License Verification
Data As Of 4/30/2014

KIMBERLY PAULINE VAN SCRIVER
LICENSE NUMBER: ME73993

Profession

MEDICAL DOCTOR
License/Activity Status
CLEAR/ACTIVE

Qualifications
Dispensing Practitioner

License Expiration Date
1/31/2015

Discipline on File
NO

Address of Record

A PLACE FOR WOMEN,
OBGYN

6817 SOUTHPOINT PKWY
STE 2204

JACKSONVILLE, FL 32216

UNITED STATES

Controlled Substance Prescriber
NO

License Original Issue Date
08/20/1997

Public Complaint
NO

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 enforcement database.



AC#C OPY STATE OF FLORIDA

g
DEPARTMENT OF HEALTH 3§
DIVISION OF MEDICAL QUALITY ASSURANCE % ¢
DATE LICENSE NO. CONTROL NO. oL
02/05/2000 ME 73993 40582 2

ME 73993

THE MEDICAL DOCTOR
NAMED BELOW HAS MET ALL REQUIREMENTS OF
THE LAWS AND RULES OF THE STATE OF FLORIDA

iBERL

WOMEN'S MEDICAL GROUP, P.A,
JOE ADAMS BLDG.
JACKSONVILLE, FL 32216

I LICENSE NO.
JANUARY 321, 2002

OF THE STATE OF FLORIDA.

QUALITY ASSURANCE
ET ALL REQUIREMENTS OF

LTH

OCTOR

KIMBERLY PAULINE VAN SCRIVER
COPY - NOT A VALID LICENSE - COPY

STATE O
DEPARTI
OIVISION'OF M

|
NAMED BELOW
THFE L AWS AND RUI
EXPIRATION DATE:

=
w
I
P

AT LEAST 90 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
PR A O ADDRESS,
COPY - NOT A VALID LICENSE - COPY  r vou uave ot recenven.

TO THE EXPIRATION DATE,
PLEASE CALL (850) 410-3359.

EXPIRATION DATE: JANUARY 31, 2002
YOUR LICENSE NUMBER IS ME 73993 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
2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32398-3260

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

DH 2103, 5/98

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

KIMBERLY PAULINE VAN SCRIVER
4205 BELFORT RD STE 2004
JACKSONVILLE, FL. 32216
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gCertificate NO:W First License: 08/20/1997 o]
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WOMEN'S MEDICAL GROUP P A.
JOE ADAMS BLDG,
JACKSONVILLE, FL 32216

ACH COPY STATE OF FLORIDA o] |
DEPARTMENT OF HEALTH 3le
DIVISION OF MEDICAL QUALITY ASSURANCE % E .
Q
DATE LICENSE NO. CONTROL NO. - gg "
02/05/2002 ME 73993 94310 gl 5% E &
58 EeP B o
THE MEDICAL DOCTOR By §fvrs @ 2
NAMED BELOW HAS MET ALL REQUIREMENTS OF - 433 % ¢
TE—QF FL Pt ST ST ~ R e " 5 E
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Q2/05/2002
s
HA
THE LAWS AND RULES

l
{
THE MEDIC

NAMED BEL
EXPIRATION DATE:

AT LEAST 90 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
RENEWAL WiLL BE SENT TO
YOUR LAST KNOWN ADDRESS.
IF YOU HAVE NOT RECEIVED
YOUR NOTICE 60 DAYS PRIOR
TO THE EXPIRATION DATE,
PLEASE CALL (850) 410-3359.

COPY - NOT A VALID LICENSE - COPY

' EXPIRATION DATE: JANUARY 31, 2005
YOUR LICENSE NUMBER IS ME 73993 [PLEASE 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 32398-3260

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 32399-3260

KIMBERLY PAULINE VAN SCRIVER
836 PRUDENTIAL DR, STE 1506
JACKSONVILLE, FL. 32207



FLORIDA DEPARTMENT OF

HEALT

Jeb Bush John Q. Agwunobi, M.D., M.B.A.
Govemor Secretary

DISPENSING PRACTITIONER REGISTRATION OFFICE USEONLY
Important — Complete one form per licensee. Reczived Date : 27 57200

Deposit Date | 2172008

Dispensing - is defined as selling medicinal drugs to patients in the office. A Deposit # - 167434 U
practitioner who writes prescriptions or provides complimentary professional Sgl“%“af“;‘mg“';;n%%;‘éﬁﬁ“ !
samples is not a “dispensing practitioner,” and therefore does not need to Ghnack Amount : $100.00
register with the department. BRO_CDE : 5604
Dispensing fee — The fee for registration as a dispensing practitioner is
$100.00 over and above the required license renewal fee. An annual
inspection of your dispensing records will be conducted.

PLEASE PRINT OR TYPE THE FOLLOWING INFORMATION

Name: KiMBeZLy Puuune vanSceivez mD
License
Number: MET72AA% 5.0 [D

Mailing Address: Y21 SOUULBURY ROAD NOETH | ThckarmiuE, B 32216

On!y practice

l wull be dlspensmg medication at the following locations: (attach additional sheets if needed)

Phone

| Number: Ay @55 Y2l

Lovation. | Pl SHUsBULY ROAD NowTH |, Jhlepnvies , L 32294
Street name and number City State Zip

Number: 40‘( ‘N? - 3877

Location: . | ¥l Ulitpaakt kvl %N’dfnxl Todpamalle F 2T
Street name and number State Zip

Please submit this request form and the dispensing fee to the: Department of Health

Board of Medicine

P.O. Box 6320
Q/ Tallahassee, FL. 32314-6320

Signature of Physitian Daté of dignature

To cancel dispensing practitioner status from your medical license, the licensee must submit a sighed, written
request to the Board office at the address listed below.

4052 Bald Cypress Way, Bin #C03, Tallahassee, FL 32399-3253

Form DH-MQA 1070, 10/02
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LICENSEE SIGNATURE

=
STATE OF FLORIDA S| 8
DEPARTMENT OF HEALTH gl 9
DIVISION OF MEDICAL QUALITY ASSURANCE £ 5§ =
DATE LICENSE NO. CONTROL NO. S %
02/21/2006 ME 73993 187161 u :é]‘
s £23 o
The MEDICAL DOCTOR < gdE =
named below has met all requirements of r § z ¥
the laws and rules of the state of Florida QUALIFICATION(S): E gl ='§
Espiafon pate . WSPENSMGPRACTITONER. . g%
L‘/PA ;}u E|VAN SC ;yER ( ]/(’ ‘)\ / m%\/ << 3(( \\“) D»‘E\%g ; g“'
N0 b4
3 SA&&%EI ot 2215 \\JJ % L -L—L e N “‘f E‘JEE - 3%
AU
shal ) 28
COPY - NOT A VALID LICENSE - COPY 6§
- ¢
NPV IRINULIY WAL TN g ‘g
DISPLAY IF REQUIRED BY LAW g g
Lo -}

EXPIRATION DATE: JANUARY 31, 2007

Your livense nuuberis ME 73993, please use itin all correspundence with your boardfvouncil, Bch hcensee is solely responsible for uum'ynxg the departnent in wiiting of
the licensee's current mailing address and practice locetion address. Use this section to report name andjor practice locetion address and/or mailing sddress changes. Kyou
have not received your renewal notice 30 days prior to the expiration date shown on this license, please call (850) 488-0505.

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the following accompenies this form: a marriage license, a
divorce deeree or a court order. A driver's license or 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 mailing and practice
location addresses and update your profile information.

1. Go 10 wwwDOH-M) AServ ices.com

2. Choose one of the licensee services

3. Select your profession

4. Enter the account ID and password here (Account ID and Password are case seasit

To request a duplicate license, submit this form amd a check or money order, payable to the PEPARTNMENT OF HEALTH, in the amourt of $25.00.
Now thet you have your license, make sure you keep it. Goto www.doh state fl us /maafavoid.html 1o find out more.

{0 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.0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320 - B ATE - 3
ﬂ MAILING ADDRESS CHANGE
(This address will be used when mailing your license and for all other
comrespondence from the Department.}

00 NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM TR VR TS
LAST FIRST MIDDLE
To‘ a1 St i e e R s SR
LAST FIRST MIDDLE
DH 2103, 5/98 CiTY TUSTATE ZIP
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

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

KIMBERLY PAULINE VAN SCRIVER
4311 SALISBURY RDN
JACKSONVILLE, FL. 32216



w. TN TR o SR e T8 e

P — : R P e \\

L TINITIAL LICENSURE F FORM, 3PAGES /' R L'\.@-

y Return:henuecpagesofthisformonorbeforelmxy 15, ) ) A Bt W

" Depatment of Business and Prot‘essaond @G-,n ' as/xbm . I

b T Regulation(DBPR) L Q ‘ FENE

o A BuresuofRevenue. - .+ . <o - AW 37‘97993339 RCt, 97#“99391’

S * 1940 North Monroe Street - S gmg_-go o 8350 g \: h

Tallshassee FL, 323990783 b AT o

e comx.m‘srmsrom S U S A TR S

Sl o " e ' . o :

S T o ﬁ < OIRMNAME: i NDOLENAME: o
L AN oua\vgﬂ_. . mm\w\v Paudine.:
o c\mwrm . P e
B o1 \&ndw Df ' | T

’ city: R C ST stAte . T o

ERdesnes o g™ sl
N -V_SQﬂMl . lnitlnluceum; Amlnhumpﬁmlm o T T

© L. Section 2 &‘lmnchlltupouﬂbnkyl-‘om cmampmmm,m.mmmmuumm L

o l. tdonmhvewmmltprlﬂugmondlhcveommdmdmmwnpufmmnymmm .
- unarout not less than $100,000 per clais, with 8 mivimum annval dggregate of not less than %J00,000 frons an

authorized losurer as defined under 3. 624.09, ¥, §,, from g surplus lines insurer as delined under 5, $26.914(2), F.
S., from a risk retention group as defined under s, 617,942, F.S., from the Jolnt Uiiderwsiting Assoclution
established under 5. 627.351(4), F. $., or through o plan of seifinsurance as provided o s, 627.367, F.8. 1/usther -
certify that T huve been continuously Insured with an entity as outlined above for the past 2 ysars (vetroacitve -~~~
coverage) or if § seek insurance fromm o different entity proviting insurance, 1 wiil purchese retroactive coverage for -
the two years preceding my inception date of covernge, | further certify that in the event my coveruge s terminated

_ o¢ that I desive to become uninsured and meet the financial responsibility mnmumghuwpmmm /
Section 458,320, .8, I will mnluwn covaragc tor lncldm which may have oecm.d duriug the two yurs *
preceding my bmlu R

a kS tm.wmmnpumqagmmvemmmwmrmmmmlmmmmm
Tt . wmount not less than $280,000 per clalm, with ¢ minkminn annual-aggregate of not less than $750,008 froin an
© uuthorized insurer as defined under 9. 624,09, F, 8., from a surplus linés fnsurer o5 defined under 8, 626.914(2), ¥,
§., from g risk retention group us defined under 3, 627,942, F.8., from the Joint Underwriting Assoclation
estoblished under 5. 627.351(4), F. 8., or through & plan of seif inturince a3 provided In 3.627.367, F.8, {further
certify that T have been continuously fasured with an entity as outlined above for the past 2 years (retroactive -
covernge) or if | seek Insurance from a different entity providing insuranca [ will puvchase retroactive coverage for
the 2 years preceding my fuception date of coverage, | further certify that in the eventt iy coverage is canceled or
that [ desite to become aninsured und mest the finsncial responsibility vequivements through other m\Mslom in
Section 458,320, F.8., [ will mﬂnhlnmmtormm whlcbmwhaveucunuduﬂngth two years-"
precading my becoming uninsured. .

a 3 Monotlmebuplwswfprlmumlhaumblhbodnnlmmbhleﬁuofuedﬁwnnmw
accouit i an amount of $100,000/$300,000, lnmrdnmwlthcmmﬂs. F. 8, rorammofmdumds.
m.sz. F.s..formmwumnl .
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v mescnmmunu ) . Wl /, ek

D

o

R | s‘ umeimdm mam munul mutpmmmudm oromrm demomtme ﬂnanehl ooy
" w7 - responsibility; however, I agree (0 satisfy any adverse judgments up to the minimum amounts pursuant to s
- i } 458.320(5) (). F, S. "l understand that I must pest notice in the form of a “sign” prominently displayed in .
& themmhnamorpmﬁeammmummtomypmnmwhm.aediulmuumbdng : L
- provided that [ have decided not to carry medieal majpractive insurance or otherwise demonstrate nnanchl b
Cee . .responsibility, T undersiand thaet, such a slgu or nottu must comnln the wording spec!!led ins. 9
b " 458-330(% F- s .

‘Yam exempt from demonstrating financlal responslblllty because I fallints o of the categories flsted belows o
A. I practice niedicine udus!vely asan oﬂtw. emplom, or agem of, m Meral zomnmun. or of the m et\

«© . . - . B . U
i

n!

‘L [+ i agencles or subdivisions, , ‘ \

g B lnoxdaum. whmiummunmoam.w.r.s..andmumonnyunacrmmmmumm

r . L

o f'D e C. 1 prmlce only In coqiuucﬁon wm: my tmh(ug dnt!es at. mmcdmd medtul sdmo! or its m:ln mcu!nr_ -
’ hospmh. (interns and residents do not quallfy for this. uemptlon). S X .

a7 . . T H

‘-u ‘n.' ldonmpndlcemediduﬂntheSmeofm T IR

\.\ .\‘ .

fa® .
s

“B. B 'lamexempt from dem«mnng finuncial. rapunslbimy based on my muﬁan !!l the fouowlug criteriat
‘ 1. lhsveheldmmlvelkemtopmﬁuhthlsmwmhermew»mmﬂmﬂmmﬂwmm ,
“15 years, . e
2, lmreﬂredormlnwnpmﬂmpmmcodnommﬂmnmoowlemmnmuomwyear. Wy
“ 3, Lhave had no more than 2 claims resulting in an anhymwmm.wommwmmsympﬂod.
:: i mmbnnconvlmdotorpkdgut‘ty ormlomtcadnotomyu!mm viobuonspecmwhcmntsa. .
v et s.
3. 1 have not been subject, within the past 16 yeurs of practice, t0 license revocation or suspension, pmbaaontou vy
© period of 3 years or longer, or a fine of $500 or more for & violation of Cheptar 458, F.5., o the med.. « practice _
.act of pnother jurisdiction, A regulntory agency's acceptance of a relinquishmant of Hoenss stipulation, consent
) order or other settlement offered In response (v or in anticipation of filing of mnmmmemsmum
" " shall be construed as action agalnst & ticense, I understand that I must post notive In the form of a sign, - ,
prominenuly displayed in the receptior ares or provide 2 weitten statement to auy petson to whom medica nrhr;u W~
. are being provided, that I have decided not to carsy ntedical salpractice itsurance or hecwise demonsirate fa
financial responsibliity. - lnndemmd thatmhasignor mﬁumm comlnmemdlmspecmdlns. e
458.320(‘)(0. F. 8. . e

oazh Complete the HIV/AIDS Affidavit and Domestic Vlohaee Course or Request for Extensions. T
1 hereby certify that subsequent to Janunisy 1, 1988, I have completed a minimum of three homs, AMA .-
cml.mmmmm.mmmmmmmmmmaam

' Immunodeliclency Virus and Acquired knmune Deficlency Syndrome: the disease snd its spectrurs of otinfeal . ., -
maaifestations; epidensiology of the disease, and related infection of TB; trentment, counseling, and prevention; . = -
transenission from heaithesre worker to putient and patfent t heqithcare workery universal prectutions ami s .
fsolation techniques; and legal tasues velated to the disenss witich meet the requirements of Chapter 4852226, ’
Florida Statutes, and Rule 59R-13.006(1), F\A.C, T understand that | must maintaln such secelpts, vouchers,
uMm«,uuh»papmmmmmﬂuhnoﬂhmefuawwmmmm(Qym,_

. from the date the course was ke, .

s} 2 1 hercby certify that subsequent to January 1, 1988, I have nof compieted a minimium of three
hours, AMA Category I, American Medical-Association, Continuing Medlcal Education, which include the
topics of Human Immunodeficlency Virus and Acquired tmmune Deficlency Syndrome: the disease and fis
Wadmmmmmctomepuwwmmammwwumm :

e

‘ Ve




K T"\l ‘,.5,55 e . a . - :‘) ) ",' . \\ ool ©w ‘. - }.‘ :: e : ) 0
“.‘()‘f" w o . " ',':U ..»I))“‘ X “4' _’DV, . " “ \ﬂ R o - -
/ = "‘; emmseung. andpmmuom ammmmwmwmmmmmmwm e
s 95" workers universal precoutions anil isolation tchrlques; and leg lhuunhm;omdfmwmwtu “ »
S 'wqummert‘hapwlss.mc. Florida Statutes, und-Rule SOR-13.006(8), ¥ A.C. AsThavenot . © ; . -«
- comphudmnqnmdmtortmwMm‘.lundamndtmmmmrauwmbbmdm ‘ SVE
'ﬂndmmMof&kdﬁdm«nmedmnpﬁhmonfoﬁmmtmmwmmhauupps LV
"momhwmy!pelhhmulmmt«thcmm«t s e, . oM Sl e

o 1
Nt t

B e Hy ’ ‘ an (L Em
" LN -

| lhpnbv«nuytmmmxwuto.luly l. !”S.Ihnumpmtdomiuimwmm. . ST
: Comluuiumdtm&.mmn. lndomuluiolm.uddlmdlna. uuo. ey : . )

N v
L. 4 1 hereby cenify lmmauquom:omvl. ms. hvemwmphdamtnhnumofmm ,
“ e . . -Continging Medical Edutstion, in domestic viplence. As I have not completed the required course for initial | ™
" S leensure, | understand that the six mouthis extension is based on the date the Board of Medicine certified -~
- - my application for Heensure and H nqum in mmton of up co 6 mqnths to umplm this nqulnmem for “
the reason stated; . 5 4 e

. Section % nuwmg Pmctltlomr ,mgugnuon nmmm CThissecton i opaw and i for m.smfpu,,amqns
only) s . . .

