STATE MEDICAL BOARD OF QHIO

PRE~-APPLICATION SCREENING FORM )
2130/%

PLEASE TYPE THIS FORM TO AVOID DELAYS IN PROCESSING

ANSWER EACH QUESTION COMPLETELY; IF ADDITIQNAL SPACE IS NEEDED, PLEASE ATTACH EXTRA SHEETS—.l

NAME : CARHART LeROY HARRISON
LAST (Surname) FIRST NTDOLCE SOFFIX (Jr..11)
ADDRESS: 105 Eest Missiou Avenue, Bellevue, Lebraska, €¢30C5 USA
. “$TREET £ NUMBER TITY STRTE 1P TOONTRY
| TELEPHONE: BUSINESS: (402 ) 292-4164 HOME: ( %C2) 291-4660 -
. —AREA CODE ¥ NUMBER T AREA CODE & NUMBER
BIRTH DATE:UCT/ 26 7 1941pyary pLace: Treston, ¥J Hercer county
“MO/OAV/YR TITY STATE TOUNTRY

TMEDICAL EDUCATION|

ARt A e 5 e

MEDICAL SCHOOL, ... . i it Broad & Vine Philadelphia, Pa.
OF GRADUATJon-Hahnemann University
E STREET ADDRESS CITY  STATE COUNTRY
I, /g9 v 123/ 73/ M.D / /173
ate ate
] OTHER MEDICAL
, SCHOOLS
ATTENDED: TONE
{IF “NONE mmrmz—“m"mnm—— CITY  SIATE COUNTRY
ENTER “NONE")
!/ !/ /
ate ate N

/ /! !/ /
FROM (date] 10 (date] REASON EDUCATION NOT COMPLETED AT TAIS SCROOL
E.C.F.M.G. CERTIFICATE: YES NO NUMBER : DATE ISSUED__ / /
| FIFTH PATHWAY |

FIFTH PATHWAY
PROGRAM AT: NONE AFFILIATED WITH:
(IF “NONE", “WOSPITAL OR INSTITOTION ~— NAME OF MEDICAL SCAOOL
ENTER "NONE)
ADDRESSS : DATE: _/ [/ [/ [/

STREET ¥ WUMBER —XITY STATE . Z1P FROW 10
QUALIFYING EXAM TAKEN: DATE: / /

| POSTGRADUATE TRAINING

[=5]
~J

‘ ‘ -

LIST ALL POSTGRADUATE TRAINING (INTERNSHIP, RESIDENCY OR CLIMJ CALIFELLOWSHIP), UNDERTAKEN IN THE

U.S. TYF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEETSZZ
\ 4

-—

WS AFB, Maryland :_—f pey

HOSPITAL:

POSITIONROtating Internship prpaRTMENT: N DATE:tﬁulﬁ 1/73 Jun 30 /74
= © T FROM 10
1 HOSPITAL: = jtal Broad & Vine philadelphia, Pa
i POSITION: Resident DEPARTMENT: Sery DATE:July 1 /1974 Jan/ 26/ 1976
~—TROM 0

HOSPITAL: Atlantic City Medical Center, Atlantic City, New Jersey
~

, WNE STREET ANDRESS Ty 7 STATE

{ POSITION: Surgical Resideat DEPARTHENT:DsDugsery pate: 227 29 7% gun po ge
i 10

| HOSPITAL:

3 NARE STREET ADDRESS cITy STATE

% POSITION: DEPARTMENT: ' DATE: __ / [/ /_/

FROM 10




[ LICENSES IN OTHER COUNTRIES |

LIST ALL FOREIGN COUNTRIES IN WHICH YOU HOLD OR HAYE HELD A FULL RIGHT TO PRACTICE MEDICINE AND
SURGERY. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET,

COUNTRY: ISSUE DATE: /1 LICENSE # CURRENT:YES__NO_

COUNTRY ISSUE DATE: !/ LICENSE # CURRENT:YES_ NO__

[ LICENSES IN THE UNITED STATES]|

LIST ALL STATES IN WHICH YOU ARE OR HAVE BEEN LICENSED TO PRACTICE MEDICINE AND SURGERY

OR OSTEOPATHIC MEDICINE AND SURGERY. INDICATE THE LICENSE NUMBER, DATE OF ISSUANCE, WHETHER OR
NOT THE LICENSE IS CURRENT, AND THE BASIS OF LICENSURE (E.G., FLEX EXAM, ENDORSEMENT OF OTHER
STATE LICENSE, ENDORSEMENT OF DIPLOMATE STATUS, ETC.) IF ADDITIONAL SPACE IS NEEDED, PLEASE

