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Medical Quality Assurance (MQA) Services

License Verification

Data As Of 5/8/2014

EMIL F FELSKI

LICENSE NUMBER: 0S3318 Printer Friendly Version &2
Geners 1o Fracificner
rfarmation i,.mzailmsé - - ;vmﬁe s

Profession
OSTEDPATHIC PHYSICIAN

License/Activity Status Controlied Substance Prescriber
s 9
CLEAR/ACTIVE YESSE

Qualifications
Oispensing Practitioner

License Expiration Date Licensa Original Issue Date
3/31/2016 02/09/1973

Disciplina on File Public Cumplaim@

NO NO

Address of Record

1120 STATE ROAD 436

SUITE 1000

CASSELBERRY, FL  32707-6102
UNITED STATES

The information on this page is a secure, primary source for license verification provided
by The Florida Department of Health, Division of Medical Quality Assurance. This website
is maintained by Division staff and is updated immediately upon a change to our licensing
and enfcrcement database.

Privacy Statement * Disciaimer
Accessibility Information * Email Advisory
Download Data

http://ww2.doh.state.fl.us/IRMOOPRAES/PRASINDI. ASP?Licld=2210&ProfNBR=1901 5/8/2014
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Flonda Department of Health - Board of Osteopathic | Med:cme
License Renewal Notice = ~

Active Dispensing Osteopathrc Physician License # OS 3318 expires January 31, 2002,

To avoid a delinquent charge, the fee of $554.00 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $764.00.

1. CHANGE OF MAILINGADDRESS: | DEPARTMENTUSEONLY
Current Mailing Address: New Mailing Address:
EM“_ F FELSK| LiCensess Last Namé Fitst Miiddie witiar

1120 SEMORAN BLVD
LAKE HOWELL SQUARE o
CASSELBERRY, FL 32707-6102 Street Address

Attn:

City: State: Zip:

Phone: ( )
2. CHANGE OF PRACTICELOCATION:
Current Practice Location: New Practice Location:

1120 SEMORAN BLVD Attn:
LAKE HOWELL SQUARE Street Address:

CASSELBERRY, FL 32707-6102

City: State: Zip:
Phone: ( )

3. Chapter 456, F.S., requires a background check to renew a license, please review the following data to verify that
_the informa s correct, please make any necessary correctlons Thls mformatlon IS crmcal in ensurmg that
background checks are attributed to the correct licensee. ' .

Description ation lnformatlon is Accurate Correct Informatlon

Social Security # () Yes (D No
Date of Birth 05/06/44 D Yes (D No
Sex Data Missing D Yes (O No
Race Not Given (D Yes (. Ne

Race Optnons White, Black, Native, Asian, Other, Hispanic & not given
4. COMPLE TE THE FiNANClAL RESPONS%BIL!TY*FQRM GN THE REVERSE S!DE OF TH!S FORM
O | am requestlng Mulltary Restncted Status (Mlhtary Restncted must submlt proof of actlve mlhtary duty Attach a copy of
your current active duty orders or a letter from your Commanding Officer.)
() Please remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Offlcer)
6. Will you be available to provide health care services in special needs sheiters or to help staff drsaster medrcal
__ assistance teams during times of emergency or major disaster? =~ ; ___
Yes
7. THERE ARE TWO RENEWAL METHODS AVAILABLE: ... === =
A. Internet E-Renewal: Web address http //www doh state fI us/erenewal
E-Renewal allows you to make address changes. E-Renewal does not allow you to renew online by adding or removing a
status, such as paying a delinquency fee or changing a license status. Due to high volume, allow sufficient time to renew
since e-Renewal will not be available after midnight Eastern Time (ET) January 31, 2002. E-Renewal will require the

following information: —

License Number: OS 3318

B. U.S. Mail:
Mail this completed renewal form and fee payable to the Department of Health to:
P.O. Box 6320
k ) Tallahassee, Florida 32314-6320
8. Other Information: ey

o o sewmemerso ([WINNEENMNANNY




FINANCIAL RESPONSIBILITY

The Financial Responsibility options are divided into two categories, coverage and exemptions.
Choose only ONE option_ of the ten provided pursuant to $.459.0085, Florida Statutes.

CATEGORY | - CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(1. I do not have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of
$100,000/$300,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

(2. 1 have hospital staff privileges and | have established an irrevocable letter of credit or escrow accountin an amount of
$250,000/$750,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

(3. 1 do not have hospital staff privileges and | have obtained and maintain professional liability coverage in an amount not less
than $100,000 per claim, with a minimum annual aggregate of not less than $300,000 from an authorized insurer as defined
under s. 624.09, F. S., from a surplus lines insurer as defined under s. 626.914(2), F.S., from a risk retention group as defined
under s. 627.942, F.S., from the Joint Underwriting Association established under s. 627.351(4), F. S., or through a plan of
self-insurance as provided in s. 627.367, F.S. | further certify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance; | will
purchase retroactive coverage for the two years proceeding my inception date of coverage. | further certify that in the event my
coverage is terminated or that | desire to become uninsured and meet the financial responsibility requirements through other
provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which may have occurred during the two years
preceding my becoming uninsured.

(O 4. 1 have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.08, F. 8., from a surplus
lines insurer as defined under s. 626.914(2), F. S., from a risk retention group as defined under s. 627.942, F.S., from the Joint
Underwriting Association established under s. 627.351(4), F. S., or through a plan of self insurance as provided in s. 627.367, F .S.
| further certify that | have been continuously insured with an entity as outlined above for the past two years (retroactive coverage)
or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. | further certify that in the event my coverage is cancelled or that | desire to become uninsured and
meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for
incidents which may have occurred during the two years preceding my becoming uninsured.

(5. I have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgements up to the
minimum amounts pursuant to s. 458.320(5)(g)1 or 459.008S(5)(g)1, F. S. | understand that | must either post notice in the
form of a "sign" prominently displayed in the reception area or provide a written statement to any person to whom medical
services are being provided that | have decided not to carry medical malpractice insurance. | understand that such a sign or
notice must contain the wording specified in s. 458.320(5)(g) or 459.0085(5)(g), F. S.

CATEGORY Il - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(6. | practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or
subdivisions;

7. I hold alimited license issued pursuant to s. 458.317 or 459.0075, F. S., and practice only under the scope of the limited license;
(8. 1do not practice medicine in the State of Florida;
(9. | meet all of the following criteria:

(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
(b) | am retired or maintain part time practice of no more than 1000 patient contact hours per year,
(c) | have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;

(d) | have not been convicted of or pled guilty or nolo contendere to any criminal violation specified in Chapter 458 or 459,
F.S.;and

(e) | have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period
of three years or longer, or a fine of $500 or more for a violation of Chapter 458 or 459, F.S., or the medical practice act of
another jurisdiction. A regulatory agency's acceptance of a relinquishment of license stipulation, consent order or other
settlement offered in response to or in anticipation of filing of administrative charges against a license shall be construed as
action against a license. | understand if | am claiming an exception under this section that | must either post notice in the
form of a sign, prominently displayed in the reception area or provide a written statement to any person to whom medical
services are being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or
notice must contain the wording specified in s. 458.320(5)(t) or 459.0085(5)(t), F. S.; or

(10. | practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (Interns and
residents do not qualify for this exemption).
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" Florida Department of Health - Board of Osteopathic Medicine_
. * License Renewal Notice ]

Active Dispensing Osteopathic Physician License # OS 3318 expires January 31, 2002.

To avoid a delinquent charge, the fee of $554.00 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $754.00.

1. CHANGE OF MAILING ADDRESS: _ e | DEPARTMENT USE ONLY |
Current Mailing Address: New Mailing Address:
EMIL F FELSKI CicemsEL S THET NEmE P RIS
1120 SEMORAN BLVD po =g
LAKE HOWELL SQUARE : RBecejued diate ¢ 12725/
CASSELBERRY, FL. 32707-6102 Stroet Addross: lepasit fate s 173
Oerosgt # 1 JETRS
Cy: sete:  Bagech Hulher 3
Phone: ( ) Ualidst ijpn 4 & ! -
2. CHANGE OF PRACTICE LOCATION: _. — '“”""—"“’ag{!}.‘%& L iad
Current Practice Location: New Practice Location: T o
1120 SEMORAN BLVD Attn:
LAKE HOWELL SQUARE Street Address:
CASSELBERRY, FL 32707-6102
City: State: Zipe
Prone: ( )

3. Chapter 456, F.S., réquires a background check to renew a license, please review the following data fo verify that |
the information is correct, please make any necessary corrections. This information is critical in ensuring that
{_ background checks are attributed to the correct licensee.

Description Department Information Information is Accurate Correct Information
Social Security # _ @ Ves (O No

Date of Birth 05/06/44 & Yes (O No

Sex Data Missing () Yes () No Male

Race Not Given (O Yes (O No wh, te

Race Options: White, Black, Native, Asian, Other, Hispanic & not given

‘2. COMPLETE THE FINANCIAL RESPONSIBILITY FORM ON THE REVERSE SIDE OF THIS FORM. |
5. MILITARY STATUS: |
1 am requesting Military Restricted Status. (Military Restricted must submit proof of active military duty. Attach a copy of
your current active duty orders or a letter from your Commanding Officer.)
Please remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Officer.)

6. will you be available to provide health care services in special needs shelters or to help staff disaster medical
L assistance teams during times of emergency or major disaster?

&€ Yes
,“ITTHERE ARE TWO RENEWAL METHODS AVAILABLE: ]
A. Internet E-Renewal: Web address http://www.doh.state.fl.us/erenewal

E-Renewal allows you to make address changes. E-Renewal does not allow you to renew onling by adding or removing a
status, such as paying a delinquency fee or changing a license status. Due to high volume, allow sufficient time to renew
since e-Renewal will not be available after midnight Eastern Time (ET) January 31, 2002. E-Renewal will require the
following information: .

License Number: OS 3318
B. U.S. Mail: ‘
Mail this completed renewal form and fee payable to the Department of Health to:

P.0O. Box 6320
Tallahassee, Florida 32314-6320
8. Other Information: ]
File Number: 2210 20 20 Sequence Number: 30 ”m OHILI“' llm !Im !lm 'lm .IN !mml amll‘““}‘ﬂﬂ HII




FINANCIAL RESPONSIBILITY

The Financial Responsibility options are divided into two categories, coverage and exemptions.
Choose only ONE option of the ten provided pursuant to s.459.0085, Florida Statutes.

CATEGORY |- CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(1. 1 dongt have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of
$100,000/$300,000, in accordance with Chapter 675, F. S., for a letter of credit and . 625.52, F. S., for an escrow account,

(2. 1 have hospital staff privileges and ! have established an irrevocable letter of credit or escrow account in an amount of
$250,000/$750,000, in accordance with Chapter 675, F. 8., for a letter of credit and s. 625.52, F. S., for an escrow account.

(3. | do not have hospital staff privileges and | have obtained and maintain professional liability coverage in an amount not less
than $100,000 per claim, with a minimum annual aggregate of not fess than $300,000 from an authorized insurer as defined
under s, 624.09, F. S., from a surplus lines insurer as defined under s. 626.914(2}, F.S., from a risk retention group as defined
under s. 627.942, F.S,, from the Joint Underwriting Association established under s, 627.351(4), F. S., or through a plan of
self-insurance as provided in s. 627.367, F.S. | further cerlify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance; ! will
purchase retroactive coverage for the two years proceeding my inception date of coverage. | further certify that in the event my
coverage is terminated or that | desire to become uninsured and meet the financial responsibility requirements through other
provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which may have occurred during the two years
preceding my becoming uninsured.

&4 have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09, F. S., from a surplus
lines insurer as defined under s. 626.914(2), F. S., from a risk retention group as defined under s. 627.942, F.S., from the Joint
Underwriting Association established under s, 627.351(4), F. S., or through a plan of self insurance as provided in s, 627.367, F .S.
I further centify that | have been continuously insured with an entity as outlined above for the past two years (retroactive coverage)
or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. | further certify that in the event my coverage is cancelled or that | desire to become uninsured and
meet the financial responsibility requirements through other provisions in s, 458.320 or 459.0085, F.S., | will maintain coverage for
incidents which may have occurred during the two years preceding my becoming uninsured.

(5. 1 have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgements up to the
minimum amounts pursuant to s. 458.320(5)(g)1 or 459.008S(5)(g)1, F. S. | understand that | must either post notice in the
form of a "sign” prominently displayed in the reception area or provide a written statement to any person to whom medical
services are being provided that | have decided not to carry medical malpractice insurance. | understand that such a sign or
notice must contain the wording specified in s. 458.320(5)(g) or 459.008S(5)(g), F. 8.

CATEGORY Il - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(6. 1 practice medicine exclusively as an officer, employee, or agent of the federa! government, or of the state or its agencies or
subdivisions;

(7. | hold a limited license issued pursuant to s. 458.317 or 459.0075, F. S., and practice only under the scope of the limited license;
(8. I do not practice medicine in the State of Florida;
(9. 1 meet all of the following criteria:
(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
(b) { am retired or maintain part time practice of no more than 1000 patient contact hours per year;
(c) ! have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;

(d) | have not been convicted of or pled guilty or nolo contendere to any criminat violation specified in Chapter 458 or 458,
F.S.; and

{e) I have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period
of three years or longer, or a fine of $500 or more for a violation of Chapter 458 or 459, F.S., or the medical practice act of
another jurisdiction. A regulatory agency's acceptance of a relinquishment of license stipulation, consent order or other
settiement offered in response to or in anticipation of filing of administrative charges against a license shall be construed as
action against a license. | understand if | am claiming an exception under this section that | must either post notice in the
form of a sign, prominently displayed in the reception area or provide a written statement to any person to whom medical
services are being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or
notice must contain the wording specified in s. 458.320(5)(t) or 459.0085(5)(t), F. S.; or

D10. 1 practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (Interns and
residents do not qualify for this exemption).




Actlve Ispensing Us eopa ysi Llce 58#053318 ekyp‘ires

3
March 31, 2006. &
The fee of $530.00 and the renewal notice must be postmarked on or before March 31, 2006. £
Renewal notices postmarked on or after April 01, 2006 require renewal and delinquent fees of E
$930.00. 2]

This address will be used for all correspondence from the Department of Health. This address will be printed on your license and posted on the internet.
EMIL F FELSKI 1120 STATE ROAD 436
1120 STATE ROAD 436 SUITE 1000
SUITE 1000 CASSELBERRY, FL 32707-6102
CASSELBERRY, FL 32707-6102 (407) 677-1234

(407) 677-1234

Go to www.doh-mgaservices.com to renew your license, change your address, and confirm information maintained bythe
Department. Listed below is your Account D and password for online services. If you renew online, you will receive a temporary
license upon successful completion of your renewal. Online renewals are processed immediately and your license status is
updated online within seven business days.

Avoiding complaints can protect your clients and your ability to practice. Go to www . doh.state fl.usfmga/avoid.htm! to find out
more.

If you have any changes to the name, mailing address, practice location address, license status or military
status information associated with your license, please provide the updated information in the appropriate
fields of section 7 on the back of this form.

A. Online Renewal: Visit www.doh-mqaservices.com go to the Practitioner Logon box, select your profession and

enter your Account ID and password. If you are requesting a status change, you will be ineligible to renew your
license online. The system will be available for renewals until midnight, Eastem Standard Time (EST), March 31,

20086. To use the online system, yg

{Note: Account ID and Password must be entered exactly as they appear.)
The online system will allow practitioners to update their address, profile, and to confirm licensee information
maintained by the Department. Practitioners will receive confirmation of their successful renewal before logging out of
the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:
Department of Health, Division of Medical Quality Assurance, PO Box 6320, Tallahassee, FL 32314-6320

By subhiittnné the approbfiété rehe'\,"’vyaluyf‘ek‘es.' ‘tyby fhe Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number. 2210 Secuence Number: 51 0O

Profession Code: 1901 20 20
Please make changes to your license information in section 7 on the BACK of this form.




Name changes reqmre legal documentation showing the name change. Please make sure that a photocopy of one of the
following accompanies this form: a marriage license (marriage license must indicate the original signature and seal from the cle
of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g., adoption, name change, or
federal identity change). Any one of these will be accepted unless the department has a question about the authenticity of the
document. A driver's license or social security card is not considered legal documentation.

If the name change cannot be completed, your license will be renewed using the current name.

stname: [ [ [ [TTTTTII I L]]

prsevame: | | | | [ LT[
vH?Mlddle Name: u__l_l_‘_l_l_J__l__J_J_L_] Title:| U“U U_J_J

mailing your renewa

renewal. If renewing by mall allow 2-4 weeks processing time.

REQUIRED: > Renewal notice
(D Check or Money order written to Department of Health
D Financial Responsibility form (check only one item on the FR form)
D Mail to: PO Box 6320, Tallahassee, Florida 32314-6320

[ wish fo change mystatus from Active to Inactive. The fee for an inactive receiptis $230.00. The fee for inactive after March 31,
2006 is $730.00.

lam requestlng Military Restricted Status. (You must submit proof of active military duty. Attach a copy of your current active
dutyorders or a letter from your Commanding Officer.) The fee for military restricted is $00.00.

for retlred status is $5 0 postmarked onor before March 31,20086. The fee for re’ured
status on or after April 01 200 is $555.00.