- i "‘ - Smlon m.om F.8., rcqulm llm llccnnu of the Board of Medicine who dbpmc mulkiml drugs for a l'eeor - \i
" -7 epeayneration of-any Rind, whether direct or indirect, shalt be required to register with the Board and pay o lee of .

swo.m #t the time of such registration and upon each rénewal of the praciitioner's license. 1t Is unlawlul-fovany >, -

© person to sall samples or complimentary packages of diug products. A practitioner who conflnes histher activitles w '

dbpemlng of complimentary packages of mc.i:rlnal drngs to Ndur uwa mm In lh regular course of his/her. .

- malash-ﬂmhmumdtongluu . e \ ‘ It .

v 0, "1 plan o dispense medicinal druge for a fee or ther remoneration and hmby register pursuan to Section 68,0276, |

: e F.S. luﬂmumd that tho rec foube thmlnz Mﬂm hsxw.ww lhc required renewal

- fews 3 ) X o

zd. Enclou with fuitlal Licensure l-orm m appror ..uo NlCA amnmu. esmpﬂmaud form.

. l affirm that m statemients are true and eomet ond mgnlu that providing fuis¢ informtation may resuit in dhclpnm
< - action ogainst my lipense or criminal penalties pm w Sectlom 435.2272. 458.321. 458.33!. 775.082. 715.083 and..

(s " ~ 7L [ A - . . . . :
Tho torqolng !mtrumem wocknwledm bcfou mm_ﬂ_m M,Q%ﬂﬂi’_,, 1931. by - -

’ . LIVEL .. who Is personally kiown to me or who has
a8 identification and did/did not take an cuth. -

"

. . Commission No. ___CCHINOEK -
swu“ o " Lee s . . '
My Commwon Btplrm : LR HNesdaryas
o N:monéo;:fy'l‘ym. Printed or Starfy RO T IO N A, B "
R s cida Bosrd of Medicla -
THe pocrateNt ' Numberof Pages 3. Dute ot Dossentnd oo
DESCRIBED AT RIGHT: ’ ’

B e e e A e




B Y : : - o - ,
e o e YRR . ar o
~ N, Lo© . A R , . 3 s
i ATI‘ACB PHOTO. nmn \»@'\ CAL A T -
I O PR RSN 4 SIS WIS 4 NS o) RS AR ™ 0
o ek e . A \ i PR o
. . RO .\ ¥ . ol
v e n..», ‘.u-gn’ /f’ N e . RPN N
i ’ 4 ‘ ‘e .“. L D 1. S
y ' "J‘. I:- L Tl . i‘,';.' . a
i1 ,UI i
) mmmuwmmms
g - HBQIWED o b
~MAY 28 1997

pR/D0/a2?

. REfRLE ID

2 SOCIAL SBCURITY ¥ NUMBER: e 01-015-10

© $460.,00
ID TYPE: €

BTt 96039322 RUY 580715787

460,09

) ; . n\ Y !"m;mnhgr\y - Paudipe, - van ﬁgrwer

]

M 5501 A A
' ;. g - mmm
ADD] L") l?.' abl

o/

QASTY

mmm

s mcsosnmntmm&hﬁr.a_;_ua&._. nmormm.._mh&lhi_____
COUNTRY) Lo

”,emmmw W..

7 mmmmmvmnm

Y“ ‘-Nﬁ‘&v

8 m@mmmwmmmnmzm%w;_.

_Alhaquq&,_w o Sl lan
. . (hacation) ' T (Moth) (Dsy) (Vea)

9 Ao you of bave you sver beld a0y professional/medical livense in sany State in the U.S.,
to includs Canada, Guaws, Puerto Rico o U.8. Virgin lslands?

Yo . No X

mmmmmq.%wmumdm>

Qf yes, Bn flotone s datss) of tsmistoe.)
We are tegulrod 10 sk that

folontag fafimmation as pust of your valuatary compiiance wich Section 2, Unifornwd Guidetines on Bryployse

mmomg‘ mzs. 1978). ‘This information is gathered for statisticsd ot reposting ptpowss oaly and does not i any way

| Rev. Code 1510 AHCA/MEAOL 190,074
AECA/MBI031/1.90, Rov 07/84; 195

R Rt

1

R
r

W'}



.. ID. E4D., Pb.D., AN, PA. MD, DO, DDS,

[ . LN I [ B

| PROFESSIONAL/MEDICAL EDUCATION:

Did you reosiys advaoced sandisg fnto Medica Sebeok? . Ye o No XK
R oo | : B
T 8

Was aticadsnce amwm.wwma‘mm




!

ﬂ'ﬂ‘.““““‘ﬁﬂﬂ

mmmmwwmwum numm 4. G
mmwmaww i -

ﬁwdmdﬁud&dﬂ
, Fell. webiip) to the peesind,
- mwmmm ) meum_,

. Fasiac

T
9% %

10
®
s

T I e 1Y DI T

capne X

17

a6

CTICE/EMPLOYMENT » whwmmmdmwmmmm
:‘mmwmmmwmdmmmcm madical school.

© (Type of Practice and Exagloymend or Non-




. ) . -
by . - “ o
R S Coe . o
oL ", " it CE . . A oot ' o o .
. o L e .p : . w o R ¢} N L
. e ';5 R RN " ; . 1;
s X ' _, i : , ,_\ .0
o o o @
o

3}

Afr i blios 1ot | sz ONTR W ka m“.t ulu,(ma
b"ﬂp ?(Q »M QM&#M M%‘L Sm‘t-. ﬁ‘h—. M‘L.m.\ .
TIPS G g EIRMENE N

/?'Jb}’ ‘!(‘h e'lml %uv; ot‘ Moﬁ Sd»-! NYM‘- .
| ‘ el “\‘“‘“ oerked SM“" B ‘!"" Gv-k. Sante Pre. Cul(mw.

g{q\.. g\% " ddnat, hoahmhs) M iy fornd b Spf-

(3,'., Ounulw- ‘Fm ”3 . N-w R

J L Tha Sk u-\d.. fwwsu

" iz 1-3-02 M-( " uj W

I kﬂn o ' : d ‘
- . bR i “pook P"" ! g l.l.‘mu@ ;. »/h 'ﬁm[u .

Vi mtvmc/, a“ l\/w Mo Lo ‘*‘l‘{\ ua.ut ~

NM‘-@ «d" Mw‘k fM é‘ Y 30‘7(
"3 o W .Sbl-nl J M-m;l:?/’ ?‘:2 Mcwo"

E il g i aldonis & oy vam s T il el e
6{-.:. elqs - c..,,uu | 3:? 4 mu ;J-o/
oA unwm‘ Nw qu

. §ley- §th ~¢M u(u
al‘e st c«-:%/qha 3«-? | s _

5/&?{«9 o/n!w o -ﬁ»JM #« witd dJ. ~
oeds M o rod b oliie C b by 1 .,.1«1,.
i1 a4~ o{lw[{as :.In'{w‘m FJ7 Au... oxe, a&bk«_

2 e - 81417 - 24 3 g i OB Nbu‘uqu MM

5l6/a2 ~ ook = Bk UJW og/.,;: .J...J.uw Ié Fu



+
| )

mmmmmumummﬁmw

i SYESY, and Nag namsels) and sddmasle) of sikting from which
List sy bospitals) whers yo have staf? privieges (o Not List Trainiog Privileges).
ame of Hotpitat) © Addres (ClyStatezip) | MONTR/YEAR
- oM | 10

STANY PRIVILBGES - - . x

U um.u-m,umumm» - I - ‘ \\__}

e um.’ﬁmum-tm e c.‘a o

mrm:mwwmmmwww< Y neX

N "Mﬂwwdhmum.f@m '
. TVER, s i s o man ol St o pracice g, ,

Have you ever Bad syy ctalf pivileges suspended, revoked, wodified, resricted,
Mumm%wwﬂm«mamhndm ’ !

wmwmmwm L Yo o No X .
vw.qmumcmm' L .
TV, ol naraeld s adreusion) of MG

dinic or madical {0 ey of action
o my Mpl!un whl}umm

tavesdgatios o Ve e Mo X

: um.m~muumumawmmwmm




I . : o )
‘ ; ooy poue

mmmunwwmwumwme = NS
- 'ww : X — . — _— . . u . .

N} l . bl . in‘; .
, mummu.ummmw £ A oYe L N XK
> n.“‘m . . RN
T - \‘{..»’ ) o o ;
mmmm-muumm.mmhm L Ty
. W agaiot you?., Y Yo . No X

DR

: n"‘ww““."m“"‘“mn"‘ b AND "‘mm"""‘ot“‘m"""““m N N
© Ve, Give 20 DRSS 7 VEDICAL SO, “ '
LIST MEDICAL AFFILIATIONS: State, county, tationsl, including dalels) and compicte eddves {strest, clty, stald)

19 IPFOREIGN BORN, give date and place of Naturasation: — ;
2 . Aroyouacimn of the United States? -~ T Yo X Noo .
2. Have you ever beca o the Unkted States Milinry andior Public Health Service? Yo . No X,

) memwmmmmmormw»»moonﬂmﬁm
22 ., Are you s dplomats of the National Board of Medical Examsioers? Yoo . No X,
b /I "yes, tats date of exetiication
23 Hove you eve talled Stats Bourd/FLEX National Board/USMLE Bracssation?
Ue mmmwnWww Ye o No X .

(ENCLOSE COPY OF BOARD CRRVIFICATE OR LETTRR ELGTRUIIY)

% ‘mmmmmmnmm«mmmm
bowrd exiiicaton for axy reason? ’ Yo . No X,

4. K" egly’

2 Have you tvee slodied to beroms, or 6o you hold gy other professional
u--hwm.wm.un..rm.m.m,no.mnc.m Yo o No X




O
D’

.

I
o e

m mnmnch-u“hmhm agenty for & Wearing oo & .,

“

L |
LT u e O - : . ’,{/_ . . e A

ammugmtupw or /e T

hmmwumw

7 . ! A oo . (9

mdauuw
iyt eglain ____ ﬂ e e

maqmm»umm ov vidlation of the |,

- s practin w, voprofeons or waeblal condict? Ve e N0 X

LB, T T . oo O Bt

| Myt eplein

n

Dy explakas

Iy explaine
, Have you ever discontinued practice for any reason for & perfod of ous mouth

m».,mu%m«ﬁmmmm‘mm

1y oplaan i A |
'mummhmmdhrw . T Y N0 X

Yo Ne X
I "pes® st , :

Have you ever bad employment termivated for cause? ' Yes . No X .
B tys® explain: ‘

mmm-MWMumwmmmm
mahﬁobnuﬂumm

mumammmmmcmw
you usdergons counselling, thernpy, or treatmant for any mental or physical

Muuﬁh“hﬂmuﬂbh%hmm

or practice wtting? ‘

B *yes® explaing

Bave you ever declingd to follow the recommendation or request of a physican, counselor,




) ) o,
L9

I wum'urmwumm« \

f"‘ ud ' t . o . o e ey o », " -

’ - I yo® explaiu e e——— r ' .P
% ummmwummncmmmmm
el wmmmuu’rwmwammcw

) | “_,,,-,n-,.'m : - S —

31 '&nmnuﬂm«rmmﬂmh‘uﬂuw-ﬁu . Lo "
FREE \mm»ucmcmmwwwm . Ye No K .
Y e t\\./ " or ., v A . i . L, . "(,,

.‘,‘-nwm

3& mmusmu«mmmwmmmmumm
" m«w .

M ym explatas “ o

R mmmmmcmwmhmwmme VS Nﬂ.x..- ,

oA ..ll'ys'clullh: ' s - -—
e mummmwudmwmuu&cmumwm PR A

’.thﬂaamhhnmm N A

S momwwmm . - zy‘.‘_‘_’ ND.X_-

:“‘a»'"'mnmmuuMuMnmmam B Yoo NoX.

wm slol . cworms:__&.m..

ace: 3| —  colom OFEAR: _Rlown

mecer: S 10 ‘ip® o 4 o WEIG!IT:__\M,')

 OTHER MEANS OF IDENTIFICATION:

.‘ L
’f’ ' . S




. » \) o o . 4 : L .z_‘h}_‘ ’ 3 -:!!. . . n-a . L
s a MMVHNMH oL - "';[ ;1:r e Leel )-u

o,
A CIVer 1 ora, deghen and et s e
Mhh&hﬂmﬁu&dmﬁum‘a& M?ANMU

e xmmamw«m ﬁmﬁ.\ uphm.

‘ -dnmuo uawwummw mumu&;w
L of Madidine say inforesstion which is matesin} ¢o my application for
1mmmumummmuhﬁ-mum without

Ty
.

oL

e
-.f,‘.

.
Tta

‘mdmmu:mmmumummummmwnm o )

* " are tron sl corvet, Should T faraish sy false fndormation in this application, | heeedy agree that such wcteball ~ . .

" copsemt tlens otherwise provided in the rguliions. aiso understand that £ winy revoke this cosent ot any mm.

ummmmmmmumummwhmmumm .8

o : ) .;,\..

" .
N . T v

Rtion ‘qm«m«mwmuwm) o
o - K

T g et v chmi wmm'adﬁmw_maﬁ.__.»ﬂu

\Mmbwm _;_u_orwhohn

nﬂnﬂﬁaﬁumﬂ“&mh&cm

Attention: Notaey: Awuuumﬂm MWBMMMMMWW
dﬂmmuumhd

- § THIS CERTIFICATE
J MUST BR AYTACHED

DESURIBED AT REGHT:

a0

Lt




W

e oL ~ NORTHWOOD CSNTER 1940 NORTH MONROB STREET

i ! B T L
s + A S C Wt o
. L L YL oy :{,. L L e
FE LD T
‘ Aomcvmmmmmm ST e
" FLORIDA BOARD OF MEDICINE W Bl

: nmsmormx.mqum.qssumcs T

R rmmnmmmso
v o ‘.""" s ‘,..'(‘ or « L ".«“4 ’~‘;,. "‘ o « [l
nAm mn.nm T B

KimberlyPaulmeVanScriver,MD
sl AbvimRoad, AL A :
Jacksonvslle,Floxida 3220" LR

' 'mom.aomma,kmmspeemm Lo ar
.mmmmm v,
DOCUMENTS e

. FLORIDA BOARD OF WMWMAM’WWWWGMMTWNKMMW

UNTIL 4:305m EST, PURSUANY mmmmm’zmmm.

. FROM 2000w EST
: ~Anmm)esmpmmmonmnmmv

e ——— . vt —
DA : T - ] T
A

V(’PleassexpanhyyoummMedﬁomNewY«kMedica.CoueeemﬁmUnivmiw ‘

ot'New Mem :

ZPMethewYmMedichoﬂesemﬁminnmmdwFloﬁdamm

oqleﬁmgoodmndmg

3 musmsmmnmmmwd, e : 4 |

¢/ Please explain why you lef the OB/GYN myamumeumomm.mmzs
-months. Didyouleavemgoodsmdmg? Wueyouoﬂhedammmemdnue v
mmmg? . .

smmmmmmmmm N

.6 ThoAMAPhyslcmanﬁlemeivedeMnamthniv.oIN.Mexicoﬁvm
7/95-6/98mddoesmtlistyourumnhgatthsvuiv ofmmida Plembnvemupdm
Pmﬁ!esemwthenaom.

e
T

) mmwmvmsomwemmm/ fom:oem!émayof

Okishoma, mm%@wmwan versity of Florida regarding your
postpraduate training, mmbewmp!obdandsiwmﬂac\mmhom
Direcwrandrenmdmhcnmﬁaawd.

o



Agency for Healh Care Administration

Florida Board of Medicine

Division of Health Quality Assurance

Northwood Center 1940 North Monroe Street

Tallahassee, FL 32399.0750

June 29, 1997 '

Re: Kimberly van Scriver M.D., application for licensure

To Whom it May Concern,

This letter is in reference (o the request for additional information prior to licensing.

i, Transfer from New Yotk Medical College to University of New Mexico. 1 transferred
1o New Mexico, in good standing, as my husband took a job related transfer to Albuguerque.

