license ever been revoked, suspended, or, in any other
manner, limited by a licensing or disciplinary authority in your state?

[Jves [INe [] Cannot answer under state law

If yes, please explain:

| CERTIFY THAT to the best of my knowledge and belief, the foregoing is a true, accurate, and
complete statement of the record of the individual named on this form.

Signature:
AFFIX BOARD SEAL HERE Print name: __
(If no seal is available, this form must be no{arizre"dé. T C Titler - JAR
Date
P Email

@ June 2013 Federation of Stale Medical Boards

"

009

Do not send this form to FSMB. -~

9 '7;



Question &: I have voluntarily resigned my medical licenses in the states of Georgia,
Florida and Indiana, and have recently reapplied and received a renewal of my license in
Indiana.



MEDICAL MALPRACTICE CASES AGAINST DR. JEFFREY D. GLAZER

v. Jeffrey Glazer M.D. Date of claim: 1/10/2003. Date of closure:
May/2003. Outcome: Summary judgment in favor of Dr. Glazer. Case Summary: The
patient had her baby delivered by Dr. Glazer who was on call for her obstetrician. The
baby did well and she filed a suit four years after delivery, for unknown reasons. She
would not answer requests for interrogatories or requests to schedule a deposition, and
the courts awarded a summary judgment in my favor.

v. Jeffrey Glazer M.D. Date of claim1/6/2006. Date of closure:
Feb/2007. Outcome: Dismissal with prejudice. Case summary: The patient underwent
a laparoscopic tubal ligation at which time an unrecognized bowel injury occurred. She
underwent a bowel resection and made a full recovery. The patient withdrew her claim
after discovery.

v. Jeffrey Glazer M.D. Date of claim: 6/30/2004 Date of closure: Feb
2011. Outcome: Agreed settlement of $20,000. Case summary: The patient developed
diabetic ketoacidosis following a vaginal hysterectomy and may have suffered a
myocardial infarction during that episode. The patient had been cleared and followed by
both her endocrinologist and cardiologist (she had had previous myocardial infarctions).
She made a full recovery and this settlement was made after 7 years.

v. Jeffrey Glazer M.D. Date of claim: 3/21/2006. Date of closure:
Approximately April 2011. QOutcome: Agreed settlement for the limits of my insurance
policy for one case ($1 million). Case summary: The patient underwent an abdominal
hysterectomy, and had a prolonged slow recovery in the hospital, and when she
developed worsening vital signs a large fluid collection was noted on CT scan. She was
taken to the operating room where a presumed bowel injury was diagnosed and the
patient was given a colostomy. She made a slow recovery but has recovered fully, but
lives with her colostomy.

v. Jeffrey Glazer M.D. Date of claim 1/22/2008. Date of closure:
January/2010. Outcome: Directed verdict in my favor. Case summary: The patient was
seen in 2004 with a large ovarian cyst, she underwent laparoscopy with a laparoscopic
ovarian cystectomy and made a satisfactory recovery. She had follow up ultrasounds
which showed the ovary was present, but when she developed a cyst on the other ovary,
she underwent laparoscopy by a different physician. He did not see the ovary that
operated on, and told her it wasn't there. A suit was filed, and in discovery it was noted
that the lawyer did not have an expert witness. After much time the lawyer still could
not produce an expert witness and the case was dismissed with the above outcome. The
lawyer appealed to the Court of Appeals and the Kentucky Supreme Court whigaffirmed
the opinion of the lower courts. SO



ms. Jeftrey D. Glazer M.D. et al. Date of claim July 1996. Date of
closure October 1997. Qutcome: Out of court Settelment for $124,000. Case
Summary: As I was on call for another physician, a baby was born and developed

Group B Beta strep sepsis. The baby fully recovered and an out of court settlement was
agree upon.



Rick Scott

|
|
Mission: | Governot
To protect, promote & improve the health 1 : RS
of all people in Florida through integrated § 00 oy John H. Armstrong, MD, FACS
state, county & community efforts, i 2 AR SRANA | . g
i i | { State Surgeon General & Secretary
| HEALTH ; ’

Vision: To be the Healthiest State in the Nation

May 21, 2014

Ohio Board of Medicine

30 East Broad Street, 3rd Floor

Columbus, OH 43215

RE: License Certification for Jeffrey David Glazer

To Whom It May Concern:

This is to certify the following information, maintained in the records of the Department of Health, for
the above referenced Health Care Practitioner:

PROFESSION: Medical Doctor
LICENSE NUMBER: ME44465
ORIGINAL CERTIFICATION: 07/27/1984
EXPIRATION DATE: 12/31/1987
CURRENT STATUS OF LICENSE: AUTHORITY VOID,
AGENCY ACTION: No

To expedite the verification process, the above format is the standard format for all healthcare
practitioners. If you have questions regarding the status of this license, please call the Customer
Contact Ceniter at (850) 488-0595, option 5.

incerely,

TN

Ellen Pulido
Licensure Support Services

MEDicy; 1.

>
by
L4

VARD

VAY 27 2010

i www.Floridasidic aitih.gov

Florida Department of Health : TWWTEF‘IHGEHM’FLA
Division of Medical Quality Assurances Bureau of Operations FACEBOOK FLDepartinentofHeallh
4052 Baid Cypress Way, Bin C-10 » Tallahassee, FL 32399-3260 i YOUTUBE: fldoh

PHONE: (850) 245-4444 « FAX ; (850) 245-4791 i Created on 5/21/2014 11:26 AM



State Medical Board of Ohio

30 E. Broad St., 2rd Floor » Columbus, OH 43215-6127 = (614) 466-3934 = Fax (614) 644-1464

Ohlo Addendum to Application
EMPLOYER RECOMMENDATION FORM

Dr.
(PLEASE PRINT APPLICANTS FIRST NAME AND LAST NAME)

is applying for licensure in the State of Ohlo. We would appreciate your assistance in flling out the following
evaluation so that we can process their application for licensura, To ensure processing of the physicians
application, please complete and return this form to the State Medlcal Board of Ohio at the above address within
two (2) weeks. Tha form may also ba faxed to the Board at (614) 844-1464. Your Immediate attention to this
matter will be greatly appreciated by the appllcant as well as by us, Thank you for your time and asslstance.

Position(s) heid: i Cnla‘l\._,
Dates of Employment; | 4~ AlLG - 013

1. How long have you known the applicant? ,s ¢ * LA

2. What is/was your supervisory capacity? M_,! s

3. At what hospital/clinic?

4, How would yau rate thefr medical knowledge and techniques’ f (e I |é£) t

5. In your opinion is the applicant of good mioral and ethical character? (WZAN
!

6. Does the appllcant work well with pesrs and madical staff? id AN
I

7. Does the applicant relate well to patients? t_‘h"S

8. Howis the applleant’'s command of the English languags (If applicable)? M

9. Would you recommend the appllcant for licensure? La! eS

Addltional cormmants (An additional sheet may ba added if needed):

A= —

- - g ——
Signature &fPhysiclan

Todd élb[i%ég“‘ (TC, ML ( Dé)
Name of Physician (F'rfva e&ybe or print clearly)
ogﬁnga,hé ébﬁfsic.‘cm

Positia

_S02-24-9 %9

Telephone number {include area code P
P z (incly IR @ .[ \ [

T a2 (02 UBI

Fax number (include area code)

200/200 KABHO HOVI 18P0pZ3205 X¥4d Bl €L PLOC/ZC/G0



From:PLANNED PARENTHOOD OF 1NDIANA 3176374344 05/22/2014 12.23 #610 P.002/002

State Medical Board of Ohio

30 E. Broad St,, 3rd Floor « Columbus, OH 43215-6127 » (614) 466-3634 e Fax (614) 644-1464

Ohio Addendum to Application
EMPLOYER RECOMMENDATION FORM

or_Jeld Blazer (Telfros Davd (Gloze, )

(PLEASE PRINT APPLICANTS FIRST NAME AND LAST NAME)

is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out the following
evaiuation so that we can process their application for licensure. To ensure processing of the physicians
application, please complete and return this form to the State Medical Board of Chio at the above address within
two (2) weeks. The form may also be faxed to the Board at (614) 644-1464. Your immediate attention te this
matter will be greatly appreciated by the applicant as well as by us. Thank you for your time and assistance.