ARG AN BT TR0 Ratded 1312016 L0 ensuning LLoui

stare: _ en”” ISSUE DATE: Sey27 A97T4L1CENSE #:35665 CURRENT: YES__ N0 X%
BASIS OF LICENSURE: FLEY
STATE:Rebraska ISSUE DATE:OCt /L7 /79 LICENSE #: 15162 CURRENT:YESX No__

BASIS OF LICENSURE; Reciprocity

STATE: IOWA ISSUE DATE: OCTAS /82 |ICENSE #: 23312 CURRENT:YES* X0

BASIS OF LICENSURE: Beciprocity

[ FLEX EXAMINATIONS |

LIST EACH AND EVERY FLEX EXAM WHICH YOU HAVE TAKEN WHETHER IN OHIO OR ANY OTHER STATE, TERRITOR
OR PROVINCE. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

STATE:pennysylvania DATE TAKEN: May 1974 PASS: ¥XX FAIL:
STATE: DATE TAKEN: PASS: FAIL:
STATE: DATE TAKEN: PASS: FAIL:
STATE: DATE TAKEN: PASS: FAIL:

| ADDITIONAL ELIGIBILITY INFORMATION -ANSWER ALL QUESTION§1

DIPLOMATE OF THE NATIONAL BOARD OF MEDICAL EXAMINERS?  YES NO DATE /1

DIPLOMATE OF THE NATIONAL BOARD OF QOSTEOPATHIC MEDICAL EXAMINERS? YES NO DATE _/ /

A LICENTIATE OF THE MEDICAL COUNSEL OF CANADA? YES __ NO ___ DATE _ / /
A U.S. CITIZEN? YESxXx NO __ BASIS OF CITIZENSHIP_ Birth DATEOCt 26 /41

A GRADUATE OF A MEXICAN MEDICAL SCHOOL? YES __ NO XXX DATE /1
DEGREE OBTAINED (CHECK ONLY ONE) _ ACTA __ TITULO ___ MEDICO CIRUJANO
OHIO RESIDENT AT THE TIME OF ADMISSICN TO MEDICAL SCHOOL? YES __ NO _yy
IF YES, GIVE FULL ADDRESS AT THAT TIME:

STREET ADDRESS CITY STATE 1P
CERTIFICATION
I, LeROY HARRISON CARHART » HEREBY CERTIFY THAT I AM THE

PERSON REFERRED TG IN THE FOREGOING SCREENING FORM; THAT THE
STATEMENTS THEREIN ARE STRICTLY TRUE IN EVERY RESPECT AND THAT I

HAVE READ AND D THIS-CERTIFICATION.
W Eé rf/ ) Noyegﬁr_&._l%?

RETURN TO:  STATE MEDICAL BOARD OF OHIOQ
65 SOUTH FRONT STREET ROOM 510
COLUMBUS, OHIO 43266-0315




&V\W s

APPLICATION FOR MEDICAL & OSTEOPATHIC LICENSURE

=
1§ (ALL RESPONSES MUST BE TYPED
tf‘L N STATE MEDICAL BOARD OF OHIO
chn /-,LTZLL 65 SOUTH FRONT STREET ROOM 510
Biiws p 74 COLUMBUS, OHIO 43266-0315
. 5'/ -4
ALL RESPONSES MUST BE TYPED
1. SOCIAL
SECURITY :
NUMBER Redaction
2. FULL NAME
(Use no
initials) CARHART LeROY HARRISON
“LAST (Surname) FIRST WIDDLE SUFFIX (Jr., 1)
3. NAME
(As you pre-
fer it
inscribed on
your Ohie .
Yicense) XERAE XK CARHART LeROY Harrison
“LAST (Surname) FIRST MIDDLE - OSUFFIX (Jdr., 11D
4. ALTERNATE
NAMES
(IF "NONE"
ENTER
“NONE") NONE
TAST (Surname) — FIRST MIDDLE SUFFIX (Jr., I1)
5. PHYSICAL )
DESCRIPTION 6'O" 220 Blond Blue None
6. SEX MALE (X FEMALE [ 1] FOR STATISTICS ONLY (Optional)
1. CITY IN
OHIO WHERE
YOU PLAN
TO PRACTICE: Warren
CCLiY OR COUNTY
8. SPECIALTY
BOARDS NAME OF BOARD CERTIFIED YEAR
(USA, Canada SPECIALTY BOARD YES NO CERTIFIED COUNTRY
and foreign
countries)
NONE [] []
I am eligible to sit the
General Surgery and Emergency (] (]
Medicimm Boards—
[1] []
[1] [
FOR OFFICE USE ONLY kL A 35
/—5’ _e
s A ddy g e lns
3
=2