2. Letter of confitmation of swnding has been requested from New York Medical College.

3. USMILE score requested June 12, 1997,

4. 1 left the Qb/Gyn program in New Mexico May 1. 1997 because ny significant other was
resident in General Surgery at the University of Florida at Jacksonviile. I left in good standing, and
would have boen offered a contract to continug. 1 cumpleted the Inst two months of my third year
at the Jacksonville program. .

8. Data Bank Report request form has been completed.

6. AMA Physizian Profile no mention of University of Florida imining. Updated profile has been
sequested.

Thank you for your attention to this matter.
Sincersly,

@?x[w; r Vf..—- D

Kimberly van Scriver. M.D.
$501 A Aubumn 1.
Jacksonville, FL. 32207
(904) 876-7326
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PRewncanc- svscasnvesannavusnd PRREONAL PROPILE Covocncnninavvannvanvauavrenege
ID NBR: " ID TYPE: 8 8EN BOARD: 15 DATE ADDED: 05/29/97
LAST: VAN SCRIVER pos:  07/18/65
FIRST: XIMBERLY ) MIDDLE: PAULINE . BUFPIX:
REFBRERNCE  PROCESS RECBIPT .. PROCESS STATUS
LICENSRS nHMRRR DATB AMOUNRT DESCRIPTION BORRD 00
A 06/16/%7 UNLICENSED PHYBICIA 15 M8
A 06/13/97 JOANN/PEND/IRITIAL 15 MB
R 960747390  06/13/97 100.00 RECEIPYT . 18
R 860719787 08/29/97 460,00 RECRIPT 15
NRXT KBY: FASTPATH:
FLl-HBLP F3-8UB MENU F4-RXIT F12-MALN MENU

' TREREY TOFTISETEITES 23778
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DEPARTMENT OF HEALTH
“ FLORIDA BOARD OF MEDICINE
N DIVISION OF HEALTH QUALITY ASSURANCE
. ' - NORTHWOOD CENTER 1940 NORTH MONROE STREET
h - ¢ TALLAHASSEE, FLORIDA 32399-0750
. §S0/488-0895

DATE: July 8, 1997

10: Kimberly Pauline Van Scriver, M.D.
. 5501 Aubum Road, Apt. A
Jacksonville, Florida '32207

FROM: JoAnne Davis, Regulation Specialist

NO APPLICATION WILL BE CONSIDERED COMPLETE UNT1, ALL OF THE REQUESTED INFORMATION HAB

mmmggmom ALL COPIED DOCUMENTS TO SE SUBMITTED MUST BEAR THE .

DOCUMENT,

FLORIDA BOARD OF MEDICINE WILL ACCEPT PHONE CALLS REGARDING THE m:.mnossrmsm
FROM 2:00pm 5T UNTIL. 4:30p1 EST. wmmmmmmmmmmmum
APPLICATIONS AND FEES ARE GOOD FOR ONE YEAR ONL

% 1. PlaasehaveNewYorkMedxcalCoﬂaxeeonﬁminalenextotheFloﬁdaBoardthat
you left in good standing.

2 The USMLE score has not beea recsived.
3 The Data Bank report has not bezn received.
4, The AMA Physician Profile seceived lists your training at the Univ. of N, Mexico from
7/35-6/98 and does not list your training at the Univ. of Florida. Please have an updated
Profile seat to the Fl. Board,

. On 6/12/97 the Florida Board mailed an inquiry/evaluation form to the University of
New Mexico regarding your postgraduate training. This form has .2t been returned to
the Florida Board.

6. Enclosed is the “Self Query” form from the Data Bank. Please send this form to the

Data Bank so they can make a report to send to you. When you receive this report,
please submit & copy to the Florida Board.

* coﬂ-éa.ewﬁ:« L8
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~ FLORIDA BOARD OF MED!CINE . application for ficensure and is under
* Northwood Centre . ~ investigation by this authority. Please

1040 North Monroa Street =7 "~ complete ftems 3 through 8 of this form

momaaosss o pooA

oL , DATE: June 12, 1997
TO: John P Zublalde, MD ‘

Dopt of Family Practice :

University of Okishoma KSC
800 NE 10th Streot/PO BOX 26801
. Oklahoma cny. oK 73180

1. Name: Kimbarly Pauline VanSeriver . §84#
z"nt‘mhiﬂpﬂ.0..'!.!!0'4.‘!!.'..CQ.O‘tlbl|l|0"F'om:’l“To:e’ss4
A, PLEANE VEI '
‘a. W this s & position aliocated by the ACGME . ... . ... Cevrrenns s Yer ¥ No
b, if dates of usining listed in #2 are correct: Yu__z No_____ FROM: T0: .
. Chack isvale complated under your purview: PGY { _VIPGY I ____ POY Il PGYIV___PGYV_
d. U for any resson the program was not complated at your institution on the ravetss of this form explain why not
apecily If helshe left n good standing end indicsts if 8 contract 10 continbe the progrem was offersd.
GVALUATE COMPARED TO PHYSICIAN OF SIMILAR EXPERIENCE)
4. PROFESSIONAL CHARACTER: Poor Falr  Good  Superdor Don't Rnow
s. Basio Medioal Knowledge v
b. Disgnostio/Clinics! Ability <
©, Teashing Abllity
d. Ressarch Potential __é
#, Fitness for Clinicel Practios

8. PERGONAL CHARAGTER RECEIVED

& Motivation
JUN 3 0 1997

b, initistive
® rn it s «

A\

6. Respomaibility
d. Integrity
&, Appsarsnce
f. Knowledge of English
6. PROFESSIONAL RELATIONSHIP WITH:
8. Tesvhing Statf
b. Collsaguss
¢, Nursing Staft
d. Patients
7. Wmm(mmﬁmmwammmmmmuw
mum«ﬁmnma

N NN

Commants to #7:,
8. EVALUATION (i itum 0 or & Ie ahwecked, pleass provide & wikten explenstion on the reverss ekis of this torm,
&, Resommended as an Outstending Applicent.

L T Recommended as Qualifisd end Competent,
[ N Recommendsd with seme Ressevation,
[ R Cannot Recommend.
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SCHOOL OF MEDICINE

Office of ¢he Assaciste Dean for Gradante Medical Educasion

RECEIVED
JUN 0 9 1997

June 2, 1997

Florida Board of medicine

Agency for Healthcare Administration
Board of Medicine

1940 North Monroe

Tallahassee, FL 32394.0770

RE: Kimberly Van Scriver, M.D.

Dear Sirs:
Kimberly Van Scriver served at the University of New Mexico Health Sciences Center in
the following capacity:

Residracy: OB/GYN
From 07/03/95 to 05/09/97

There is nothing of a derogatory nature in Dr. Van Scriver’s file. All indications are that
she performed in & professional and ethical manner.

Sincerely,

Bt foesccete s

Program Director

BioMedical Research Bullding, SOM, Box 535, Albuguerque, NM 87131.5136 « vecentone (505) 2726225 + pax (505) 272.5184
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“THE AGENCY.ROR HEALTH CARE ADMINISTRATION The physician Hsted In #1 submitted ari. -
FLORIDA BOARD OF MEDICINE.. .. application for lcensure aud s under | ..
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& TOVELACE HIEALTTE SYSTEMS

May 22, 1997

ceCEIVED
Florida State Board of Medical Examiners LT
Northwest Centre
1940 North Monroy
Tallahassce, FLA 32399-0770
RE: Kim vanScriver
Dear Board:

1 have been asked by Dr. Kim vanScriver for a letter of recommendation
addressing her medical competency and moral character. | have known

Dr, vanScriver for the past year and have had the opportunity to work with her
during a clinical rotation at our institation. Her technical skills are excellent in
routing obstetrics and gynecology. She has an excellent tapport with staff and
patients,

Dr. vanScriver's moral character and judgment are impeccable, She is honest in
all situations and respected by her colleagues as well as her patients.

I feel Dr. vanScriver is an excellent physician and person and is very technically
capable. If | may be of any further assistance please feel free to contact me at mu
office address.

Sincerely,

Stephanie A. Hedstrom, MD
Perinatology
Obstetrics and Gynecology

8400 Gibson Bivd., S.E.
Abiguerque, New Mexico 87108
(505) 2627000

Group Pradtico ® Madical Canter & Statewido Natwork © Hoalth Plen ®  Mansged Care




) UNIVERSITY OF

' FLORIDA

HEALTH SCIENCE CENTER / JACKSONVILLE ) 653-1 West Bth Street
Department of Obstetrics and Gynecology . Jacksonwille Flotida 322096511
: Tel.: (904) 549-3125
May 22, 1997 Fan: (904) 539-3124
Florida Boand of Medicine
1940 North Monroe Street
Tallahassee, FL. 32399-1006

RE: Kimberly van Scriver, M.D;
Dear Florida Eoard of Medicine:

It is my pleasure to write this letter of recommendation for Dr. Kim van Scriver for licensure in
the state of Florida. Dr. van Scriver is cutrently in her 3rd year as an OB/GYN resident at the
University of Florida lealth Science Center/Jacksonville. She has an anticipated graduation date
of June 30, 1998,

Dr. van Scriver is an excellent clinician and surgeon. She is well liked by her patients, peers,
attendings, aid suppont personnel. Dr. van Scriver demonstrates excellent medical and personal
ethics. She is responsible and conscientious in providing patient care,

| recommend Dr. van Scriver without rescrvation. If you require any further information, please
do not hesitate to contact me.

Sincerely,

G\g 1. Benrubi, M.D.

Professor and Associate Chairman
Department of Obstetrics and Gynecology
Director, Division of Gynecologic Oncology

GiB/ghh

Bqual Oppartuny / Afirmative Action institution
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. ‘FloridaBoaldofMedicme = . . . : . "» N l(:,_..',."
5 1940 NomhMowoeStreet. . . . . . R i
‘.mahassee FL 32399 o IR SR Lo e T s

RE: " Kimberly . \anScﬁvar,M.D. e el e T
FlondaBomd \ “":;j.‘_ sﬁt v “ A ) o : ‘
’I“msletterconfnmdtatl)r.l(nmberlyvamm iscumntlyaPGYAressdemmhe o T
_ University of Florida Health Science Center-Jacksonville. .She joined the residency program on .
. May.5,.1997, and her anticipated date ofgraduauon is June 30,1998, ‘I‘herefom. Dr. van Scnver
o :sexcmptfroleCAdues. ,

\ -Shouldaddmoua!mformanonbemquned,pleasedomthesmmocomacuhxsomce ‘ ‘!f{

Guy 1. Bentubi, M.D.
.. Professor and Associate Chairman :
- Department of Obstetrics and Gynecology -
... Division of Gynecologic Oncology
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.. Rimberly van Bcri.vez. a member of the Class of 1994 in good standing,

ar to your medical school for personal reasons.

These relate to tba job opportunities of her futurs husband. Ms. van o

Boexiver was graduated from the University of Callfornia, Irvine, inm

1988 with a B.A. degree and a major in Psychology. Ehe also received

a B.B. dogree with a major in Biology £rem the University of Arigsona.
In college she was a volunteer at che Children’s Hospital of Orange
County and she was invelved in several research projects. After

- graduation, sbe was a labo:at:ory tzechnic:l.w at tha ?ertiney Center of
- Santa Ana. ) _

Ms. van s:::ive: me:iculated at New York uedical College in the
all af tha firat vear oov. %es

“_ag. C uma beconing a momber of the Clags ot 199% . B8ho earnea
a m in Behavioral Science in her first year, and she has
Biochemistry in her firet year, and earned grades of in

.. mioropiology amd Pharmacology with her original clasa. She has_

Pathology-Pathophysiclogy I with her new ciass. Currently she
taking Pathology-Pathophysiology IX. Her scademic problems related
to the theft of har car and resultant. transportation difficulties,

. which interfered with her class work. During her extended second ysar
and the summer after the £irst yeav, sha has worked as a technician at

the Westchester Artificial ®idney Centar performing nerve conducaion

‘tepte on dialysis »-*'
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NAME: K\m Jan ,Sw{v&r

Departnient of Health, Board of Medicine;

. ADDRESS CHANGE, PLEASE PRINT THE FOLLOWING INFORMATION

7

LICENSE NUMBER: WL Ory7399 3

MAILING ADDRESS: 4134 |LJcothvsyaoad, Y. abafes by

PR

S

cry: Jogdsonidle STATE: 4L

ZIP: 322272
Mailing address will not be published on the internet. i

1" PRACTICE LOCATION: | | |

ary:  Jeakaonalls | | STATE. F L

L:“Q m_@h 1L

Practice locaticns will be publiskfed on the internct.

O

ot

If you are exempt from demonstrating financial responsibility, please disrega

Check one Box only

DH-MQA 1014

2™ PRACTICE LOCATION: 3
i o i ey fan)
= =
J r‘\) ';.. -
CITY: | o STATE: ZIP:z
Practice locations will be published on the internet. , - Sr
~o

STATEMENT OF FINANCIAL RESPONSIBILITY and EXEMPTIONS
Amended Date: 4/

FINANCIAL RESPONSIBILITY

rd questions la. -Sa.

1a. I do not have hospital staff priv

ifleges and I have obtained and maintain professional liability coverage in an
amount not less than $100,000 per

claim, with a2 minimum annual aggregate of not less than $300,000 from gan
authorized insurer as defined under §. 624.09, F. S., from 2 surplus lines insurer as defined under s, 626.914(2), F.S.,
from a risk retention group as defi 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 5. 627.367, F.S. I further certify that I
have been continuously insured with [an entity as outlined above for the past two yeary (retroactive coverage) or if I
seek insurance from a different entity providing insuranee, I will purchase retroactiv;e coverage for the two years
preceding my inception date of coversge. 1 further certify that in the event my coverage is terminated or that 1 desire
to become uninsured and meet the financial responsibility requirements through oth;r provisions in s. 458.320 or

459.0085, F.S., I will maintain coverdge for incidents which may have occurred during the two years preceding my
becoming uninsured. '

2a. I bave hospital staff privileges and I have professional ligbility coverage in an amoynt not less than $250,000 per
claim, with a mirimum aonual aggrdgate of not less than $750,000 from an autho insurer as defined under s.
624.09, F. S., from a surplus lines ins¢rer 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 5.627.367, F.S. I further certify that I have been continuojusly insured with an entity as




outlined above for the past two y (retroactive coverage) or if I seek insurance from a different entity providin
insurance I will purchase retroactive coverage for the two years preceding my inception date of coverage. I furthe
certify that in the event my covenage is canceled or that I desire to become uninsured and meet the financia
responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S}, I will maintain coverage fo
incidents which may have occurred during the two years preceding my becoming uninsrred.

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

(| 4a. I have bospital staff privileges/and 1 have established an irrevocable letter of c'redit or escrow account in
amount of $250,000/3750,000, in accordance with Chapter 675, F. S., for a letter of crédit and s. 625.52, F. 8., for a
escrow account. I

J S5a. 1 have elected not to carry megical malpractice; however, I agree to satisfy anﬁ adverse judgments up to the
minimum gmounts pursuant to s. 458.320(5)(g)1 or 459.0085(5)(g)1, F. S. I understand 4_hat I must either post notice
the form of a "sign" prominently displayed in the reception area or provide a written statement to any person fo who
medical services are being provided that I have decided not to carry medical malpracticg insurance. I understand tha
such g sign or notice must contain the wording specified in s. 458.320(5)(g) or 459.0085(5‘)@), F.S.

EXEMPTIONS

If you select any numbers 1a-5a in the Financial Responsibility Section, you are not eligible for an
exemption. :

I am exempt from demonstrating the above financial responsibility because I fall into one of the
categories listed below: [
Check one box only l

O 1b. I practice medicine exclusively as an officer, employee, or agent of the federal goifernment, or of the state or its
agencies or subdivisions;

2b. I 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;

3b. I practice only in conjunction with my teaching duties at an accredited medical si;hool or its teaching hospitals.
(Interns and residents do not qualify for this exemption); k

4b. I do not practice medicine in the State of Florida; or |

oo o ad

5b. I meet all the following criteris |
(a) I have held an active license to practice in this state or another state or some gombination thereof for more
than 15 years; i
(d) I am retired or maintain paxt time practice of no more than 1000 patient conta¢t hours per year;
(c) Ihave had no more than twq claims resulting in an indemnity exceeding $10,000 within the previous five year
period; !
(d) I have not been convicted of or pled guilty or nolo contendere to any criminal t\riolation specified in Chapter
458 or 459, F. S.; and ]
(¢) I bave 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 358 or 459, F.S., or the medical
practice act of another jurisdictipn. 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 agministrative charges against a
license shall be construed as action against 2 license. I understand if I am claiming an exception under this section that
I must either post notice in the form of a sign, prominently displayed in the recept?on area or provide a written
statement to any person to whom medical services are being provided, that I have decided not to carry medical
malpractice Insurance. I understand such 2 sign or notice must contain the wording specified in s. 458.320(5X0) or
459.0085(5)(), F. S.