Position(s) held: ASS@@@X’—& /%eCLiCJ b;v-ed%v
Dates of Employmenit: SPPL&MW 20l — {B/'JS rif/t/+

1. How long have you known the applicant? A‘S Q,lamf@

2. What is/was your supervisory capacity? I < ] W(LCaj AAWJA}"&/
3. At what hospital/clinic? \”q Mmé DQYM fﬁﬂlﬂdﬁ;na %4 K{"m“}‘ udxé?f

4. How would you rate their medical knowledge and techniques? \j%a/q‘ 606 A- —2 E’K&{i{@: h?Z'

5. In your opinion is the applicant of good moral and ethical character? \/1 S

6. Does the applicant wark weil with peers and medical staff? \!6&

7. Does the applicant relate well to patients? \][JZ S

8. How is the applicant’'s command of the English language (if applicable)? ? vy (cm;l Haiy €

9. Would you recommend the applicant for licensure? \!é & 7w 1%{)’4'{’ Y fv‘aﬁm

Additiopnal comments (An additional sheet may be added if needed):

Signafure of sician
* OW%W. Shicks man, m
Name of Physician (Blease typge or print clearly)
Med i i [t oy
Position
(M) 37 - 4343
Telephone number (include area code)
tostutow @ judui . edy
E-Mail o
(217 (037~ 544

Fax number {include area code)




URGENT LICENSURE PENDING

Emplover Recommendation Form

State Medical Board of Ohio

30 E. Broad 5t, 3rd Floor ¢ Columbus, OH 43215-6127 ¢ (614) 466-3934 « Website: hitpy/med.ohic.gov/

o Jetlbou . GuaeEl

(PLEASE PROVIDE THE FIRST AND LAST NAME OF THE APPLICANT)

is applying for licensure in the State of Chio. We would appreciate your assistance in filling out the following
evaluation sc that we can precess hisher application for licensure. To ensure processing of the physidans
appiication, piease complete and retumn this form to the State Medical Board of Ohio at the above within two (2)
weeks. The form may also be faxed to the Board at {(614) 644-1464. Your immediate attention to this matter will be
greatly appreciated by the applicant as well as by us. Thank you for your time and assistance.

Position(s) held: SiAF7_CYynstolpbis ¢

Dates of employment; 6? - L00% - r[)/ ¢ &8 ”“{’

(1}  How leng have you known him/her? 3 S‘ ':fuﬂ-s

(2) Whatisiwas your supervisory capacity? S34 4] C’i' (',H’)‘Jf‘
(3)  Atwhat hospital? LNswur VA

(9 How would you rate his/her medical knowledge and techniques? &MT—

(5)  Inyour opinion is he/she a person of good moral and ethical character? (’/5_}

(6) Does hefshe work well with peers and medical staff? l;f )

(73 Does hefshe relate weil to patients? Lf 5

(8)  How s histher command of the English language i applicable)? ﬂl/ s NATWE Fridi 31K
()  Would you recommend himMher for licensure? ‘f” v WIW MWA/

Additional comments, piease: (f needed, an extra sheet of paper may be used)

Sincerely,
Nicole Weaver
/{/ Chief, Licensure

Signature of Pfysigian

ML SPssyhck mMb

Name of Physidian (please type or print clearly)

QL e . JNFRMATIES

Position

sD2.- SX8 ‘227

Telephone number (inciude area code)

bz - 297 - 6206

FAX number (include area code)




FEDERATION
CREDEMTIALS
VERIFICATION
SERVICE

Medical Professional
Information Profile

This report provides credentialing information for
Name;, Jeffrey David Glazer

Social Security Number:_
Date of Birth: May 01, 1957
FID#: 207424185

Recipient: OH - State Medical Board of Ohio

ABOUT THIS PROFILE

The Federation Credentials Venfication Service (FCVS) was retained by the above referenced medical
professtonal to verify hissher medical credentials for submission to your agency/erganization. Unless
noted ctherwise, all documents conlained in this report were recerved directly from the issuing
instituion per wrilten requesl made by FCVS.

NOTICE: All decuments bearing an onginal Cfficial FCVS seal are cerlified to be an exact reproduction
of the original. Where required. onginal documents are provided according lo the agreements with the
Insbiution issuing such document. FCVS maintains all original documants {excluding third-party
examination transcripts) in the physician’s source file.

This FCVS Medical Professional Information Profile ("Profile”) is compiled and provided by the
Fadsralion of State Medical Boards of the United Stales, Inc. (Fedaralion) as a referenca source far,
and only for, its member boards and other entities authorized by the Fedsration. Tha Profile embodies
and conlains confidenlial business information bacause the informalion, and the format and
presentation of that information, comprise trade secrets of the Fedaration and because the Profile's
disclosure would harm Lhe Federalion by providing others with an unfarr business advanlage in
competing with the Federation's FCVS services. Funher, the form of the Profile and the contents of thus
Prefile, including the comgpilation of infermation in this Profile, are the Federalion's copyrighled works
and proprietary, cenfidential information and are subject to the protections of United States laws
governing copyright, trademark and irade secrets, as well as various state tfaws protecting the
Federation's trade secrats and other intellectual property rights. This Profile and its contents may not
be (1) copied. refermatted, modified, published or displayed publicly or (2) used, disclosed., distnbuled,
shared or sold, in whole or part, for any purpese, including use o esiablish any database or files as a
compendiurn or otherwise, all of which is strctly prohibited without the axpress written censant of the
Federation's CEQ.

g 400 FULLER WISER ROAD | SUWUITE 300 | EWULESS, TX 76039 TEL(817)868-5000 FAX(817)868-5099 ﬁ

© 1996 Federation of State Medical Boards
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f-m’:mnan of £

Credentials Analysi

: STATE
FEDERATION CREDENTIALS
F CVS VERIFICATION SERVICE Summary REPOI't ; g‘gg%ﬂ% :
, o . - . ’,r"

Note: Your board may wish to review the unresolved items below marked by an "X"
Please review the Credentials Analysis Report for further details on the unresolved items

Medical Professional Name: jeffrey david glazer
Date of Birth: May 01, 1857
Social Security Number;
FID: 207424185

I. FCVS Reports

ll. FSMB and Other Reports

lII. Identity

A. Certified Birth Certificate OR Copy w/ Cert. of [dentification

IV. Medical Education

A. Pre-medical Schools

B. Medical Schools

University of Louisville School of Medicine
1. Medical Education Form and Transtation
2. Medical Education Transcript and Translation
3. Medical Education Diploma and Transtation

C. Fifth Pathway Program

D. ECFMG Certification

V. Graduate Medical Education

University of Florida Health Science Center
1. GME Form
2. GME Completion Certificate

V1. Licensure Examination History
A. NBME Endorsement of Certification

End of report for: jeffrey david glazer

FAX{BI?)S&B 5099

ULESS TX 76039 TEL(BIT)B&S 50

© 1996 Federatlon of State Mecllcal Boards Page 1 of 1



FEDERATION CREDENTIALS Medical Professional
VERIFICATION SERVICE Informatio Profile

iy
[

STATEi *,
MEDICAL _
- BOARDS -

2

Table of Contents

i. FCVS Reports

A. Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities

Il. FSMB and Other Reports

A. Board Action Data Bank Report
B. American Board of Medical Specialty Verification

I1l. Identity

A, Affidavit
B. Certified Birth Cenrtificate or Original Passport or Cert. of Identification with Photecopy
C. Documentation to Support Name Variation

IV. Medical Education

A. Verification of Medical Education

B. Clinical Clerkships (if applicable)

C. Verification of Fifth Pathway (if applicable)
D. ECFMG Certification (if applicable)

V. Graduate Medical Education

A. Verification of Graduate Medical Education

Vi Licensure Examination History (State Licensing Authorities Only)

A. LMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcript

D. NBME Transcript

E. NBOME Transcript

F. FSMB Transcript

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 | TEL(817)868-5000

© 1996 Federation of State Medical Boards

FAX(817)868-5099



FEDERATIQON CREDENTIALS Medical PrOfeSSionaI
].: CVS VERIFICATION SERVICE . Information Profile

STATESS *
MEDICAL &
- BOARDS

Section |

FCVS Reports

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 | TEL(817)868-5000

© 1898 Federahon of State Medical Boards

X(817)868-5099



YERIFICATION SERVICE

FCVS

FEDERATION CREDENTIALS

Medical Professional
Informatlon Report

Federation of
antuﬁf
MEDICAL

.BOARDsg

: 2
-&&ﬁg‘mf

Identity

Medical Professional Name:

Gender:
Date of Birth:
Place of Birth:

Jeffrey David Glazer

Documentation: Certified Birth Certificate OR Copy w/ Cert. of
Identification

Male
May 01, 1957
Louisville, KY, UNITED STATES

Social Security Number: _

FID:

Physical Description:

207424185

Height: §ft. 0in.
Weight: 200 Ibs.
Eye Color: Brown

Hair Color: Brown

Contact Information

Mailing Address:

Permanent Address:

Telephone Numbers:

400 FULLER WISER ROAD | SUVITE 300

© 1995 Fedaration of State Meaical Boards

2325 CHEROKEE PKWY
LOUISVILLE, KY 40204-2215
UNITED STATES

2325 CHEROKEE PKWY
LOUISVILLE, KY 40204-2215
UNITED STATES

Primary: (502) 558-7900
Secondary:  N/A
Fax: N/A
Other: N/A

0 FAX(BI?)

ELJLESS TX 76039 TEL(BI?)B&B

Page 1of4

868- 5099



FCVS

YERIFICATION SERVICE

FEDERATION CREDENTIALS

Medlcal Professmnal
Information Report

_;;_;Zha'rrauan o

- STATE

b

MEDICAL A

- BOARDS ¢

7

'*‘gnf*!“‘

Pre-medical Education

{Provided by Applicant. Not verified with the primary source.}

Institution;
Address:

Dates of Attendance:
Degree Conferred/Issued:

University of Louisville
Louisville, KY 40292
UNITED STATES
03/~/1975 To 05/--11979
Bachelor of Arts

ECFMG

There are none identified or not applicable.

Medical Education

Medical School:

Address:

Dates of Attendance:
Date Certificate lssued:
Degree Conferred/Issued:

Unusual Circumstances
Leave of Absence/Extension:
Probation:.

Disciplined:

Negative Reparts:
Limitations:

University of Louisville School of Medicine
Abell Administration Center

323 E Chestnut St

Louisville, KY 40292

UNITED STATES

08/13/1979 to 05/08/1883
05/15/1983
Doctor of Medicine

No
No
No
Ne
No

#if‘th Pathway

There are none identified or not applicable.

400 FLJLLER WISER ROAD | SWITE 30

© 1996 Federstion of State Medicat Boards

| ELJL.ESS TX 7&039

TEL(B!7)868-5000

F’age 20f4

FAX(BI7)868 5099



Medical Professional g'fATEi .

FEDERATION CREDENTIALS
F CVS VERIFICATION SERVICE Information Report ﬁ%ﬁ%&f
. 5y f’ o

Graduate Medical Education

Institution:
Address:

University of Florida Health Science Center
655 W Eighth St

Jacksonville, FL 32209
UNITED STATES

Training Level: 1-3
Program Type: Residency
Specialty: Obstetrics and Gynecology

Dates of Attendance:

07/01/1983 To 06/30/1986

Completed Successfully: Yes
Accreditation. ACGME
Training Level: 4

Program Type:
Specialty:
Dates of Attendance:;

Chief Resident
Obstetrics and Gynecology
07/01/1986 To 06/30/1987

Completed Successfully: Yes
Accreditation; ACGME
Unusual Circumstances
Leave of Absence/Extension: No
Probaticn: No
Disciplined: No
Negative Reports:  No
Limitations: No

FULLER WISER ROAD ; SUITE 300

© 1986 Federation of Slate Medical Boards

| EULESS TX 76039

Page 3 of 4

TEL(anyssa 5000

FAX(8I7)868-5099
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f: Federation
FEDERATION CHEDENTIALS £ Medmal Professmnal AS;%AISFIEC:Aii i
F CVS VERIFICATION SERVICE Information Report BQARDS :
i Sh—— s o o " e *
Sapf

Licensure Examinations

NBME - National Board of Medical Examiners NBME Part | Date: 06/1981 Passed the Exam
NBME - National Board of Medical Examiners NBME Part [l Date: 04/1982 Passed the Exam
NBME - National Board of Medical Examiners NBME Part lil Date: 03/1984 Passed the Exam

ABMS Verification

A report of the result from a search of the data provided by the American Beard of Medical Specialties is enclosed.

Board Action

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for: jeffrey david glazer FID: 207424185

400 FULLER WISER ROA 1 SUITE 300 | EULESS, TX 76039 TEL(8B17)B68-

0 FAX(8|7)868 5099

© 1998 Federation of State Medical Boards Page 4 of 4
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VERIFICATION SERVICE Credentials Analysis Report g\éﬁ%g e
» 1"

.......................... 5 i T -

" - h l o A ‘ ) ; ) Federation of ©
‘F CVS FEDERATION CREDENTIALS p . -STATE‘

L r

The Credentials Analysis Report is a comparative report of a medical professional's credentials as reported to FCVS by the
applicant and the primary source (Medical School, Post Graduate Training program, etc.). It will also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Medical Professional Identification

Medical Professional Name: jeffrey david glazer

Date of Birth:  May 01, 1957

Social Security Number: _

FID: 207424185

Omissions

There are no omissions identified.

400 FULLER WISER ROAD { SUITE 300 | EULESS. TX 76039 TEL(B!7)368 5000 FAX{(817)868-5099

© 1996 Federation of State Medical Boards Page 10f2



—ll
F CVS FEDERATION CREDENTIALS Credentials Analysis Report , &Eﬁ%ﬁ o
VERIFICATION SERVICE . BOARDS

o g

Discrepancies

There are no discrepancies identified.

Miscelianeous Information

There is no miscellanecus information identified.
End of report for: jeffrey david glazer

400 FULLER WISER ROAD | SWITE 300 | EULESS. TX 76039 TEL(817)868-5000

Fa Xx(817)8 68-5 099
© 1996 Federation of State Medical Boards

Page 2012



FCVS |

FEDERATION CREDENTIALS
YERIFICATION SERVICE

Federation of

AT
~ MEDICAL &
GARDS -

'm§$‘51'

The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported t¢ FCVS by the medical-

professional applicant.

Medical Professional Name:

Sccial Security Number:

Date of 8irth:

FID#: 207424185

Jeffrey david glazer
May 01, 1957

Start End
Date Date

Activity

Location

Overlap Explanation

Program Length Explanation

08/1979 |05/1963 |Medical Education

Record

University of Louisville
School of Medicine Abell
Administration Center
Louisville, KY 40292
UNITED STATES

06/1983 |06/1987 |GME Record

University of Florida Health
Science Center, 655 W
Eighth St Jacksonville, FL
32209 UNITED STATES

End of report for: jeffrey david glazer

© 1986 Federation of State Medical Boards

EULESS TX 76039 TEL(B!?)SGB 5000

FAX(817)868-5099
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FEDERATIONR CREDENTIALS X Medlcal .PrOfessl'onaI EA—EA])TIECA* ;
F CVS VERIFICATION SERVICE . Information Profile . BOARDS =
E———— e : : =

Section Il

FSMB and Other Reports

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 | TEL(817)868-5000 | FAX(817)668-5099
© 1996 Federaton of State Medical Boards



Board Action

~ EEDERATION PHYSICIAN
F P D (J ‘ DATA CENTER Clearance Report

April 21, 2014

Atin:

Re: Board Action Query Dated: April 21, 2014
FSMB Batch Number: BQ24297G0

The following is a report of the search results from the Board Action Data Bank as of April 21, 2014
for practitioners submitted as pari of the above-referenced batch for which NO board actions were identified.

Provider cleared with No Actions as of April 21, 2014
Name DOB School YriGrad Provider|D
jeffrey david glazer 06/01/1957 (18020 1983 248734

License History

Licensing Entify
GEQRGIA
INDIANA
KENTUCKY

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather an

Indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-reference
nirnmneeg

400 FULLER WISER ROAD | SUITE 300 | EWULESS, TX 76039 TEL{(8!7)Bs8-5000 FAX{B!7)8468-5099

© 2010 FEDERATION OF STATE MEDICAL BOARDS

Page 1 of 1



ABMS Verification of Certification

Fm’ tm“._;;.,.;m
STATEI‘
MEDICAL .
BOAR

DS -~

FEDERATION CREDENTIALS
VERIFICATION SERVICE

Page 1 of 1

As of  04/21/2014
Medical Professional Name:  Jeffrey David Glazer
Date of Birth:  5/1/1957
Year of Graduation:  (Doctor of Medicine)
ABMSUID#: 8007
Certification
Certification:
Board: Obstetrics and Gynecology
Specialty:  Obstetrics and Gynecology
Status:  ACT

Initial Certification:

12/07/1980

End of report for Jeffrey David Glazer

All certification information on the ABMS report is based on a search of data shared with the FSMB by the American Board of
Medical Specialties. For some physicians the biographic data in the ABMS database is incomplete and is not included in the
shared data. FCVS is unable to verify specialty certification on these physicians. FCVS dees not follow up with the applicant or
ABMS on any missing or discrepant information.