***PAPERCLIP (DO NOT STAPLE) YOUR CBECK OR MONEY ORDER HERE***



RESUME

List ALL activities in chronological order from the date of medical school graduation to the
present time using MONTH and YEAR. For any non-working time you must state on the resume
exactly what your activities were, such as "vacation" or "looking for residency program®, as
well as your permanent address for this period. For any time in which you worked for an
"emergency medical group” or did locum tenens you must Tist all hospitals where you worked. If
in private practice, indicate the hospitals where you hold or have held privileges and include -
complete addresses. Failure to include compiete addresses will result in delay in processing
your application. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate the
percentage of working time spent in clinical and administrative duties. If you require more
space attach separate sheets.

ENTER NAME OF HOSPITAL/ /Ll'ip A

DATES UNIVERSITY WHERE TRAINED KT ~

IN OR EMPLOYED, OR OTHER )

CHRONO- WORKING OR NON-WORKING

LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN,

ORDER ADDRESSES DEPARTMENT % 2
Malcolm Grow USAF Hospital Intern-Rotating

l 7 73 I Andrews AFB, ML kedicine 100

a. month year Hospital/University/Other {

T0
6 | 74
month year Street Address City/State Zip

7 |74 Hahnemann Medical Col & Hos Surgery 100
b. month year |Hospital/University/Other

Broad & Vine Streets
To Philadelphia, Pa 19102-1162

1 76
month ~ year |Street Address City/State Zip

1 %J ZJ Atlantic City ked Center
c. month year Hospital?Univer%ity/Other t

Atalntic City, New Jersey Surgery 100

month ~year | Street Address City/State Zi

7 | 78| |offutt AFB Hospital 4  Surger
d. month year HospitaI/Univers?ty/Other i gery & 25
e o
Offutt AFB, Nebraska 68113 Q'
T0 N
2 85 E =
month year | Street Address City/State Zipi:
2 85 : H
Bellevue Health & Emergency Lenter
e. month year | Hospital/University/Other Emergency Med 85 15
10 105 East hissia Ave

Bellevue, lebraska
} Prefent
month  year LStreet Address  City/State Zi L




S

NTER NAME OF HOSPITAL/

DATES NIVERSITY WHERE TRAINED
IN OR EMPLOYED, OR OTHER
CHRONO- WORKING OR NON-WORKING -
LOGICAL ACTIVITY AND COMPLETE POSITION & CLIN. ADMIN.
ORDER . ADDRESSES DEPARTMENT L3 3
f. month year Hos;Xta]/University/Other
TO
month year |Street Address City/State Zip
g. month year |Hospital/University/Other
T0
month  year |Street Address C\ty/State Zip i
h. month year |Hospital/University/Other
T0
month year |Street Address City/Stat Zip
i. month year Hospitaﬂ/University/bther
0
monfﬁ'l yea‘r] Street Address City/State 2
j. month year |Hospital/University/other
T0
mon year | Street Address City/State Zip ‘
k. month year |Hospital/University/Other \\
T0
month  year | Street Address City/State Zip
1. 'month year |Hospital/University/Other
LD
month year Street Address City/State Zip
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AMG
FORM 1

CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physicians must be sufficiently acquainted with the applicant for
at least SIX months. Relatives may not serve as recommending physicians. Recommending
physicians are strongly urged to include additional comments. This form must be notarized. All
questions must be answered. This form is not intended to standardize the recommendation or
restrict it in any way. However, its form is designed to insure that certain information is
included.