I wish to discontinue mydispensing registration. | understand that | will no longer be able to dispense medicinal drugs fora
fee from my practice location. Your renewal notice and fee of $430.00 is due on or before March 31, 2006. Renewal notices
postmarked on or after April 01, 2006 require a renewal fee of $830.00.
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! Fort Worth, Lexus 76133
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TN . M
‘ LICENSE COMFIRKATION FURN e Ty
. . . i . }
“!lE.M £ MA£ e , Seecialty: »—=
State: Z_km.a .U License #: S 3312 —
Is license current? o <YES KO If 80. why not? !
-»-~ . ':-—- -—4’ - - -
s ° ' \ - Y
Has disciplinary a;tion ever been t_a'i:‘en?' _YES /ﬁo..
:Probation'’ Nt g . .
) .Censure ' U ~ oo
I @ S} ~~7-’ 5ot o
Syspension . . Sl "
" ' e t’.//“
_ Revacaticn_v e = ‘
If YES, why? . : o - Ve =
Lt o ) ‘lr

-Have complaints about the }uﬁvciau s praétice or condyct eyer been
received? ___YES" Jéuo B

If YES, p!easei‘iindicate disposit{ionk:' Bt .',“‘ )
Closed - Ko Action © ____¥ES.  __ N0 - )
03osed - ‘Unconf irmed Y —YES | IR L Kg
. Under Revieu L NES N0 h
Open Investigation .« ____¥YES. __ M0 T
Anticipated £inal action:___\ ' ' :
Has physician ever 5een T qquested to aﬁpear betore the Board?____
U , D
i Yes, Whyt e
T R . - i g
°  Derogatory informs*ea, if any; T - S \ﬁ
Comments: o . “o . ' T ey
- e : o : R

‘Q LE-2 7:; L 4,45@ %é § .
elephone umber — :
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[ | (U S . - e e S
. g g e e e T o s e v e o i e

Auiministered by o .
Gult Group Seivices Corporation e
Haailth Cara cst Conta!nmem Dcpaﬂmenl .

o Merch 10, 1988 R

Ms. Dut Faircloth ,
Departrent of meessiona! Reguiat!on v o K ‘
130 HNorth Munroe . oo -
Tallahassee, Florida 32399 Y , £ -

Dear #s. Fajrcioth:

‘ Please advise If there has beenany action take‘l'skggamst the following

s Mgy Fre K@mé/
. There has been nu" G eoriiann
g{sc;gilggz)'agg“"“ Managed Care Coordinator - =2

) nam a4 osteopat}uc physicians )

SE/pls : - s bare ‘%med
arbara i\emp,
) : Adminidtrative Acsmtant i
Board of Ostcopathic \lcdual 1\:am1ners
{904) 488-7540 i

A

. Dedicated To Health Coie Cost Gontajpment - © T

physicians: " .
| 1 777
James Bldmonthal, 0.0. . a)d’ A. R. Traynor, D.0. . « %
o 2911 Red Bug Lake Road 4~ o 7127 Lake Underhill Drive . o
NOC  cosselberry, FL 32707 < "N, orlando, FL- 32822 . B
Emil Felski, D.0. 53“ "/ pobert A. Schamberger, D.0. qtﬁq A_
1\91120 Semoran Bovlevard ~ -, v 71 South Central Avenue .. °
Casselberry, FL. 32767 + MPuoviedo, FL 32765 3
R Hitliam M, Silvermen, D.0. 3‘1& " pennis Horv:th. 0.4, 3(,4 »
: 1120 5. Semoran Boulevard oy D 7200 Curry Ford Road 4
-f\D Casselberry, FL 32707 Oando, FL 3222
.. Thank you for your assi sn.ace in this mtter. o
. // . > ‘Sincerely, . '
1 P




LR

Department of Professional Regulation

Governour

Governor . Board of Osiegpathic Medical Examiners

Secretary 130 N. Monroc SR i=F:Hahassee, Florids 32301
Fred Rochie . ;’?g‘f d MY !88-75*‘6
é {23 i L ‘j YN
A

‘:9” 29 1995
fj.}.l' . .

LICENSE REHEWAL NOTICE 1985-87 $100 BIEANIAL RENEWARPRED

PLEASE TYPE ALL INFORMATION ‘ el
NAME Eani [ Fas, Fels/k:, 8.0, 08 License No._opo 33/ 8" .
MAILTNG ADDRESS stz 7 B

[/ 8O Semorar Blvd,

Street, P.0O. Box., etc.

N (1] N
Citycassc/ég,g’,eg County Stesivofe Statef/a, Zip 327077 . ..
IS THIS A CHANGE OF ADDRESS FROM THAT SHOWN ON THE ENCLOSED CARD

Yes () No (X) Home Telephone Number JJo & - 7288 -09&¢0

T

NOTE: Undexr Florida Statutés] '59.008(5), it states: "Tie '
licensee must have on f1:¢ with the department the
address of his primary place of practice within this
state prior to engaging i{n that practice. Uriotr to
changing the address of nis primary place of practice,
whnether in or out of state, the licensez snall notlfy
the department of the address of his vrimary place of
practice, ,

A. Place of Current Employment Exx, / F ., Fe lek /), 00 Fa. -
Address of Employméent s 20 Scemonda s Blvd., (‘45&_’;/_&_,,/4,5,/
FlAa, 32207 - ’

Business Telephone Number 345~ 677 /&3¢ N

3 l"‘

B, List states where yeu hold ostedpathic licensures
[ R PV R ESn Lagd R
4 ) Z *

CONTINUING EDI'CATION: 40 hourll of CME per biennium, 85-87.

Hours must be in thee fleld of continuing education 3
be AOA, AMA or Board approved, " and most

Signature of Licenseef(uﬁj /;Z'é%te d@ 5‘/3“:

NOTICE;

Chapter 459.012, F.S,, provides that attempting to

obtain a license to practice osteopsthic medicine @

by frauduleut misrepresentation, co'sistitutes, a o

misdeqze_anot of the first degree, puhinhable as .

grgviced in Chapter 775.082, 77%.063, or 775,084,
. it “w b

N B . Board m‘ - ' v ! u'.).

: . LuisBaoso, D.O.  JamesH. Taglor,D.O.  NobleL. Si .
Virgiiia Ann Robitiz, D.O. | Rose Deeb Kiichen ~ Moeton T. Srith, 0.03?2 - 5:1‘:3; ﬁflamoyeui. 1. DO,
v oo o “ .

~
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N . . L4
AGENCY FOR HEALTH t.-ARE ' ADMINISTRATION . ;' ‘—
BOARD OF OSTEOPATHIC MEDICINE/RENEWAL NOTICE ’
PART A - Pisnse read and fuliow the mdoud Instruction sbeet carefuily. All sections balow must be com ,hm.

NAME: EMIL F FE| SKI, D.O. LICENSE NUMBER: 0 00% tha
ADDRESS: 1120 SEMORAN BLVE .
CASSELBERRY FL 32707-610Z

Sectionl. Active Practice Reguirement - DISREGARD THI3 SECTION D ! a

1

Ssctlonll.  Financlal Rnpaaﬁbiﬂty - I ' ﬂ

Write the cctrect number in twe box from instn.cnon sheat

\ &ﬂ

Sectionlll.  Dispensing Practitioner Registration Requirement : % . l ) ! ) l
 ADDITIONAL $100 FEE REQUIRED | YES o o fO
Section iV, CME - Risk Mgt, HIVIAIDS & Domaestic Viclance N E \: . l
e "  ves® it

)

The process of renewing a liconse may take four (4) to six (6) waaks Plaase .ﬂmﬂmmm before Q iati
+ * telaphone calls to confirm the raceipt of fees or the status of your licensa. ‘
!

A licensea who remains on inactiva status for more than two (2) consecutive | b(enmal licensure cycles t% d w‘\o
wishas to reactivate the license mey be required to demonsteits competency to resume active practice by tting
for @ spacial purpose exsmination or by complanng othet reactivation raquirsniunts, as defmed by rule of thy boasd

or the department when there is no board. " . ) A p A
“aRTB STATE OF FLORIDA AGENCY FOR HEALTH CARE Aommsmmon
IMPORTANT: BY SUBMITTING THE APPROPRIATE - S o 143
RENEWAL FEES TO THE DEPARTMENT OR THE - 'fm"“*'z 50! <2
AGENCY, A LICENSEE ACKNOWLEDGES COMPLIANCE % 9 §
WITH ALL REQUIREMENTS FOR RENEY/AL. Rt 13505
Piease Indicate Address Changs Balow
LICENSEE'S LAST NAME: R SEND CHECK OR MONEY ORDER ONLY
*4DONOT SEND CASH ** -
FIRST NAME: : TR
RETURN TO: -
MIDDLE INITIAL: AGENCY FOR HEALTH CARE
: ———1 ADMINISTRATION .. - .
\smser ADDRESS: . | BOARD OF OSTEOPATHIC MEDICINE
— ; - : 1940 NORTH MONROE STREET , -
Y STATE: ZIP: | TALLAHASSEE, FL 32399-07567 .

FEES - SEE INSERTS .. - »




Practitioner’s Name EMIL F FELSKI

License # OS0003318

FLORIDA DEPARTMENT OF

HEALT

Division of Medical Quality
P. 0. Box 6330

Assurance

Tallahassee, Florida 32314-6330

MANDATORY PRACTITIONER
PROFILE QUESTIONNAIRE

FLORIDA DEPARTMENT OF HEALTH

I. PRACTITIONER DATA
A. PROFESSIONAL LICENSE NUMBER: OS0003318

B. NAME (INCLUDE MAIDEN AND ON 2ND/3RD LINES ANY ALIASES, IF APPLICABLE):

(check one) 3 ME/MD Gk 0S/D0 TA CH/DC (U PO/DPM

CURRENT NAME:
FELSKI EMIL F
(LAST) (FIRST) (MIDDLE AND MAIDEN NAME, IF APPLICABLE)
FORMER NAME(S):
(LAST) (FIRST) (MIDDLE)
(LAST) (FIRST) (MIDDLE)
" ADDRESS:1120 SEMORAN BLVD LAKE HOWELL SQUARE CASSELBERRY FL 32707-6102
(STREET AND NUMBER) ) (STATE) (ZiP CODE)
PRIMARY PRACTICE ADDRESS: (Authority: 5.455.565(1)(2)3.F.S.) _
1120 SEMORAN BLVD LAKE HOWELL SQUARE CASSELBERRY FL 327076102
(PRACTICE NAME) (STREET AND NUMBER) (cITY) (STATE) (ZIP CODE)
OTHER PRACTICE LOCATION(S): {OPTIONAL)
OFFICE 2: (OPTIONAL)
(PRACTICE NAME) (STREET AND NUMBER) {cITY) (STATE) (2iP CODE)
OFFIGE 3: (OPTIONAL)
(PRACTICE NAME) {STREET AND NUMBER) (cImy) (STATE) {ZIP CODE)
E. TELEPHONE: (_407 ) 677-1234 (This will not be published as a part of the profile.)
F. YEAR BEGAN PRACTICING MEDICINE: i ﬁ 7173 (Authority: s. 455.565(1)(a)5., £S.)
Il. ALL MEDICAL EDUCATION
A. Name of all medical schools attended. (Authority: s. 455.565(1)(a)t., F.S.)
NAME OF SCHOOL/UNIVERSITY DATES CF DATE OF TYPE OF
ATTENDANGE GRADUATION DEGREE
PHILADELPHIA COLL OF OSTEQ MED al.'/ =7 € / 7/ 1971 . C.
[

ves M No OO

B. Have you completed any graduate medical education?

It “YES”, list in chronological order from date of graduation to the present, all completed graduate medical education. Do not include coursework taken

1o meet the continuing education requirement for licensure renewal. (Authority: s. 455.565(1)(@)1., F.S.)

WEDICAL TRAINING INTERNSHIP 7 RESIDENGY /] CITY 7 STATE / FROM 7o
PROGRAM NAME FELLOWSHIP / OTHER SPECIALTY AREA COUNTRY | mMmmDmvyyy | MMDDAYYY
UNIV MED CTR-UFHSC/ RES OBSTETRICS AND GYNECOLOGY L 711172 B/30/76
l“l\/ T 65?‘6‘"1 Jres L - . t . - .
£ltntine Zotodhy TnTesn Ko Tt i pmi \lyu | efera




Practitioner’s Name EMIL F FELSKI License # _0OS0003318
lll. OTHER HEALTH RELATED DEGREES

Do you currently hold a degree in a heaith related profession other than the professional degree listed In 11. A. above? Yes O No ﬁ

1f “YES™, list all medical/professional schools from which a degree in a health related profession other than the professional degree was obtained.
(Authority: s. 455.565.(1)(a)1., £.8.)

FROM 10
NAME OF SCHOOL / UNIVERSITY CITY / STATE / COUNTRY MM/DDAYYYY MMDDYYYY DEGREE TITLE

IV. FACULTY APPOINTMENTS:

A. Have you had the responsibility for graduate medical education within the last 10 years? (Autnorily: s. 455.565.(1)(2)6., £.5.} Yes A No ™

B.

1.

3

Do you currently hold a faculty appointment at a medical/health related institution of higher learning? (Authority: s. 455.565(1)()6., .S.) Yes (1 No Kl
If “YES”, to question “B” list the title of the current appointment, name(s) and cify/staie of institution(s).
TITLE INSTITUTION CITY/STATE

V. STAFF PRIVILEGES:

Do you currently hold staff privileges in a hospital/medical/health institution? ~ Yes & No Q

1.
2.

3. W/ivTex /”:‘wt/( Mo . "

i “YES”, list each hospital/medical/heaith institution at which you currently have staff privileges. (Autnority: s. 455.565(1)(a)2., ES.)

NAME OF HOSPITAL/MEDICAL/HEALTH INSTITUTION CITY/STATE
Fin, Hesp, Altamen e Spames FL.
Sovith Sea/ ~vol€E /a(aa-/’, ber b~ <4, AL,

W, ' oten FaxKk Fié,
ﬁ“llﬁiﬁ" u" [ﬁ:ﬁ','l-"é /L

4.
g ittt e T C st

Vi. SPECIALTY BOARD GERTIFICATIONS:

Do you hold a certification from any specialty board recognized by the Florida board regulating the profession for which you are licensed? Yes M no O
{Authority: s. 455.565(1)(a)4. , FS.)

If “YES”, complete section below.

1.
2

3

SPECIALTY BOARD NAME

CERTIFIGATION 7 SPECIALITY 7 SUBSPECIALITY
8$ﬂ[\'<J 0'{.' C(ICT

c{;'(ﬁ 'I;Ilk -;/»’ C"lsh"'f'«.’ti’(.( ¢ 6*‘ﬂd¢‘cd/0é—)' @ é: "%/b"

VIi. FINAL DISCIPLINARY ACTION:

At. Within the previous ten (10) years, have you ever had any final disciplinary action taken against you by a speciaity board Yes LJ No M

recognized by the American Board of Medical Specialties, the American Osteopathic Association, the American Chiropractic
Association, or other similar national organization? (Authority: s. 455.565(1)(2)8., FS.)

It “YES”, list name(s) of specialty board(s), date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action is under appeal. (attach copy of notice of appeal)

SPECIALTY BOARD NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF FINAL DISCIPLINARY ACTION }{8‘;“5@1
1. Y/N
2. Y/N
3. Y/IN
A2. Within the previous ten (10) years, have you ever hiad any final disciplinary action taken against you by the agency regulating Yes O No ¥

your ficense, in this state or any other jurisdiction? (Authority: s. 455.565(1)(a)8.. FS.)

if “YES”, list name(s) of agency(s?, date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action is under appeal. (attach copy of notice of appeal)

AGENCY NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION ol\lyPDEﬁg?

Y/N
Y/N
YIN




Practitioner’s Name __ EMIL F FELSKI License # __ QS0003318
A3. Within the previous ten (10) years, have you ever had any final disciplinary action taken against you by a licensed hospital,
health maintenance organization, prepaid health clinic, ambulatery surgical center, oy nursing home? (Autharity: s. 456.585(1){a)8., £.5.) Yes L No ¥

If “YES”, list name(s) of medical institution(s), date, description of violation(s), description of the final disciplinary action(s), and indicate whether the
final disciplinary action is under appeal. {attach copy of natice of appeal)

ENTITY NAME DATE DESCRIPTION OF VIOLATION DESGRIPTION OF ACTION Hg?u&??
1. Y/N
2. Y/N
3 Y/N
B. Within the previous ten (10) years, have you ever been asked to or allowed to resign from or had any medical staff privileges Yes O No ™

restricted or not renewed by anv medical/health-related institution in lieu of or in settiement of a pending disciplinary action related

to competence or character? (Authority: s. 455.565(1)(@)8., FS.)

If “YES”, list name(s) of the facility(s), date, description of violations, description of the final disciplinary action(s), and indicate whether the final

disciplinary action is under appeal. (attach copy of notice of appeal)

INSTITUTION NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION EQ%@
1. Y/N
2. Y/N
3. Y/N

VHI. CRIMINAL OFFENSES

Have you ever been convicted or found guilty, regardless of whether adjudication of guilt was withheld, or pled guilty or Yes 3 No §&
nolo contendere to a criminal misdemeanor or felony in any jurisdiction? (Authority: s. 455.565 {1)(2)7., F.5.)

If “YES”, briefly describe the offense(s), indicate whether the conviction is under appeal, and attach copy of notice of appeat.
DESCRIPTION OF OFFENSE DATE JURISDICTION

1. Y
2. Y
3. Y

IX. STATEMENT OF FINANCIAL RESPONSIBILITY (Allopathic and Osteopathic Physicians Only)

A. Hospital Privileges - {Check only one) (Authority s. 455.5651(4), ES.)

Q 1. 1 do not have hospital staff privileges and | have obtained and maintain professional liability coverage in an amount not less than $100,000 per claim,
with a minimum annual aggregate of not less than $300,000 from an authorized insurer as defined under s. 624.09, F. S., from a surplus lines insurer as
defined under s. 626.914(2), £S., from a risk retention group as defined under s. 627.942, £.S., from the Joint Underwriting Association established under
s. 627.351(4), F. S., or through a plan of self-insurance as provided in s. 627.367, F.S. | further certify that | have been continuously insured with an entity
as outlined above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance, | will purchase retroactive
coverage for the two years preceding my inception date of coverage. | further certify that in the event my coverage is terminated or that | desire to become
uninsured and meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents
which may have occurred during the two years preceding my becoming uninsured.

B 2. | have hospital staff privilages and | have professional liability coverage in an amount not less than $250,000 per claim, with a minimum annual
aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09, F. S, from a surplus lines insurer as defined under s.
626.914(2), F. ., from a risk retention group as defined under s. 627.942, ES., from the Joint Underwriting Association established under s. 627.351(4),
F S., or through a plan of self insurance as provided in $.627.367, F.S. 1 further certify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage
for the two years preceding my inception date of coverage. | further certify that in the event my coverage is canceled or that | desire to become uninsured
and meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which
may have occurred during the two years preceding my becoming uninsured.

[ 3. 1do not have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of $100,000/$300,000,
in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

4. | have hospital staff privileges and | have established an irrevocable letter of credit or escrow account in an amount of $250,000/$750,000, in
accordance with Chapter 675, F S., for a letter of credit and 5. 625.52, F. S., for an escrow account.

5. | have elected not to carry medical malpractice; however, | agree to satisty any adverse judgments up to the minimum amounts pursuant to s.
458.320(5)(g)1 or 459.0085(5)(g)1, F. S. | understand that | must either post notice in the form of a “sign” prominently displayed in the reception area
or provide a written statement to any person to whom medical services are being provided that | have decided not to carry medical malpractice insurance.
| understand that such a sign or notice must contain the wording specified in s. 458.320(5)(g) or 459.0085(5)(g), . S.