400 FULLER WISER ROAD |

© 2001 Federation of Stale Medical Boards

SUITE 300

i EULESS TX 76039

TEL(817)868-5000

FAX(817)868-5099
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|dentity
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FEDERATION CREDENTIALS Afﬁdavit and Release '.STA i
VERIFICATION SERVICE i ICAL f
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Notary:

The physiclan has
been Instructed to
sign the front of
the photograph.
Your seal {or
stamp) must be
partly upon the
photo and partly
upon the
signature of the
applicant.

|, the undersigned, heraby centify under oath thal | am the person named in this application, that all statements |
have or shall make with respect thereto are true, that ! am the original and lawful possessor and person named in
the various forms and credentials fumished or 10 be fumished with respect to my application and that all documents,
forms or copies thereof turnished or to be furnished with respect to my application are strictly true in gvery aspect,

L acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS
APPLICATION" and have answered ali questions contained In the application truthfuily and completely. | further
acknowledge that failure on my part to answer questions truthfully and completely may lead to me being prosecuted
under appropriate federal and state laws.

| autharize and request every person, hospital, clinic, government agency (local, state, tederat or foreign), court,
association, institution or law enforcement agency having custody or control of any decuments, records and other
information pertaining to me to furnish to the Federation Credentials Verification Service any such information,
including documents, records regarding charges or complaints filed against me, formal or informal, pending or
closed, or any other pertinent data and to permit the Federation Credentials Verification Service or any of its agents
or representatives 1o inspect and make copies of such documents, records, and other information in connection with
this appiication.

1, hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or
representatives and any person furnishing information, of any and all liability of every nature ang kind arising out of
investigation made by the Federation Credentials Verification Service. | authorize the Federation Credentials
Verlfication Service to release information, material, documents, orders or the like relating o me or this application to
any entity at my request.

White the FSMB will only use collected personal information for the purposes described on our website and in the
FCVS application materials, the FSMB has ng control over the entities to which an applicant authorizes the reteasa
of FCVS materials. Such entities may include siate medical boards, state osteopathic boards, and ether entities that
may be subject to state and federal public information or open records laws, which might require the release of
certain FCVS packet information to the public upon request.

N
Applican!'s %ﬁatgﬁ(must beilgned inthe presemce@ notary}
(7L el

Applicant's Printed Last Name
7- 5 It

Date of Signature {must correspond 10 date of notarizalion)

State of

mewm

. County of :]%‘F(‘-(XQ n

| certify that on the date set fortH below the individual named above did appear personally before me and that | did |dent1fy this
applicant by: {(a) comparing his/her physical appearance with the photograph on the identifying document presented by the
applicant and with the photograph affixed hereto, and (b) comparing the applicant’s signature made in my presence on this form
with the signature on hlS/ er [dentifying document. The statements on this document are subscribed and sworn to hefore me by

the applicant on this

day of

““i , 2012

MAAM?
[/ ] U i

My Notary Commission Expires:

32-13- 2015

246734

HMbT34

LER w1ssp. RDAD 1

YR

207424185

hUITE 300 | EULESS. TX 76039 TEL(AI7)}B6H-5000 FAX(8!17)868.5099
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Registrar of Pital Statistics
Certified @npp

rorm Y. s NO. 28
REV. 1-56

PEDE'RAL SECURITY AGENCY
PUBLIC HEALTH SERVICE

RPETT

COMMONWEALTH ‘OF KENTUCKY

DEPARTMENT OF HEALTH
- DIVISION OF VITAL STATISTIC

NATIONAL OFFICE VITAL STATISTICS  CERTIFICATE O :
Registration Dismé.tm%_é/‘mn Registration District an_z 7 5 !

116

FLE NO.

_57= 2291‘%

LIVE B!RTH REGISTRAR'S NO,

S50

1. PLACE OF BIRTH
o, COUNTY.

FAY

2. USUAL RESIDENCE GF MOTHER (Where doss matber iiver)

Jeffersan _ o STATE 1ot b. COUNTY -
cky Jefferson
b'&EN m ouum corporats Emuu. writs RURAL snd wive m@z} )‘}'/ <, cg;r 5 RESIDENCE ON A FARM? |
! Louisville TOWN Touisville ws[] wo
Gg?%’f#&?ﬁﬂ OF ?’-m![ )lﬂ h“llﬂﬂ“l o Institution, glve sireet 'dﬂ_“l or d. STREET ADDRESS IS RESIDENCE msm CITY LITS? :
i Jewish Hoerital 3721 Chevy Qhas Egaﬁ vs[] wo
1 3. CHILD'S NAME ke (FED) b (auadiey o € (Last) D~ &
e o Pring __Jeffrey _ David Gla’z"ér
4. SEX 5a, THIS_ BIRTH = 2 5b. IF TWIN OR TRIPLET ¢ atma vorar |6, DATE OF
Kale |[SNGLER] vwin [] mieer [ fwst[] a0 [ we [] | BIRTH 2
FATHER OF CHILD HOUR i
7. FULL NAME . b, (Middie) € (Last) 8. COLOROR RACE g
» _ Norman ~ Glazer Yhite =
9. AGE (At tmo of tis b2 | 10, BIRTHPLACE (State or foraien cowstry) | 170, USUAL OCCUPATION 11b, KIND OF BUSINESS OR INDUSIRY B
B .e _Loui sv:LJ.le Kentucky Physician ;
- 3 MOTHER OF CHILD e ‘
12, FULL MAIDEN NAME a triesty b (Midge) e (Last) 13. COLOR OR RACE 24
5 __Geargene Reiily White %
14. AGE (At ums of s birthy | 16. BIRTHPLACE (5tate or foretcn counsrs | 16, CHILDREN PREVIOUSLY BORN T0 THIS MOTHER (Do wor mroae soos coimr 5

30 4. YEARS O ; 2. How many », How OTHER . cxfidren
17. INFORMANT ; Frootym, Newl¥ork T saw TnaT Tz oo e bur e ew | Yery m’ar“-.%%’“m.u 5
irs. Norman Glazer - Mother 2 g .

. on the dase smted abo.-ze

I hereby certify that
this child was born alive

| T8a. ATTENDANT AT BIRTH
- mo. X 0.0, [ mowre [

OTHER
{Spocily)

|78, ADDRESS

b

STRAR'S S!GNATURE

: 19 ‘:;\'li R‘gc D BY qggl

‘ﬁf»‘f/pﬁ‘ 4&/

HE BACK OF THIS DO

CONTAINS AN ARTIFICIAL WATERMAR

SEAL
VERIFIED

OLD AT AN ANGLE 10 VIEW

I, Robert N, Hurst T, Registrar of Vil Statistics, hereby eertify this to be a tue and correct copy of the certificate of birth/death of the person therein

named, and that the original certificate is registered under the file number shown. In l&,\; OnY é‘ reof 1 hay
official seal of the Office of Vital Statistics o be affixed at Frankfort, Kentucky this day of

<Y

@75%

+

¢ hgreento \Hh\\.l’lhld m,

? 7 275 and caused the
kaﬂﬂfu%Mﬁm

Robert N. Hurst I, State Registrar

S
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Section IV

Medical Education
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FEDERATION CREDENTIALS { Verification of
F CVS VERIFICATION SERVICE i Medlcal Educatlon

i

L R S x datrees AT

Instruction to the Dean

Please complete both pages The individual identified on the attached Authorization for Release of Information, Documents and Records

of this form, sign date and form has authorized your medical school to provide to the Federation Credentlals Verification Service (FCVS)

seal on the front page then any and all information partaining to their education at your institution.

retum to:

Federation Credentials Please note: If your Institution processes transcript requests through ancther office, FCVS has likely made

Verification Service such a request under separate cover.