I-MQA 1014
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April 16, 2002

KIMBERELY P. VAN SCRIVER, MD
836 PRUDENTIAL DR., STE 1506
JACKSONVILLE, FL 32207

Re: Florida Malpractice Insurance ... _._

Dear Dr. Scriver:

The Florida Board of Medicine has received official notification from your previous
insurance carrier, Florida Physicians Insurance Company, Inc. (FPIC) stating you have
discontinued their services. Pursuant to section 458.320 Florida Statutes, licensees must
notify the Board of Medicine in writing within thirty (30) days of any changes.

For your convenience, please find an enclosed copy of the amended Financial Responsibility
form. Please review the following and select the answer that best matches your
malpractice coverage. Indicate your answer by placing a check in the box by the
paragraph you select. Even though you might qualify for more than one of the
situations, please indicate only ONE answer. Please retain a copy for your records.

To avoid additional action, please return a copy of this letter with your amended form to the
Board of Medicine, Licensure Maintenance Unit, 4052 Bald Cypress Way, BIN # C03,
Tallahassee, FL 32399-3253 prior to May 17, 2002.

Should you have any additional questions, please call (850) 245-4131 ext. 3534.

Sincerely,

Joann Harland

Joann Garland
Regulatory Specialist I

FLORIDA BOARD OF MEDICINE

4052 Bald Cypress Way, BIN #C03 o Tallahassee, FL 32399-3253
(850) 245-4131
www.doh.state.fl.us/mqa/medical/2001/me_home.html
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Insurance Solutions for

o

ealthcare Providers
April 4, 2002

Ms. Tanya Williams, Exec. Dir.

Department of Professional Regulation,
Board of Medical Examiners
1840 N. Monroe St.

Tallahassee, FL. 32301
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Re: Cancellation of Professional Liability Policy - g

First Professionals Insurance Company, Inc. ij“ Lot

Physicians:

Location:

KIMBERLY P VAN SCRIVER, M.D.
JACKSONVILLE, FL

Florida License Number: 73993
Cancellation Effective: November 17, 2001

Reason For Cancellation:

Non Payment

If any additional information is required, please contact Sharon Allen, Policyholder Services.

@ File No: 64867

Medical Doctor
@ Lic: 738993 CLERR, BCTIVE
p Is*liﬂ;' KIMBERLY PRAULINE VAN SCi%\é%B

® Addg:. 836 PRUDENTIAL DR. 33131

DPR:1/20/87 P @ JAGKSONVILLE, FL, 3

£ .re s

’;Phone: {904) 296-3200 Ext:
3
Rmt

Dwrd &

1000 Riverside Avenue, Suite 800 © Jacksonville, Florida 32204 © (904) 354-5910 « 1-800-741-3742 ¢ Fax (904) 358-6728
PO. Box 44033 e Jacksonville, Florida 32231-4033 © Intemet Address: hetp:ffwww.medmal.com
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LICENSEE SIGNATURE

AC# C OP ‘7 STATE OF FLORIDA . Fy
DEPARTMENT OF HEALTH ; e 8
DIVISION OF MEDICAL QUALITY ASSURANCE £ § )
o
DATE LICENSE NO. CONTROL NO. E %
- =)
01/23/2005 ME 73993 153206 y L 1%
29, P
& ZEE s A
The MEDICAL DOCTOR < g2 Bog2 3
named below has met all requirements of [ § | £ % i ;
the laws and rules of the state of Florida. z S mf} 2 g
Expiration Date: JANUARY 31, 2007 32T 83z 5
KIM/BEBQE SER! R-7—/7 /:ﬁ\\] P ~ T < /’N o (x%__?“b_ggs °
311/6AL hN RN \// ;TN \ {) ) \\\\// / 10 S/S-E% .
c((SONV EF 3 \/ |\(\ \u 2 \( ( (( ) s 38 fEzi X
\ JU v/ L 7 LS LRSS 825 O
g82 | gEs ©

ool J Bg

COPY - NOT A VALID LICENSE - COPY

[ o N O TR R OO I T R VA I iy 1)

EXPIRATION DATE: JANUARY 31, 2007

Your license number is ME 73993, please use it.in 4ll correspondence with yonr hoard/council. Fach licensee is solely responstihle for nofifying the department.in writing of
Qe Leensee's current unabing addiess aud practice lovation wddress. Use tlas scotion o reporl naux: md/ o prastice location addrvss aud/or mailing address clumges. Myou
heve not received your renewal notice 90 days prior to the sxpiration date shown on this license, please call {850) 488-0595.

Name changes require legal d showing the name change. Please make sure that a photocopy of one of the following accampanies this form: a merrisge licenss, a
divorce decree or a court arder. A driver's license or social security card is not considered legal documentation.

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

1. Go t0 www.DOH M) AServ ices.com

2. Choose one of the licensee services

3, Select your profession

4. Enter the I and p

d here (A t XD and P d are case sonsitive

To reguest & duplicate license, subiuit thds form eud a check or womey vrdex, payable ©w the pEPARTMENT OF EEALTH, 11 LU &Iuouii ol §2500.

[l PRACTICE LOCATION ADDRESS CHANGE
(This address will be printed on your license and posted on the intemet.)
MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
P.O. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

cITY STATE
[J MAILING ADDRESS CHANGE
(This address will be used when mailing your license and for all other
correspondance from the Department.)

[J NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM:
LAST FIRST MIDDLE

TO: N S . — -
LAST FIRST MIODLE

DH 2103, 5/08 ey STATE i

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE

LICENSURE SERVICES

40652 BALD CYPRESS WAY, BiN #C.10
TALLAHASSEE, FLORIDA 32399-9269

KIMBERLY PAULINE VAN SCRIVER
4311 SALISBURY RD N
JACKSONVILLE, FL 32216



FLORIDA DEPARTMENT OF

HEALT

Jeb Bush John O. Agwunobi, M.D., M.B.A.
Govemnor Secretary

January 6, 2005

Kimberly P VanScriver
4311 Salisbury Road N
Jacksonville, FL. 32216

RE: ME 73993

Dear Ms. VanScriver:

We have received your check and renewal request; however, in order to process your request the
Financial Responsibility part of the renewal needs to be filled out correctly. Only one category can
be checked on the entire form. If you have two or more areas checked on the form the renewal is
being returned to you.

Your request will not be processed until the Financial Responsibility Coverage part of your form is
filled out properly and submitted to the department. To eliminate any further delays, please return the
Financial Responsibility form and a copy of this letter in the enclosed self-addressed envelope.

If you have any questions, please contact our Licensure Help Desk at (850) 245-4260. Thank you for
your cooperation.

Sincerely,

Licensure Services

Division of Medical Quality Assurance
Bureau of Operations

P.O. Box 6320 = Tallahassee, FL 32314-6320




Florida Department of Health - Board of Medicine
LICENSE RENEWAL NOTICE
Active Medical Doctor License # ME 73993 expires January 31, 2005.

1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE l? A’ﬁaﬁ 1501
This address will be used for all correspondence This address will be printed on your license
from the Department of Health. and posted on the Internet.
KIMBERLY PAULINE VAN SCRIVER A WOMAN S PLACE OB/GYN
4311 SALISBURY RD N 836 PRUDENTIAL DR STE 1506
JACKSONVILLE, FL 32216 JACKSONVILLE, FL 32207
(904) 855-4211

3. RENEW ON LINE TODAY!
Go io www.doh-mqgaservices.com and renew your license, change your address, update profile information, and confirm
information maintained bythe Department. Listed below is your user id and password for online senvices. If you renew online,
you will receive a temporary license upon successful compietion 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:
A. Online Renewal: Visit www.doh-mgaservices.com go {o the Practitioner Logon box, select your profession
and enter your 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), January 31, 2005.
To use the online system, you will need the following information: '

Account 1D
Password:
(Note: Account Id and Password must be entered exactly as they appear.)
The online renewal system will allow practitioners to update their addresses, update profile information 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

6. Other Information:

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

File Number: 64867 Sequence Number: 14 mmmummwmmmmumm

Profession Code: 1501 20 20

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

"""Odta quabity healsh %/




7. CHANGES TO CURRENT LICENSE INFORMATION: B
PLEASE READ THIS SECTION CAREFULLY BEFORE MAKING ANY CHANGES:
To indicate changes in any section, complete the change indicator oval like this .
When providing updated information, print each character inside the box like this AlB EEEB
Use blackiblue pen or No.2 pencil only for all changes.
(O CHANGE OF NAME: '
Name changes require legal documentation showing the name change. Please make sure that a photacopy 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.

astame] [ [ [ [T [T TTTTTTTTTTTTTTTT]
FirstName:I I | l []‘T l' lll

moieNeme:| | | | [ [ [ [ [T T T |mwel [ [T Jsum] [ [ ]orsuimees auatter] | [ | |eenpoosee
(O CHANGE OF MAILING ADDRESS:
Ao | | | ][] 1] HRERREER
sweetacarts| | | | | [ [ ][] TTITTIITTTT]
sweetadarz| | | | | | 1] [TT1
o | | [ | | | | I]
swe | | zo| | | | ] [-]]] rones| (| | [ DI [T T[T

@  CHANGE OF PRACTICE LOCATION: (This address can not be a Post Office Box)
martionK |1 MIBE o [1]Y] [v]a n[Sle]e[s[viE[e[, MIp[ . [e{a] [ [T T]
swoetadgar: |94 i | [Sla[L]u[s[elo]eN] [rlofalp] [Nolefrlo[ [ [ [T TTTTTTITTTT]
sweerndaz| | ) | [ [ [ [T ITTTT[] [TTTITTIITT]
civigln [clelRloii dJel [ [ [T [TT]
smefp L | zePahel-] [T []  erse{(Ja[o]¥])[@]5[5 [- [4]2[1]}]

CHECKLIST FOR MAILING RENEWAL FORM
¥ mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a
smooth renewal. if renewing by mail, aliow 4-6 weeks processing time.
REQUIRED: @® Renewal notice
@B Check or Money order written to Department of Health
@® Financial responsibility form (check onlyone item on the FR form)
@ Mail to: PO Box 6320, Tallahassee, Florida 32314-6320

If you are renewing to active status, would you be available to provide health care services In
special needs shelters or to help staff disaster medical assistance teams during times of
emergency or major disaster?

Yes

CHANGE OF LICENSE STATUS:

I wish to change my status from Active to Inactive. The fee for an inactive receiptis $415.00. The fee for inactive after
January 31, 2005 is $900.00.

00

CHANGE OF MILITARY STATUS:
O tam requesting Miitary Restricted Status. (You must submit 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 is $00.00.

DISPENSING:

O twish to dispense medicinal drugs for a fee from my practice location and | understand an annual inspection of my
dispensing records will be conducted. The fae for registration as a dispensing practitioner is $100.00 in addition to
your renewal fee.




FINANCIAL RESPONSIBILITY

NAME: \<1 MWYV Jon Suves License Numeer: ME 73143

Financial Responsibility options are divided Into two categories, coverage and exemptions. Choose
only one option of the ten provided pursuant to s. 458.320, Florida Statutes.

OPTION I: FINANCIAL RESPONSIBILITY COVERAGE

01.

0z2.

03.

0s.

1 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.

| have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of
$250,000/8750,000, in accordance with Chapter 875, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

| 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 8. 627.367, F.S

I have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per ciaim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09, F. S., froma
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
5.627.367, F.S.

I have elected not to carry medical malpractice insurance, however, | agree to satisfy 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), F. S.

OPTION Ii: Financial Responsibllity Exemptions

0.
02.

as.

)(z.

0os.

| practice medicine exclusively as an officer, employee, or agent of the federal govemment, or of the state or its agencies or
subdivisions;

I 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;

I do not practice medicine in the State of Florida;

1 meet all of the following criteria:

(2) | have held an active license to practice in this state or another state or some comhination thereof for more than 15 VRArS;
(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 $25,000 within the previous five-year period;

(d) I 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 refinquishment of license stiputation, consent order or other
settiement offered in response to or in anticipation of filing of administrative charges against a ficense 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)(g) or 459.0085(5)(g), F. S.; or

I 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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A&j OPY STATE OF FLORIDA L >
DEPARTMENT OF HEALTH i o
DIVISION OF MEDICAL QUALITY ASSURANCE ;g v
DATE LICENSE NO. CONTROL NO. 83 2
0171312007 ME 73993 211223 ) 8
I =
8§ 5z8 a
The MEDICAL DOCTOR < 82 I =
named below has met all requirements of r § H E i «
the laws and rules of the state of Florida. QUALIFIGATION(S): g « 2" :
Etmhon ; 31,2008, — P'KA;T"D"E:&N 557 8. &
IMBERL PA '(2( ](’(>) Eﬂu% ( Q(( ggt 2
g oS 8. .
da11 A BU AN, ‘i" .LL \;,//f W seg g2
z/ 5T B B
g 3 =g o
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sl | s,

COPY - NOT A VALID LICENSE - COPY

SV 1IN L NIV Ol AN AN T

DISPLAY IF REQUIRED BY LAW

& £
2

i
‘ﬁ.
uu
58
3

i

EXPIRATION DATE: JANUARY 31, 2009

Yous license wunber is ME 73993, vlease use it in all correspundence with youwr board/council, Bach licensee is solely resporsible for uuﬁfymg the departuent it waiting of
the licensee's current mailing eddress end practice locetion address. Use this section to report name and/or practice location address ancl/or mailing address changes, you
have not received your renewsl 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 following accompanies this form: & marriage license, a
divorce decree or a court order. A driver's Hcense ar social security card is not idered legal d

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

1. Go to www.lheal theource.com

2. Click on Ticensee /Provider

3. Click on Practitioner Login

4. Select your profession

5. Enter the account I and pessword here (Account ID and Password are case sensit

6. Click on Login

To request a duplicare license, submit this form and acheck or money order, payable to the DEPARTMENT GF HEALTH, in the smount of 825.00.
Now that you have your license, moke sure you keep it. Go to wwy dohstate fl us /rga/avei dhtm to find outmore.

[0 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 e
LICENSURE SERVICES
P.0O. BOX 6320
TALLAHASSEE, FLORIDA 323146320 ST o ATE B P

ﬁ MAILING ADDRESS CHANGE
{1 NAME CHANGE (ATTACH LEGAL DOCUMENTATION) (This address will be used when mailing your icense and for all other
. correspondence from the Department.)
FROM . e e e
LAST FIRST MIDDLE
To. o e A et e e VU U - s e ks e o bttt CoTT T T
LAST FIRST MIDDLE o )

DH 2103, 5/08 Ry T - 7 1 - - S

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE

LICENSURE SERVICES

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

KIMBERLY PAULINE VAN SCRIVER

4311 SALISBURY RD N
JACKSONVILLE, FL. 32216

LICENSEE SIGNATURE



First Professionals Insurance Company A
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January 26, 2007

Mr. Larry McPherson, Exec. Dir.
Department of Health,
Board of Medicine

3052 Bald Cypress Way, BIN #C-03 :
Tallahassee, FL 32399-3252 1 b 2

Re:  Cancellation of Professional Liability Policy
First Professionais Insurance Company, Inc.

Physicians: KIMBERLY P. VAN SCRIVER, M.D.
Location: JACKSONVILLE, FL

Florida License Number:
Cancellation Effective: January 1, 2007

Reason For Cancellation: Lower Rates

If any additional information is required, please contact Sharon Allen, Policyholder Services.

DPR:1/20/87

1000 Riverside Avenue, Suite 800 © Jacksonville, Florida 32204 © (904) 3545910 s 1-800-741.3742 # Fax (904) 358-6728
P.O. Box 44033 # Jacksonville, Florida 32231-4033 * Internet Addvress: hup://www.medmal.com




A£ OPY STATE OF FLORIDA a E
DEPARTMENT OF HEALTH ‘ ;;g <)
DIVISION OF MEDICAL QUALITY ASSURANCE §§ o
=
DATE LICENSE NO. CONTROL NO. o 7
wl

0172712009 ME 73993 277928 g @
5 5) gfﬁ EA =
The MEDICAL DOCTOR < ¢38 § 8
named below has met all requirements of E § ¥ £ §
the laws and rules of the state of Florida. QUALIFICATION(S): §.§ 8. «
E)q:sifal‘on : leae\usmgp T!TION,ER.\,] W T Lo g E . o
IMBERLY P \N SCR)Y L \/ i N 3 J/)g\;g ge" 2
< PLACZ OR ! ‘ . |’ ‘\( ( ( R R 1= B f
“se+2€0UTHRD 'E 22 S gt N N DL E‘EQ; g55f 8 »
JACKSONVILLE, FL. 32216 OEZ g ui S
UNITED STATES 282 g- v

HEEL L] &5,

COPY - NOT A VALID LICENSE - COPY .,

AV INAATY A2 T b WDIWIANI LAY AD L Yl VAL

DISPLAY IF REQUIRED BY LAW

QUALIFICATION(S):
Dispensing Practitionsr

EXPIRATION DATE: JANUARY 31, 2011

Your license numwberis ME 73993, please use itiu all corespondence with your board/council, Bach licensee is solely responsible for uohfymg the departiwent in wiiting 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) 488-0595,

Use this section to report name change. Name changes require legal documentation showing the name change. Please make sure that & photocopy of one of the following
accompanics this form: a marriage license, a divorce decrec or acourtorder. A dever's 1icense or social security card Is not idered legal d on.