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT IS ATTACHED

I, ‘\:“‘-PW\ M (%L)vr‘b\ , a licensed and practicing physician 1n the state of
Name of Recommending Physician )
N e braska. affirm that Z_eQ CJQ’W“L\O‘F‘—‘ , has been known
Name of Applicant
to me personally and professionally for / years and that he/she is of good moral and
ethical character., Further, the photograph affixed hereto is a genuine likeness of the
applicant. I offer the following support of his/her application for full licensure:

I rate his/her medical knowledge and technique as: MQ\Q@\———

His/her command of the English language is: exce \oml ™

I rate his/her ability to work well with peers and medical staff as: oxceilent —
His/her relationship with patients is: redi-2l

Additiona) comments:

I hereby recomme
Ohio.

him/her for ful] licensure to practice medicine/osteopathic medicine in

A?‘ ' 's{fev?»-\ M @Séorv\

Signature of Recommending Physician . Name of Recommending Physician
(Please print or type)

MG 42% Dewey . Owahe NE 6BI6S™ 402~ SST- 7200

Address of Recommending Physician Telephone Number
(Include City, State, Zip) (Include Area Code)
Nebreskea_ 17 344
(SEAL) State of Licensure and License Number

of Recommending Physician

Subscribed and sworn to this _ /. Z day of %,;,,Z , ‘190// .

4 Wgﬁ\ £ //Mé,,& ya

2037/

—

Date (i

WHELAN
Uy Oun_£xp Sept 12, 1991

oc
Gyv..iump‘&_vﬁqh return to:
STATENMEDFEAL BOARD OF OHIO
65 SOUTH FRONT STREET, ROOM 510
COLUNBUS, DHIO 43266-0315

un
o

ST

ture of Applicant

F—/-PE
ate Photo Télgen

51



FORM 1
CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physicians must be sufficiently acquainted with the applicant for
at least SIX months. Relatives may not serve as recommending physicians. Recommending
physicians are strongly urged to include additional comments. This form must be notarized. All
questions must be answered. This form is not intended to standardize the recommendation or
restrict it in any way. However, its form is designed to insure that certain information is
included. : ’

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT IS ATTACHED

I, ENRIQUE de la GUARDIA , a licensed and practicing physician in the state of
Name of Recommending Physician
NEBRASKA affirm that LeRoy H. Carhart , has been known

B M T A5, X ot e o M3

Name of Applicant
to me personally and professionally for 3 years and that he/she is of good moral and
ethical character. Further, the photograph affixed hereto is a genuine likeness of the
applicant. I offer the following support of his/her application for full licensure:

1 rate his/her medical knowledge and technique as: 55227~:u?7

His/her command of the English language is: “/262?7—-u¢;

I rate his/her ability to work well with peers and mediégl staff as: [ a”
His/her relationship with patients is: A 4 - o
Additional comments: i )

I hereby ommend him/her for full licensure to practice medicine/osteopathic medicine in

Ohio.

GRS JonA Joo (Feek 402 - 3BEE3 TY
Address of Recommending Physicjan ) TeTephone Number =
{Include City, State, Zip) Cfl}‘kﬁlzﬁ»¢45455 (Include Areaélode’”’

s 16 T2

(SEAL) State of Licensure and License Number
of Recommending Physician

Subscribed and sworn to this 19 day of el 19 92% .
ST /

A -50

Date Commission Expires

ST DRT PHOTO Upon completion return to:
g STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET, ROOM 510

COLUMBUS, OHIO 43266-0315

e e ——

ety A
J7F

Date Photo/laken .



AMG

8
FORM 2 %

B T

CERTIFICATE OF POST-GRADUATE TRAINING 3 '
8

MAIL TO HOSPITAL OR INSTITUTION OF POSTGRADUATE TRAINING IN THE U.S. OR CANADA

Dear Sir:

I am applying for a license to practice medicine in the State of Ohio. The State Medical Board
of Ohio requires that my postgraduate training be certified. Please complete the form and
return it directly to the State Medical Board of Ohio at the address listed below. Thank you.

This certifies that LeROY HARRISON CARHART

has rendered satisfactory

T{Name of AppTicant}
and continuous service as a(n)

at Atlantic City Medical Center

[ ] intern
{X] resident in General Surgery
[ ] clinical fellow {Department)

{(Name df’Hosp1taQ}47‘)
from January 31, 1986 e

(CompTete Address of Hospital)

to June 300 19?8 R It is

beginning {month/day/year}

further certified that the above named

and that the training

{SEAL OF HOSPITAL)

ending (month/day/year)

[x} was awarded a certificate on June BO ;1978

[ ] was not [month/day/year)
] was accredited by ACGME/AOA.
[ ] was not

Moot P Rocelall, # O

~Name (Please print or type)

3/4/&17
]

Date

- If the hospital has no seal, please indicate and have form notarized.