;?n:‘;';%' Wiser Rd It your office also processes transcript requests, please attach the individual's official transcript
Euless, TX 76039 {which indicates courses taken, dates and hours of attendance, and scores, grades, or evaluation).

institution Name: University of Louisville School of Medicine

Address Line 1:

University of Loutsville School of Medicine

Address Line 2:
City: Louisville StatefProvince:  KY Zip Code {Postal Code): 40292
Country: us

If name of institution was different when this individual attended, please note this name below:

Premedical Education: y i \ E
Years of education required for admission to your medical schodk m m l
Or S

Credential/degree presentad by the applicant for admission to your medical school:

Enroliment and Participation:  Our records indicate that /"1 / L 7 ey '56-@9 ( Q/(Jl DCLU»
6 l! “Mhypeprint indivicual's narme: La'st.ﬂrsa Midcle, Suffix} }5 ‘}% 6 g 373
attended our medical school for total of i ks of medical education on the following dates: From: To:

Morith Day Year Monlh Day Year
This Individual : & —h) m d, N 5 37,
Was awarded the degree o l \/ 6 ‘ C L ﬂ Q_. on _5_1”_ 3
Was NOT awarded a degree because: (please explain - afitional page if necessary) Month Day Year

~ Attestation Watermark
For FCVS intemal use onty. Name:
Affix Institutional L] .
o ELECTRONIC Stanature -
_— SEAL
If no seal is available, l Cy
this form must be VERIFIED Date of Signature: _-8:_/; { Phone: QOZTKSQ - / C??
notarized. s — M _ N
00889 58N Dkl /wu%
248734 2276 207424185
§ 400 FULLER WISER ROAD f SWUITE Y00Q 1 ELLESS, TX 76019 TEL{(BIT7)B6B-5000 FAX(3|7)06.3-5099 3
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FEDERATION CREDENTIALS : \_feriﬁ‘cation of
F CVS VERIFICATION SERVICE ! Medical Education

—-:.' el R e P o x" f8 xcxr_rm:x-"m"’c’ ST TN G U

AL R A T T N e b
/' ra’ Fr H [

m‘ ‘
BOARD o

R e

-\x OCTIEREY B R TSI N 26 TS I AR A T T TN R R KL e S SBET71  TAR R A wﬂm_,‘:.z_.mtv_ﬂm_m Eim
Page 2

Unusual Circumstances
1. Do this individual's official records reflect (an) interruption(s) or extenslon{s) in histher medlcal education? ___YES ~_ NO
If Yes, please specily the reason(s} for, indicate the date of the interruplions(s) or extension(s) and check whether the
Interruplion/extansion was approved or unapproved:
Parsonal/Family From {MosYr} [ To (MofYT) __ Approved ___ Unapproved
Academic remeadialion From (Mo/Yr)___ ¢ To (MofYr)___ /1 __ Approved __ Unapproved
Health From (MolYr)__ / To (Mafyry___ ¢/ _ Approved __ Unapproved
Financial From (Mo/Ye)____/ To (Mofyr)___ [/ __ Approved ___ Unapproved
Participation in jcint degree
Pragram (a.g., MO/PhD) _From (Mo/¥Yr) ! To {MoiYr) / __ Approved __ Unapproved
Parlicipation in non-research speciaf study
{e.g., lellowship, intesnational experience) From {Mo/¥r) / To (MofYr) / . Approved __ Unapproved
Participation in non-degree research From {(MoiYr) / To {MofYr) ! __ Approved ___ Unapproved
Othar From (Mo/Ye) / To {Mof¥r) ! ___Approved ___ Unapproved

Please Specify:

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary probation during his/her
medical education?

If YES, please selaci the reason(s) for the probation, indicale the dates of placament on and removal from

prabation and attach addilional docurmentation to this report:

Academic Probaton From (MofYr) ! To (Molf¥n) f
Probation for unprofessional conductbehaviorat From (MafYT) / To {Mo/Yr) f
Probation for other reason From {Mof¥r) ! To (MofYr) /

Plaase specify a reason:

3. Do this individual's officlal records reflect that hefshe was aver disclplined for unprofessional conduct/behavioral reasons
by the medlcal school or parent university?

If YES, please provide detailed documeniationfinformation about the circumstances and outcome(s):

4. Do this individual's offictal records raflect that he/she was ever the subject of negative reparts for behavioral reasons or an
investigation by the medical school or parent university?

If YES, please provide detailed documentationfinformation about the circumslances and outcome(s):

5. Do this individual's officlal records reflect that there were any limitations or speclal requirements Impesed on the individual
because of quastions of academlc incompetence, disciplinary problems, or any other reason?

If YES, please provide detailed documentation/information about the nature of the limitations or special requirements:

YES

—
=~
Z

246734 2276

262

207424185
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Eederation of

Appllcant Reported STATE

FEDERATION CREDENTIALS : MED[CAL
F C V S VERIFICATION SERVICE . Unusual Circumstances BOARD w
e 5‘ f
Page 1 of 1
Medical School
Medical Professional Name: jeffrey david glazer
University of Louisville School of Medicine
Unusual Circumstances
Did you have any interruption{s} or extensicn(s) in your medical education? Yes &_
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

Yes No
End of report for: jeffrey david glazer
PROVIDED BY
APPLICANT

400 FULLER WISER ROAD i SUITE 300 |} EULESS, TX 76039 TEL(B!7)868-5000 FAX(817)868 5099

— SaR——
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UNIVERSITY OF OFFICIAL TRANSCRIPT

: B IR Ta | {A BLACK AND WHITE TRANSCRIPT IS NOT AN CRIGINAL)

This oficially sealad and signed transenpt i printed o seourlty papar willi the name of the

universiy printad in emall Ted type across the face of the document. A raised seal is nof rquired.

THIS 15 A TRUE COPY OF A RECORD ON FILE AT THE UNIVERSITY OF LOUISVILLE.




UNIVERSITY OF

LOUISVILLE.

FED CRED VERI SVCS
MED BOARD

400 FULLER WISER
STE 300

EULESS. TX 76039

OFFICIAL TRANSCRIPT

AUTHENTICITY CONFIRMATION

When photocopied, the word COPY wilk
appear several times in (arge letters. A
biack and white transcript is not an
onginal. Alleration of the transcript may
be a criminal offense. No official
transcript is issued to or for a student
indsbted to the University, Further
authentication can be obtained by
calling (502) 852-6522.

KEY TO TRANSCRIPT

Effective the 1982 Fall Semester, the University of Louisville
implemented a new Student Records System and is no longer
maintaining record cards. Transcripts for students who were enrolied in
the Ugiversity prior to Fall 1982 consist of copies of two types of
records.

With the transition, two major policy changes were implementad.

1. Effective Fall 1982, the student record will show a University GPA
within Undergraduate, Graduate, Law, Medical, and Dental levels.
All recards prior to Falt 1982 show totals applicable to programs.
Therefore totais on the previous record may not agree wi
INITSAL STATISTICS entry on the new record. Old records have
not been changed.

2. Effective Fall 1982, the University expresses transter work in totai
hours earned only. Previously some collages exerclsed seleclivity
in tha fransfer of courses appicable fo programs and some
colleges included grades and quality points. Therefore 1otals on
the previous record may not agree with INITIAL STATISTICS
antry on the new record card. Uld records have not been

changed.
ABBREVIATIONS
HAW/G  Hours attempted with grade
GPA Grade Paint Average

CUM Curnuiative

Tao arrive at the Grade Point Average, divide Quality Points by Hours
attempied with Grade.

The University of Louisville uses the Semaster Hour Unit of credit and a
4.0 Grading system.

RELEASE OF INFORMATION
tn accordance with the Family Educational Rights and Privacy Act of

1974, this record and information contained therein cannot ba released
to a third party without the written consent of the student.

GRADES Quality Pts

A+ 4.0 AU Audit

A Excellent 4.0 cR Cradit

A- 3.7 H Honors

B+ 3.3 ! incomplete

B Above Average 30 P Pass

B- 2.7 3 Satisfactory

C+ 2.3 T Test Credit

C  Average 2.0 u Unsaltistactory

C- 1.7 W Withdrawn

D+ 1.3 WF Withdrew - Failing
D Below Average 1.0 WP Withdrew ~ Passing
b- 0.7 X Deterred

F Failing 0.0

GENERAL EDUCATION CODES
The University uses the following codes at the end of the title.