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

1. Go o worwilhealtheourcecom

2. Click on licensee/Provider

3. Click on Practitioner Login

4. Select your profession

S. Enter the account ID and password here Account ID and Password are oase sensit

Where ‘L' is number ONE.
6. Click on Login

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

[ NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

LAST FIRST MIDDLE
Toj O - e s e . e bt e —
LAST FIRST " MIDDLE
DH 2103, 5/08
DEPARTMENT OF HEAL TH

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

KIMBERLY PAULINE VAN SCRIVER
A PLACE FOR WOMEN, OBGYN

6817 SOUTHPOINT PKWY STE 2204
JACKSONVILLE, FL. 32216

UNITED STATES

LICENSEE SIGNATURE



Lo UF —Tacksoniilfe
| o Me 12993
1. HOSPITAL: Unwersi "»\'[ M€(lt(a|é¥(wr DA'rl-:'::'g/’ /CW =
2. NAME OF HOSPITAL ADMINISTRATOR: __ W-:A. MebRIFE TIT

3. NAME OF DIRECTOR OF MEDICAL EDUCATION: Ann HaRweod- Muss, rmd

B

F ‘ Aes 13757 Fi05 .68
: i o TYFE: 3

- ET: Fokq1a3 IEETET 20
&1-815-13 $186 .60

i 21997

REVENUE
. DPR

o—
4.
o — - \ - ot .
'REGISTRATION METHOD (CHEEK ONLY ONE): REGISTRATION FEES ARE NON-REFUNDABLE
Al I AM APPLYING FOR INTERN/RESIDENT/FELLOW REGISTRA' A2 RENEW
Bl [ ] { AM APPLYING FOR HOUSE PHYSICIAN REGISTRATION TION BZ‘ ‘ RENEWAAII‘. =X
| REGISTRATION FEE - $100.00 HOUSE PHYSICIAN RENEWAL REGISTRATION FEE - $200
s. SOCIAL SECURITY NUMBER: APPLICATION SHOULD BE TYPED
. . i - .
6. NAME: K Ltynm M ‘(%\LL\A e \/oun S ur\ver :
: - OmsD / (MIDDLE) - - " @A)
7. MAILING ADDRESS: L3112z Mauhill ok NwW MM Ko
) (o & Sweet) -] (Cky) (Saee) )
8. PLACE OF BIRTH __ oo Brach | CA DATE OF BIRTH 1R e T
(Gity, State and Couatry) : I~ 7 (Moat/Day/Year)
9. TELEPHONE NUMBER:G’)’OSP) Ko - 2803 - i
" Residonce-ares code/aumber . Office-area code/oumber
10. MEDICAL DEGREE WAS OBTAINED FROM: ___[ L. whiA by, of N s Ming o fay.
: “ OMedical School) ! o (Country) {7 Date
11. Are you at least tweaty one years of age? YG_X_NO___.
12. H:veywwuuaumwprwﬁamdicwmmwmm
" acted against by the licensing authority of say jurisdiction? _ _ _ Yes ___No X.
13. Have you ever beca denied liccnsure by the liceasing suthority in any jurisdiction? . Yes ___No _X.
14.H:veyouw«beenmvidedof.felonyoruyoth«cﬁmmmlodn .
practice of medicine or the ability to practice medicine. o YG_NO_K- -
15. Did you graduate from & medical school or college as specified in s. 458.311(1Xf), F.8.? (check category):
s maﬂop:&icmdicdxhoolouﬂopc&icmﬂegempiudndugpmvdbymwcndiﬁngqmy
recognized by the United States Office of Education. : 'YG_KNO —

b. a foreign medical school which has not beea certified by DBPR pursusat to section 458.314, F.S. Yes __ No___.
c. & foreign medical school which is recognized by the World Health Organization. Yes ___No.___.

16. Are you under investigation in any state or jurisdiction for an act which would coastituts the basis for
imposing & disciplinacy penalty specified in 3. 458.331(2)(b), F.5.? Yes ___No X.

OVER R 6w < THIS FORM MAY BE DUPLICATED



L ... .
17. Check category: [><J- U.S. Citiza [ ] Naturslized Citizen { ] Immigrant (] Refygee
( ] Filed declaration of intention ’ '

18. PHYSICAL DESCRIPTION: COLOR OF EYES: WEIGHT: 1657 ks - -
. COLOR OF HAIR:, . /gl HEIGHT: S0 |

OTHER MEANS OF IDENTIFICATION:

19. nguphcuofpmmedmlmloymcmhumedsum including Florids. If additional space is needed sttach

to application: -

EMPLOYMENT/HOSPITAL ADDRESS EMPLOYMENT DATES " POSITION APPROVED TRAINING

FROM T0 YES No
_LQD_(MQVM}”\(/ JOH&/\»» Ol ahors Cf y @@4 (0/9\/ (ri/m’l.w-tflﬂ pd

/ /
woloil, Mg N[ Plac | 67 foedhr %‘fgﬁgﬂ X

{
2. AR AV LAY : being first dul depoes tad say that | am the referred
et inbuds ylwom. sy am person o
m:ffougomgnppuuhmmdmgdmmm that the sttached photognphunmhkmof
my!

I hereby suthorize all hospital(s), mman(-)o: organization(s), my references, peuond physicians, employers, (pest

mdpml),andaﬂgov«nwnlqmcm instrumentalities (local, mb,fadenlorfom gn) to release to the Florida Board

of Medicins say mfomuonwhnchumﬂtomymmonapphmmwmtodaw F.S.
Ihnvomﬁnllyxudhqummmhfmmomgngmmphunmmdhvemm&-compwdy,m&m

muvmmoflnyhnd.udldechuunderpeuuyofpeqmyﬂmmymmmdmmumdebymhmmm
and correct. Should I fumnish any falss information in this registration application, I hereby agree chhaashdlconmm
cause for Wmmmofmngmumwphymmmswofm

ﬂ [ \5;4-\»"—»//\0
ignaturg of Appli

Thcfomgomgmmma)nwackno“dedgdbefonmm |71 _ day of Amlﬂ ,19_97 vy

Kim‘xﬁéfp VYo SOY"\VCV‘ SO , who is personally known to me or who has

uced as identi did/did not take an oath.
an&e—v - __ Commission No. _4/#1/2001
S Comnizsion Number and Expiration Date

nature Nocay
y CJ DﬂDSdI\)

Name of Notary w Printed or s:amp;a _ SEAL

T Autention Notary: Altbough the mfommu requested below is OPTIONAL, it could prevent frauduleat attachment of this

certificate to an unauthorized

THIS CERTIFICATE Title or Type of Mw_&mmmww
MUST BE ATTACHED , ‘
TO THE DOCUMENT Number of Pages two Dats of Document

DESCRIBED AT RIGRT:

Sign

8) Other than Names Ao

AHCA/ME/028.A/1-87; rev. 7-84; 3-95
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STATE OF FLORIDA
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
DATE LICENSE NO. CONTROL NO.
01/08/2011 ME 73993 340946

The MEDICAL DOCTOR
named below has met all requirements of

the Iaws and rules of the state of Florida
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EXPIRATION DATE: JANUARY 31, 2013

Yous icense number is ME 73993, please use ilin all correspondence with your board/council. Bl hcensee is solely responsible for uuhfymg the departiwent in wiiting of
the licensee's current mailing address and practice location address. X you have not received your renewal notice 50 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
accompenics this form: a marrisge license, a divorce decree or acourtorder. A driver's license or soclal security card is not considered tegal documentation.

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

[ NN

. Go to wwwJilheal theource.com

Click on Ticensee/Provider

Click on Practitioner Login

Select your profession

BEoter the account ID and password that was provided to you on your initial license ¢
. If you do not know your accountID and password, click on “Get Login Help" or call

MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
P.O. BOX 6320
TALLAHASSEE, FLORIDA 32314-8320

1 NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM:
LAST FIRST MIDDLE

TO e et et e S ot A e bt e ae e e L m e L e s s e i b i e i
LAST FiRST MIDDLE

DH 2103, 5/98

DEPARTMENT OF HEALTH

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

for assistance.
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KIMBERLY PAULINE VAN SCRIVER
A PLACE FOR WOMEN, OBGYN

6817 SOUTHPOINT PKWY STE 2204
JACKSONVILLE, FL. 32216

LICENSEE SIGNATURE
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MEDICIKE BOAKL
A Jacksonville Womens Health Center Inc.  yoinvay 17 pii 3: 23
Protocol for Advanced Registered Nurse Practitioner
A Jacksonville Womens Health Center Inc.
4131 University Blvd. S Bldg.2 |

Jacksonville, FL. 32216

The Advanced Registered Nurse Practitioner may manage health care for clients that have been
educated in conjunction with A Jacksonville Womens Health Center Inc. Standards and Guildlines.

Practice Guidelines:

Female Examinations int.;luding but not limited to:

Well Woman care, periodic health screenings

Abnormal pap smear:

Treat obvious infections or inflammation with treatment of choice.
Perform colposcopy and cryotherapy seryices if certified to do so.
Follow-up on repap, colpo, cryo and any further treatment
Follow-up on surgical and non surgical termination of pregnancy:
Pregnancy test, pelvic exam and/ or ultrasound if necessary.

Practitioner may not prescribe or initiate controlled substances. However, ARNP may initiate other
measeures depending on the client’s condition and the judgment of the ARNP and medical director.

The following types of medications may be prescribed as per specific protocol:
Antibiotics

Antibacterials

Antiseptics

Antifungals

Analgesics’

Anticirals

Contraceptives

Biologicals




. e
P Vi Ut

MEDICINE BOARL
Emergency drugs .
.Zﬁ‘n \tﬂ\! \'} P‘,.‘ 3: 63

Hormone Therapy

Vaccinations

Supervison:
All of the above functions may be performed under general supervision.

The Medical Director provides on-site supervision amd is available by telephone during all clinic and off
duty hours.

Kim van Scriver, MD 4131 University Bivd. Jacksonville, FI 32216 herby enters a collaborative practice

agreement/management protocol with the Advanced Registered Nurse Practitioner.
/% o ( e
- [ > . 7 T

Kim van Scriver, MD Medical Director Dare of signature

, ~ Y \\\\CQ%&@
Desta Messer, ARNP ‘Date of signature

License # ARNP1677382
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ARNP signatuww
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AC# C OP Y STATE OF FLORIDA 5 2
DEPARTMENT OF HEALTH ; 8 ©
DIVISION OF MEDICAL QUALITY ASSURANCE g I bt
=
DATE LICENSE NO. CONTROL NO. © %
w
011772013 ME 73993 414788 % - ;8_
& | - -
% B % g Egg Iy
The MEDICAL DOCTOR < <ye £82 8
named below has met all requirements of % 8 !{ £%% §
the laws and rules of the state of Florida. UALIEICATIONIS £37 xf é% <
Expiration-Date:—~..J 3172015 =) e R SN N TR RE e £
KIMBERLY P Umx‘\ SCRI R/"', ?(, ] (, /&TNS&F§\/ NER 7 (/ (/ \| \ gga \/ §E 5 g
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EXPIRATION DATE: JANUARY 31, 2015

Your license number is ME 73993, please use it in all correspondence with your board/council. Back livensee is solely responsible for notlyiug the department in writing of
the licensee's currentmailing address and practice location address. If you have not received your renewal notice 90 days prior to the expiration date shown on this licease,
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
accompanics this form: a marriage license, a divorce decree or a court order.

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

Goto www fiheal theource.com

Click on Licensee/Provider

Click on Practitioner Login

Select your profession

Enter the account ID and password that was provided to you on your initial license and clis

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 assistance.

LR S S

MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SUPPORT SERVICES UNIT
P.O. BOX 6320
TALLAHASSEE, FLORIDA 32314-8320

I NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM: e e
LAST FIRST WMIDDLE
O . -
LAST FIRST
DH 2103, 5198
DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SUPPORT SERVICES UNIT

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLLORIDA 32399-3260
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KIMBERLY PAULINE VAN SCRIVER
A PLACE FOR WOMEN, OBGYN

€817 SOUTHPOINT PKWY STE 2204
JACKSONVILLE, FL 82216

LICENSEE SIGNATURE
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[ American Médical Association

Physicians dedicated to the health of America
Physician Profile Service
515 North State Street Division of Survey and Data Resources
Chicago, $ilinols 60510 ) Departmaent of Data Servicss
. EivED
Nune and Address: REC o
KIMBERLY P VAN SCRIVER MD Phone:  UNKNOWN Jun 1 21887
1446 SW SOTH ST Birthdate; 07/18/1965 ¥ J
OKLANOMA CITY OK 73159 USA Birthplace: LONG BEACH CA USA
Addnss shown has been reported undeliverable
Physician's Major Profossional Activity: RESIDENT
Self Designated Practice Speclaities (SDPS):
Frimary: OBSTETRICS AND omecon.oaw
Secondary: UNSPECIFIED
AMA membership: NOT A MEMBER
- Following Duta Provided by the Primary Sources
Medical School: /
UNIV OF NM SCH OF MED, ALBUQUERQUE NM 87131 (VERIFIED)
Year of Graduation: 1994 {VERIFIED)
Current and/or Prior Medicas Tralning or Fellowship:
Instintions  UNIVERSITY HOSP State; NEW MEXICO
RESIDENT (VERIFIED)
Specialty 1 OBSTETRICS AND GYNECOLOGY 0771995 - 06/1958
Institutlon:  UNIV OF OK COLL OF MED State: OKLAKOMA
RESIDENT (VERIFIED)
Speclalty :  FAMILY PRACTICE 0771984 - 0611995 ¢
Nots: Additional informsation, used for appolatwsents and privileges, iy not solicited, nor is it roceived
from the residency program diseciors. If additionl laforveation is vequired, please contcd the
progran divectoris).
Natlona! Board Certification Year: NONE REPORTED TO DATE
AMA Files Checked  6/8/97 09:41:18 Profile for: Kimbarly P Van Scriver MD Pigs | of 2

© 1507 by tho Amanicen Mutica: Association



Ametican Medical Association =~ = -

Physiclans dedicated to the heaith of Amerfea
Physician Prefile Service .
$15 North State Street S Dirision of Survey and Dats Resources
Chicago, lilinois 60610 Department of Data Services
License(s) : MD/  Date Expiration License
State Do Granted  Date . Statas Type Avef

tpecific month and day are unkuown, the date wifl display the defuust valoe of *91,° Nt
beards malutols or provide full dute valses. A blank expiration date indicates that the
wed €0 AMA by the Breusing board. Plesmse coutunt the appropriute Ucensing board

if

[

£
g

?

for tis

d

NONE REPORTED TO DATE

Federal Drug €0 croament Adminlstration:
TO DATE, FEL"RAL DEA REGISTRATION STATUS IS UNKNOWN,
e ek vk o iste e o gabstagces fegtsion cense - nin i aforseativs.

Speclulty Board Certification(s):

Specialty Board Certification(s) by one or more of the 24 boands recognized by the American
Board of Medical Specialties (ABMS) and the American Medical Associstion (AMA) through
the Liaison Committos on Specialty Boards, as mported by the ABMS:

Primary Board: NONE REPORTED TO DATE

Effective: Expires:
Subcertification or Certificate of Special Competence: NONE REPORTED TO DATE
Effective: Expires:

Notes  For certfication dtes, a defunlt value of "01° appears i the wonth Seld if data was aot provided
@ AMA, Please coniact the appropriste specialty board directly for this inforsaation.

Medicare/Medicald Sanction(s):
TO DATE, THERE HAVE BEEN RO SUCH SANCTIONS REPORTED ‘10 THE AMA BY HCFA.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY
BRANCH OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUL! IC

HEALTH SERVICE
mmomw - MbMﬂnWhW%cﬁMA “:»i-:&u:m.nmm
contalnind on ﬂwm mhqmm N ‘orsasiarion ok Accreditation
vf Heltheare Otgunizations aod the Utilization Review Acereditation Commission. The Mu.terfie meets the Natiosal Committes for

Quality Avsarance Standands fo. verifioation of axedica! rducation, residency training snd board certfivation.

f you note sy plense maark thein on 8 copy of the proflle and retttr tor Amperiean Mesler.” Sssociotion Departnent of Dats Services,
s:sumMnmm

AMA Files Checked 6/8/97 09:41:18 Profile for: Kimbedy P Van Scriver MD Pagedof 2
© 1957 by the Ameriosn Mediou! Ausociation
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Practitioner’s Name KIMBERLY PAULINE VAN SCRIVER License # _MEOO73993

MANDATORY PRACTITIONER
PROFILE QUESTIONNAIRE

FLORIDA DEPARTMENT OF

FLORIDA DEPARTMENT OF HEALTH
I I I Ii: A I L I \ Division of Medical Quality Assurance
P. O. Box 6330
Tallahassee, Florida 32314-6330
I. PRACTITIONER DATA
A. PROFESSIONAL LICENSE NUMBER: MEOQ73993 (check one) JI MEZMD Q1 0s/0 QA cH/oe O PO/DPM
B. NAME (INCLUDE MAIDEN AND ON 2ND/3RD LINES ANY ALIASES, IF APPLICABLE):
CURRENT NAME:
VAN SCRIVER KIMBERLY PAULINE
(LAST) (FIRST) {MIDDLE AND MAIDEN NAME, IF APPLICABLE)
FORMER NAME(S):
NOowne.
(LASTY {FIRST) (MIDDLE)
NONE.
{LAST) (FIRST) (MIDDLE)
C. SOCIAL SECURITY NUMBER: (This will not be published as a part of the profile; also, see instructions on page iii)
D. MAILING

ADDRESS VORsiiD VIS Eeaaits L DS  2e\Qoct RA. Su . 200y

{STREET AND NUMBER) DG K DA\ e . S\o«c \&A& A2 F@é}t}&)
PRIMARY PRACTICE ADDRESS: (Authority: 5.455.565(1)(a}3.F.S.)