B. Exemption

t am exempt from demonstrating financial responsibility because | fall into one of the categories listed below: (Check one box only)
1. | practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or subdivisions;
U 2. 1 hold a limited license issued pursuant to s. 458.317 or 459.0075, F. S., and practice only under the scope of the limited license;

U 3. | practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (Interns and residents do not qualify
for this exemption);

Q) 4. | do not practice medicine in the State of Florida; or



Practitioner’s Name _ EMIL F FELSK} License # __©OS0003318

Q1 5. | meet ali the foliowing criteria:
(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
(b) | am retired or maintain part time practice of no more than 1000 patient contact hours per year;
(c) 1 have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;
(d)
()

| have not been convicted of or pled guilty or nolo contendere to any criminal violation specified in Chapter 458 or 458, F. S.; and

{ have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period of three years or longer, or a
fine of $500 or morve for a violation of Chapter 458 or 459, F.S., or the medical practice act of another jurisdiction. A regulatory agency’s acceptance
of a refinguishment of license stipulation, consent order or other settlement offered in response to or in anticipation of filing of administrative charges
against a license shall be construed as action against a license. | understand if | am claiming an exemption under this section that | must either post
notice in the form of a sign, prominently displayed in the reception area or provide a written statement to any person to show medical services are
being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or notice must contain the wording specified
in s. 458.320(5)(f) or 453.0085(5)(f), F.S.

X. LIABILITY CLAIMS (Allopathic, Osteopathic and Padiatric Physicians Only)

A. Are you covered by an insurer reguired to report pursuant to s. 627.912 F.S. Yes B3 No O
{Authority: 5. 455.5651(4), ES.; s. 455.565(1)(b),F8.)
B. Have you been insured continuously during the last ten years? Yes @ No O

{Authority: s. 455.5651(4), FS.; 5. 455.565(1)(b)}FS.)
If you answered “NO” to either A or B above, you must complete the following: (Autharity: 5. 455.5651(4), £S.; . 455.5651(1)(b),FS.)

Within the previous ten vears have you had a Iiabilit&/ claim or action for damages for personal injury settled or Yes O no U
finally adjudicated in an amount that exceeds $5,0007

If “YES”, complete and attach a copy of EXHIBIT 1 for each occurrence. NOTE: Copies of reports previously submitted may be re-submitted with this
questionnaire to satisfy this reperting requirement. (Authority: s. 455.5651(4), FS.; s. 455.585(1)(b).FS.)

XI. LIABILITY CLAIMS (Chiropractic Physicians Only)

Within the previous ten years have you had a liability ciaim or action for damages for personal injury settled or finally adjudicated in Yes (O No U
an amount that exceeds $5,0007

It “YES”, complete and attach a copy of EXHIBIT 1 for each occurrence. (Authority: 5. 455.5651(4), ES.; 5. 465.565(1)(b),FS.)

XIl. OPTIONAL INFORMATION:

A. PUBLICATIONS: List any publications you have authored in peer-reviewed medicat literature within the previous ten years:
{Authority s. 455.565(5)(2), F.5.)

TITLE PUBLICATION DATE
1.
2.
3.
B. DO YOU PARTICIPATE IN THE MEDICAID PROGRAM? (Authority s. 455.565(5)(¢}, F.S.) Yes 4 No O
C. PROFESSIONAL OR COMMUNITY SERVICE ACTIVITIES, HONORS, OR AWARDS: (Authority 5.455.565(5)(b), F.S.)

COMMUNITY SERVICE/AWARD/HONOR ORGANIZATION COMMUNITY SERVICE/AWARD/HONGR ORGANIZATION
t._Lhysicramws Aeeg t-w. f1ew Awntd 2.
3, _Fellow = bacpitin feand ta y of 051ce, C‘L 4.

,y,g.

D. NATIONAL, STATE, LOCAL, COUNTY, PROFESSIONAL AFFILIATIONS: (Authority 5.455.565(5)(b), £5.)

ORGANIZATION
1._ACA 2.
3._A.A.LS. 4.

E. LANGUAGES, OTHER THAN ENGLISH: indicate languages other than English used by you to communicate with patients and any translation service
available for patients at your primary place of practice. (Authority: s. 455.565(5)(c), FS.)

2.
4.

E-MAIL ADDRESS:

COMMITTEES/MEMBERSHIPS: Indicate any committees on which you serve for any health entity with which you are affiliated.
ORGANIZATION

m |mow

1. 2.
3. 4.
H. OTHER STATE LICENSURE:

STATE ) PROFESSION
1. p1SSOC R Ldys, € he’
2. -Ibfﬂ/\s /U/t'l/.(l(:ﬁ'k’
3.

| affirm these statements are true and correct and recognize that providin%false information may result in disciplinary action against my ficense or criminal
penalties pursuant to Sections 455.624, 458.327, 458.331, 459.013, 459.015, 460.413, 461.013, 775.082, 775.083 and 775.084, Florida Statutes.

 f T, filed s Y2 )99

{Signature of Physician) 7 (Date)




Practitioner’s Name _EMIL F FELSKI License # OSD003318
EXHIBIT 1 - REPORT ON PROFESSIONAL LIABILITY CLAIMS AND ACTIONS

Include information relating to liability actions occurring within the previous 10 years. The actions are required to be reported under section 455.697 E.S. You
must submit a completed form for each occurrence. For Aliopathic, Osteopathic and Podiatric physicians, copies of reports previously submitted under the
requirements of s. 455.697, F.S., (formerly s. 355.247, F.S.) may be submitted in lieu of this exhibit to satisfy this reporting requirement.

Date of occurrence: / / Date reported to licensee: / /

Injured person’s name: {last, first, middle initial)

Street Address:

City: State: Zip Code:
Age: Sex:

Date of suit: / /

List other defendants involved in this claim:

1. 2.

3. 4,

Date of final claim disposition: / /

Was there an itemized verdict? [ Yes [ No  (If “YES", attach copy of settlement verdict)

Indemnity paid on behaif of this defendant; 3
Loss adjustment expense paid to defense counsel: $
Al} other loss adjustment expense paid: 3

Name of institution at which the injury occurred:
Location of injury occurrence:

___Patient's Room ___ Physical Therapy Dept. ___ Radiology ___Labor & Delivery Room
___ Operating Suite __ Nursery __. Emergency Room —_ Special Procedure Room
___ Recovery Room __ Critical Care Unit ___ Cther

Final diagnosis for which treatment was sought or rendered.

Describe misdiagnosis made, if any, of the patient’s actual condition.

Describe the operation, diagnostic or treatment procedure causing the injury. Use nomenglature and/or descriptions of the procedures used. Include method
of anesthesia, or name of drug used for treatment, with detail of administration.

Describe the principal injury giving rise to the claim. Use nomenclature and/or descriptions of the injury. Include type of adverse effect from drugs where
applicable.

Safety management steps taken by the licensee to make similar occurrences less likely.

¢ affirm that these statements are true and correct and recognize that providing false information may result in disciplinary action against my license or criminal
penalties pursuant to Sections 455.624, 458.327, 458.331, 459.013, 459.015, 460.413, 461.013, 775.082, 775.083, and 775.084, Florida Statutes.

Signature of Physician:

Qur records indicate the following reported claims:

Incident Settiement Incident Settiement Incident Settiement Incident Settlement Incident Settiement
Date Date Date Date Date Date Date Date Date Date
01/12/1997




FLORIDA DEPARTMENT OF

z22  |HEALT

October 15, 1999

Robert G. Brooks, M.D.
Secretary

EMIL F FELSKI, D.O.

1120 SEMORAN BLVD
LAKE HOWELL SQUARE
CASSELBERRY, FL-32707-6102

Dear Dr. FELSKI

We have_not received a response as of September 17, 1999, to a letter we sent to you asking you to verify the
_carrectness of your profiling data which is-to.be published on the World Wide Web. Please review the profile -
information contained in this IStter for'any changes, corrections, and/or omissions-to insure the information:that will e sscse
be published is correct. Even if you have no changes, check the correct box below and return it to the Department
at Post Office Box 6330, Tallahassee, Florida 32314-6330. If you do have changes, please indicate them:directly on
this letter. If you do not respond to this request within two weeks of the date of this correspondence yourprofile will

be published as it appears in this letter. ‘ o

R

[ My profiling information is correct.

4 My profiling information is incorrect; changes are noted below.

L. Practitioner Information

License Number : 3318 License Status : ACTIVE CLEAR-
Profession : Osteopathic Physician Year Began Practicing : 01/01/1972

Primary Business:

1120 SEMORAN BLVD
LAKE HOWELL SQUARE
CASSELBERRY FL 32707-6102

Secondary Locations:

“Staff Privileges:

i Institution Name : City State
FLORIDA HOSPITAL ALTAMONTE SPRINGS FLORIDA
SOUTH SEMINOLE HOSPITAL LONGWOOD FLORIDA
WINTER PARK MEMORIAL HOSPITAL WINTER PARK FLORIDA

Faculty Appointments:;

This practitioner has not had the responsibility for graduate medical education within the last 10 years.

. This practitioner does not currently hold faculty appointments at any medical/health related institutions of
higher leaming.

2020 Capital Circle SE, BIN # C-10 « Taliahassee, FL 32398-3260 ;
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Participates in Medicaid Program:

Yes
ll. Education and Training
Medical School : Dates of Attendance : Graduation Date : Degree Title

Philadelphia. College oF Ostesparthic Medicine Philadelphia PA. 14671471
The parctmoner failed Yo provide this mandatory information D. 0. Deg{ge,

Other Health Related Degrees:
This practitioner does not hold any additional health related degrees.

.  Professional and Postgraduate Training

This practitioner has completed the following graduate medical education:
Program Name : Program Type : Specialty Area : City : State/Country : Dates Attended

1. UNIVERSITY MEDICAL CENTER AT THE UNIV OF FL HLTH SCI CNTR : RESIDENCY : OBG -

OBSTETRICS AND GYNECOLOGY : .......... : FLORIDA : 7/1/72 - 6/30/75
. -2 FLINT OSTEOPATHIC HOSPITAL INTERNSHIP : TY - TRANSITIONAL YEAR: .......... : MICHIGAN :
- - TMTA-6130072 T '
IV. Specialty

This practitioner holds the following certifications from speciaity boards recognized by the Florida board
which regulates the profession for which he/she is licensed:

Specialty Board : Centification

1. AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY : OBG - OBSTETRICS AND GYNECOLOGY

V.  Optional information g

Committees:/Memberships

This practitioner has not indicated any commattees on which: they serve for any health entity with which they
are affmated e,mcam eapA

Professional 64@ ﬂeﬁgunt Servnceea rtFO 51’60,04 ic 0&5‘(‘&“}1’1&84- OYNww ‘%‘3

This practitioner has provided the following professional or community service activities, honors, or awards:
Community Service/Award/Honor : Organization

1. PHYSICIANS RECOGNITION AWARD : AOA

2. FELLOW AMERICAN ACAD OF OSTEO OBGYN : AAPS

ST e T e s ™ L B - - - Era—
= o - . e - PO . F—

Piblications™ - -

This practitioner has not provided any publications that he/she authored in peer-reviewed medical literature
within the last ten years.

“Languages Other Than English

This practitioner has not indicated that any languages other than English are used to communicate with
patients, or that any translation service is availabie for patients, at his/her primary place of practice.

Other Affiliations
This practitioner has not provided any national, state, local, county, or professional affiliations.

2020 Capital Circle SE, BIN # C-10 + Tallahassee, FL 32399-5260
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E-Mail Address
Not Provided

Other State Licensure
This practitioner has indicated the following additional state licensure:

Jurisdiction Profession
MO MD Co q
™ MD

Vl. Financial Responsibility

| have hospital staff privileges and I hawe professional liability coverage in an amount not less than $250,000
per claim, with a minimum annual aggregate of not less than $300,000 from an authorized insurer as
defined under s. 624.09, F. S., from a surplus lines insurer as defined under s. 626.914(2), F. S., from a risk
retention group as defined under s. 627.942, F. S.,from the Joint Underwriting Association established
under s. 627.351(4), F. S., or through a plan of self-insurance as provided in s. 627.367, F. S. | further
certify that | have been continuously insured with an entity as outlined above for the past two years
(retroactive coverage) or if | seek insurance from a different entity providing insurance, | will purchase
retroactive coverage for the two years preceding my inception date of coverage. | further certify that in the
event my coverage is terminated or that | desire to become uninsured and meet the'financial responsibility
requirement through other provisions in s. 458.320 or 459.0085, F. S., | will maintairi coverage for incidents
i _)ybi‘c_h_ may hawe occurred during'the two years preceding.my becoming.uninsured.

VIl. Criminal Offenses

The criminal history information, if any exists, will be incomplete; federal criminal history is not
available to the public. The criminal history information provided by the practitioner has not been
completely verified at this time. All cljiminal history checks should be completed by March 2000.

This practitioner has indicated that he/she has NO criminal offenses.

VIIl. Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include diisciplinary action taken by a
hospital or ambulatory surgical centers licensed under chapter 385, F.S. .

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a specialty board.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a licensing agency.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the prevous 10 years by a health maintenance organization, pre-paid health clinic, nursing home,
out-of:state-hospital‘or out-of-state:ambulatory -surgical-center-r—e———s— i e ; EE— —

This practitioner has indicated that he/she has NEVER been asked to or allowed to resign from or had any
medical staff privileges restricted or revoked within the previous 10 years by a health maintenance
organization, pre-paid health clinic, nursing home, out-of-state hospital or out-of-state ambulatory surgical

center.

IX. Liability Claims Exceeding $5,000.00 (Within last 10 years) ! .

Settlement of a claim may occur for a variety of reasons that do not necessarily reflect negatively on
the professional competence or conduct of the physician. A payment settiement of a medical ‘
malpractice action or claim should not be construed as creating a presumption that medical
malpractice has occurred. ’

2020 Capital Circle SE, BIN # C-10 * laliahassee, FL 32399-3260
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There have not been any reported liability actions, which are required o be reported under section 455.697,
F.S., within the previous 10 years.

If you wish to make changes to the profile after it has been published, please submit them to 2020 Capital Circle
SE, Bin # C10, Tallahassee, Florida 32399-6230.

If you have any questions or comments, call (850) 410-3359 Extension 2008.

Sincerely,

Bureau of Operations

e e S— -

5020 Capital Gircle SE, BIN # C-10 » Tallahassee, FL. 32399-3260
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Active Dlspensmg Osteopathlc Physician License # OS 3318 expires

March 31, 2004.

The fee of $530.00 and the renewal notice must be postmarked on or before March 31, 2004.
Renewal notices postmarked on or after April 01, 2004 require renewal and delinquent fees of

Ftonda Department of Health - Board of Osteopathac Med:cme
‘ LICENSE RENEWAL NOTICE .

T BEPARTMENT USEONLY ™

$930.00.
1.CURRENT MAILINGADDRESS: 2. CURRENT PRACTICE LOCATION:
This address will be used for aII correspondence This address will be printed on your license
from the Department of Health. and posted on the Internet.
EMIL F FELSKI 1120 SEMORAN BLVD
1120 SEMORAN BLVD LAKE HOWELL SQUARE
LAKE HOWELL SQUARE CASSELBERRY, FL 32707-6102

CASSELBERRY, FL 32707-6102

(407) 677-1234

3. RENEWONLINETODAY!

Go to www.doh-mqgaservices.com and renew your Ilcense change your address update your proﬁle and confrm mform ahon
maintained by the Department. Listed below is your user id and password for onllne services. If you renew online, you will
receive a temporary license upon successful completion of your renewal. Online renewals are processed immediately and your
license status is updated online within seven business days.

4. CHANGES TO CURRENT LICENSE INFORMATION:

If you have any changes to the name, mailing address, practice location address, license status or military
status information associated with your license. Please provide the updated information in the appropriate
fields of section 7 on the back of this form.

5. THERE ARE TWO RENEWAL METHODS AVAILABLE:

6. iOther lnformataon

A. Online Renewal: Visit www. doh-mqaserwces.com and c||ck on Renew My Llcense to renew your Ilcense
online. If you are requesting a status change you will be ineligible to renew your license online. The system will be
available for renewals until midnight, Eastern Standard Time (EST), March 31, 2004. To use the online system,
you will need the following information:

. must be entered exactly as they appear.)
The online renewal system will allow practitioners to update their mailing and practice location addresses, profile,
and to confirm licensee information maintained by the Department. Practitioners will receive a temporary license
upon successful renewal before logging out of the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:

Department of Health
Division of Medical Quality Assurance

PO Box 6320
Tallahassee, FL 32314-6320

By submitting the approprlate renewal fees to the Department a hcensee certlfles comphance wrth aII
requirements for renewal, including continuing education credits.

ceauenc N 4 O

Profession Code: 1901 20 20

Please make changes to your license information in section 7 on the BACK of this form.



7. CHANGES TO CURRENT LICENSE INFORMATION: .
_ PLEASE READ THIS SECTION CAREFULLY BEFORE MAK!NG ANY CHANGES

To indicate changes in any section, complete the change indicator oval like this

When providing updated mformatlon print each character inside the box like this EEE

Use black/blue pen or No 2 pencil only for aII changes
C> CHANGE OF NAME: ‘ - ,
Name changes require Iegal documentatron showmg the name change Please make sure that a photocopy of one of
the following accompanies this form: a marriage license (marriage license must indicate the original signature and
seal from the clerk of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g.,
adoption, name change, or federal identity change). Any one of these will be accepted unless the department has a

question about the authenticity of the document. A driver's license or social security card is not considered legal
documentation.

If the name change cannot be completed, your license will be renewed using the current name.

wastveme [ [ [T [T ITTITIIIITIIITTT]
pestvame:| | [ [ [ [ [T ]I ]]] I_

Middle Name: | l l l i l l I ] Title: l I l 1Suff|x l I I (JrSr[Hetc) QuallflerD:D:]WhD,DDS,etc.)

AILING ADDRESS:
]
|
|
|

IIIIIIIIH
HEEEEENNEREREENEEEE
HEENRNEEE

>____.__
- +

<> CHANGE OF PRACTICE TION: (This address can not be a Post Office Box)

saeswon | [ [ [T IT LT LTI

sweetasert: | | | [ [T ITTIITTIIIII LTI ITT]]]

sweetagrz [ [ [ [T TTTTTTITIILIIIIITTI]T]]
Citvrlllllllllllllllllllll

State: ED Zip: I l l ] l Phone: ( l I ) l I l I I }—
__ CHECKLIST FOR MAILING RENEWAL FORM ___
If mailing your renewal form, use the checklist below as a gmde for enclosmg aII the requnred |tems to ensure a
smooth renewal. if renewing by mail, allow 4-6 weeks processing time.
REQUIRED: (D Renewal notice
(D Check or Money order written to Department of Health
(™ Financial res ponsibility form (check only one item on the FR form)

D Mail to: PO Box 6320, Tallahassee, Florida 32314-6320

i you are renewmg to actwe status, would: you be available to provide health care services m .
,,,peclal needs shelters or to help staff dlsaster medlcal assrstance teams dur;ng tlmes of .
_ emergency or major disaster? ; ... .