A . Ards

atural Scignce with
ED1 n&lerstané?ng CuEtur'é?Biversity )
cDz2 Understanding Cuitural Diversity 2

H Humanities
M Mathematics
ocC Qrai Communication
g Natural Sciences )
B Social and Behaviaral Sciences
SL Natural Sciences Lab
WC Written Comimunication

COURSE NUMBERING SYSTEM

000-100 Non-Degree Credit
Beginning Fatl, 1998, developmental courses below
the 100 lave! do not count toward earned hours.
101-499 Undergraduate Credit
500-598 May bé undergraduate or graduate credit
600-799 Graduate Credit
800-999 Professional Credit .
Prior 1o Fall, 1982, Professional Schocl numbers
started with 1001.

METROVERSITY

The University of Loutsville is a member of the Kentuckiana Metroversity
consortium. When students tegister for courses taught by other
mamber schoois, these courses will be designated by a code which
indicates the institution.

MBEC  Bellarmine University

MIUS  Indiana University Southeast

MICC  Jeffarson Community and Technical Collegs
MLPS  Louisville Pragbyterian Seminary

MSBS  Southemn Baptist Seminary

MSPC  Spadding University

The course number and title are also indicated.

ACADEMIC INFORMATION

Information conceming the nature of Academic Dismissals can be
obtained with the student’s permission from the Office of the University
Provost.

The University of Louisville is accredited by the Commission on
Colleges of the Scuthern Association of Colleges and Schools to award
associate, bachelor, masier, specialist, doctoral, and first professional
degrees (D.M.D., J.0;, M.0.). Individuais who wish to contact the
Commission on Colleges regarding the accreditation status of the
university may write tfie Commission at 1866 Southern Lane, Decatur,
Georgia 30033-4097, or call (404) 673-4500.
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FEDERATION CREDENTIALS Medlcal Professnonal &%’Em
F CVS VERIFICATION SERVICE |nformat|on Proﬁle ; «

- BOARDS -~
____________________________ - o
=Y,
Section V
Graduate Medical Education
450 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76033 | TEL(817)868-5000 | FAX(817)868-5099

© 1996 Federaticn of Siale Medical Boards



Frderalion of

EA-[;E%I%AL Federation Credentials Verification Service (FCVS)
BOARDS 400 Fuller Wiser Road, Suitg 300, Buless, TX 76039
S A Tol (817) 868-5000 Fax: (817) 868-5089
Verification of Graduate Medical Education
fnstitution: Yniversi [th Science Center attention. OBSTETRICS AND_ GYNECOLOGY

Specialty; tetrl

Ao} [nouin ¢5 U n.ve_rs:

Address: Jacksonville, FL:

.| Affiliated
University: { v eV S
OF 1 e

GunEtSio DC (:lov,"o[e- (,(,’*HCQ‘L_

o flcorvi\t ¢

Verification For:

]
Name: glazer, [effrey david
AUG 0 8 2017 |

DOB: 05/01/1957
Individual's Name on Record (if different from above):

J
i
y___:ﬁ___:u__::_‘

Program

Participation:
[ty

Raport Incomplete
Training Levels (yoaars)
separate from those that
were successfully
complelad.

If the training level {year) Is

-5
Training Level: 'L"‘ Speclalty/Subspecialty: 0@4—{ A

{e.9.1.2, 3, elc) .
I:llnter_nshlp From;q / / / ﬁ 5 To.é jq?é
DResidency @
CIChief Residency Successfully Completed?: k¥ os COno Oin Progress
OFetlowship Accredited by: ACGME  [JAoA  [JLcGME  [JRSC [ICFPC
[CJResearch OrcpPsC  [OJAPPAP  [[None of these

Training Lavel: _Lré

(8.9, 1.2 3, 8lc)

SpeclaltylSubspec(alty.aéd yv

cumently in prograss report .
the expecied completion glmemh'p From:/ [} [ é To.ﬂp / ﬁ g 7
date in the *Ta" field. Residency ;
Successfully Gom ieted?:/b‘r‘es No In Progress
Chief Residency y Comp . 0 Oin Prog
OFellowship Accredited by: CGME  [JAQA CLceME CIRSC (IcFpPC
Report | hips,
Repn Intemshins DResearch CIRCPSC  [JAPPAP  [Jtione of these
Fellowships saparately,
Training Level:
Use one section per (6.4.1,.2.3, att:) Speclalty/Subspecialty: :
DepartmenySpacially. If tha Ointemship
Depariment/Specialty is [CResidency From: _{ [ To: [ [
rotating or transitional, pieas
provide a schedule of CJChief Residency Successfully Completed?: [Jyes [ONo Oin Progress
rolations. DFQ!'Owship .
. Accredited by: [JACGME  [JAOA OLCGME Orsc [JCcFPC
asearch
: [OJRCPSC OAPPAP  [None of these
Unusual e :
1. Did this individual ever taks a leave of absence or break from hisfher training? ..o [CIves
Circumstancas: ) '
2. Was this individual ever placed on PrOBAtION? .........oievierinirieser e ceeiee e e s mees e [Cves
Check the correct response.
QOmitled responses require | 3. Was this individual ever disciplined or placed under investigation? ... CIyes
writtan explanation. )
. 4. Were any negative reports for behavioral reasons ever filed by Instructors? .........ooooeiviiiee e Cyes No
It necessary, you may 5. Were any limitations or special requiremer.lfs‘pl.aced upon this individual because
contirue your explanation of questions of academic incompetence, disciplinary problems or any othar reason? [Oves o
on a separate sheat of
paper. Please explain any "Yes" response from above:
Certification: Comgletion of the following is certiffication that the information above is an accurate account g dividual’s records and is true
and correct. The signature line musi contain the original signature, or the slegionityped g £, of the program directar
(M.DJD.0. only). .

Name: C)LLL? € bQﬁ{tub/h > Signat\éi’\/\'
Title of Signatory ! ( ' o r oo~

Date of Signature: 2~ 31 - 2012~
(.., Program Director) I —

g‘7‘\"““'P(-

Tt JON - L3112 e R e S o i i 3

Rev. 07/18/2012

FCVS ID: 246734

FID: 207424185  FFF CODE: 113792

, el



Applicant Reported g'i"K’ﬁ;'i

V FEDERATION CREDENTIALS i )  MEDICAL
F C S VERIFICATION SERVICE . Unusual Circumstances - BOARDS f
e 20 F ?'“
Page 1 of 1
Graduate Medical Education
Medical Professional Name: jeffrey david glazer
University of Florida Health Science Center
Obstetrics and Gynecology
Unusual Circumstances
Did you have any interruption(s) or extension(s} in your medical education? Yes 10_
4 Were you ever placed on prebation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No
Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?
Yes No
End of report for: jeffrey david glazer
PROVIDED BY
APPLICANT
400 ) FuU LL”E R _W‘I S E g» | ) mS WITE 30 0 i Ehl:J'L ESS, ¥ X 7 & 039 . TEL( 8!7) 868-5000 FAX (817) 869- 509 9

© 1596 Fedaration of State Medics| Boards
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Section VI

Licensure Examination History

(State Licensing Authorities Only)

| 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 | TEL(817)868-5000 | FAX(B17)868-5099
© 1986 Fedaration of Stata Medical Boards



’-g., 'NBMEPART m

s i
30E. ‘Broad Street 3rd floor ocia e
e Coiumbus OH 43215 -6127

Exammec lD' 3-2804353 ;
Datc of Birth:  05/01/1957

- NBME Certification Date: 0’7{02”984 000 Certificatefs 28043801 O s

: sdoms for emh NBME Part exaamnauon reporied on this documenl If appllcatﬂe results for an USMLE Steps taken by i
- tlusexa.mmec {and for w!w:h scores have been reported to date) are also shown. .. ARLLIE R SRR

AL AR sraliss.  Total Individual Subject Scores - S See i ol

Test Date - Pasleail Score Scale (Min.Pass) Anat Phys Bioc Path .. Micr Phar Beh Seir sicao

- 06/10/1981 Pass _  Three-Digit 385  (380) 375« 475 380 480, .30 . 375 . 385
- : Two-mgn (75) 73 79 73 _' = B 71 = =

Individual Subject Scores
(Min.Pass) Med  Surg Oben Prev Peds f __smh
(290) 465 300 350 =425 - 470 == 415
80 82 Bncras I8t i e war IR

I@.EQEL*QL_@_&__S_C.@L ' :;;kaPasa)'

g (07/1984 Pass  Three-Digit 0 Q%)

 Two-Digit 792 (75

Page :
Las Pamzse:aeam £

SEE REVERSE SIDE FOR EXPLANATION OF INFORMATION REPORTED ABOVE,
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Uniform Application for Physician Licensure

UA Username jeffglazer
FCVS Status  Applicant has an FCVS Packet

Date Submitted 5/5/2014

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legai document {marriage certificate, divorce decree, etc.) supporting your name

change.