Wbmers Medicel ©Dun P A, a0 Retfoct Rd. Qe a0

(PRACTICE NAME) {STREET AND NUMBER) o cKSoAL \‘W’é’ S o Ao FW8 5o | (7P DD
OTHER PRACTICE LOCATION(S): (OPTIONAL)

OFFIGE 2: (OPTIONAL)

SHSHSINETTEI TN GMehEigees® N One
(PRACTICE NAME) (STREET AND NUMBER) (©ITY) (STATE) (ZIP CODE)
OFFICE 3: {OPTIONAL)

O e
(PRACTICE NAME) (STREET AND NUMBER) CITY) {STATE) (2IP GODE)
E. TELerHONE: G OM ) 89 G- 32200 (This will not be published as a part of the profile.)
F. YEAR BEGAN PRACTICING MEDICINE: \q q (Authority: s. 455.565(1)(a)5., FS.)

Il. ALL MEDICAL EDUCATION

A. Name of all medical schools attended. {Authority: s. 456.565(1)(a)1., F.S.)

NAME OF SCHOOL/UNIVERSITY DATES OF DATE OF TYPE OF
ATTENDANCE GRADUATION DEGREE
UNIV OF NM SCH OF MED, ALBUQUE 1992-199 ¢ 1994 MmO .
Vewd Yook vedacn . Schoo\ \9%49-19492 14942 none.
B. Have you completed any graduate medical education? Yes Q No QO

if “YES", {ist in chronological order from date of graduation to the present, ali completed graduate medical education. Do not include coursework taken
to meet the continuing education requirement for licensure renewal. ¢Authority: s. 455.565(1)(a)1., £S.)

MEDICAL TRAINING INTERNSHIP / RESIDENGY /] CITY 7 STATE/ FROM 70
PROGRAM NAME FELLOWSHIP / OTHER SPECIALTY AREA COUNTRY | MMODAYYY | MMDDAYYY

UNIV OF FL COLL OF RES ORSTETRICS AND GYNECOLOGY F 51197 6/30/88

UNIV OF OK COLL OF RES FAMILY PRACTICE OK 07/01/1994 | 06/30/1695

UNIV OF NM SCH OF M RES OBSTETRICS AND GYNECOLOGY NM 07/01/1995 04/30/1997




Practitioner’s Name  IME=FLY PAULINE VAN SCRIVER License # _MEQ0073993
. OTHER H LT~ ZLATED DEGREES

Do you currently hol==deg : n a health related profession other than the professional degree listed In il. A. above? Yes LJ No

If “YES”, list all r—ical~— essional schools from which a degree in a health related profession other than the professional degree was obtained.
{Authority: 3. 455.56==)(a}1.__.

‘ - FROM TO
NAME OF SCHOO  UNIVE=IY CITY / STATE / COUNTRY MM/DDAYYY MM/DDAYYYY DEGREE TITLE

IV. FACULTY PP | '"MENTS:

A. Have you had the—spor— ity for graduate medical education within the last 10 years? (Authority: s. 455.565.(1)(a)6., £S.) ves O No%

B. Doyou currently Id a t—ity appointment at a medical/health related institution of higher learning? (Authority: s. 455.565(1)(2)6., £S.) Yes O No
If “YES”, to quest— "B":ithe title of the current appointment, name(s) and city/state of institution(s).
LI INSTITUTION CITY/STATE
1.

3.
V. STAFF PRLILE E5:

Do you currently holc—aff p i :ges in a hospital/medical/heaith institution? Yes‘ﬂ' No U
If “YES”, list eac—lospi—redical/health institution at which you currently have staff privileges. (Authorty: s. 455.565(1)(a)2., FS.)

NAME OF HOS==AUME=. L/HEALTH INSTITUTION CITY/STATE
1. Napocie——ednce Centec - Jackseaoi\\e, Flonda
2 DLy v
3 Paphsss NM—3dCal\ Center \

VI. SPECIALT 'BC ) CERTIFICATIONS:

Do you hold a certific  n fr= 1y specialty board recognized by the Florida board regulating the profession for which you are licensed? Yes O NOX
(Authority: 5, 455.565(1){a  FS.)

If “YES”, complete s i be=-

SPECIALTY BC 0 NAR— CERTIFICATION / SPECIALITY / SUBSPECIALITY
1
3. .
VII. FINAL DI§ PL_: :RY ACTION:
At. Within the previoL__en (7 +ars, have you ever had any final disciplinary action taken against you by a specialty board Yes O Nox
recognized by the 7eric  Hoard of Medical Specialties, the American Osteopathic Association, the American Chiropractic
Association, or ott— sim - :ational organization? (Authority: s. 455.565(1%a)8.. £S.)
It “YES”, list name=3 of ¢ ialty board(s), date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action unde= peal. (attach copy of notice of appeal)
SPECIALTY BDARD NA DATE DESCRIPTION OF VIOLATION DESCRIPTION OF FINAL DISCIPLINARY ACTION Lok,
1. Y/N
2. Y/N
3. Y/N
A2, Within the previou sn (1 “~ears, have you ever had any final disciplinary action taken against you by the agency regulating Yes O No ﬁ
your license, inthi  tate = other jurisdiction? (Authority: s. 455.565(1)(a}8., £S.)
If “YES”, list name== of a__r‘,y(s?, date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action unde=arpeal. (attach copy of notice of appeal)
AGENCY NAME DATE DESGRIPTION OF VIOLATION DESCRIPTION OF ACTION LAoe,
1. Y/N
2. Y/N
3. Y/N

2



Practitioner’s Name _ KIMBERLY PAULINE VAN SCRIVER License # __ MEQQ73993

-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, ambulatory surgical center, or nursing home? (Autnority: . 455.565(1)(a)8., ES.) Yes O 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
finat disciplinary action is under appeal. (attach copy of notice of appeal)

ENTITY NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION oer,

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 N(SQ
restricted or not renewed by any medical/health-related institution in lieu of or in settlement of a pending disciplinary action related

to competence or character? (Authority: s. 455.565(1)(a)8., F-S.)

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 DESCRIFTION OF VIOLATION DESCRIPTION OF ACTION

UNDER
APPEAL?
1. Y/N
2. Y/N
3 Y/N
VI, CRIMINAL OFFENSES
Have you ever been convicted or found guilty, regardless of whether adjudication of guilt was withheld, or pled guilty or Yes [ Noﬁ
nolo contendere to a criminal misdemeanor or felony in any jurisdiction? (Authority: s. 455,565 (1}(a)7., £5.)
If “YES", briefly describe the offense(s), indicate whether the conviction is under appeal, and attach copy of notice of appeal.
DESCRIPTION OF OFFENSE DATE JURISDICTION UNDER
APPEAL?
1. Y /N
2. Y/N
3 Y/N

IX. STATEMENY OF FINANCIAL RESPONSIBILITY (Atlopathic and Bstecpathic Physicians Only)
A. Hospital Privileges - (Check only one) (Authority s. 456.5651(4), FS.) O \ p.c

Q) 1. 1 do not have hospital staff privileges and | have obtained and maintain professional liability coverage in an
with a minimum annual aggregate of not less than $300,000 from an authorized insurer as defined under s
defined under s. 626.914(2), F.S., from a risk retention group as defined under s. 627.942, £.S., from the Jaint Underwriting Association established under
8. 627.351(4), F. S., or through a plan of self-insurance as provided in s. 627.367, FS. | further certify #at | have been continucusly insured with an entity
as outlined above for the past two years {retroactive coverage) or if | seek insurance from a differept’entity providing insurance, | will purchase retroactive
coverage for the two years preceding my inception date of coverage. 1 further certify that in the gvént my coverage is terminated or that | desire to become
uninsured and meet the financial responsibility requirements through other provisions in s. 458320 or 459.0085, F.S., | will maintain coverage for incidents
which may have oceurred during the two years preceding my becoming uninsured.

Q3 2. | have hospital staff privileges and | have professional liability coverage in an a
aggregate of not less than $750,000 from an authorized insurer as defined under
626.914(2), F. S., from a risk retention group as defined under s. 627.942, F.S., fr
F. 8., or through a plan of self insurance as provided in 5.627.367, F.S. | further'certify that 1 have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance frpr 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 provisfons 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 ymifsured.

U 3. 1 do not have hospital staff privileges and | have established aff 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 ands. 625.52, F. S., for an escrow account.

1) 4. 1 have hospital staff privileges and | have establishgs”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 credjt#dnd s. 625.52, F. S., for an escrow account.
5. 1 have elected not to carry medical malpractige; however, | agree to satisty any adverse judgments up to the minimum amounts pursuant to s.
458.320(5)(g)1 or 459.0085(5)(a)1, F. S. | undgrStand 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 j'whom medical services are being provided that | have decided not to carry medical malpractice insurance.
{ understand that such a sign or notice myaf contain the wording specified in 8. 458.320(5)(g) or 459.0085(5)(g), F. S.

B. Exemption

i am exempt from demonstratingAfancial responsibility because | fall into one of the categories listed below: (Check one box only)
Q) 1. | practice medicine exclus) y as an officer, employee, or agent of the federal government, or of the state or its agencies or subdivisions;
() 2. | 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;

3. | practice only in comfunction with my teaching duties at an accredited medical school or its teaching hospitals. (Interns and residents do not qualify
for this exemptj
L1 4. 1do not pragh

ount not less than $100,000 per claim,
4,08, F. S., from a surplus lines insurer as

nt not less than $250,000 per claim, with a minimum annual
. 824.09, F. S, from a surplus lines insurer as defined under s.
the Joint Underwriting Association established under s. 627.351(4),

o médioine in the State of Florida; or



Practi[ioncr’s Na!ne R &mLY PAUUNE VAN SCRIVER License # _MEOO73993

Q 5. I meetall the —win ~tedia: > \ R

(a) | have held a—tive =se to practice in this state or another state or some compé

(b) | am retired c——aint_ »art time practice of no more than 1000 patient conta

(¢) I have had nc  ore t—=rtw0 claims resulting in an indemnity exceeding §

{d) | have not be: com & of or pled guilty or nolo contendere to any gt

(e) 1 have not bee=subje= :hin the past ten years of practice, to lig
fine of $500 c—ore r 1 violation of Chapter 458 or 459, kS
of a relinquisk—=nt 0 1nse stipulation, consent order or.
against a licer— sha :-construed as action against
notice in the - mof sgv, prominently displaye
being provide :hat! % = decided notto car
ins. 458.320i :f) o—51.0085(5)(f), £.S.

X. LIABILITY ( &Il  [Allopathic, Osteopathic and P
A

ation thereof for more than 15 years;

ours per year,

7000 within the previous five year period;

inal violation specified in Chapter 458 or 459, F S.; and

e rgvocation or suspension, probation for a period of three years or longer, or a
r the medical practice act of another jurisdiction. A regulatory agency’s acceptance
er settlement offered in respense to or in anticipation of filing of administrative charges
cense. | understand if | am claiming an exemption under this section that | must either post
the reception area or provide a written statement to any person to show medical services are
edical malpractice insurance. | understand such a sign or notice must contain the wording specified

iatric Physicians Only) + >\ Q&

Are you covered t—n in—==c~ required to report pursuant to s. 627.912 F Yes O No O
(Authority: s, 455.5651  FS.: ¢ S85(1)(b),F.S.)

B. Have you been in—=2d cc=i vously during the last ten years? Yes O No O
(Authority: 5. 456.5651  FS. - - 505(1)(b),FS.)
If youanswered - “to 11 Aor B above, you myst copflete the following: (authority: s. 455.5651(4), FS; 5. 455.5651(1)(b),ES.)
Within the previoL__any =have you had a liabili im or action for damages for personal injury settied or Yes O No O

finally adjudicated ana  nt that exceeds $5,0

If “YES™, completr—d at—""a copy of EXHIBT 1 for each occurrence. NOTE: Copies of reports previously submitied may oe re-submitted with this
questionnaire t0 s fy tt— ~porting requirement. (Authority: s. 455.5651(4), FS.; s. 455.565(1)(b),FS.)

XI. LIABILITY Al | !Chiropractic Physicians Qafy) 1o\~

Within the previou_cn y: :="ave you had a liability claim or actionfot damages for personal injury settled or finally adjudicated in =~ Yes O No O
an amount that ex :ds' &) 0?

If “YES”, complete=d at .~ a copy of EXHIBIT 1 for each

Xil. OPTIONAL IF @ ATION:

A. PUBLICATIONS: | .any dications you have authored in peer-reviewed medical literature within the previous ten years:

(Authority s. 455.565(5  FS)

TITLE PUBLICATION DATE
O

turrence. (Authority: s. 455.5651(4), FS.; s. 455.565(1)(b),FS.)

DO YOU PARTICIF—= IN 1 MEDICAID PROGRAM? (authority s. 455.565(5)(d), £.5.) Yesﬁ No U

PROFESSIONAL O >OM | if1Y SERVICE AGTIVITIES, HONORS, OR AWARDS: (Authority 5.455 565(5)(b), F.S.)

COMMUNITY SERVICE:  +RD/— ORGANIZATION COMMUNITY SERVICE/AWARD/HONOR ORGANIZATION
1. _pDOONe 2.

3. . 4.

D. NATIONAL, STATE__DCAL S 'UNTY, PROFESSIONAL AFFILIATIONS: (Authority 5.455.565(5)(b), £.S.)
ORGANIZATION

1%&3\@;%« 2Amecvcen OCoNene o & O%‘QQIO
3 Bwwef coe =) Asgocianoa 4. -

E. LANGUAGES, O0TH  THA—HGLISH: Indicate languages other than English used by you to communicate with patients and any translation service
availabie for patien at yc— rvimary place of practice. {Authority: s. 455.565(5){c), FS.)

R

1. DO 2.

3. - 4.

F. E-MAIL ADDRESS:

G. COMMITTEES/MEF ERSI.. indicate any committees on which you serve for any health entity with which you are affiliated
ORGANIZATION

1. YUY e . 2.

3 4,

H. OTHER STATE LICESURE=
STATE PROFESSION

1. A

2. —

3

I affirm these statemer—are t— 1nd correct and recognize that providing false information may result in disciplinary action agginrslt rpgr license or criminal
, Florida

pwmng—j 624, 458.327, 458.331, 459.013, 459.015, 460.413, 461.013, 775.082, 775.083 and 775.0 Statutes.
—

¥

{Signature of Phyﬁ:la;]) 7 (Date)




practitioner's Name KIMBERLY PAULINE VAN SCRIVER Licenso#  MEQ073993
EXHIBIT 1 —~ REPORT ON PROFESSIONAL LIABILITY CLAIMS AND ACTIONS

) . ) . &

Include information relating to liability actions occurring within the previous 10 years. The actions !f?requured 0 be reporied under section 455.697 FS. You
must submit a completed form for each occurrence. For Allopathic, Osteopathic and Podiatric physicians, copies of reports previously submitted under the
requirements of s. 455.697, E.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) 2

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? D Yes [CINo  (If “YES”, attach copy of settismant vepdict)

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

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

_ Patient’s Room ___ Physical Therapy Dept, ___ Radiology _Labor & Delivery Room
— Dperating Suite — Nursery .. Emergency Room __ Speciai Precedure Room
—_ Recovery Room - Gritical Care Unit . Dther

Final diagnosis for which treatment was sought or rendere

Describe misdiagnosis mads, if any, of the patient‘s/Aal congition.

Describe the operation, diagnostic or treatme p'rocedure causing the injury. Use nomenclature and/or descriptions of the procedures used. Include method
of anesthesia, or name of drug used for tregfment, with detail of administration.

Describe the principal injury giving/r‘éto the claim. Use nomenclature and/or descriptions of the injury. Include type of adverse effect from drugs where
applicable.
Z

Safety management step/sﬁén by the licensee to make similar occurrences less likely.

1 affirm that these statements are true and correct and recognize that providing false information may result in disciplinary action against my ficense or criminal

penalties pursuant to Sections 455,624, 458.327, 458.331 /013 459.015, 460.413, 461.013, 775.082, 775.083, and 775.084, Florida Statutes.
Signature of Physician: ‘{ “l q ﬂ

!_./ / > 4
Our records indicate the following reported claims:
incident Settlement Incident Settlement Incident Settlement Incident Settlement Incident Settiement
Date Date Date Date Date Date Date Date Date Date
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FLORIDA DEPARTMENT OF

e HEALT

QOctober 15, 1999

Robert G. Brooks, M.D.
Secretary

KIMBERLY P VAN SCRIVER, M.D.