B O Yes
<o

| CHANGE OF LICENSE STATUS:

| wish to change my status from Active to Inactye The fee for an mactlve recerpt is $230 .00. The fee for mactlve aﬁer
March 31, 2004 is $730.00.

_ CHANGE OF MILITARY STATUS:

c:j i am requesting Military Restricted Status. (You must submlt proof of acuve mmtary duty Aitach a copy of your current
active duty orders or a letter from your Commandrng Officer.) The fee for mrhtary restricted is $00 00.

~ DISPENSING: e - o - ;
> |wishtodiscontinue mydrspensmg regrstratron Iunderstand thatlwull no Ionger be ableto dlspense medrcmal

drugs for a fee from my practice location. Your renewal notice and fee of $430.00 is due on or before March 31, 2004.
Renewal notices postmarked on or after April 01, 2004 require a renewal fee of $830.00.




Active Dispensing Osteopathic Physician License # OS 3318 expires
March 31, 2008.

The fee of $530.00 and the renewal notice must be postmarked on or before March 31, 2008. Renewal

Attt s s earesa e
notices postmarked on or after April 01, 2008 require renewal and delinquent fees of $930.00

o
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This address will be used for all correspondence from the Department of Health. This address will be printed on your license and posted on the Internet.

EMIL F FELSKI EMIL F FELSKI

1120 STATE ROAD 436 1120 STATE ROAD 436

SUITE 1000 SUITE 1000

CASSELBERRY, FL 32707-6102 CASSELBERRY, FL 32707-6102

Visit www.flhealthsource.com, from our main page, select Licensee/Provider, go to the Practitioner Logon box on the left
side of the page, select your profession and enter your Account ID and password. If you are requesting a status change, you
will be ineligible to renew your license online. Renew online and receive a temporary license immediately. The system will be
available for renewals until midnight, Eastern Standard Time (EST), March 31, 2008.

|a

'r‘éqyl;sevst'i‘ng Mi m‘ry‘ﬁestﬁ‘cte‘d Stétus.y(Y umustsubmit proof of active military duty. Attach a copy of your current active duty

orders or a letter from your Commanding Officer.) The fee for military restricted on or before March 31, 2008 is $00.00. The fee
on or after April 01, 2008 is $00.00.

O | am requesting retired status. The fee for retired status on or before March 31, 2008 is $55.00. The fee for retired status on or
fter April 01, 2008 is $555.00

O | wish to discontinue mydis pensing registration. | understand thatlwill no longer be able to dispense medicinal drugs for a
fee from my practice location. Your renewal notice and fee of $430.00 is due on or before March 31, 2008. Renewal notices
postmarked on orafter April 01, 2008 require a renewal fee of $830.00.

Please complete the enclose
form.

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with all requirements for
renewal, including continuing education credits.

A licensee who remains on inactive status for more than two consecutive biennial licensure cycles and who wishes to
reactivate the license may be required to demonstrate the competency to resume active practice by sitting for a special
purpose examination or by completing other reactivation requirements.

Avoiding complaints can protect your clients and your ability to practice. Go to www.doh.state.fl.us/mga/avoid.htm| to find out
more.

Verify your Continuing Education credits. Visit www.cebroker.com to find out more.

et 70 Stoi N




Name changes require legal documentation showing the name change. Please make sure thata photocopy ofone ofthe
following accompanies this form: a marriage license (marriage license mustindicate the original signature and seal from the
clerk of the court), a divorce decree indicating restoration of your maiden name, or a courtorder (e.g., adoption, name change,
or federal identity change). Any one of these will be accepted uniess the depariment has a question about the authenticity of
the document. A driver's license or social security card is notconsidered legal docum entation.

If the name change cannot be com pleted, your license will be renewed using the current name.

Last First Middle Title Suffix Qualifier

O

Attention
Street Address Apt./Suite No.
City State Zip Code Country (if outside U.S.)

Attention
Street Address Apt./Suite No.
City State Zip Code Country (if outside U.S.)

R
If mailing your renewal form, use the checklist below as a guide forenclosing a
renewal. If renewing by mail, allow 2 - 4 weeks processing time.

REQUIRED: C> Renewal notice

> Cashier's Check or Money Order written to the Department of Health
<> Financial Responsibility form (check only one item on the FR form)
> Updated paper copy of Profile

O Mailto: PO Box 6320, Tallahassee, Florida 32314-6320

ensure a smooth

e require
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PHYSICIAN WORKFORCE SURVEY

Governor Charlie Crist, State Surgeon General Ana Viamonte Ros and the Florida Legislature recognize the
importance of assessing Florida’s current and future physician workforce. Critical legislation was passed last
year that requires the Department of Health to evaluate the geographic distribution and specialty mix of active
Florida physicians. Please refer to F.S. 381.4018 Physician workforce assessment and development. The
questions in this physician workforce survey will be instrumental in shaping Florida's health care and physician
workforce policies. Yourtime and effort in responding to the questions below isappreciated.

Instructions for completing the survey:

s Questions 1 - 12 apply 1o all physicians

« [f you are an on-call specialist taking emergency call in an emergency department, please also answer
questions 13 - 16
If you provide only radiological services, please also answer questions 17 - 25
If you provide obstetric services, please also answer questions 26 - 32

1. Do you practice medicine atany time during the year in Florida?
O Yes.
(O No. Please stop here and review the Affirmation Statement on page 4.

2. How many months per year do you practice in Florida?
O 1-4 Months
() 5-8 Months
) 9412 Months

3. In what Florida County(ies) is your medical practice located? {May select up to 5 counties - See p. 5 for
county codes) For each county selected: How many hours per week do you practice in each setting?

County Name Numeric Code 1-20 Hrs/WKk 21-40 HrsflWk > 40 Hrs/'Wk
O O O
O O O
O O O
O Q O
O O O
4. Are you in a solo practice?
O Yes
O No

5. Which practice setting best describes where the majority of your time is spent? (Choose Only One)
Private Office Setting

Federally Qualified Health Center

Governmental Clinical Setting (for example: County Health Department)

Federal Healthcare Facility (for example: military or VA)

Hospital-Outpatient Department/Service

Hospital-Inpatient

Hospital Emergency Department

Hospital Other (for example: hospital-based radiologist, pathologist, anesthesiologist or medical director)
Nursing Home/Extended Care Facility

Ambulatory Surgery Center/Free-Standing Imaging Diagnostic Center

Other Setting

00000000000

6. Are you currently enrolled in an internship, residency program or fellowship program?
O Yes
O No

1 of6



7. Does more than 20 percent of your practice include non clinical work (research, teaching,
administration)?
O Yes
O No

8. Listyour primary specialty area, and any additional specialties, of your current clinical practice and the
percentage of time you spend working in that area: (Select up to 5 Areas - See p. 6 for specialty codes)

Specialty Area | Numeric Code 1.20% 21-40% 41-60% 61-80% 81-100%
O O O O O
O O O O O
O O O O O
O O O O O
O O O O O

9. Do you plan to retire, relocate outside of the State of Florida, or significantly reduce the scope of your
practice within the next five years?
O Yes
O No

10. If you have changed the scope of your practice in the last two years, what are the reasons for the change
(Choose All That Apply)?

Liability

Reimbursement

Regulatory and Administrative Burden

Retirement

Lifestyle Considerations, Other than Retirement

Other

Q00000

11. Do you currently take emergency call or otherwise work clinically in a hospital emergency department or
provide for the immediate, acute care of trauma patients?
O Yes
O No
O Exempt Due to Medical Staff Bylaws

12. If you take emergency call or otherwise work clinically in a hospital emergency department, are you
O Full Time
O On-Call Specialty

For on-call specialists taking emergency call in an emergency department please answer questions 13 - 16

13. At how many hospitals do you currently take emergency call?
O One
O Two
(O Three or greater

14. How many days per month do you take call?
O 14
O 59
O 10 or greater

15. If you have taken hospital emergency department call during the past 2 years, has the number of
emergency on-call hours that you work:
O Increased
(O Decreased
O Stayed the Same

TRV
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16. If you have decreased or plan to decrease or stop taking emergency department call, please check any

reason that applies

Liability

Reimbursement

Lifestyle Considerations
Impact to Private Practice
Changing Practice Patterns
Exemption

Other

O0O00000

For physicians that provide only radiological services, please answer questions 17 - 25

17. Do you read mammograms or other breast imaging exams?

O Yes
O No
18. If you do not read mammograms or other breast imaging exams, please choose the most important
reason why:
O Liability
O Reimbursement
> Uninteresting Field
O Too Stressful
O Too Much Regulation
O Other

if you read mammograms, please continue.
If you do not read mammograms, please skip to question 26.

19. Do you read screening mammograms?
O Yes
O No

20. Do you read diagnostic mammograms and sonograms?
O Yes
O No

21. Do you perform BOTH ultrasound and stereotactic guided core biopsies?
O Yes
O No

22. Do you read breast MRIs?
O Yes
O No

23. Do you read breast MRIs AND perform MRI guided core biopsies?
O Yes
O No

24. In the nexttwo years, will the number of mammograms you read change for any reason, including

retirement:
O Increase
(O Decrease
(O Stay the Same
(O Discontinue

3of6



25. Have you done a 6-month or greater breast imaging fellowship?
O Yes
O No

For physicians that provide obstetric services only, please answer questions 26 - 32

26. Do you deliver babies?
O Yes
O No. Thank you for taking this survey. Please review the Affirmation Statement on page 4.

27. How many routine deliveries per month?
O None
O Low, < 10 per month
O Medium, 10-30 per month
' High, >30 per month

28. How many high risk deliveries per month?
O None
O Low, < 10 per month
O Medium, 10-30 per month
O High, >30 per month

28. How many c-sections per month?
(O None
O Low, < 10 per month
O Medium, 10-30 per month
(O High, >30 per month

30. How many emergency room deliveries per month for patients having minimal or no "known" prenatal
care?
O None
O Low, < 10 per month
(O Medium, 10-30 per month
O High, >30 per month

31. How many assists or consultative services per month?
O None
O Low, < 10 per month
O Medium, 10-30 per month
(O High, >30 per month

32. Are you planning to discontinue doing obstetric care for any reason, including retirement, in the next two
years?
O Yes
O No

AFFIRMATION STATEMENT:
| affirm that | have completed the survey to the extent that it isapplicable to me. Thisinformation provided is
true and accurate to the best of my knowledge and the submission does not contain any knowingly false
information.

Tore T T TN T T AR



28 FLAGLER

50 MADISON

8 ORANGE

80 FOREIGN

See reverse side for specialty codes.
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040 ANESTHESIOLOGY _

GERIATRIC MEDICINE

PULMONARY DISEASE AND CRITICAL CARE MEDICINE

CLINICAL NEUROPHYSIOLOGY

ORTHOPAEDIC SURGERY

ATRIC ORTHOPAEDICS

.300 PATHOLOGY-ANATOMIC AND CLINICAL

© 321  ADOLESCENT MEDICINE

EDIATRIC REHABILITATIC

'VASCULAR SURGERY

999 OTHER

6 of 6
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ACH# COPY STATE OF FLORIDA

DEPARTMENT OF HEALTH 3 2
DIVISION OF MEDICAL QUALITY ASSURANCE R
8
DATE LICENSE NO. CONTROL NO. ——
01/09/2002 0s 3318 7350 i

08 3318

THE OSTEOPATHIC PHYSICIAN
NAMED BELOW HAS MET ALL REQUIREMENTS OF

QUALIFICA .
E;(EHLA {Wé y;}% fq\:%éﬁ F/ 3 / S\TE ING /%AQ \)7|0NER/ (ﬁ 7 (m
) NSNS

LAKE HOWELL SQUARE
CASSELBERRY, FL. 32707-6102

F THE STATE OF FLORIDA.
MARCH 31, 2004

LALITY ASSURANCE

DATE_ /T LicensE NO.
P

01/09/2002

H
|
PHYSICIAN

e
W HA
THE LAWS AND RULES

SMET ALL REQUIREMENTS OF

COPY - NOT A VALID LICENSE - COPY

STATE OF FLORI
DEPARTME]
DIVISION OF

THE OSTE
NAMED BEL
EXPIRATION DATE:
EMIL F FELSKI

AT LEAST 80 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
RENEWALWILL BE SENT TO
YOUR LAST KNOWN ADDRESS.
IF YOU HAVE NOT RECEIVED

COPY - NOT A VALID LICENSE - COPY 3% e ons paos

PLEASE CALL (850) 410-3359.

EXPIRATION DATE: MARCH 31, 2004
YOUR LICENSE NUMBER IS OS 3318 JPLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL
SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

[ ] REQUEST DUPLICATE LICENSE

SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

D NAME CHANGE (ATTACH LEGAL DOCUMENTATION) D MAILING ADDRESS CHANGE
FROM:
LAST FIRST MIDDLE
TO:
LAST FIRST MIDDLE
CITY STATE ZIP

DH 2103, 5/98

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32398-3260

EMIL F FELSKI

1120 SEMORAN BLVD

LAKE HOWELL SQUARE
CASSELBERRY, FL 32707-6102
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Name: - . Dare: - .,

R 4 s Pl

Camana m: Ke&c.ﬂ:?";,i

v |
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Hay 2, 1972

il U, M. Felakl, b O
39U < Baschay Road
Fiink, tiohigan 40504

oAy vre Pukohis

As of guly b, 1972, by laginlative aption, phyaicians wha
all parts of o oxandnation conduotad by tha nationanl Board of Lxaminars
for Onveopathic Phyodalany and Surgoons™ way be dloonstd by givlorsanent.

sratutury poquiromonts Lox Meondwe by ondursaiont with tho datlonal
Boaxd, sec, 489,11, V. 6.

{1) subuit application on fean avppliwl v board

(2) Y. & eitlzenshdp or svidonco of intantion to Bucore a vltizon
of tha Unitod Statos

{3} 3L yeanrs of agn or oldor

{4) Good wmoval ziaractor

{5) wiploma from approved ostoopatitle o llogyn

16) rntoramhip in approved hospsital {(unless greduated prior to 1346)

{7) Cextifivats frow Natlonal Bouyd

(0) licensn in snother state . ith unllwited licensurs

{9) Fee of $20U, which is non- sofundable

ot o

InsofAr as a vesidency is concexned, Flopida Statutes provide for a
tolporary license as long av the residenvy is in effact; Lut wot mora
than four {4) years, Hospitals wmust registe: the nmwes of residonts
every six months with the state board.

We encloss application with addenda. If you wish to apply, your file
could ba reviewed by the board when it moets in July.

sincaroly yours,

MERVIN L. KECK, D. O

Enc.




I \ CamerA TIL Rovimk 0
. b )
)
L
)
) Siote of Flarida
: Department of Professionul & Qecuputional Regulaton
' Board of Qsteopathic Medical Examiners
{ FHCHTIVE OFNCY
.! 120 NOATH CAUEIWAY — HOW SMYANA KPACH, FLORIDA S2049 - SELEOHAQNE (904) 430 A7AL
§ M, b MECK; DO, INECUNIVE UIMCIOR

Felwuay 16, 12N

teovga 8. Palaer, MJD.
Lxeaut ive Piveotor
oA Morkda dtate oand of lledival Lxneiners
Ok 100 Weat Yensacola Atrant
p Tadiahausgs , Flopdda 33304
!

Deax Dre Palowki

] :' fhexe iu a maltax of wutual, dntevewt Lo our !oands which ¥ wonld
\ 18he o ddesuns with you at yowr earliest convenienoe. It goauce
' €y e that you will be attendiyg the Teglelative meetling uallsd
: on Febnuaxy 23 wnd 23 by oo Ritter, #o we might get together dox

i o dlycusnion of she nmatter at that time.

{

]

%

!

Our Practice Act (480,231 I'.h,) probibits practive by hospital
veuddenta and intexns wrless he liae xegistered with the

State honed of osteopathiv toddual tkaaknews and hon xecolved faom
the hoand & tosporery venblfdcate evidencing hie right to take

the xesidutoy or Antexsship. Yhis statute further seta forth the
provisdon that svery cuteopathio Jospitad having a restdent ox
intern Gradning vooran shall fundoh & 1ot oL ald rerldentisaceoee
We onclone copy o this ssation of the statutes for yowr
intoxrmation.

Currently an osteopathic phywiolen, ¥ail r. M. Felwki, iw taking a
vosidanoy in the University lioapital in Juckuohville. Vo antivipate
there will La others. We feel that thexrs will ba a wirple way to
xesolve the problem if we can woxk tuycthes ou it,

L

; 8incerely youxs,

; hm HBAVINN B, MECK, D,O. 1
. i Qor Wm, X, ml*“; DeQ4 Chm,
) !572 : 1973 JMLMBERS OF THE BOARD 19721973
Chaitman: Vic@Chatrwan: Sacrelarysleeasum: : C \
Wai, €, WHITE, &, 0.0, LOUIS J. LARMOYEUX, &., 0.0, JOSEPH U, STELLA, DO, R .
401 Monstaw Avs., Cast 124 East Ashlay Sireel 424 Sen Marco Deive
Seadunion, Ferida 33508 Jecksoville, Flerids 32202 Ft Lawderdale, Florids 23301
: PEIER J. GIGLIO. D.O. JAVES G, HLL, D.0, MORION TERAY, D.O. ~
! 109 &L Wastshors Bld. 13 West Granada Avenud 16660 N. £, 18ih Averve

-

Oimond doach, Flavide 300 North Mismi Seach, Horids 33162
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ATHENS CLINIC, P,
OSIEOPATHIC PHYSICIANS AND SURGE
29268 EUREKA ROAD
TAVLOR. MICHIGAN 43180
287 3700

WILLIAH A. ATLENS, D.O, : re. JTHERLAND, D.O.
ELLEH ATHINS, D.0. TR o THINS, DM,

AHDREW 4. AYHENS, DO, November 15, 1988

State of Florida Department of Professional Regulation
Board of Osteopathic Medical Bxaminers
01d Courthouse Square Building

130 N. Monroe

Tallahassee, Florida 32399-0750 License £ 05 0003318',_

I am terminating my license to é';:ah:ice in the State of Florida as of
this date. Enclosed you will find my license, e

Since I do not have an active pr;ictice in the State of Florida, I do
not feel that I should pay the $250,00 assessment Imy -~* pv NICA.