Upon completion return to:

STATE MEDICAL BOARD OF OWIO

65 SOUTH FRONT STREET, ROOM 510
COLUMBUS, OHIO 43266-0315

by A, ¥ A Wy

s ey -
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COMMONWEALTH OF PENNSYLVANIA Rt; Live
DEPARTMENT OF STATE
; BUREAU OF PROFESSIONAL AND OCCUPATIONAY mEMIRS
P.0. BOX 2649
HARRISBURG, PA 17105-2649

"85 MWAR 15 P4:23

LEROY HARRISON CARHART
105 EAST MISSION AVE
BELLEVUE NE 68005

MARCH 7, 1988

.. STATE BOARD OF MEDICINE

LEROY HARRISON CARHART

MEDICAL PHYSICIAN AND SURGEON

é TO WHOM IT MAY CONCERN:

THIS IS TO CERTIFY THAT THE ABOVE NAMED PERSON IS LICENSED AND CURRENTLY
REGISTERED IN THE COMMONWEALTH OF PENNSYLVANIA, DEPARTMENT OF STATE, STATE
BOARD OF MEDICINE.

THE RECORDS OF THE PENNSYLVANIA STATE BOARD OF MEDICINE SHOW NO DEROGATORY
INFORMATION AGAINST THIS PERSON.

ORIGINAL LICENSURE DATE: SEPTEMBER 27, 1974
EXPIRATICN LCATE: DECEMBER 21, 1988
LICENSE NUMBER: MD-035665~L

George L. Sheulin

George L. Shevlin
Commissioner

i i s i TN SN e A PR




FORM 3 MB
CERTIFICATE OF STATE BOARD
***T( ALL STATE BOARDS-D0 NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED**+*

CH -
This form must be completed for applicants who are applying for etidorsement of another state
Vicense based upon examination in that state.

‘88 MAR 15 P4:23

Acting on behalf of the Pennsylvania Medical Board

Name of State Board
1 do hereby certify that Dr. LeROY HARRISON CARHART
Name of Licensee
was on the 27thday of September 1974 , granted a license to practice

i i . Pennsylvania
Nedicine & Surgery in the State of Y based upon
written examination of:
ki FLEX Examination administered in this state [ JWritten examination prepared by this
state
[ ]Examination administered in , [ 10ther (Please specify)

but accepted as if taken in this state

[ further certify that the aforesaid physician in his/her written examination before this Board

on , obtained a general average of or a FLEX
Weighted Average of in the following subjects: .
SUBJECT PERCENTAGE SUBJECT PERCENTAGE
or a Component I Score of on / and Component Il score of on
month/year

/ ) .
month/year
Is the applicant currently the subject of a pending investigation by a licensing or
disciplinary authority in your state? YES NO CANNGT ANSWER UNDER CURRENT
STATE LAW

If yes, please attach details. Include information as to whether licensee is aware of
investigation.

Have formal disciplinary proceedings been initiated against applicant or applicant's license by
1 disciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT
STATE LAM

If yes, please attach details.

{as the applicant ever been warned, censured or in any other manner disciplined or has
applicant's license been revoked, suspended, or in any other manner limited by a licensing or
lisciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT
STATE LAW

If yes, please attach details,

W0TE: If any portion of the above certification is deleted or modified, please attach an
:xplanation.

(AFFIX BOARD SEAL)
{NOT VALID WITHOUT SEAL)

Signature of Secretary, President
or Executive Secretary, Original
signatures only, names stamps will
not be accepted.

Jpon completion, return to:

VTATE MEDICAL BOARD OF OHIQ Date
i5 SOUTH FRONT STREET, ROOM 510
:0LUMBUS, OHIO 43266-0315

-t b

I A B A P A e AR 4

ot







FORM 4 AHG
VERIFICATION OF LICENSE
1 am applying for a license to practice medicine or osteopathic medicine in the State of Ohio.