4205 BELFORT RD STE 2004
JACKSONVILLE, FL-32216

Dear Dr. VAN SCRIVER

this letter. If you do not respond to this request within two weeks of the date of this correspondence your profile will
be published as it appears in this letter.

J My profiling information is correct.

O my profiling information is incorrect; changes are noted below.

I Practitioner Information

License Number : 73993 License Status : ACTIVE CLEAR
Profession : Medical Doctor Year Began Practicing : 01/01/1997

Primary Business:

WOMENS MEDICAL GROUP PA
4205 BELFORT RD STE 2004
JACKSONVILLE FL 32216

Secondary Locations:
Staff Privileges:

institution Name City State

MEMORIAL HOSPITAL JACKSONVILLE JACKSONVILLE FLORIDA
ST. LUKE'S HOSPITAL JACKSONVILLE FLORIDA
BAPTIST MEDICAL CENTER JACKSONVILLE 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.

Participates in Medicaid Program:

2020 Capital Circle SE, BIN # C-10 » Tallahassee, FL 32398-3260

O O O roa
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Yes

Education and Tralning
Medical School : Dates of Attendance : Graduation Date : Degree Title

The parctitioner failed to provide this mandatory information

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 : Speciality Area : City : State/Country : Dates Attended

1. UNIVERSITY OF FLORIDA COLLEGE OF MEDICINE : RESIDENCY : OBG - OBSTETRICS AND
GYNECOLOGY : .......... : FLORIDA : 5/1/97 - 6/30/98 , '

2. UNIVERSITY OF OKLAHOMA COLL OF MED : RESIDENCY : FP - FAMILY PRACTICE : .......... :
OKLAHOMA : 7/1/94 - 6/30/95

3. UNIVERSITY OF NEW MEXICO SCH OF MED : RESIDENCY : OBG - OBSTETRICS AND
GYNECOLOGY . .......... : NEW MEXICO : 7/1/85 - 4/30/97

Specialty

This practitioner does not hold any certifications from specialty boards recognized by the Florida board
which regulates the profession for which he/she is licensed.

Optional information

Commlttees:[Membe@ip_s

This practitioner has not indicated any committees on which they serve for any health entity with which they
are affiliated,

Professional or Community Service Awards

This practitioner has not provided any professional or community service activities, honors, or awards.

Publications

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 available for patients, at hisfher primary place of practice.

Other Affiliations

This practitioner has provided the following national, state, local, county, or professional affiliations:
1. DUVAL CO. MED. SOC., AMER. COLL. OF OB/GYN, AMA

E-Mail Address
Not Provided

2020 Capital Circle SE, BIN # C-10 » Tallahassee, FL 32399-3260
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Other State Licensure
This practitioner has not indicated any additional state licensure.

VL. Financial Responsibility

| practice medicine exclusively as an officer, employee or agent of the federal govemment, or of the state or
its agencies or subdivisions.

Vii. Criminal Offenses

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

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

VIll.  Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include disciplinary action taken bya
hospital or ambulatory surgical centers licensed under chapter 395, 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 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.

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.  Llability Claims Exceeding $5,000.00 (Within last 10 years)

Settiement 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 settlement of a medical
malpractice action or claim should not be construed as creating a presumption that medical
malpractice has occurred.

There have not been any reported liability actions, which are required to be reported under section 455.697,
F.S., withinthe previous 10 years. ‘ T B o ‘

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 2009.

Sincerely,

Bureau of Operations

2020 Capital Circle SE, BIN # C-10 + Tallahassee, FL 32399-3260
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American Mediif Associati(;? 5 ??3

Physicians dedicated to the health of America

Physician Profile Service
515 North State Street Division of Survey and Data Resources
Chicago, Hlinois 60610 Department of Data Services
Name and Address:
KIMBERLY P VAN SCRIVER MD Phone: UNKNOWN
5501 AUBURN RD APT A Birthdate: 07/18/1965
JACKSONVILLE FL 32207 USA Birthplace: LONG BEACH CA USA

Physician's Major Professional Activity: RESIDENT

Self Designated Practice Specialties (SDPS):
Primary: OBSTETRICS AND GYNECCLOGY
Secondary: UNSPECIFIED ’

AMA membership: NOT A MEMBER

Following Data Provided by the Primary Sources

Medical School:
UNIV OF NM SCH OF MED, ALBUQUERQUE NM 87131 (VERIFIED)

Year of Graduation: 1994 (VERIFIED)
Current and/or Prior Medical Training or Fellowship:

Institution: UNIVERSITY HOSP State: NEW MEXICO
RESIDENT (VERIFIED)

Specialty :  OBSTETRICS AND GYNECOLOGY © 07/1995 - 05/1997

Institution: UNIV OF OK COLL OF MED State: OKLAHOMA
RESIDENT (VERIFIED)

Specialty : FAMILY PRACTICE 07/1994 - 06/1995

Note: Additional information, used for appointments and privileges, is not solicited, nor is it received
from the residency program directors. If additional information is required, please contact the
program director{s).

National Board Certification Year: NONE REPORTED TO DATE

AMA Files Checked  8/9/97 17:32:33 Profile for: Kimberly P Van Scriver MD Page 1 of 3

© 1997 by the American Medical Association
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- 73993

American Medical Association
Physicians dedicated to the health of America

Physician Profile Service

515 North State Street Division of Survey and Data Resources
Chicago, Hlinois 60610 ' Department of Data Services
License(s) : MD/  Date Expiration License
State DO Granted Date Status Type As of

Note:  When the specific month and day are unknown, the date will display the default value of "8L." Not
)l Lvensing boards muintain or provide full dute values. A blank expiration date indicates that the
data is not provided to AMA by the licensing hoard. Please contact the appropriate liceasing board
directly for this information.

NONE REPORTED TO DATE

Federal Drug Enforcement Administration:
TO DATE, FEDERAL DEA REGISTRATION STATUS IS UNKNOWN.

Note: Many states require their ywn controlled substances registration/Hcense.
Please chieck with your state licensing authority as the AMA does not maintain this information,

Specialty Board Certification(s):
Specialty Board Certification(s) by one or more of the 24 boards recognized by the American
Board of Medical Specialties (ABMS) and the American Medical Association (AMA) through
the Liaison Committee on Specialty Boards, as reported by the ABMS:

Primary Board: NONE REPORTED TO DATE

Effective: Expires:

Subcertification or Certificate of Special Competence: NONE REPORTED TO DATE
Effective: Expires:

Note: For certfication dates, a default value of "01* appears in the month field if data was not provided
to AMA. Please contact the approprinte specialty board directly for this information.

Medicare/Medicaid Sanction(s):
TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY HCFA.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY
BRANCH OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC
HEALTH SERVICE.

AMA Files Checked 8/9/97 17:32:34 Profile for: Kimberly P Van Seriver MD Page 2 of 3
© 1987 by the American Medical Association

)




- 73993

American Medical Association
Physicians dedicated to the health of America

Physician Profile Service

5§15 North State Street Division of Survey and Data Resources
Chicago, linois 60610 Department of Data Services

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the Physiciun Profile is intended as an instrument to assist with credentialing. Appropriate use of the Physician Mastertile data
contained on this profile by an organization would meet the priniory source verification requirements of the Jolnt Commission on Accreditation

of Heulthcare Organizations and the Utilization Review Accreditation Commission. The Physician Masterfile meets the National Committee for
Quality Assurance Standards for verification of medical education, residency training and board certfication.

If you note any diserepaneles, please mark thent on a copy of the profile and return to: American Medical Assaclation Department of Data Services,
515 N, State Street, Chicago, 1 60610,

AMA Files Checked  8/9/97 17:32:34 Profile for: Kimberly P Van Scriver MD Page 3 of 3
© 1997 by the American Medical Association




FROM :APW; FUMSB44258132 FAX NO. :5844258192 Oct. B6 QBBS 1@:58AM P1

KIMBERLY VAN SCRIVER, M.D., P.A.

FACSIMILE TRANSMITTAL SHEET

FROM:
) oY @ Do H Kimberly van Scriver, M.D.
FAX NUMBRR: DATE:

350 - 433 - 32%4 te b o ¢
COMPANY: TOTAL NO. OF PAGES INCLUDING COVER;_
PHONE NUMBER: SENDER'S REFERENCE NUMBER:

X0 - YUK -O5AY
RE: ' YOUR REFERENCE NUMBER:

Qurcent DOrorneview  Deeease comment Dlrieassrerny O eiease recycLe

NOTES/COMMENTS:

‘].V'D G&G\D 8\0,«_ c.’twqio "

This document is intended only for the uge of the person to whom it is addressed, It may
contain information that is privileged, confidential, and exempt from disclosure under spplicable
law. 1f you ate not the intended recipient, any dissemination, disttibution, coping, or use of this
docurnent is strictly prohibited. 1f you have received this communication in ervor, please notify us
by telephonc to arrange for the destruction or retum of the ariginal docurnent to us.

KIMBERLY VAN SCRIVER, M.D., P.A.
PIHONE: 904-855-4211 » FAX: 904-425-0192




............................................................................................................................

FAX NO. 19244259192 Oct. 06 2085 18:55AM P2

KIMBERLY VAN SCRIVER, MD, PA
OBs1ETRIUS & GYNECOLOGY

Department of Health
4052 Bald Cypress Way, Bin C10
Tallahassce, FI. 32399-3260

October 6, 2005
Re: Update of Staff Privileges

Dcar Sir or Madam:

1 would like to update my Health Care Provider Information, Under the section entitled
Staff Privileges, I am currently listed as having current privileges with Baptist Medical
Center, Jacksonville, Florida. As of June 2002, I voluntarily resigned my privileges for
one year as a result of disciplinary action. Iam currently reapplying to Baptist Modical .
Center, Jacksonville, Florida, however in order to complete my application process T was
instructed to update my Health Care Provider Information. Ido currently hold privileges
at 8t. Lukc’s Hospital, Jacksonville, Florida and Memorial Hospital, Jacksonville,
I'lotida.

If further information is needed, I may be contacted at 904-855-4211 or 904-891-2802.
Thank you for your attention to this matter, ‘

Sincerely yours,

AU/

Kimberly P. van Seriver, MD

vea

4311 Sanspury Roan N 4 dJacisonvitie. FL 32216 4 PHong: QOL.855.4211 4 lax: 904.4286.0192
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. LICENSE RENEWAL NOTICE~

1. CURRENT MAILING ADDRESS: " ' * o S
This address will be used for all correspondence This address will be pnnted on your license

from the Department of Health. and posted on the Internet.
KIMBERLY PAULINE VAN SCRIVER A WOMAN S PLACE OB/GYN
4311 SALISBURY RD N 836 PRUDENTIAL DR STE 1506
JACKSONVILLE, FLL 32216 JACKSONVILLE, FL. 32207
(904) 855-4211

3. | RENEW ON LINE’ TODAY! . o e
Go to www.doh-mgaservices.com and renew your license, change your addfeos updaie profile infcrmat!en, and ee-z‘irm
information maintained by the Department. Listed below is your user id and password for online senvices. If you renew online,
you will receive a temporarylicense 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. 2 INFORMATION:

i e e i R

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 appropnate
fields of secﬂon 7 on the back of this form.

A. Online Renewal Vnslt WWW, doh-mg_____ sarvices.com go to the Practltnoner Logen box select your prefesslon
and enter your 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), January 31, 2005.
To use the online system, you will need the following information: ’

Account ID:
Password:
{Note: Account Id and Password must be entered exactly as they appear.)
The online renewal system will allow practitioners to update their addresses, update profile information and to
confim 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 followmg address:

Department of Health
Division of Medical Quality Assurance
PO Box 6320

6, Other lnformatmn e e

By submitting the ap;;‘;epnnate renewal fees to the Department, a Ilceneee eertif‘ ies compllanee wlth all
requirements for renewal, including continuing education credits.

File Number: 64867 Sequence Number: 14 - IMI]!WM!MWMMMWMMW

Profession Code: 1501 20 20

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

%M”‘w‘,wmg—/

Aoy




FINANCIAL RESPONSIBILITY

NAME: LICENSE NUMBER:

Financial Responsibility options are divided into two categories, coverage and exemptions. Choose
only one option of the ten provided pursuant to s. 458.320, Fiorida Statutes.

OPTION I: FINANCIAL RESPONSIBILITY COVERAGE

0O1.¢ tdonot have"hospita! 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.

D2. | have hospital staff privileges and | have established an irrevocable lefter of credit or an escrow account in 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.

as. I do not have hospital staff privileges and | have obtained and maintaln 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 Underwrlting Assoc:atlon established under s. 627 351(4), F. S., or through a plan of
selfinsurance as prowded ins.627.367,F.8

04, I 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. 8., or through a plan of self insurance as provided in
5.627.367, F.S.

0s. | 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 458.0085(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), F. S.

OPTION II: Financial Responsibility Exemptions

01. | practice medicine exclusively as an officer, employee, or agent of the federal govemnment, or of the state or its agencies or
subdivisions;
2. . 1 hoid alimited license issued pursuant to s. 458.317 or 459.0075, F. 8., and practice only under the scope of the limited
. license;
\Y
) 03, ° 1do not practice medicine in the State of Florida;
O4. I 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 $25,000 within the previous five-year period;

(d) | have not been convicted of or pled gullty or nolo contendere to any criminal violation specified in Chapter 458 or 458,
F.8.;and

(e) 1 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 shali 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 wiltten 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)(g) or 459.0085(5)(g), F. S.; or

[15.+ 1 practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (Intems and
residents do not qualify for this exemption).

&




- (O . CHANGE OF NAME:

Last Name:

First Name:

magagi L] ] [ ]T ]T IT [ Tive:] | | | [sux | ] (rSrL L etc) ouahﬁer[[]:[](pwuosm)

Attentiorn:

Street Addri:

Street Addr2:

Chy:

S:ate:

e

anentonl [ M[B & R 1LY Va8 [S[cR[s[vIe[e], Mpl. [Pl [ |

sweetAddn.]t’clsllM SlAfLILSBVIR rlojalP onfﬂ_ HERERRRREERE

Street Addr2;

City

State

To tndlcate changes in any sect:on complete the chang:indlcator oval luke this
When providing updated information, print each character inside the box like this A

Use blacklblue an or No 2p nf:ll ly for all chang

Name changes require Iegal documentatlon shovwng the name change Please make sure that a photocOpy of one ol
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 legat
documentation.

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

INEERERERENERERENNENEEER
[HEEERENENENENER
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" CHANGE OF PRACTICE LOCATION: (This address can.not be a Post Office Box)

e T P ) v A R - o~

IEERREENEN
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" CHEGKLIST FOR MAILING RENEWAL FORM . -~

[T VU

MCIHAN, éEﬁFL!.GEN.S.E_S.IAZTQ '

o e

| S

-

PR

o

if malling your renewal form, use the checklist below as a gwde for enclosmg ali the requtred items to ensure a
smooth renewal. if renewing by mail, allow 4-6 weeks prooessmg time.
REQUIRED: @® Renewal notice

@ Check or Money order written to Department of Health

@® Financial responsibillty form (check only one item on the FR form)

&P Mail to: PO Box 6320, Tallahassee, Florida 32314-6320

lf'yéu are réﬁammw

available to provide health Care servicesin®

tance teams during times of -

Yes

T o R gt

Inactive The fee for an inactive receipt is $415.00. The fee for lnactlve after N

I wish to change my status from Active
January 31, 2005 is $900.00.

_ CHANGE OF MILITARY STATUS: -

USRI

I am requesting Miitary Restricted Status. (You mustrsubm it pmof of acﬁve milnary duty Attach'a oopy of your current
active duly orders ora Ietterfrom your Commandmg Oﬁicer ) The fee for mumary restricted is $00.00.

DISPENSING ; - o e g : :
| wish to dispense medtcmal drugs fora fee from mypracnce location and Iunderstand an annual mspectlon of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner is $100.00 in addition to
your renewal fee.




FINANCIAL RESPONSIBILITY

NAME: Kl MMY V Jon Swaves LICENSE NUMBER: Mé& 7313

Financial Responsibility options are divided into two categories, coverage and exemptions. Choose
only one option of the ten provided pursuant to s. 458.320, Florida Statutes.

OPTION I: FINANCIAL RESPONSIBILITY COVERAGE

o1.

Q2.

3.

0s.

| do not havé hospital staff privileges and | have established an irrevocabie 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,

{ have hospital staff privileges and ! have established an irrevocable letter of credit or an 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.

| do not have hospital staff privileges and 1 have obtained and maintain professional liablfity 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. 628.914(2), F.S., from a risk retention group as defined
under 5. 627.942, F.S., from the Joint Underwriting Association established under s, 627.351(4), F. 8., or through a pian of self
insurance as provided in s. 627.367, F.S .

| 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., froma
surplus fines insurer as defined under s. 626.914(2), F. S., from a risk retention group as defined under s. 6§27.942, 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
5.627.367, F.S.