Your utmost attention to this matter will be greatly ap‘ﬁx, zed,

Very truly yours,

~Willicw A. Athens, D.0., '

e SN Rl s G

WAA/ka . ,T _G1ATE oF Fromua Ripariment l ealeasismal Re 'lin 3
BOA™D OF OSTLOPATHIC MEDICAL EXAAINLRS

cc: NICA | oaTHe . T e mem o, ' .n:;a ne. ‘

; 0T F09L88 ! #S 0003319 06203 F

| THEOSTFOPATHIC PHYSTELIAN
¥ NAMED BELOW HAS REGISTER:D
' UNDER THE PROVISIONS OF CHAPTER 459, KFOR

g THE YEAR EXPIRING . 0fC 31, 1989
ATHEINS. NILLIAW A : - B
\ 23265 EUREXA-ROAD S )
TAYL.OR W 43180 oo . f
1) N : TOM BALLAGNES o
: : ) i ;;%xgé; t
. ; L DISFLAY IR CONSMCUOUS PACE 35" M I
,:;\ - > 1 vl




-

}‘ETER P. TVLER, Ph.0,
Exacytive Divecior

Ha

Novenber G, 1986

stephen K. Winn 57

- American Asmzia!tan @f @stenpa&iz vat:fa!gts

\\

204 MAIN S'Klt

FOREST PARK, OEORGIA X0,

mmam\\ ‘

o

| e E N
: — NE
.Board of Osteopathic and Medical Exam.nerd . 28~ ‘3 A
The dAull Building . : \-I 233 o .
-2007 Apalachee Parkway ° g S \\.ﬁg S \
aallahangee, Plorida 32301 w ‘?} 11 gim -
Pty J g ‘4‘ a

- Dear Mr. ﬁinm . tye -y

Emil ¥. M, Felski, D.O., has appli 1393 for pemhership i

AAO.8.

n
Please venfy fur us that hise medical dicense
is currvent and valid.

‘ Thankz.ng you, I am - . . ' v

Ec ‘2’ ‘ \ -g S:.ncerely.

ST - o

Executive Dircctoz\

. C . ‘ , ..%‘ o
PRT: r)» B ) ’

DP.. FELSKI i LILENSE/’ is mt) CURRENT AND VALID. ‘

: @a__

sl.qqat
el 2z 8
ane
5% - mno aoorm

) / [ o
BV ® ‘“E’% . . (@Z:I é

"

+

. "
.

Date L. Reinke?, 0.0, FAAOS., Pnesmcm
QA Fuler D0, F.LAOS. PRESICENT-ELECT ST
Jokn . Patioale, D.O. FAACS,, IMMEDIATY PAGT PRESIOENT i
DS, “Biave" Syickisnd, D.0. FAALS. VICE-PAESICENT '

Emai A. Yoegar,#n. D.O.FAAOS, sscaerm.cﬂusultu
Raigh H. 1} ey

I

, 0.0, FAAOS. FUBLIC RELATIONS h l
“ Bart £. Magglo, D.0. FARO5., 5587 BOARD MEMBER

UNK. fandeya, 0.0, FAI»OS 25-37 BOARD MEMBER | e
©. Withhaen Marcor, 0.0, FA'AOS., $6-43 DOARD MEMBER ™ \
. Denniel.Sweetsr, DO, FAZOS. mmou&m

2. f it




€

]
2 / - }/
AT MiL Fe(§H), D.O., PA.
’ é ICS, GYNECOLOGY, INFERTILITY AND FHM!LV PLANNING
JAN " ; =
D "T\‘:§f§‘\¢\:\
' HCY 1 OSTEO o
. el :’: —.\[ ' " &“)
Jamswny 6, 1987 'u( , L
Y l"’ .. : \: it
.. Department of Professdonal Pegaw
Osteopethic Medical Examinens
130 K. Monroe Stneet i . Gy
fw&ahauu, FLona 32399»0750 h . . ;
‘ S I . “/y 0 o © -
« . Jo uhon uch Concenn: SR A
This Lotten 48 to utﬂorun the department of pxoéeauomz aegm’.a.téom o
- that wt meaeut 1 am wu‘}wu Vovaage gox progessional Linbility m«ww.e. N ;
. ey
a 1 witd co:upty w.h Ffo:uda Statute P %59,0085, in Muﬁymg m.,( pa,uem Q’,
' . that I am not cmwwg \mt,mwu {nsurance. :
1 hope %o have, L«abutu..l coumage Ain the rean £u,tw'e, bu.t at. pauerd:“ <
_ o am umbte £o obﬂun couvmgc. . )
-3‘.'.}’ E ‘ oo - N o ‘
X2 d o
e éfii. % .' ' ‘ \ N 24
’4'9.' ’A.L) m w : \ Samcudy,
" (L <) AL 1
R o CN e Mé ‘
BN £ : . ,- '
&> % . . ) Nekie £ Fotshd 0.0, M)
. U ., \\tw,m § Gyreccology - .
N . N O "
& - o U I v
~ . ’ . \\\\ " . . ,;._%
().-' "t Q\ - o
A\ ““\'\ ;'\'
oS \ e "
(SN m
b . ] w
Y P ‘ T h
- B H , [ (op] “ad, [+ )
v o, ’ /y N ( =2 (\3 u l’/
" LAHE aowq zUﬂﬂe . 1100 Si-MOﬂﬂN SOULEV‘ﬁﬂD . CﬁSSﬂB&RR\’, !-i.OﬁlDﬂ 52707 /
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CIGNA Heatthpion of Flotida, inc.

* NI Loke DetawRovd . . o
Sute 30 . . " .
Bausa £l 22951 : . )
(308) 5601344 . . o : .
“\2
AY
- - :
‘: M u:'- ¢ }
¢ Decenber ‘14, 1988
| =

u5lorfda Board of Os*eopat‘dc Hedtcﬂ Exariners

“Attn: Barbara Kemp MDE-C.IG 1388 |
3T3§ls Monroe Sté;;ggit;gém - - v
allahassee, ¢L 32399~ N 1yt :

v L 32399-0 | M?mumm:m,m
Re: Emil Felski, D.0.. {0S00f3%318) - b
. 1 - ' .
Spacialty: 08/6yn N ) - Yew
Dear Ms. Kempt:: @ - ' Lo W

The above-named physician has ¢pphed for membership with CIGNA Healthplan of
Florida, Inc. According to the application, :this doctor 1s licensid in the
state of Florida. .We would appreciate your confirmation of this on the
enclosed form. Attached 1s an authorizat'loﬁ to release.. information fom
signed by the appl(cant. . -

In addition, any further (nfomation you might furMsh us regarding the
dhctorts proséSsional competence or moral and efhical standing - in’the wecdical
profession would be -very helpful. Please te ussured that this mfomtion
4i11 be kept ..trictly confidential. . , ,

W would appreciate your response uitbin the | n-xt two weeks.
envelope is enclosed for your conveniencs:”
assistqme. "

A self-addressed
Yhank you very much, for your

Sincerely, . U

Alice C, V01 t ;
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of medical services; o o "

@) | suthorize CIGHA Healthplan !o consult with hospiial ndmniskators, memders of medical staﬁa of hospitals,
malpraciise carriers and other persone | 19 . blain and verily inlotination concaming my professionat competence, characie¢
and maoral and athicsl quakifications, mhdoasem}be!msmnsampbmsawmemuww
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wmmnolnyyolusmdcanpelmy. character sad moral and ethical qualiioations, inciiding any information relating
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In such inlomation OCUYs, WikiN: w«oam my entering irtc 8 agreement with CIGN/ Healthplan for the provision
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PHILADELDPII
QY
OSTEOPATHIC - MEDICINE
BE 1T KNOWN-THUAT
EMIL - FORDYCE  MOURIER ' FELSKI
HAVING SATISFILD ThE REQUIREMENTS FOR THE DEGREE-OF
DOCTOR OF  OSTEOPATHY

HAS 'ACCORDINGLY  BEEN ADMITTED TO fHUAT-DEGREE, WITH -ALL-THE
RIGHTS ‘PRIVILEGES -AND ‘RESPONSIBILITIES 'THEREUNTO 'APPERTAINING

IN-TESTIMONY WIIEREOF THE SEAL-OF THE COLLEGE - ANDTHE-SIGNATURES
AUTHORUZED ‘BY 1HE -BOARD OF -DIRECTORS ‘AR E -HEREUNTO AFFIXED

SIGNED THIS « SIXTH : DAY OF + JUNE - ANNO-DOMINI
ONE THOUSAND NINE -HUNDRED -AND : SEVENTY.ONB

- ——s
IR e .
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. EMeERIcAN CoLLEGE OF Owrzopgmlg'ié.lgtemlcmm AND GYNECOLOGISTS
{nérndiren Witk |
AMENICAN QN}PM\'NW 'ABUOCIATION

I

SECRKTARY.TREASUASA
. BXECUTIVE DINECYOR
ARTHUR A SPEIR, DO,
20K ¢ |
MEARILL, HICMIBAN 4082Y |
, lareh 1, 1997
. " RECORD OF ATTENDARCE
3 ' Coiele CREDITS

e NAiLY . _Kadh Jo He Foloki, De0p . N
B ADDRESS 3617 Yenton
CITY)_Jopt Worth _ ___ STATE  Tewss A1he__1613)
v AQA 000 o,

CREDI'T HOURS __ . 22

Thn above attendod the 44th Annual Convention of the Americnn
tallore of Ortoopnthic Obntetriclans amd Uyneoolesintus hedd
Fobruary 15 to 18, 1077, at Omnd Intornational Hotol in
Atlantn, Qooryiia '

AR A Zn

i Profensionally,
S Littin.  fui 46
i
|

Arthur A, Speir,b.0, ; !
Bxeoutive Director Codn

IOTE ‘For extra acplon, ploaan vorifax thin copy and forwnrd
to your respestive Orpanisations, :
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Eeil F.M. Felaki, D.0.

e the relooation of bis office to

By J\'wlminimrnl

Lake $Howell Sqmu-c
426 Semoran Boulevard

(‘--\smenwrrj. Florida 32107
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Prot 5 170¢
Llef 2210

Jeb Bush
Governor

Robert G. Brooks. M.D.
Secretary

PRACTITIONER PARTICIPATION AGREEMENT
(Comprehensive Release Form)

PARTICIPATION IN THIS PROGRAM IS VOLUNTARY

I acknowledge that I have received, read and understand the CoreSTAT User’s Guide
which explains the standardized credentialing program and 1 wish to participate in the
standardized credentialing program of the Department of Health.

EMIL F.M. FELSKI, D.O.

Name (First, Middle, Last)

oS 0oozz &
Florida License Numbers(s):
(If you have more than one, list all)

M/}m W _Q/ae/ém

Signature S/ Date

IF you choose not to participate you understand that you must still comply with all
reporting requirements of s. 455.557, Florida Statutes, Standardized Credentialing for
Health Care Practitioners.

Division of Medical Quality Assurance
Bureau of Operations

2020 Capital Circle S.E., Bin #C10, Tallahassee, Florida 32399-3260




Name: o1, ..

Ate you o citizen of the United Stetes?
1F born in a forelgn country, pleass state age @

t which you came to Unlted Statos 2l A .
if olgiming citlzenship othor than by birth in the United States, plense state tho basis of suah cloim, and attach

proof. A7sa.
Maritel Status; o Singla K Meriod oo WidoWOd e Divarosd L, b 1995
‘ rores 7
3 - ’ H
ﬁfﬁé&“‘ SH Alfsdie Bhed | Aa . #ISP v
Taokgegrprdle | Fila Bl ol

LI et 8 e
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[ \ CAmera JL Hosuoks s
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1
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Pt N, gl oy .
' Hevbdd 1 10 71 o ?I Y v ! * :
] W . :‘i,_ i .
] !
FLORIUA STATE BOARD QF
OSTEOPATHID MEDIOAL RXAMINENG
i 26 NORTH CAUSIWAY, NEW SMYRNA REACH, FLORIDA 13060
oy
% ALPLICATION Y
0t ' o
1
] S ‘“ N . 9 . « M
RN 2V NV 7 Y SO TP R G 1 VAT o
Risare priss fwias i Pou wish U be mjppear o desnaa}
FOR ADMISBION 10 THE o e cssein rosmemssememerm FRAMINATIONS
] {Qaathy iVesy
] . oF + chaak H applloshiag i
4 ' ra . '
: : ek 2D LCENGURG BY ENQORSEMENT, Sec, 4801 s, Statutus, i
3 ‘ ¥ £ ’
| ' i CURIENT MAILING ANDR 285 T ST
' : 0 AV N Y TR L1 M2 N L b L
i : = il Pl s Cotor of Haies, (2 fozfy
; "142&'!’&‘"” //“ / /A.
L ; 7 2ip Codo wilidakllod Cotar of byes: Slamis s
; SR A
i i
Al SEIRAVIE
H
State FULL Nunwt e Liaauddoad oo Aalpras on o long
Havn you aver urnd, of baon kiowe by uny other nume? ..Z‘:.’:L..... it 80, ploaso stata In fult aach neme usod, ;
or by whiol you bave bovn know n, aud the raasons far ysa of sach such nanw ’
¥
i your name hus evor baen changed by logal action {othur than marriaga) ploase siuto formar nume, and whon, 3
how i why the clinage was mada, 1f changy was wade {n @ procuedings, plaaso anwx o gortitiod copy of the ]
order or othor spproprigte suidanee, AVe v & 4
Doto of Binth eomddln Yol LG 1 57 Prosont Age eed o
Place of Blrth Woayoros o v [ l‘).» . G v ool & '
T Uy ue Tewa Btals Countey ;
Ve s :
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| } \ Camens JL I
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T QOUQATIONAL BACKQROUND:
i oot s i seb et MG g ity b Gradantion Date; ettt

(PR

b

Golimgn or Untversity (Other thin 1 Osteopathic

,m{.m l V. L85l 0y a.-Lt.‘Ls u...utt., Té\‘mx.u.;n‘g.(gmmm» N.L.f.r dpbdone, WEA 0 2t 1084
pde by

(e and Lovst

B T e - from . RN | TSN [, DU |

Did you reanive 8 degrea? ALJM H 8o, what degran? VA 3 T TR ERC S MY B

PRQILSSIONAL UCATION: y
PhidasSatloee o f Lobepmt b at:dos nom Supde . 0bt0 uaes, 2\

D8te 0f GO ¢ bl Bt el 00Yro8! i s

Nawe of Heapiat and Loriion)

; b oedlditld e Qa gt g s _J‘Ln_g__.fziyw VIIEETY YT NN S ST w“ y

I et e

futes of tteraghipt ._.Q.;L.L):...,w._.....— 102l ta e el 18.24; \\
' ;‘Y'1 q . * 3 i A “}' (W, PL \!-)c i““ g./ 3 ol 4
_“ ' NW e ”‘ﬁ"m"‘sﬁf«a{u ) |‘m l,-.u‘cn :!J) -7",\n;\’:.~ "\';‘I $) ;’, “"1 )
= ! \ . Ty T
o 1 My tusldoaoy was in ..,L..ba.l..a.ﬁ.:u_a._.&ﬁ* (TIWITE
* i ! Liat all other spoclaity tralning raceived;
i ]
. ; Painy s a o W oor o - Oe ity fenler ™ ,,67\,)
i Wavea ‘(9“";/ 7 ’r 7
% Are you Loard auttitied n spoalalty? woflZge 1t 80, giva numa of cartitying board, and dato of oertification;
i A A,
A & f Have you avar bean droppud, sugggnand. placad on probation, expetled, or ragquosted to reslign from any schuol, college
) ‘ . o univer kity? YO8 e No X2
N i 1t 80, Pluasa SN Cuuse, olraumatances, date of Kuch cocurrence, tUEe neparate pago to bo attached) .
b ; Vo you have a Flarkd. Busks Sclance Certlficate? 222 it 8o, givo Nunbor: s dos
: ’
: Are you liconsed to practice ostoopathy in dny other statg?  Yes ..K: NO e
) .
s | List ovary state in wivch you sre now licansad to practice, duto of 1ssue of liconse, tnd muthod by which you were . 4
’\ ! licensed, o.9., gxamination, if ggolpracity, with whom? :
o \ 2 State ¢ ol Jss Mothon
A M,'“'“-,q' Hlag /A Exapjavation 5
;ﬁ ) o 208 4 4 I :
List avary stato In which you have previcusly beon licensed but no longer hold & valid licenss, and reason for lapse, .

suspension or revocetion of license:

State ____Nate of issug Date Voided Reason S : oo "g




4o¢ coaditions coverad in quastions 10 through 13, by all clinics, hospitals, institutions, and physicians involved,

\ Camena T Koo 1

.

Name:: ) .. Dure: . L.

4, PRACTIOE EXPRRIENOE: rivase muka a complote staton .ot of bl practicn of the heatlng 4018 Ainee dite of maue
of hieat feumio to prachies, Hooood alt lowan o aitior, a6 will #s AtteR, o inlusive datos of practien, sed your
foanon tor Joaving, 8 your pragtion was conduated unde any dugron o thita (0 please aote, {1 wlditional spaue
5 noudnd, Bdah eparite o sing s fermat,) T T

- Yown o1 (Hly_ Bt L aodliledof Danting Raason for Leaving

td
el A R - S

e ey cee I

r— -

H yosy wor pol, gmunand ln the pantics of om0 wthy Jor any pariod tongor than sbx monthe sitar the Fiat date Hated
abnwa, pleage give dotas aud reanons!

A A

the VMavy you vor W yout Hoonio vavoked? YO8 e NI ..i..._.

G, Havo von aver Bonn suspandad from prection? Yol ee we NO ..L.....

7. Havo any churges of complaints aver bors fllad, or procsedings asticuted againgt YOU?  YOR wwwmw NO J:....

B Have you ovor appuaes fonatly of indotmally betora #ny Hoonsing bowd for teprimiand or Gselpling? Yos we.Noe too

1t any of (B3, {61, {4), {R) are affiemative, ploaso alato tha dale, the nature of the ehargo, Jurisdiotionnl authordty, the
facte, fsd e disposition of i muttue, {Usu o separato sheed of puper 20 be stachod)

B

8, Have you uvur Doun convictad of @ folony? YO8 e No Lba.