1. Full Name (use no initiais)

Last Name glazer
First Name jeffrey
Middle Name david
Suffix

Maiden Name

M.D. po. [ ]

All other names used

First Middle

2, Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is {o be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish te confact the licensing autherity
for that state for further information. Many boards publish the "Public Access” address an their website, therefore you

should consider what your preferred address is for these purposes.

2. Address/Phone

Business

K] maiting

City LOUISVILLE
Country USA
Telephone (502) 558-7900

Fax

Alternate Phone

Email jeffglazer@gmail.com
Alternate Phone

[] Public Access Street 2325 CHEROKEE PKWY

State/Province

Emall jeffglazer@gmail.com

State/Province

Home
K] pubiic Access Street 2325 CHEROKEE PKWY
s
[j Malling 2325 Cherokee Parkway
City LOUISVILLE
Country USA
Telephone 5025587900
Fax

KY Zip Code  40204-2215

KY ZIp Code  40204-2215

Applicant Name:  jeffrey glazer
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 1 of 12




3. Identification: if you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport,

3. Identification

05/01/1957 Louisville Kentucky USA
Date of Birth Birth City Birth State/Province Birth Country
(mm/dd/yyyy)

v TR 1467415778
Gender  Social Security Number NPI Are you a U.S. Citizen? Yes DNO

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.5.C. Sections 1320a-
Te{b), 5 10.5.C. Section 552a, and 45 C.F.R. pt 81) and for accurate identification under the federal and state child support enforcement law (42
U.5.C. Section 666 and applicable state law). It may aiso be used for reporting o the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt. 60) and for other investigative/enforcement purposes in compliance with state laws governing physician discipling or as otherwise
required by state or federal law.

The National Provider Identifier {NP1} is & Health Insurance Portability and Accountability Act (HIPAA) Administrativa Simplification Standard. For more
information on the NPJ, please go fo http:#www.cms.hhs.govw/NationalProvidentStand/.

4. Medical School: List all medical schools you have attended, even those from which yeu did not graduate, in
chronological order. Attach an additicnal sheet if necessary. If you are nof using FCVS, you must complete the
attached "Medical Education Verification” form and send it to all medical schools you have attended. You must include
la copy of your diploma to which the medical school must attach their seal prigr to forwarding it to this Beard.
‘Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
;rnust forward all documentation directly to this Board.

4 Medical School

1 School Name University of Louisville School of Medicine
Address Health Sciences Center

City Louisvitle
State/Province KY
ZIP Code 40292
Country USA
Attendance Dates From (mmiyyyy} 08/1979 To (mmiyyyy) 05/1983
Graduation Date 5/9/1983
Degree MD

JApplicant Name: jeffrey glazer Unifarm Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards
Page 2 of 12



5. Fifth Pathway: If you attended a Fifth Pathway program and are nof using FCVS, you must complete the attached
"Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diptoma. The medical school and institution must forward all documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name
Address

City
State/Province
ZIP Code
Country
Attendance Dates From (mmiyyyy) To (mmiyyyy) in Progress
Graduation Date ’
Degree

Institution name where rotations performed
Address

City
State/Province
ZIP Code
Country
Rotation Dates From {mmiyyyy) To (mmiyyyy) In Progress
Certification Date

Applicant Name:  jeffrey glazer Uniform Application for Physician State Licensure
Submission Type: FCVS @ 2008 Federation of State Medical Boards
Page 3 of 12



;6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

‘Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached "Postgraduate
Training Verification” form and send it to all postgraduate training pregrams you have attended. You must submit a copy
of your certificate of program completion to this Board. The posigraduate program must forward all documentation directly
to this Board.

1

6. Postgraduate Training

Hospital Name University of Florida Health Science Center
Hospital Address 655 W Eighth St

City Jacksonville
StatefProvince Florida
ZIP Code 32208
Country USA

El Residency |:] Fellowship

Department/Specialty Obstetrics and Gynecology

PGY: (e.g., 1, 2, 3, etc.) |:| Internship

From: 06 1983 To: 06 11887 Successfully Completed?

Month Year Month Year

|:] Research I:I Cther

EI Yes I:INO In Progress [:_—_]

Applicant Name:

jeffrey glazer

Submission Type: FCVS

Uniform Application for Physigian State Licensure
© 2008 Federation of State Medical Boards
Page 4 of 12



:7. Examination History: If you are not using FCVS, you are respensibte for contacting the appropriate examination
‘entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History

List each licensure examination, U.S. or internaticnal, you have taken (USMLE, NBME, NBOME, LMCC, £tc.}.If additional
space is necessary, please enclose a separate sheet with your application and include ali the information below

Examination State  Most Recent Date taken{Month/Year) Passed (P} or Failed (F} Number of attempts
NBME Part | x]p [ 1
NBME Part I P LIF 1
NBME Part 111 Q7/1584 P D F 1

Applicant Name:  jeffrey glazer
Submission Type: FCVS3

Uniform Application far Physician State Licensure
© 2008 Federation of State Medical Boards
Page 5 of 12



8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having
a certified “Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfmg.org.

B. ECFMG (if applicable)

Certificate Number

Issue Date

Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medicallosteopathic license. You must also complete the attached "Licensure Verification” form (Farm
#1) and forward it to all states in which you have held any health care license or certification. The verifying entity must
forward alt documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hoid or held a license to determine their requirements.

|9. State Licensure

1 State/Province KY
License Number 25111

2 State/Province FL
License Number 44465

3 State/Province GA
License Number 28986

4 State/Province IN
License Number 45854

5  State/Province KY
License Number 25111

Practitioner Type
{MD, DO, etc.)

Status

Practitioner Type
{MD, DO, etc.)

Status

Practitioner Type
{MD, DO, etc.}

Status

Practitioner Type
{MD, DO, stc.)

Status

Practitioner Type
(MD, DO, etc.)

Status

MD

Active

MD

Inactive

MD

Inactive

MD

Aclive

MD

Active

Type of License
[Fult, Tempaorary, etc.)

Issue Date  5/1/1987

Type of License
(Full, Temporary, etc.)

Issue Date  7/1/1984

Type of License
(Full, Temporary, etc.}

Issue Date

Type of License
(Full, Temporary, etc.)

Issue Date  8/1/2013

Type of License  Full License

{Full, Temperary, etc.)

lssue Date  6/1/1987

Applicant Name:  jeffrey glazer
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 6 of 12



10. Chronology of Activities: List ALL activities (medical, non-medical, and postgraduate training) in chronological order
beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time, you MUST
state on the form exactly what your activities were, such as "vacation” or "seeking employment,” as well as your permanent
address. If you worked for a physician-siaffing group or did locum tenens, you must list all facilities where you worked and

include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working time spent in clinical administrative duties.

10. Chronology of Activities

! Practice/lEmployment Name MedifemHealth
(or list nen-working time as indicated above)

Dates: From/To Practice/Employment

From: Practice/Employment Address 2325 Cherokee Pky
Month: 08
Year: 1987

To: City Louisville
' State/Province Kentucky
Month; 12 ZIP Code 40204 Country USA
Year: 2009 Position and Department PHysiciian
tn Progress D Percent Clinlcal:  100% Percent Administrative: 0%
Employment [I Staff Privileges I____l Affiliation l:]

Other

Dates: From/To Practice/Employment

2 Practice/Employment Name Veterans Administration
(or list non-working time as indicated above)
From: Practice/Employment Address 800 Zorn Ave
Month: 08
Year: 2008
To: City Louisville
State/Province Kentucky
Manth: ZIP Code 40206 Country
Year: Position and Department Physiciian-ACB
In Progress E Percent Clinical:  100% Percent Administratlve: 0%
Employment K]  stafiprivieges K] Affillation [ ]

Other

Dates: FromiTo

Practice/Employment

3 Practice/Employment Name Ft. Knox Dept. of Defense
(or list non-working time as indicated above)
From: Practice/Employment Address ft Knox, KY
Month: 08
Year. 2010
To: City Ft. Knox
State/Province Kentucky
Month: 07 ZIP Code 40121 Country USA
Year: 2013 Position and Department Physiciian-ob/gyn
In Progress [:| Percent Clinlcal:  100% Percent Administrative: 0%
Employment K]  staffprivileges  X]  Affiiiation [ ]