{ have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgments up fo 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 wiitten 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.

OPTION lI: Financial Responsibility Exemptions

o1

0z.

0a3.

0s.

| practice medicine exclusively as an officer, employee, or agent of the federal govemment, or of the state or Its agencies or
subdivisions;

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;

I do not practice medicine in the State of Florida;

| meet all of the following criteria:

(8) I have held an active license to practice in this state or another state or some combination thereof for more than 15 vears;
{b) | am retired or maintain part time practice of no more than 1000 patient contact hours per year;

(¢} | have had no more than two claims resulting in an indemnity exceeding $25,000 within the previous five-year period;

(d)sl have not been convicted of or pled guitty or nolo contendere to any criminal violation specified in Chapter 458 or 458,
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)(g) or 459.0085(5)(g), F. S.; or

| practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. {Intems and
residents do not qualify for this exemption).
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FLORIDA DEPARTMENT OF

HEAL

Jeb Bush John O. Agwunobi, M,D., M.B.A.
Governor Secretary

January 6, 2005

Kimberly P VanScriver
4311 Salisbury Road N
Jacksonville, FL 32216

RE: ME 73993

Dear Ms. VanScriver:

We have received your check and renewal request; however, in order to process your request the
Financial Responsibility part of the renewal needs to be filled out correctly. Only one category can
be checked on the entire form. if you have two or more areas checked on the form the renewal is
being returned to you.

Your request will not be processed until the Financial Responsibility Coverage part of your form is
filled out properly and submitted to the department. To eliminate any further delays, please return the
Financial Responsibility form and a copy of this letter in the enclosed self-addressed envelope.

If you have any questions, please contact our Licensure Help Desk at (850) 245-4260. Thank you for
your cooperation.

Sincerely,

Licensure Services

Division of Medical Quality Assurance
Bureau of Operations

P.0O. Box 6320 » Tallahassee, FL 32314-6320
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Flortda Department of Health - Board of Medlcme
License Renewal Notice

Active (group 2) Medical Doctor License # ME 73993 expires January 31, 2002.

To avoid a delinquent charge, the fee of $598.50 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 $791.00.

1. CHANGE OF MAILING ADDRESS: . | DEPARTMENTUSEONLY
Current Mailing Address: New Mailing Address:
K|MBERLY PAUL|NE VAN SCRIVER Licensees Tast Namie First L GIER T
4205 BELFORT RD STE 2004
JACKSONVILLE, FL 32216 m
Street Address:
City: State: Zip:
Phone: )

2. CHANGE OF PRACTICE LOCATION: -

Current Practice Location: New Practice Location:

ATTN: 4201 BELFORT ROAD, SUITE 2004 Atn:

WOMEN'S MEDICAL GROUP, P.A. Street Address:

JOE ADAMS BLDG.

JACKSONVILLE, FL. 32216 City: State: Zip:
Phone: ( )

3. Chapter 4586, F.S., requires a background check to renew a license, please review the following data to verify that
_the tion is correct, please make any necessary. corfectmn k Thls' nformatton is cntrcat m ensu g that
background checks are attributed to the correct licensee. . . - .
Description Department Information Information is Accurate Correct Information
Social Security # (D Yes (D No
Date of Birth 07/18/65 D Yes (O No
Sex Female () Yes @@L
Race White () Yes () No
Race Options: White, Black, Native, Asian, Other, Hispanic & not given

4. COMPLETE THE FINANCIAL RESPONS!B!LITY FORM ON THE REVERSE SlDE OF TH!S FORM

5. MlLITAﬂY STATUS . ' ' L
I am requesting Mllutary Restnc ed Status (Mlhtary Restncted must submut proof of actnve mmtary 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 she!ters or to help staff dlsaster medrcat o
- assistance teams during times of emergency or major disaster? - t o

O VYes
7. THERE ARE TWO RENEWAL METHODS AVAILABLE: . ‘ ‘ ‘
A. Internet E-Renewal: Web address ttQ /lwww doh state fI us/erenewa
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 wolume, 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:

PIN Number:
License Number: ME 73993
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
e T B

File Number. 64867 20 20 Sequence Number: 1386 R0 00 A




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.458.320, Florida Statutes.

CATEGORY | - CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

1. Idonot 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 account in 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. | 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.

(D 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. 624.09, 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.
Hfurther certify that | have been continuously insured with an entity as outiined above for the past two years (retroactive coverage)
orif 1 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 recepfion 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. 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. Ihold alimited license issued pursuant to s. 458.317 or 459.0075, F. S, and practice only under the scope of the limited license;
D8, Idonot practice medicine in the State of Florida;
C209. I meetall of the following criteria:

(a) I have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
(b) I 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) I 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) 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
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

C>10. 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).




Active Dispensing Medical Doctor License # ME 73993 expires January 31, 2007.

The fee of $554.00 and the renewal notice must be postmarked on or before January 31, 2007.
Renewal notices postmarked on or after February 01, 2007 require renewal and delinquent fees of
$939.00.

"DEPARTMENT USE

This address will be used for ali correspondence from the Department of Healith. This address will be printed on your license and posted on the Internet.
KIMBERLY PAULINE VAN SCRIVER 4311 SALISBURY RD N
4311 SALISBURYRDN JACKSONVILLE, FL 32216

JACKSONVILLE, FL 32216

Florida Statutes 456.039(1) and 456.0391(1) require that you update your profile at renewal. Please review and confirm the
information in your profile before completing your renewal. Each practitioner who applies for license renewal must, in
conjunction with procedures adopted bythe Department of Health, and in addition to any other information that may be required,
furnish the mandatory reporting requirements.

Note: A practitioner must submit updates to their profile within 15 days of any changes, 456.042, F.S.
You may review/update your profiling information by visiting the following link, www flhealthsource.com . Use the login
information provided on this notice. If you still choose to manually submit your information after visiting our website, please print
out your profile using the print friendlyversion and make anychanges directly on the profile. Please include your updates, if any,
along with your other renewal information.
| have reviewed and confirmed the information in my profile. )

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: Visitwww flhealthsource.com, from our main page, select Licensee/Provider, go to the Practitioner
Logon box located 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. The system will be available for renewals
until midnight, Eastern Standard Time (EST), January 31, 2007. To use the online system, you will need the following
information:

Account ID: Password:

{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.

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

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

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 examinhation or by com pleting other reactivation requirements.

File Nurber. 64867 Sequence Number: 28 R 0 O

Profession Code: 1501 20
Please make changes to your license information in section 7 on the BACK of this form.




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 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.

tastNeme: | | | | [ L LI TLTTETPTT]]
eostvame: | | | LT LT

L]
Adart: | | | ]
Addr2: 1 l | I
a [T

State: D] Zip:

prone:( (| [ | D[ LR 1]

If mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a smooth
renewal. If renewing by mail, allow 2-4 weeks processing time.
REQUIRED: (__D Renewal notice

(> Check or Money order written to Department of Health

(> Financial Responsibility form (check only one item on the FR form)

(D Updated paper copy of Profile, if you are mailing your renewal notice

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

Q | wish to change mystatus from active to inactive. The fee for an inactive receiptis $415.00. The fee for inactive after January
31,2007 is $900.00.

() I'am requesting Miltary Active Status. (You must submit proof of active military duty. Atach a copy of your current active duty
orders or a letter from your Commanding Officer.) The fee for military active is $00.00.

Q l am requestu/ng réﬁréastatu'smThe fee for retired status is $55.00 postmarked on or before January 31, 2007. The fee for h
retired status on or after February01, 2007 is $540.00.

C) I wish to dnscontmue 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 $454.00 is due on or before January 31, 2007. Renewal notices
postmarked on or after February 01, 2007 require a renewal fee of $839.00.




Active Medical Doctor License # ME 73993 expires January 31, 2005.
The fee of $454.00 and the renewal notice must be postmarked on or before January 31, 2005.
Renewal notices postmarked on or after February 1, 2005 require a renewal fee of $839.00.
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This address will be used for all correspondence  This address will be printed on your license
from the Department of Health. and posted on the Internet.

KIMBERLY PAULINE VAN SCRIVER AWOMAN S PLACE OB/GYN

4311 SALISBURY RD N 836 PRUDENTIAL DR STE 1506
JACKSONVILLE, FL 32216 JACKSONVILLE, FL 32207

(904) 855-4211

Go to www.doh-mgaservices.com and renew your license, change your address, update profile information, and confirm
information maintained bythe Department. Listed below is your user id 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.

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-mqgaservices.com go to the Practitioner Logon box, select your profession
and enter your 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, Eastern Standard Time (EST), January 31, 2005.
To use the online system, you will need the following information:

Account ID:
Password:
(Note: Account Id and Password must be entered exactly as they appear.)

The online renewal system will allow practitioners to update their addresses, update profile information 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 éubmlttlng the appropriate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Nurmber: 64867 Sequence Number 12 0D 0. A

Profession Code: 1501 20 20

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



To indicate changes in any section, complete the change indicator oval like this v
When providing updated information, print each character inside the box like this A

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one ¢
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.

stime:| | [ | [ [ [ [ LI TPIQPTTTTTT]
FwstamelllIlllllllllllH
||| OrSrllletc) Qualifier:

Middle Name:

[T T Jemnonsee

Attention:

Street Addr1:

HNNERREED

Street Addr2:

S N S—

ms to ensure a
smooth renewal. If renewmg bymail, allow 4-6 weeks processing time.
REQUIRED: () Renewal notice

(D Check or Money order written to Department of Health

(D Financial responsibilityform {check only one item on the FR form)
(O Mail to: PO Box 6320, Tallahassee, Florida 32314-6320

D | wish to change mystatus from Active to Inactive. The fee for an inactive receipt is $415.00. The fee for inactive after
January 31, 2005 is $900.00.

Q I am requesting Miitary Restricted Status. (You must submit 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 is $00.00.

Q‘ 1o dispe I drugs fo mm practice tocation and I understa y
dispensing records will be conducted. The fee for registration as a dispensing practitioner is $400.00 in addition to
your renewal fee.




£66€.

912ze 14 "ITUANOSHOVI

v0Z¢ 318 AMMd LNIOJHLNOS £189
NADEO ‘NINOM ¥Od4 J0oVId V
HINFOS NVA ININNYd ATHIGNIM



'G6G0-887 (0G8) 1e 18uaD 18D YOI 843 J0BIUOD ¢SUOIISSND
‘6002 ‘L€ Aenuer uey) aaje| ou pajiLgns 8q [SNI SIemaual |[e Jsquisiusy

‘pieo}sod Siyj Jou ‘9o1jou (emaual syl apnjoul IS W AQ sjemausy
‘BUIUO ASAING S010PUOAA URIDISAUd 2y} a18jdw oo 0} paydwioid aq (|im No A

jlew e Juswded 1n0A ypm Juigns O} 2010U jemaual InoA Julid g
BUH-UO MBUSY B
uondo [emMaual JInOA J08|9S pue asuadi] Mauday oD T
‘ul 6o| pue ssuadi A mauay NouD |
:sdo}s 959y} MO||0) pue UI0D @DINO0S | EaH 14" MM OJUo Boj aseald

'00°L6¥$ S! jemaual
SIy} Jo} anp 93} [B10} SY1 '600Z ‘L€ Auenuer ‘Aepinjes Uo ((ST) oWi piepuels
uiaise WblupIW Je alidXxa || £66SL I # 9SUSDIT 10100 [ROIPSIN JNOA



912z T4 "FITUANOSHOVT

r0ZZ 1S AMMId LNIOdHLNOS 2189
NADEO ‘NIWOM ¥O4 AVId ¥
ANITNYd ATHIGNIN “HIAIHOS NVA

wxx UONJRWLIOU| 3SUDDIT JUeMIOdWy .,

Ore9-rlECe eplold ‘sasseyeje]
Oreo xogd'0O'd
@oueInssy Ajlieny) [ealpel 4o UoisiAig




‘¢ uondo
‘GBGO-88F (0GR) 1B BN (8D YOI 841 Joejuoo asesld 'suocisanb Aue aaey noA J|

‘Wa)sAs uoieulojul sjuswueda syl alepdn o sabueyo

WIYUOD,, UO 2110 0] IHNS 39 ‘ajyoid 1noA o] sabueys axew nek J piomssed pue
dl Junod9Y JnoA yim uiboT pue ‘J140dd MIIA U0 3210 HIAIACYJ/IISNIOI
109188 W0 SIINOSYIESH 14 MWW Bullisia AQ auijuo uoijeuuojul

ajuo.d sauoyiioeid JNoA Jo AdeInooe ayj WIYUoD pue siepdn ‘manal ABui NOA

‘sabueys Aue JO SABD G| Uiylim

sajepdn ajyoid Jwgns 0} oA salinbal ‘seniels Bplold ‘ZH0 9GS UOIl0asS ‘Uuoilippe
U} ‘asua9i| JnoA Buimsual aloeq sjuoid inok ajepdn ‘ejeudaidde il ‘pue manel 0]
paiinbai aie noA 'SUUsW G JX8U 3} UiYIm [EMBUSI JO) PajNpayos Si SUa0l JNOA




-LpS002891eee:

912Z¢ T4 "ITNANOSHOVI

¥0¢< 31S AMMd LNIOJHLNOS £189
NADEO ‘NIWOM ¥O4 JoVId ¥
HINFOS NVA ININNYd ATIIGNIA

0S-€66E. 0GP0 01O 900 xsx OLNVY xax



'G6G0-88% (0G8) 1B J2IUBD ||BD YOW BUII0BIUOD ;Suoisany 98} juanbuijep e pioae o}
13pJo Ul | 10Z ‘1€ A1enuer uey) 1931.} ou pajlwgnNs g TSN S|eMaual jje ‘Joquaway

‘UOGE WIOLUI 810 Ul 10} [ WIIY SME|[ED UIjSA[J 91€15 | Op MMM/ U
HSI 9sea|d "asuasijinok maual o} Aijige Jnok Joaye Ae w “"S'4 ‘G£90 0GY uoloses

"s)ipalo uogesnpa Buinuguoo snok
Moes pue uogdussqns jeuoido inok aseyoind o} 3qII9SGN §/ W10 19) 0100 MMM I SIA

"pJeolsod Siyp1ou  uLo) [emaual U apNnoUl LSNIW HEWAQ S|emausy
"auljuo Asaing a210PLIOAA URIISAYd 2y} aieid woo o) payd wold aq [jim noA

jlew ewnjus whedinoh Y mwgns o} 8o4ou jemaual InoA juid g
BUII-UO MmBUSY ‘B
:uoRdo jBmBUSI INOADS|SS pUB ISUIDNT MBUIY OI[D 2
‘Ul Boj pue SsUDIT A MUY HOID 'L
:sda)s asay] mojjo) pue UIOIIDINOSYIEIH T4 MMM oLuo Boj asesid

‘1402 ‘b ¢ Arenuer ‘Aepuoly uo (153) swiy
piepuBlS WalseT JyBlupiw je siidxo 1M €66EL T # OSUDIT J0)0(] [BOIPOJ INOA



9122¢€ 14 ‘FTHANOSHOVT
¥02¢ 31S AMMd LINIOdHLNOS £189
NADEGO0 ‘NIWOM HOL4 30V1d V

HIAIHOS NVA ININV ATHIGNI
+xx. UOIIEOLHION [BMBUSY 9SUBIT 4

6E8Y-L/9€€ BplOj4 “edwe|
6£81 x08 'O'd
a2ouRINSSYy b:mnc {edIpa JO UOISIAIQ

RN




"6650-881 (058) 18 48)UD ||BD YO 8Y1 10BIU0D Suoiiseny 99 juenbuyiep e
PIOAE O} Japio Ul £1,0Z ‘1§ Atenuer ueyj Jajef ou papwqgns ad TSAN Slemausl (@ 48quistusy

‘U0 BWLIOJUI 810w IO} [T SME[EDUIjSTT [ 9)e]5 O p MMM diiij|
JISIA 8ses|d "asus9i| NoA mausi o} Ajtjige Jnok 19aye Aew g4 ‘GE90 95 UONOBS

‘Sjipalo uofesnps BuINUUCY INOA Xoes
pue uonduosgns FEUORAO JnoA aseyoind o} SaUISHNS]UIC 18301009 MMM JISIA

'p4eojsod SIy} JOU ‘LIO) [EMBUS BY) 8pNoUl 1SN lew Aq sjemausy
"auljuo ABAING B2IOPHOA UBIDISAY4 8y} 93e|dwod o} pajdwoid 8q [jim NOA

(lew ejA jusAed JNoA YIm HWIGNS O} 830U [emaUal INOA Juld g
BUI-UO MBUBY B
:uoido [emaual iNoA J08|8S pUB ISUDLT MBUBY YD 2
‘uy Boj pue asuaap A mauay Yo 'L
:sdajs esay) MO||0} pue THOIIINOSIEH T4 MMM 0juo Ho| ssesjd

£10Z ‘1€ Adenuer ‘Aepsiny} uo
(153) swiy prepuels uisjses ‘Jybiupiw je adxa [IIM €66 W # 9SUBIIT JOJO0(] [EJIPOI INOA