1 w0, stuto o date, natura of tho chiargn, cowrt of convicbion, the fsats, sad dispesition of the watter, (Use separaty
shuud of pupor t¢ be altached,)

10, Havo you avor buun saujudged incompetunt? — :

it 80 state dute, Judicial authority, the fuete, s dinpesition of tho mutter, {Uso & sopurato sheot of papar to Lo
astuchut}

11, Havy you over busn admilted 10, or contined ai v for i purpase of obtaising trostmeont
or therepy for iay montul of nervos 3 disability?

%0, stuto the daty, naturs of the disabliity, admitting authe:{ty, the facts, dod tho disposition of tho matter, {Use
# sopurate shott of popur to be sttached)

12. Have you over beon admitted ta, of confined within, @ hospital or insiitution for tho ; 4
or theeapy for habitual addiction 1o nircotive or uny hubRforming drugs, or intuxicants?

it 8o, slate the dato, nature of disabliity, admitting suthority, thu facts, and the disposition of the matter, {Usc o
separaty sheet of paper 10 be attachad}

13. Ars you now, or have you ever been, s, drugs, hatiuclnogonic, deprossant, o :
stimulatory substances, or intoxicanis? !

if ao, state apuroximate detes, details, circumstances, and names & addressus of doctors consulluds (Usu a soparate
shoet of peper to ba attached)

| haraby authorize tha ralease to the Board any information requestad (n raspact to such admissions and/or tredtmont
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Name: .y, | Darve: - .0,
\ CAmunA 1 Rotc.xié':«!

4, LIYIRATION

Tho following (% & compluta Vsrof ali Hitigation er sihor proosedingn In any caurt of Taw of aquity, or aay orininl
waurt, of hotar nay govarmmenial hasrd of agenay, of ary whitration board, ta which | have baan o pecy, eithar 48
platatift, dofordant, ca<lefosdant, or allarwise, slncs reaching the ago of 21}

P ./f,"’

Wi ol Cort oF Agenoy

A

A
Daofon. it

—are 218 eI

e aﬂ.'. r"-ﬁ/i.' g e e
Plaintifi o Proscutor

worepan e e adead ol e S MRS A A
Complaint Ty of Procaading Disposition

: /U(‘ . COMMENTS! —aee A on e,
Dato of Digposition OMMENIS: —aer i T e =

(f wditionnl spuca (8 nendad, ploase attach AGPATALL PaGEs using samo format,)

i B, MLITARY!

Mavo you aver swvau in the aimod forcas of the US.? Y08 e NO .}é

! i sa, complote the fotiowing:

Branch of Setvice: L. Yaur Rank: "‘/- A Dates: to

Wara you asslgned to tha Medical Comps? A

AA

As a momber of armed forcuy, nave uny chergos been mada, o procoudings ingtitutod against you? Y08 wee No :
: 1
1t aftirmative, attech Ropatate pago outlining ehargos, fucts, and disposltion.

i
i
X Havo you over boon o defondant In any courts nurtial? Y08 ceeews NO Al A
t
1

1t afticmative, attach o separate pugo stuting dotes, natue of the charge, the facts, disposition of tho mavter, and ;
the locution und dustgnation of tho miliwary ostabilshmont where such procooding took plece, '

What Is your prosent resarve status, or Salectlve Sorvice Cla~~tication? LA

PR o

Have you over buan rejocted for sarvige in any of the armed sorvices of the United States? Y05 ——— No i 2 - i ) .

if so, please state the reason;

Have you ever served, or baen accepted to serve, in the U,S, Public Health Service?

it s0, please state dates of service, and asgignmant location, etc.

_ Page d
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.cheracter and peofessional standing. B

d\ rﬂe' '. o 'Dﬁ‘rﬁ.‘ R ¢ o
\ cammn 1r Roncabe” s

16, BEFORE GUMBLUTING THIS APPLIDATION {1 WILL B8 NUOKSSARY FOI YOU TO HRAD THL ATYAOKED CODE OF
RYHICS, AND EXDENPTS FIOM YHE I'LORIUA GSTHORATHIO MBUIOAL PHAOYIOE AQT AND RULYS AND REQULATIONS,

{8 1 hotohy cortity that | vive oarofully and thowghtfutly road the Code of Ethios, and thy oxcarpte fom the Floride
Qsteopathle Mudical Practice Aat, and Rutaa sad Regudmlons, amd

b haroby agrae that W am loonaed by vour Board 1 shall adivas 8t ald timeR to there prinoiptos, statutes, alug
it ragutations, nnit the prinaiplos gavorning tho roputablo practicoe of estoupathlc madioint amd Aurgery.

L gt P "
P A N AN RN
RS SO FUSFIL I I ST T “:{.41{.# AT,

reileant

(b} 1 gloarly undvrstond thag tho correctanss and teuth of my statoments as regordad In this applicotion aro matorial,
not only to the issunnco of tho curtificato of licansa, oa appllug tar, but alse to the atention of sald cartificate, if
iwuad;

| have read the foragolng quastionn and have answerad tie sams fully and frankly,  The Bnswors ara complute
and trao of my own knawladge, 1 have weitton ‘elited typowritton the answaers, or thay hiave bean typowritten undor
my suporvision,

q X s )
Al ”/ e Y A A e
et - (L "f'K'p LT i

o
STATE OF ?va\"

LRSS U
COUNTY OF sttt § l‘.(

Sworn 10 and subsoribed boforo mo thls - 21N day of Mhssen by ap. L1L%

2 Sy b0
C‘ [ "(m.‘utmu‘%{' W

{SEAL ) ~q - Wiy vk

A ne §APAR
HOTARY | Pyt lc sum »I nomu ; s 7“

uonuw THRO u. .. m :
Y7, DERTIFIOATES OF RECOMMENDATION: : {

My commission expiras:

£.YOU ARE COURRENTAY PRACTICING, SGCURE RECOMMENDATION (1) FROM THE STATE BOARD IN THE STATE WHERE .
YOU ARE NOW PRACTICING; SECURI: RECOMMENDATION {2) FROM A MEMBER IN GOOD STANDING OF THE STATE J
OSTEOPATHIC ASSOCIATION N THE STATE WHERE YOU ARE NOW PRACTICING.

- e

' A,
{1 This is to certify that | am tho duly authorizod S y of the Stato «

Licensing Board; thnt the official records of sutd board show that the applicant, .
is curiantly licensed ond in guod standing, A roviow of tho rucords of tho applicant revuals no information which !
would praclude our board rom recommending tho applicent as a porson of guod moral character and profossional ;
standing.

Date; Signett:

V-
Gececinty) TBisie Liicenaing Bowrl) ! i
v
Addross: |
¢

(2) This 'lg“tf) certify that | am a membar of the Osteopathic tedical Associution, ;

Biatry v
and that the upplicant is personally known to me through an
acquaintance exiending over a perlod of

years, and that | know tiwe applicant to be of good mon_!l

Signed: A R i
Address;

Page § .




Name: ). Dave: -
OQMUN! m: Rowk o

JEYOU HAYE HECENTEY,_GHADUATER, sacure the meommondations of the Qean of the Cetlogn, hum whuih you griduated,
ik} oo ol yaur wobeagars (O you dre sow Jataradng, seewa g ianmewadstion from’ i of tha swmwmw m lnwua X
in th hapgutal whenn you «m i, unm,ll. () & (1) balow: s

. / [
T i to eortify that l ity ()v-m of um SO L PR S A L SOT S f‘mlﬂ(h‘ of Osatanpinthy, and

+ . A a
It the applieant ., 4 T e D e 1L RRO 0 L0 s, 0 | R e applieant o be of fjoon
g al chatiete hunmn lu.n mr. 'hul 0t ren;ord rovedl g nothing whl('n/would pees o m('x-mxn-mdnum) fir Heapye,
‘ s \ ( of L /- N R ///
' e . 5 . ade g (X . k *
N A/ A7 BT Ao Qo — TR .....,......v‘f..,.-.,,....,,.,.,.,. ——
"I . .
/5" RN

. - ﬁ-‘mvvklvw-r‘

o \
s 1,-.(."....‘,..“... i
* N ..
4) Todu vy to cortity that the applicant .. .0~ § -0

anma ar weme + IR POEGONGIEY KinOWE £0 i1 10
ay Gapancity ay ¢ / . il o g [P
atd b oan vouch fo wiy mnul uumn ahrastig i rahutotion, !

o or——

-—rs

[ 7

.4 PR - ey /
i ‘,2!“,1{’-'."'."", H72i0m; ./X ’WXW&K AL o Kl s, 0, 02
5 ) " - S [
PPy Es) J{v.) f, AL e ("’M f"" ‘ W ”‘ {‘/ fz ALy 'f-f 4-' e v ot e
(AR B AR AT /J ,. ﬁ% .myy%ud,ﬁ—-; .Dajt.dd'unm-e .
Addrai; %4 fecvceio il AR,

e fd‘y ) &
’}

I YOU ARE CURRENILY, IN THE: U, S, AIRMED SERVICES, O FUBLIC HEEALTH SERVICL: secne D recommuikiotions
of two o yaut nuparae officers or supaevisors, (B) & (G) below:

2A
(B Thia i to cortify that the spplhie-ang e is parsonatly known to me in

my ety oL R rernrres at
ant that | ke the (lmllu nm m bu n! mnd nuwul (.hmn(.tm m\(l mokmsnondl smudhm.

(87 U1 SRR 1111111 L T SN a——
v s oy ey s e [ T
Acddpats e

ig personally knowa to me in

{6) This ais 10 coetify that thu applicant

my CRICIty as
and that | know the applicant to be of good woral chittacter und profossional standing.

Dutg: Signad;

PRI T TIYs WeTeIeE

Address: U

i
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Name:. o, .,
Camern i

e o e

] v
i JEXCL LAVE RECENTLY. GRADUATED, secura the retommondutie. & of W Deaa of tha Gollagn fram whish yeu praduatad,
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. "™, . STATEOF FLORIDA ‘
i _,_GENCY FOR HEALTH CARE ADMINISTRATION ’\-J
s e ' INVESTIGATIVE SERVICES AGEACY FOR HEALTH CANE ADMNETRATON
' 2727 Mahan Drive « Tallahassee, FL 32308 - www.idhc.state.flus _
. : frouTve BEHANGE L0C [T REW D) 008 T CHANGE OWNERC
Filo# 5% INVESTIGATIVE SERVICES INSPECTION FORM o
insp # G0 7 DISPENSING PRACTITIONERS
Nextinsp# [{ 577 INSPECTION AUTHORITY - CHAPTER 465.0276(3) F. S
NAME OF DlsPaF!NGEACngfERL * PERMIT Nugg I 3) DATE OF lNSPECTION & / 2% lo I
DOING BUSINESS AS e ... | DEA WER f;@»\; t;{ 7-51.5 CHECKONE . . © Podiatrist O Dentist
STREET ADDRESS (DISPENSING LOCAT] ' OMedical  eGseopathic O Nurse
l ¥ Sewmdrin f\l d 4 0’% 6 ? }- 1334 Physician Phys;cei‘;fs Pracitioner
VB psselbe £r2, YLevase STareize 33 ¥V T o Naturopath G Optometrist
) SATISEACTORY | YES o NO
1 Practitioner properly registensd with the board. {465. 0276(2)(a) FS) o V' e
2 Dispensing area clean and safe.{84516-28.105) w’
3 Generic drug sign displayed. {465. 025(7),FS} {6488-8.011(3)(b)10} P
4 Stock medications appropriately labeled for dlspensmg from a ficensed manufacturer, {499.007(2), FS} yd
5 Medications purchased from a Florida licensed wholesales/distributor. {499.005(14), £S} Lo
6 Ouldated medications removed from stock. {499.007(2), FS.} {6451&28 1 10} e
7 Medications requiring refrigeration appropriately stored. {54B16-28.104} T S S T AT
8 Medications dispensed being placed in childproof container. {16CFR 1700.14} {6488-8.01 1(3)(b)15} e
9 Medication labels properly completed for dispensing. {893.04(1)(e), FS.} {54816-28.108} ' v T
10_Practitioner providing & written prescription for medication to be dispensed. {465.0276(2)(c), FS} ' Tt
11 Practitioner advising prescription may be filled on premise or at any pharmacy. {465.0276(2)(c), FS}
12 Expiration/discard date on prescription label or provided in other written form. {64B816-28. 402(‘!)(!1)} i
13 Pracfitioner is present when dispensing occwrs. {84816-27.400(4)} . o ) B o~
14 Praciitioner is personally certifying {checking) filed prescription for accuracy prior to pauent receiving{64B1 6-27.400(1)(g), (3} ;.-
15 Offer made to counsel patients regarding prescription made verbally and in wiiting. {6481 6-27. 820(1)} i v L
15 Patient record contains medical history required for counseﬁng {64B16-27. 800} B ) e
17 Controlled substances securely maintained and stored in a locked cabinet. {21CFR 1301.75} it

18 Confrolled substance prescriplions infialed and dated by practitioner. {893.04(1)(b), FS}
19 Controlled substance prescriptions provide patient's name and address. {892.04(1)(c) 1, FS}
20 Controlled substance prescriptions provide praciitioner’s name/address and DEA number. {893.04(1)(c) 2, FS}
21 Controiled substance prescription refills initialed and dated by practitioner. {893.04(1){(b), FS}
22 Controlled substance prescripions properly maintained. {893.04, FS} {893.07, FS}
23 Controlled substance purchase records properly maintained {893.07(1){a) & (b),FS}
24 Controlled substance records readily retrievable. {893.07(4), FS} {21CFR 1304.04}
25 Controlied substance biennial inventory conducted. {853.07(1)(a), FS}
268 DEA 222 forms properly completed. {883.07(2}, FS.} {21CFR 1305.09}
Z7 Dally hard copy printout or log of all prescriptions is dated/signed by each practitioner if computer system utilized.
28* Practitioner’s computer information readily retrievable. {21CFR 1306.22} {84816-28. 140(3) ¢)}
* Questions with () may be answered n/a (not applicable).

Remarks:

I have read and have had this inspsdtion report and the laws and regulations concerned h explained, and do affirm that the information given herein
is frue and correct to the best of my knowledge.

\ é%!(\) c ASLAN O fol M— p£-64 -
Sianatire'of Licensee / Representafive TDale  InvedtiggionSr. Pharmacist Signature/iD Number o
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AC# C OPY STATE OF FLORIDA
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

CONTROL NO.
10189

>
B
o
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1
<3
DATE LICENSE NO. CONTROL NO. %
JIvg - =54
01/09/2004 0S 3318 10169 g 1=
2olel =,z 2
8 w5 o8
The OSTEOPATHIC PHYSICIAN D0 . 5 E
named below has met all requirements of £ 810 g8 b §
the laws and rules of the state of Florida. QUALIFICATION(S): z :é S egs % <
irafi . DISPENSING PRAGTITIONER o1 E3 s
i:zwahon Date: MARCH 31, 2006 < i g §§ £ S
VRN, 57 o SZRNNN J N e N s > w @
120 STATE R AV (YR Ry
SUITE 1000 g‘ﬁ/ / '\( ( { ( ) )Efﬁg 1!‘.‘528 3
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COPY - NOT A VALID LICENSE - COPY

QUALIFICATION(S):
Dispensing Practitioner

EXPIRATION DATE: MARCH 21, 2006

Your license number is ©OS 3318, please use it in all correspondence with your board /council. Eech licensee is solely responsible for notilying the department in writing of
the licensee's current tmailing address and practice location address, Use this section to report name and for practice location address and /or mailing address changes. If you
have not received your renewal notice 90 days prior to the expiration date shown on this license, please call {850} 488-0595.

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the follawing accompanies this form: a marriage license, a
divorce decree or a court order. A driver's license or social security card is not idered legal d

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability to renew your license, update your mailing and practice
location addresses and update your profile information.

1. Go to www DOH-MOAS8ervices.com

2. Choose one of the licensee services

3. Select your profession

4. Bnter the account ID and password here (Account ID and Password are case sensitive) Account ID Password:

Your opinion is jmportant to us. To help us continue to improve our customer service, please take a moment to complete our online survey about the kind of service we
provided you in obtaining your license. http:/ /www doh.state f1us /mga /Surveys /new-lichtm Thank you for helping us betier serve you and our cther customers.

To request a duplicale license, submit this form and a check or money order, payable to the DEPARTMENT OF HEALTH, in the amount of $25.00.

[J PRACTICE LOCATION ADDRESS CHANGE
(This address will be printed on your license and posted on the Internet.)
MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

LICENSURE SERVICES
P.O. BOX 6320 Y STATE 7iF
TALLAHASSEE, FLORIDA 32314-6320
O MAILING ADDRESS CHANGE
] NAME CHANGE {ATTACH LEGAL DOCUMENTATION) (This address will be used when mailing your license and for all other
correspondance from the Departrment.}
FROM;
LAST FIRST MIDDLE
TO:
LAST FIRST MIDDLE X
DH 2103, 5/28 CIry STATE 7P
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

EMIL F FELSKI

1120 STATE ROAD 436

SUITE 1000

CASSELBERRY, FL. 32707-6102



A&j OPY STATE OF FLORIDA

DEPARTMENT OF HEALTH 3 5
DIVISION OF MEDICAL QUALITY ASSURANCE g 8
DATE LICENSE NO CONTROL NO. 8
02/15/2006 0S 3318 17567 R
4]

The OSTEOPATHIC PHYSICIAN
named below has met all requirements of .
the laws and rules of the state of Florida. QUALIFICATION(S):

| NS PRA TITIO
BF PN COP
\/ JL

QUALITY ASSURANCE
LICENSE NO,
oS 3318

LTH

|

/

(

DY

CASSELBERRY, FL 32707-6102
UNITED STATES

named by Py NOF A VALID LICENSE - COPY

DIVISION GF ™I

|

DEPARTMENT

H;ZE
i pate |
0241512006
The OSTEOPATHIC PHYSICIAN

STATE OF FLORI

COPY - NOT A VALID LICENSE - COPY

DUVERIVL [ WUV YT N

DISPLAY IF REQUIRED BY LAW

QUALIFICATION(S):
Dispensing Practitioner

EXPIRATION DATE: MARCH 31, 2008
Your license number is 0§ 3318, please use itin all carrespondence with your board/ council. Bach licensee 1s solely responsible for nohfymg the department in writing of

the licensee's current mailing address and practice location address. Use this section w report name and/or practice location address and/or mailing address changes. If vou
have not received your renewel notice 90 days prior to the expiration date shown on this license, pleese call (850) 488-0595.