Other

'Applicant Name:  jeffrey glazer
Submission Type: FCVS
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4

From;
Month: 10
Year: 2013

To:

Month:
Year:

in Progress

Practice/Employment Name
(o¢ list non-working time as indicated above)
Practice/Employment Address 200 S Meridian St

Suite 400
City Indianapolis
State/Province Indiana
ZIP Code 4625 Country USA
Position and Department physiciian
Percent Clinlcal:  100% Percent Administrative: 0%
Employment D Staff Privileges |:|

Planned Parenthood of Indiana and Kentucky

Aftiliation [

Dates: From/To Practice/Emptoyment

Other

_Applicant Name:
Submission Type: FCVS

jeffrey glazer
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11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
sfor payment to any person or organization. if you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims Information
Name of patient involved: Siater

in which state did the action take place? KY Case number (if applicable)

Which court? Circuit
{If private compromtise or settled before initiatlon of civil action, state here)

Current status of claim:

D Open (pending) D Closed (setlled or judgment) E Dismissed (no money paid out) [:I Qther
Amount of judgement or settlement $ Amount paid on your behalf §
Month and year of event precipitating claim: 12/1996
Month and year of lawsuit: 01/2003
Insurance carrier at time: PIE
What is/or was your status? E Primary defendant D Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Qutcome: Summary judgment in favor of Dr. Glazer. Case Summary: The patient had her baby delivered by Dr. Glazer
wha was on call for her obstetrician. The baby did well and she filed a suit four years after delivery, for unknown
reasons. She would not answer requests for interrogatories or requests to schedule a deposition, and the courts
awarded a summary judgment in my favor.

Applicant Name:  jeffrey glazer Uniform Appiication for Physician State Licensure
Submission Type: FCVS ® 2008 Federation of State Medical Boards
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Name of patient involved: Wrightson

In which state did the action take place? KY Case numbet (if applicable}

Which court? Circuit
{If private compromise or settled before initlation of civll action, state here)
Current status of claim:
D Open (pending) |:] Closed (settied or judgment) E] Dismissed (no money paid out) I:] Other

Amount of judgement or settlement $ Amount paid on your behalf $

Month and year of event precipitating cfaim: 01/2005

Month and year of lawsuit: 01/2006

Insurance carrier at time: Red Mountain

What Isfor was your status? E] Primary defendant I:] Co-defendant D Other

Please provide specifics In reference to the adverse event including the allegations and your role in the event:

Outcome: Dismissal with prejudice. Case summary: The patient underwent a laparoscopic tubal ligation at which
time an unrecognized bowel injury cccurred. She underwent a bowel resection and made a full recovery. The patient
withdrew her claim after discovery.

Name of patient involved: Trulock

In which state did the action take place? KY Case number {if applicable}

Which court? Circuit
{If private compromise or settied before Initiation of clvil action, state here)

Currant status of claim:

I:l OCpen {pending) E Closed (settled or judgment) D Dismissed {no money paid out) D Other
Amount of judgement or settlement $ 20,000.00 Amount pald on your behalf $ 20,000.00
Month and year of event precipitating claim: 07/2001
Month and year of lawsult: 02/2004
Insurance carrier at time: Red Mountain
What is/or was your status? D Primary defendant E Co-defendant [:I Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

The patient developed diabetic ketoacidosis following a vaginal hysterectomy and may have suffered a myocardial
infarction during that episode. The patient had been cleared and followed by both her endocrinologist and cardiclogist
(she had had previous myocardial infarctions}). She made a fult recovery and this settlement was made after 7 years.

H

:Appllcant Name:  jeffrey glazer Unifarm Application for Physician State Licensure
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Name of patient involved: Smith

In which state did the actlon take place? Case number (if applicable)

Which court? Circuit
{If private compromise ar settled before Initiation of civil actlon, state here)

Current status of clafm:

D Other

1,000,000.00

E Closed (seftled or iudgment) D Dismissed (no money paid out)

1,800,000.00

[] open (pending)

Amount of Judgement cr settlement $ Amount paid on your behalf $

Month and year of event precipltating claim: 04/2005

Month and year of lawsuit: 03/2008

Insurance carrier at time: Red Mountain

] other

What isfor was your status? D Primary defendant E Co-defendant

Please provide specifics in reference to the adverse event including the allegations and your rele in the event:

The patient underwent an abdominal hysterectomy, and had a prolonged slow recovery in the hospital, and when she
developed worsening vital signs a large fluid collection was noted on CT scan. She was taken to the operating room
where a presumed bowel injury was diagnosed and the patient was given a colestomy. She made a slow recovery but
has recovered fulty, but lives with her colostomy.

Name of patient involved: Morgan

KY Case number (if applicable)

In which state did the actlon take place?

Which court? Circuit
{If private compromise or settled before inltiation of clvil action, state here)

Current status of claim:

D Other

D Qpen (pending) ':I Closed (settled or judgment) E Dismissed (no money paid out)

Amount of judgement or settlement $ Amount paid on your behalf §

Month and year of event precipitating claim: 07/2005

Month and year of lawsuit: 01/2008

Insurance carrier at time: Red Mountain

What isfor was your status? E Primary defendant D Co-defendant D Other

Please provide specifics in reference to the adverse event including the allagations and your role in the event:

The patient was seen in 2004 with a large ovarian cyst, she underwent laparoscopy with a laparoscopic ovarian
cystectomy and made a satisfactory recovery. She had follow up ultrasounds which showed the ovary was present,
but when she developed a cyst on the other ovary, she underwent laparoscopy by a different physician. He did not see
the ovary that 1 operated on, and told her it wasn't there, A suit was filed, and in discovery it was noted that the lawyer

" did not have an expert witness. After much time the fawyer still could not produce an expert witness and the case was
dismissed with the above outcome, The lawyer appealed to the Court of Appeals and the Kentucky Supreme Court
who affirmed the opinion of the lower courts.

{ Applicant Name:

jeffrey glazer
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Name of patient involved: Walton

In which state did the action take place? KY Case number (if applicable)

Which court? Circuit
(If private compromise or settled before initiation of clvil action, state hers)

Current status of ¢laim:

D Open {pending) E Closed (settled or judgment) D Dismissed (no money paid out) |___I Other
Amount of judgement or settlement § 375,600.00 Amount paid on your behalf $ 125,000.00
Month and year of event precipitating claim: 10/1985
Month and year of lawsuit: 07/1996
Insurance carrler at time: Assurance
What isfor was your status? D Primary defendant E Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

| was on call for another physician, a baby was born and developed Group B Beta strep sepsis. The baby fully
recovered and an out of court settlement was agree upon.
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State Medical Board of Ohio

30 E. Bread St., 3rd Floor ® Columbus, OH 43213-6127 = (614) 466-3934 « Website: hitp://med.ohio.gov/

7/1/2014

Jeffrey David Glazer, MD
2325 Cherokee Pkwy
Louisville KY 40204-2215

This is to notify you that you are now licensed to practice medicine or osteopathic medicine and
surgery in the State of Ohic. The Board approved your request and your license number 123998 was
issued on 07/01/2014 and will expire on 01/01/2017.

Enclosed is your wallet card and wall certificate. The wall certificate, by law, must be displayed in
your office or the place where a major portion of your practice is conducted.

Please be advised that verification of your Ohio license must be obtained directly from the Board's
website at http://med.ohio.gov in the “Licensee Profile and Status section. The website is updated
immediately to reflect newly issued licenses.

The Ohio Medical Board operates a “staggered renewal” system based upon the first letter of your
last name at the time of licensure. Enclosed is a chart and information outlining the staggered
medical license renewal system and continuing medical education {(CME) hours required. Renewal
applications are mailed approximately six months prior to the date of expiration. CME information
may also be obtained from the Board's website.

SECTION 4731.281, OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO
THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE. A CHANGE
OF ADDRESS FORM IS AVAILABLE ON THE BOARD'S WEBSITE.

This notice authorizes you to make application for a U.S. Drug Enforcement Administration certificate
of registration (controlled substance permit). To make such application, contact:

Drug Enforcement Administration (DEA)
431 Howard St.

Detroit, Michigan 48226

(800) 230-6844
www.deadiversion.usdoj.gov/

Any questions regarding the DEA registration must be directed to the DEA office.

Sincerely,

Nicole Weaver
Nicole Weaver
Chief, Licensure

Physician licensure ietter.rtf 112109