Name changes require legal documentation showing the name change. Please male sure that a photocopy of ane of the following accompanies this form: a martiage license, a
divorce decree or acourt order. A driver's license or social security card is not coasidered legal documentation.

Medical Quality Assurance offers you the convenience of several online sexvices. These services give you the ability to renew your license, update your mailing and practice
location addresses and update your profile information.

1. Go to wwwDOH-MOAServ ices com

2. Choose one of the licensee services
3. Select your profession
4. Enter the account 1D and password here {Account ID and Password are case sensit

To request a duplicate license, submit this form and a check or money order, payable to the DEPARTNENT OF HEALTH, in the amount of $26.00.
Now that you have your license, make sure you keep it. Go 0 www.doh state fi ns/mqga/nvoi d.htmi to find outmore.

[J PRACTICE LOCATION ADDRESS CHANGE

MAIL TO: DEPARTMENT OF HEALTH {This address will be printed on your license and posted on the intemet.)

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

P.O. BOX 6320

TALLAHASSEE, FLORIDA 32314-6320

CITY STATE 2P
[l  MAILING ADDRESS CHANGE

1 NAME CHANGE (ATTACH LEGAL DOCUMENTATION) (This address will be used when mailing your license and for all other
FROM: comrespondence from the Department.)

LAST FIRST MIDDLE
TO:

LAST FIRST MIDDLE
DH 2103, 598 City STATE P
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 323993260

EMIL F FELSKI

1120 STATE ROAD 436

SUITE 1000

CASSELBERRY, Fi. 32707-6102
UNITED STATES

LICENSEE SIGNATURE




€MIL FELSHKI, D.O., P.A. AUHDA BUA0S OF

DENTIS fx ,‘» D A wmﬁuu&
ORSTETRICS, GYNECOLOGY. INFERTILITY AND FAMILY PLHHNNING
02AUG 20 PH 3:22

August 16,2002 U[\ DA

The Florida Department of Health ? sz\ (95
Board of Osteopathic Medicine

4052 Bald Cypress Way Bin #C06

 Tallahassee, Florida 32399-3253 NA

To Whom It May Concem:
Enclosed pfease find completed Financial Responsibility Filing Form. Also,
enclosed is copy of the notice that is posted in my office. Confirmation form
- 1s dated and signed by patient and placed in chart.
Thank you,

. & <
Emil Felski, D.O. %’b\

LAKE HOWELL SQUARE * 1120 SEMORAN BOULEVARD ¢ CASSELBERRY, FLORIDA 32707




FINANCIAL RESPONSIBILITY FILING FORM - PAGE 2

6. 1 am exempt from demonstrating financial responsibility because:

6A [ ] I practice medicine exclusively as an officer, employee, or agent of the federal government. or of the state or its
agencies or its subdivisions.

6B[ ] I hold a limited license issued pursuant to s. 458.0075, F.S.. and practice only under the scope of such limited
license.

6C [} 1 practice only in conjunction with my teaching duties at an college of osteopathic medicine. (Residents do not
qualify for this exemption.)

8D { ] I do not practice osteopathic medicine in the State of Florida. 1 will notify the department immediately before
commencing practice in the state.

BE[ ] 1am exempt from demonstrating financial responsibility due to meeting all of the following criteria:

1) I have held an active license to practice in this state or another state or some combiration thereof
for more than 15 years.

2) | am retired or maintain pari-time practice of no more than 1,000 patient contact hours per year.

3 I have had no more than 2 claims resulting in an indemnity exceeding $25.000 within the previous 5
year period. . : .

4) T have not been convicted of, or pled nole centendere to any criminal violation specified in s. 459.
F.S.. or the practice act of any other state.

5) I have not been subject, within the last 10 years of practice, to license revocation or suspensicn for

any period of time, probation for a period of 3 years or longer, or a fine of $500 or more for a viclation of s. 459, F.S., or the medical
practice act of another jurisdiction. The regulatory agency's acceptance of an osteopathic physician's relinquishment of a license.
stipulation, consent order, or other settlement, offered in response 1o or in anticipation of the filing of administrative charges agairst
the osteopathic physician's license, shall be construed as action against the physician's license for the purposes of this section. 1
understand that | shall be required either to post notice in the form of a sign prominenty displayed in the reception area and clearly
noticeable by all patients or to provide 2 writter: statement to any person to whom medical services are being provided. Such sign or
statement shall state that: Under Florida law, osteopathic physicians are generally required to carry medical malpractice insurarice or
otherwise demonstrate financial responsibility to cover potential claims for medical malpractice. However, certain part-time
osteopathic physicians who meet state requirements are exempt from the financial responsibility law. YOUR OSTEOPATHIC
PHYSICIAN MEETS THESE REQUIREMENTS AND HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE
INSURANCE. This notice is provided pursuant to Florida law.

AFFIRMATION:
1 affirm that all statements given above are true and correct and recognize that providing false information may result in disciplinary
action against my license or criminal penalties pursuant to Sections 456.072. 459.013. 459.015, 775.082, 775.083, and 775.084, Fiorida

Statutes.
Z g Z EMIL FM. FELSKI, D.
Signature - Printed Name
AEEAREREAREER ISR LIRS MACARTEH R LB RSR RSN Lk 22 0200 N R e o

DISPENSING PRACTITIONER - This ic cptione! and should be completed enly if the £100.00 fee is enclosed.
Section 465.0276, F.S., requires that licensees of the Board of Osteopathic Medicine who dispense medicinal drugs for a fee or
remuneration of any kind, whether direct or indirect, shall be required to register with the Board and pay a fee of $100.00 at the time
of such registration and upon each renewa! of the practitioner’s license. Practitioners who confine their actwvities to the dispansing of
complimentary packages of medicinal drugs to their own patients in the regular course of their practice shall not be required o
register. Please note that upon registration, your practice will be inspected ammually by the Department's Investigative Services for
compliance with Florida law relative to the dispensing of medicinal drugs.

YES. [ plan to dispense medicinal drugs for a fee or other remuneration and hereby register pursuant w© ss. 465.0276. FS. 1
understand that the fee for registration is $100.00 over and above the amount required for licensure.

YES{ | NO [ 1 No signature required
Signature




THIS

FINANCIAL RESPONSIBILITY FILING FORM

FORM MUST BE COMPLETED AND SUBMITTED WITH YOUR APPLICATION FOR

LICENSURE. COMPLETE THE FORM BASED ON WHAT YOUR STATUS WILL BE UPON
BEGINNING PRACTICE IN FLORIDA. IF THIS INFORMATION IS UNAVAILABLE, SEE SECTION
6D OF THIS FORM. PLEASE RETAIN A BLANK COPY OF THIS FORM SO THAT YOU MAY
UPDATE YOUR STATUS IF NECESSARY AFTER YOU ARE APPROVED BY THE BOARD.

Check only the subsection box which applies to you - only one section should be checked.

L[]

2. (1]

311

s.y

I do not have hospital staff privileges and I have obtained and maintain professional liability coverage in an amount not less
than $100,000 per claim, with a minimum annual aggregate of not less than $300,000, from an authorized insurer as defined
under s. 624.09 FS, from a surplus lines insurer as defined under s. 626.914(2) FS, from a risk retention group as defined
under s. 627.942 FS, from the Joint Underwriting Association established under s. 627.351(4) FS, or through a plan of self-
insurance as provided in s. 627.357 FS.

I have hospital staff privileges and | have obtained and maintain professional liability coverage in an amount not less than
$250,000 per claim, with a2 minimum annual aggregate of not less than $750,000, from an authorized insurer as defined under
s. 624.09 FS, from a surplus lines insurer as defined under s. 626.914(2) FS. from a risk retention group as defined under s.
627.942 FS, from the Joint Underwriting Association established under s. 627.351(4) FS, or through a plan of self-insurance as
provided in s. 627.357 FS, or through a plan of selfinsurance which meets the conditions specified for satisfying financial
responsibility in s. 766.110 FS.

I do not have hospital staff privileges and I have obtained and maintain an unexpired, irrevocable letter of credit, established
pursuant to chapter 675 FS, in an amount of not less than $100.000 per claim with a minimum aggregate availability of credit
of not less than $300,000. The letter of credit shall be payable to the osteopathic physician as beneficiary upon presentment of
a final judgment indicating liability and awarding damages to be paid by the osteopathic physician or upon presentment of a
settlement agreement signed by all parties to such agreement when such final judgment or settiement is a result of a claim
arising out of the rendering of, or the failure to render, medical care and services. Such letter of credit shall be nonassignable
and nontransferable. Such letter of credit shall be issued by any bank or savings association organized and existing under the
laws of this state or any bank or savings association organized under the laws of the United States that has its principal place
of business in this state or has a branch office which is authorized under the laws of this state or of the United States to
receive deposits in this state. OR 1 do not have hospital staff privileges and I have established and maintain an escrow account
consisting of cash or assets eligible for deposit in accordance with s. 625.52 FS in the per-claim amounts specified above.

I have hospital staff privileges and 1 have obtained and maintain an unexpired, irrevocable letter of credit, established
pursuant to chapter 675 FS, in an amount not less than $250,000 per claim, with a2 minimum aggregate availability of credit of
not less than $750,000. The letter of credit shall be payable to the osteopathic physician as beneficiary upon presentment of a
final judgment indicating Nability and awarding damages to be paid by the osteopathic physician or upon presentment of a
settlement agreement signed by all parties to such agreement when such final judgment or settlement is a result of a claim
arising out of the rendering of, or the failure to render, medical care and services. Such letter of credit shall be nonassignable
and nontransferable. Such letter of credit shall be issued by any bank or savings association organized and existing under the
laws of this state or any bank or savings association organized under the laws of the United States that has its principal place
of business in this state or has a branch office which is authorized under the laws of this state or of the United States to
receive deposits in this state OR [ have hospital staff privileges and I have established and maintain an escrow account
consisting of cash or assets eligible for deposit in accordance with s. 625.52 FS in the per-claim amounts specified above.

I have decided not to carry malpractice insurance or otherwise demonstrate financial responsibility: however, 1 agree to
satisfy any adverse judgments pursuant to the terms and conditions contained in s. 459.0085(5)(g). FS. I understand that I shall
be required to either post notice in the form of a sign prominently displayed in the reception area and clearly noticeable by all
patients and provide a written statement to any person to whom medical services are being provided. Such sign and statement
shall state that: Under Florida law, osteopathic physicians are generally required to carry medical malpractice insurance or
otherwise demonstrate financial responsibility to cover potential claims for medical malpractice. YOUR OSTEOPATHIC
PHYSICIAN HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE. This is permitted under
Florida law subject to certain conditions. Florida law imposes strict penalties against noninsured osteopathic physicians who
fail to satisfy adverse judgments arising from claims of medical malpractice. This notice is provided pursuant to Florida law.




The purpose of this correspondence is to inform you that effective as of August 5, 2002,
any osteopathic physicians employed by Emil F.M. Felski, D.O., P.A., including myself, will no
longer maintain professional liability insurance. Under Florida law, ostcopathic physicians are
generally required to carry medical malpractice insurance or otherwise demonstrate financial
responsibility to cover potential claims for medical malpractice. YOUR OSTEOPATHIC
PHYSICIAN HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE.
This is permitted under Florida law subject to certain conditions. Florida law imposes strict
penalties against noninsured osteopathic physicians who fail to satisfy adverse judgments arising
from claims of medical malpractice. This notice is provided to you pursuant to Florida law,
Should you have any questioris concerning this matter, please do not hesitate to contact me.

Sincerely,

P4

Emil F.M. Felski, D.Q.

Please confirm that you have received and read this Jetter, and that you acknowledge the
foregoing, by signing this notice in the space indicated below.

Signature

Printed Name:
Date:

Enclosure




PLEASE READ

NOTICE TO PATIENTS OF EMIL F.M. FELSKI, D.O., P.A.

Under Florida law, osteopathic physicians are
generally required to carry medical malpractice
insurance or otherwise demonstrate financial
responsibility to cover potential claims for medical
malpractice. =THE OSTEOPATHIC PHYSICIANS
EMPLOYED BY EMIL F.M. FELSKI, D.O., P.A,,
INCLUDING YOUR OSTEOPATHIC PHYSICIAN,
HAVE DECIDED NOT TO CARRY MEDICAL
MALPRACTICE INSURANCE.

This is permitted under Florida law subject to
certain conditions. Florida law imposes strict
penalties against noninsured osteopathic physicians
who fail to satisfy adverse judgments arising from
claims of medical malpractice.  This notice is
provided pursuant to Florida law. Should you have

any questions regarding this matter, please contact
Dr. Felski.



e e, e+ b

AUG-16-82 12:50 PM

Emil Felski D.O. 407 67T 19D1%

i g ——————

€MIL FELSHI, D.O., P.A.

NS TETRIES, GYNECOLOGY, INFCRTILITY AN 1 IIMILY PEEINRIR, -

Fax Cover Sheet

Date 81y jQOOL "

%M@q

ot 6%@@

Receiver's Name _(2004d 0F Qﬁ@pﬁfhic_ﬂk&‘d{p‘e

Number of Pages

Fax Number 50 4y7-9474 ' .
Sender’s Name _ W 2lshe D —
Sending Physician -

Office 407-677-1234 Fxzx 407-677-1001

Thanks _

-

*****CONPIDBNTMLITY NOTB Thc. stonnation wm sinred i this

facsimile message is logally privileged and-confidential.- Irtormaticas intgrded only- Yor the use of
the individual-of-entity named above. If the-reader of this messags: & not the-inte: dod recipeent,

you are horcby notificd that any dissemination, distribution or copy:ng Of This Tax is strictly
prohibited. If you have received this fax in crror, FiEASE IMMEDIATELY
NOTIFY US BY TELEPHONE AND RETURN THE f‘RlC"*' AL MESSAGL 10 Uy
AT THE ABOVE ADDRESS ViA THE UNITED 8T/ T"< PCHTAL SERVICE. #**+*

This tnfe s also bﬁ.f%-- send NIk Cerbfied a2,

LAKE HOWELL SQUARE » 120 SEMORAN BOULEVARD * CASSELBEARY, FLORIDA 32707
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EMIL FELSHI, D.O., P.A.

CBSTETRICS, CVNECOLOGY, INFERTILITY AND FHMILY PEINNING

August 16, 2002 , .

»

The Florida Department of Health
Board of Osteopathic Medicine
4052 Bald Cypress Way Bin #C06
Tallahassee, Florida 32399-3253

To Whoﬁt It May Concemn:

Enclosed please find completed Financial Responsibility Filing Fonn. Also,
enclosed is copy of the notice that is posted in my office. Confirmation form
is dated and signed by patient and placed in chart.

Thank you,

[-’/"\;""‘//{Z/A ‘/6.’0'

Emil Felski, D.O.

LAKE HOWELL SQURRE ©. 1120 SEMORRN BOULEVARD ¢ CASSELBERAY, FLORIDA 32707

e a0 P e et
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.

FINANCIAL RESPONSIBILITY FILING FORM

THIS FORM MUST BE COMPLETED AND SUBMITTED WITH YOUR APPLICATION FOR
LICENSURE. COMPLETE THE FORM BASED ON WHAT YOUR STATUS WILL BE UPON
BEGINNING PRACTICE IN FLORIDA. IF THIS INFORMATION 1S UNAVAILABLE, SEE SECTION
60 OF THIS FORM. PLEASE RETAIN A BLANK COPY OF THIS FORM SO THAT YOU MAY
UPDATE YOUR STATUS IF NECESSARY AFTER YOU ARE APPROVED BY THE BOARD.

Chech only the subsecuon bax which applies (o you - only one section should be checked.

1. {1 1do not have hospital stalf privileges and 1 have obtained and maintain professional llability coverage In an amount not Jess
¢ than $100.000 per claim, with a minimum annual aggregate of not.less then- $300.000. from an suthorized insurer as defined
under $. 624.09 FS, from a surplus lines insurer as defined under 5..626.914(2). FS, from @ risk retention group s defined -
under s. 627.942 FS, from the Joint Underwriting Assoctation established under s. 627.351(4) FS, or through a plan of self-
Insurance as provided in 3. 627.357 FS. '

2 [} 1 have-hospltal staff privileges and I have obtatned and maintain professional liability coverage In-an mnount not less than
$250.000 per claim. with & minimum annual-aggregate of not less than $750.000. from an suthorized insurer as defived under
s. 624.U9 FS. from 9 surplus lines insurer s defined under s. 626.914(2) FS, from a risk retention group as deflned under s.
627.942 FS, from the Joint Underwrliing Association established under s. 627.351(4) FS, or through a plan of self-insurance as
provided In 8. 827.357 FS, or through & plan of self-insurance which meets the conditions specified for satisfylng financlal
responsidility ins. 766,210 FS. - '

3. 11 1do not have hospital scaff privileges and | have obisined and maintsin an unexpired, irevocable letier of credit, esiablished

. pursuant to chapter 675 FS, in an amount of not less than $100,000 per claim with a minimum_aggregate availabllity of credit

of not tess than $300,000. The letter of credit shall be paysble o the osteopativic phystcian as beneficlary upon preseniment of

a final Judgment Indicating lability and awarding damages to be paid by the osteopathic physician or upon presentmient of a

settlemnent agreament signed by all panies to such-sgresment when such final judgment-or setthzment is a result of & claim

srising out of the rendering of, or the faifure ta render, medical care and services. Such letier of credit shall be nonassignable

and nontsansferable. Such letter of credit shalf be Issued by any bank or savings assoclation organized and existing under the

laws of this siate or any bank or savings association organized under the Jaws of the United States {hat hes its principa! place

of business In this state or has a branch office which Is authorized under the laws of this state or of the United States 10

teceive deposits in‘this siate, OR [ do nothave hospita! stalf privileges and 1 have established and maintain en escrow account
consisting of cash or assets eligible for deposit-in-accordance with s. 625.52 FS in the per-claim-amounts specified above.

4: | 1 [-have hospital staff privileges end | have obtained and maimain an unexpired, lrrevocable latter of credit. established

: pursuant 10 chapter 675 FS, in sn amount not less than $250,000 per claim, with 8 minimum aggregate availability of credil of

not less than $750.000. The letter of credit shall be payable to the osteopathic physician as heneliciary upon presentment of a

final judgment indicating Yability and awarding damages to be paid by the osteopathic physician or upon presentment of a

setilement agreement signed by all parties to such agreement when such final judgment of settlement ls 8 result of e claim

arising oul of the rendering of, or the fallure to render. medical care and services. Such letter of caedit shall be nonassignable

and nontransferable. Such letter of credit shall be issued by any bank or savings associstion orgenized and existing under the

laws of this-state or any bank or savings assoclation organizéd under the laws of the Unired States that has s principal place

of bustness in this state or has a branch office which Is authorized under the laws of this state or of the United Staies to

receive deposits in this.siste . OR I have hospital stafl privileges.and | have established and maintain an escrow account
consisting of cash or assets eligible for deposit in accordance with 8. 625.52 FS in the pes-clalm amounts specified sbove.

5. w 1 have decided nol 1 carry maipraciice insurance or otherwise demonstrate financial responsibility; however, | agiee to
¥ sausty any sdverse judgments pursuant o the terms and conditions contatned in s. 459.0085(5}(g). FS. T understand that 1 shall

be required o eliher post notice In the form of a sign prominently displayed in the reception-area and-clearly noticeable by all

patients and provide 3 wrillen statement (o sny person to whom medical services ore being provided.- Such sign and staiement

shall state that: Under Florida law, osteopathic physicians ere generally required to carry medical. malpraciice tasurance or
otherwise ‘demonsirate financial responsibility to cover potential claims for medical malpractice. YOUR OSTEOPATHIC
PHYSICIAN HAS DECIDED NOT.TO CARRY MEDICAL MALPRACTICE INSURANCE. This Is permitted under

Florida law subject 1o certain conditions. Florida law Imposes sirict penalties against noninsured gsteopathic physicians who

_ fail to sstisfy adverse judgments.arising from claims of medical matpractice. This nolice is provided pursuant to Florida law.
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FINANCIAL RESPONSIBILITY FILING FORM - PACE 2

6 - Temexempt from demonstrating financis| responsibility because:
6A 1] I practice medicine exclusively as an officer. employee, or agent of the federal government. or of the state or it
agencles or Its subdivisions.
§B1 ] I'hold a limited license issued pursusnt to 5. 459.0075._F.S.. and practice only under the scope of such limited
Jicense,
6C1 1 I practice only in conjunction with my teaching duties at an college of ostecpathic medicine.  {Residents du ot
qualify for this exermnptlon.)

601 | 1 do not praciice osteopathic medicine in the Swie of Florida. 1 will notify the department immediately before
cummencing praciice in the state. . ” .
SE1 1 !amexempt from demonsirating financial respomtbility ue 10 meeting ali of 1he following critesia:
] | have held an aciive Hcense to practice in this state or anoiher state or some combination thereof
for more than 15 yesrs.
) § am retired or mainialn part-time practice of no more than 1.000 patient contsct hour pes yesr.
3 1 have had no more dan 2 claims resulting in an indemnity exceeding $25.000 within the previous §
year petiod. . I
4 1 have net been convicted of, of pied nolo contendere to any ceiminal vioistion specified in 8. 455,
F.S.. or the practice act of any other state.

: 5} | have not been subject, within the last 10 years of practice, to license revocation or suspension for
any period of ume. probatton for a period of 3 yesrs or longer, or # fine of $500 or more for » violatlon of 5. 43%:-F.5,, or the medical
praclice act.of another jurisdiction. The- tegulatory sgency’s acceptance-of an osteopsthic physiclan’s.relinquishment of » license,
stipulation, consen: order, or. other seutlement, offered In response 1o or In antictpation of the filing of administrative charges against
the psteopaihic physiclan’s license. shall be construed #s action against the physiclan’s license for the purposes of this section. |
urdersiand that | shall be required either 10 post notice i the form of 8 sign prominently displayed in tha reception area and cleatly
noticeable by ol patiems or to provide a written sivement (o any persan lo whom medical services are being provided, Such sigr or
siigmant shali siste that. Under Florida law, osieopathic physicians ate generally requived 10 carry medical malpraclice Insusance or
otheywise demonsirate fingncial responsibility to cover potential claims for medical malpractice. However, ceriain part-lime
ostedpathic physiclans who meet state requirements are exemp: from the financisl responsibiilty law. YOUR OST EQOPATHIC
PHYSICIAN MEETS THESE REQUIREMENTS AND HAS DECIDED NOT Tgo CARRY MEDICAL MALPRACTICE
INSURANCE. This notice is provided pursuant to Florida law. '

AFFIRMATION. -

! affirm that oli statements given above are true and comect and recognize that providing false information may result in disciphinary
wctign sgainst my Hcerse or crimina! penalifes pursuamt to Secilons 456.072. 459.013, €59.015. 775.082, 775.083. and 775.084, Florida
Statgtes. :

Z-Za T A EMIL F.M. FELSKI, D

Sigrature Printed Name

astsrsssnase sosenss nrsne TITT LTV EE

DISPENSING PRACTITIONER - This is optonal and should be completed only i thic § 10000 fae is enclosed.

Secilon 485.0216, F.5.. requires that licensees of the Board of Osteopathic Medicine who dispense medicinal drugs for 2 fee or
rembneration of sny kind. whether direct or indirect. shall be required 10 register with the Board and pay s fes of $100.00 at the rime
of such registration and upon each renewal of the practitioner’s license, Pracutioners who confine their sctivities to the dispensing of
complimentary packages of medicina! drugs to their own patlents tn the regulsr tourse of their prackice shall not b requived 1
regter. Plesse note that upon registration. your practice will be tnspected amually by the Depariment’s Investigative Services for
comiplance with Florida law relstive to the dispensing of medicinal drugs. -

YES, | plan 1o dispense medicinal drugs for s fee or other remuneretion and hereby register pursuamt to . 465.0276, F.S.. )
understand Lhat the fee for regasiration is $100.00 over and dbove the amount required for lcensure.

YES| | NG| | No signature required

Signature
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PLEASE READ

NoirlCE TO PATIENTS OF EMIL E.M. FELSKI, D.O., P.A.

Under Florida law, osteopathic physicians are
generally required to carry medical malpractice
insurance " or otherwise = demonstrate financial
responslbnhty to cover potential claims for medical
malpractice THE OSTEOPATHIC PHYSICIANS
EMPLOYED BY EMIL F.M. FELSKI], D.O., P.A,,
INCLUDING YOUR OSTEOPATHIC PHYSICIAN
HAVE DECIDED NOT TO CARRY MEDICAL
MALPRACTICE INSURANCE.

Thls is permitted under Florida law subject to
cértain conditions.  Florida law imposes strict
penalties against noninsured osteopathic physicians
| ho fail to satisfy adverse judgments arising from
clmms of medical malpractice. This ' notice - is
prowded pursuant to Florida law. Sheuld you have
any questions regarding this matter; p lease contact
Dr. Felski.
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The purpose of this comrespondence Is 1o inform you that effective as of August 5, 2002,
any ostcopathic physicians employed by Binil F.M. Felski, D.O., P.A, including myscif, will no
longer maintain professional Hability insurance. Under Florida law, onseopathic physicians are
generally required to cerry medical malpractice msurance or ofherwise denionsiraic financial
responsibility to cover potential claims for medical malpractice.  YOUR OSTEOPATHIC
PHYSICIAN HAS DECIDED NOT TO CARRY MEDICAL MALFRACTICE INSURANCE.
This is permitted under Florida law subject to cerfain conditions. Florida law imposes strict
penalties against noninsured osteopathic physicians who fail to satisfy adveise judgments arising
from claims of medical malpractice. This notice is movided to you pursuant to Florida law,
Should you hava any qucslion‘; conceming this matter, please do not hesitaic o contact me.

Sincerely,

v

Emil F.M. Felski, D.O.

Please confirm that you have received and yead this letter, ond that you acknowlcdge the
foregoing, by cigning thia nolice in the space indicatod below.

Signature

Printed Name:
Dato:

Enclosure

- 06
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Board of Medicine
Department of Professional Regulation
130 North Monroe St.
Tallahassee, FL 32399-9750

To whom it may concern,

1, Emil F. Felski, D.O., License #00003318, 1120 Semoran Blvd., Casselberry, FL 32707, have hereby

entered into a formal supervisory relationship, standing orders and an established protocol with the
following ARNP’s:

Sandra C. Williamson, CNM, MSN
Elizabeth C. Carson, CNM, MSN
Suzanne M. Paszkowski, CNM,MN
Nora Hernando, CNM, MSN

IR

Emil Fyl"elski, D.O. -

”,,
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it Do
-t

Y 61d

§

3

P




& i e o ™ . .
&0 Chizoi Avcoohod®

"00 SEP 15 PM 12 58

RECE(VED

Tallahassee, Florida 32399-0770 AUG 07 2000
Florida Department of Health BOARD 0F NyR SING
Division of Medical Quality Assurance
Board of Nursing - Protocol Department
4080 Woodcock Drive, Suite 202
Jacksonville, Florida 32207

SUBJECT: F.S.S. Chapter 458.348(1)
“Mutual Agreement of Physician and CRNA”

Please be advised that the following physician has entered into a supervisory relationship using
established protocols with the following Certified Registered Nurse Anesthetist.

Physician

Daniel B. Smith : M.D.
License # ME 50890

DEA#]

Certified Registered Nurse Anesthetist

Eric C. Frendak LCRNA
License # RN 3045062

Location of Practice

Tampa General Healthcare
Davis Islands

P.O. Box 1289

Tampa, Florida 33601

Copies of the collaborative agreement will be kept on file at the above location as well as by
participants involved.

Respectfully submitted,

Department of Anesthesiology, College of Medicine
University of South Florids » 12901 Bruce B. Downs Boulevard, MDC 59 + Tampa, Florida 336124799
(813) 974-3009

The University of South Florida is s Affirmative Action/Equal Access/Equal Opportunity lastitution




A&j OPY STATE OF FLORIDA 5 :
DEPARTMENT OF HEALTH ; s )
DIVISION OF MEDICAL QUALITY ASSURANCE £ 3 o
=
DATE LICENSE NO CONTROL NO. S 2
[47]

0212912008 0s 3318 24484 2 7] g
28 3. =
8 3ug £ g
The OSTEOPATHIC PHYSICIAN ;g 8 28 3
named below has met all requirements of . 3 § o 3% ' ;2
the laws and rules of the state of Florida QUALIFICATION(S): Eg g $ : .
S{NQ_P@QTITIO}E& / /—,\\\ ’\)\ gé = ; % : S
MILFT§SK ‘V ( L))‘ t( f I\J:«//)EA" g Ei. 2
11208 ER D436 / i QL= 4 E- '
\ S N J.[ NN 2 Ed B &
CASSELBERRY, FL 327075102 o ’55 8 8s )
UNITED STATES <xg pg @

wool 5 g

COPY - NOT A VALID LICENSE - COPY .

UV ITIRINGIR A L DWERNILAANY Ot Vet Ve

DISPLAY IF REQUIRED BY LAW

QUALIFICATION(S):
Dispensing Practitioner

E_XP!RATION DATE MARCH 31 2010
is sole P

Your license numberis O§ 3318, please use itin all correspondence with your board/council. Each notifying the department in writing of
the licensee's current mailing address and practice location address. Use this section w report name and/or practice locmon Addxess and/or mailing address changes. Hyou
have not received your renewsl notice 90 days prior to the expiration date shown on this license, please call (850) 488-0595.

y T

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the following accompanies this form: a marriage license, a
divorce decree or & court order. A driver's license or socinl yecurity card is not considered legal documentntion.

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability to renew your license, update your mailing and practice
location addresses and npdate your profile information.

1. Go to wwwJlhealthsource.com

2. Click on Licensee/Provider

3. Click on Practitioner Login

4. Select your profession

5. Enter the account ID) and password here {Account ID and Password are case sensit

Where 'I' is lwercase letter 'L’ and ‘o’ is bwercase ktter 'O,
6, Click on Login

To request a duplicate license, submit this form and a check or money order, payable to the DEPARTMENT OF HEALTH , in the amount of $25.00.
Now that you have your license, make sure you keep it Goto www.dob state Sl us/mga/avei dhtml 10 find outmore.

. {0 PRACTICE LOCATION ADDRESS CHANGE
MAIL TO: DEPARTMENT OF HEALTH (This address will be printed on your license and posted on the Infemnet.)
DIVISION OF MEDICAL QUALITY ASSURANCE

LICENSING AND AUDITING SERVICES UNIT
P.0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

ITY STATE Zip
E] MAILING ADDRESS CHANGE
0O NAME CHANGE (ATTACH LEGAL DOCUMENTATION) {This address will be used when mailing your ficense and for ali other
FROM: correspondence from the Depariment.)
LAST FiRST MIDDLE
TO:
LAST FIRST MIDDLE
DH 2103, 5/08 CiTY STATE ZIP
DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

EMIL F FELSKI

1120 STATE ROAD 436

SUITE 1000

CASSELBERRY, FL. 32707-6102
UNITED STATES

LICENSEE SIGNATURE
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02/12/2010 0S 3318 30402 2 g
Zlg . 5
222 5 @
The OSTEOPATHIC PHYSICIAN ; g8 -§, 5
named below has met all requirements of . 2 § o 5% ' §
the laws and rules of the state of Florida QUALIFICATION(S)' Eg Z— 8. «
P TITION (._.r'( JFR NS W B E i
\ ] ) \\ i H\ SN B 2| g 5
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COPY - NOT A VALID LICENSE - COPY .

VRN WA L DUINSLANY AT N VA

DISPLAY IF REQUIRED BY LAW

QUALIFICATION(S):
Dispensing Practitioner

EXF’!RATION DATE MARCH 31 2012
ol E

Your license number is O§ 3318, please use itin all correspondence with your board/council. Pach O for notifying the department in writing of
the licensee's current mailing address and practice location address. If you have not received your renewal notice 90 days prior to the expiration date shown on this license,
please call {850) 488-05935.

Use this section to report name change. Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the following
accompanies this form: a marriage license, a divorce decree or a courtorder. A driver's license ar social security card is not considered legal documentation.

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability to renew your license, update your meailing and practice
loeation addresses and update your prefile information.

1. Go 1o www.{lheal thsourcecom

2. Click on Licensee/Provider

3. Click on Practitioner Login

4. Select your profession

5. Enter the account ID) and password that was provided to you on your initial license ¢

6. If you do not know your account Iy and password, click on "Get Login Help" or call for assistance.

MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
P.0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

0 NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM:

LAST FIRST MIDDLE
TO:

LAST FIRST MIDDLE
DH 2103, 5/98
DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
4052 BALD CYPRESS WAY, BiN #C-10
TALLAHASSEE, FLORIDA 32389-3260

EMIL F FELSKI

1120 STATE ROAD 436

SUITE 1000

CASSELBERRY, FL. 32707-6102
UNITED STATES

LICENSEE SIGNATURE
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AC# COPY

STATE OF FLORIDA
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
DATE LICENSE NO. CONTROL NO.
03/08/2012 0S 3318 38614

The OSTEOPATHIC PHYSICIAN
named below has met all requirements of
the !aws and rules of the state of Florida. QU LIFICAT NiS):
E ~D te- = =
E:'IF:L F/FEL a 1 ] \\\f“ ( W (/C P\)E IS{NG proa W"ER/// N (
112 TATE | ]
SUITE-1000" L N SAN \\/ \\J/ .

CASSELBERRY, FL 32707-61 02

STATE OF[

COPY - NOT A VALID LICENSE - COPY

W] e SV LN O N VAL

DISPLAY IF REQUIRED BY LAW

LV TRINWR

EXPIRATION DATE: MARCH 31,
1. Each | is solely resp ble for

Your Lcense numberis 08 3318, please use itio all correspondence with your board/

please call (350) 488-0535.

Use this section to report name change. Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the following

]

gm
D
)
] oamilzo‘ﬁr\\\A‘l
The OSTEOPATHIC PHYSICIAN

| coNTROLNO. |
| 38614 |

LICENSE NO.
083318

MARCH 31, 2014

AC#
ALTH
L QUALITY ASSURANCE

DATE

DEPARTMENT
DWISION OF ME
Explration Date:

i
f

named below has met all requirements of
the laws and rules of the state of Florida.

QUALIFICATION(S):
Dispensing Practitioner

2014

accompanies this form: a masriage license, a divorce decree or acoustorder. A driver's license or social security card is not id

d legal & iom

COPY - NOT A VALID LICENSE - COPY

notifying the department in writing of
the licensee's current mailing address and practice location address. If you have not received your renewal notice 90 days prior to the expiration date shown on this license,

Medical Quality Assurance offers you the convenience of several online services, These services give you the ability to renew your license, update your mailing and practice

location eddresses and update your profile information.
1. Go t0 www . lheal thsourcecom
. Click on LicenseefProvider
. Click on Practitioner Login
. Select your profession
Puter the account ID sand password that was provided to you on your initial license and cliv
I you do notknow your account ID and password, click on "@Get Login Help" or call our C

[ ST N

MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
P.Q. BOX 6320
TALLAHASSEE, FLORIDA 323146320

[0 NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM:

LAST FIRST MIDDLE
TO:

LAST FIRST MIDDLE
DH 2103, 5/98
DEPARTMENT OF HEALTH

DIVISION OF NMEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32389-3260

sistance,
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Your [icense number is OS 3318, please use itin all correspondence with your boardfcouncil, Each licensee is salely respons:
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QUALIFICATION(S):
Dispensing Praztitioner

_EXPIRATION DATE: MARCH 31, 2016

LICENSEE SIGNATURE

ible for 'notifying the department in writing of the

licensee's current mailing address and practice location address. If you have not received your renewel notice 90 days prior to the expiration date shown on thais license. please

call {850) 488-0595.

Use this section to report name change, Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the following

accompanies this form: a marriage license, a divarce decree or acourt order.

Medical Quality Assurance offers you the convenience of several online services. These sexrvices give you the ability to renew your license, updee your meiling and practice

location addresses and update your profile informstion.

Go to wwwilheal thevurce com
Click on. Licensee/Provider
Click on Practitioner Login
. Select your profession
. Eater the account ID and p

d that was p:
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MAIL TO: DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SUPPORT SERVICES UNIT

P.O. BOX 6320

TALLAHASSEE, FLORIDA 32314-8320
] NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

ided to you on your initial license and clit
. If you do not know your accountID and password, click on "Get Login Help® or call our Customer Contact Center at {850) 488-0595 for assistwznce.

IMPORTANT ANNOUNCEMENT
THE DEPARTMENT OF HEALTH WILL NOWREVIEW
YOUR CONTINUING EDUCATION RECORDS AT
THE TIME OF LICENSE RENEWAL.

TO LEARN MORE, PLEASE VISIT WWW .CEatRENEWAL .COM
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DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SUPPORT SERVICES UNIT

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260
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EMIL F FELSKI
1120 STATE ROAD 436

SUITE 1000
CASSELBERRY, FL 32707-6102
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