The §tate_Medigal Board of Ohio requires that this form be complet8l:by each state or Canadian
province in which I hold or have held licenses, whether now curréitibr-not. Please complete

the form and return it directly to the State Medical Board of Ohio at the address listed below.

Thank you, %8 MR 15 p4:23
| TO BE_COMPLETED BY APPLICANTS |
N
LeROY HARRISON CARHART, M.L. MD-035665-1 Sept 27, 197
Name in Full License Number Issue Date
105 East Mission Ave
Bellevue, Nebraska 68005 October 28, 1941
Complete Address {Include z{p code} . Date of Birth
Hahnemann Medical College and Hospital
Philadelphia, Pa. June 3-’1973

Medical Schoo! Graduation

I hereby authorize the licensing agency of the state or province of Pennsylmania
to furnish the information below to the State Medical Board of Ohio.

[ T0 BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE |

State/Province Name of Licensee

License Xumber Date Issued
Is license current? -
If not, please explain

What i1s the basis of the [icense?

[ 11. Flex examination in [ 14, LMCC
[ ]2. Mritten examination prepared by this { 15. Endorsement from

state or province State/Province
[ 13. National Boards [ 16, Other (Please Specify)

s the applicant currently the subject of a pending investigation by a Ticensing or
‘isciplinary authority in your state? VYES NO CANNOT ANSWER UNDER CURRENT STATE
AW

1f yes, please attach details. Include information as to whether licensee 1s aware of
investigation.

ave formal disciplinary proceedings been initiated against applicant or applicant's license by

disciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT
TATE LAW

If yes, please attach details.'

as the applicant ever been warned, censured or in any other manner disciplined or has
pplicant’s license been revoked, suspended, or in any other manner limited by a licensing or

isciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT STATE
W ’ T — -

1f yes, please attach details,

JTE: If any portion of the above certification is deleted or modified, please attach an
tplanation.
{BOARD SEAL) ' Signed:
Title:
Date:

ORIGINALS STGNATURES ONLY, NAME STAMPS WILL NOT BE ACCEPTED.

ease return to: STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET, ROOM 510

0 Hunne AltYn a9are NI

e
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FORM 4 _ AMG

VERIFICATION OF LICENSE

I am applying|for a license to practice medicine or osteopathic medicine in the State of Ohio.
The §tate'Med1gal Board of QOhio requires that this form be completed by each state or Canadian
province in which I hold or have held licenses, whether now current or not. Please complete

%:e :orm and return it directly to the State Medical Board of Ohio at the address listed below.
ank you.

| TO BE COMPLETED BY APPLICANTS |

LeROY HARRISON CARHART, M.L. NML-15162 Oct 17, 1979
Name in Full License Number Tssue Date
105 East Mission Ave
Bellevue, Nebraska 68005 October 28, 1941
Complete Address (IncTude zTp code] Date of BIrth
Hahnemann Medical College and Hospital
Philadelphia, Pa. June 3.'1973

Wedical School Graduation

I hereby authorize the licensing agency of the state or province of _ p.hraska
to furnish the information below to the State Medical Board of Ohio.

4 44 : gi{‘ @ 2 g £F
1gnature o pTican ate

[ TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE |

State/Boosdooex Nebraska Name of Licensee LeRoy Harrison Carhart, M.D.

License Number 15162 Date Issued october 17, 1979
Is license current? .

If not, please explain

Reciprocity with the State of Pennsylvania
at 1s the basis of the Ilicense?

8 .
H 1. Flex examination in _Pennsylvania [ ]4. LMCC B
2. MWritten examination prepared by this ( 15. Endorsement f:ém S=m
state or province — Sﬁggﬁfprovince
{ ] 3. National Boards { 16. Other (Please™Specify)-
i - BV
. \3 B
‘s the applicant currently the subject of a pending {nvestigation by a licenggng or
lisciplinary authority in your state? YES NO X CANNOT ANSWER UNDER CURRENT STATE

AW

1f yes, please attach details. Include information as to whether licensee is aware of
investigation.

ave formal disciplinary proceedings been initiated against applicant or applicant's license by

disciplinary authority in your state? YES NO X CANNOT ANSWER UNDER CURRENT
TATE LAW

If yes, please attach details.'

as the applicant ever been warned, censured or in any other manner disciplined or has
pplicant's 1icense been revoked, suspended, or in any other manner limited by a licensing or

isciplinary authority in your state? YES N0 x CANNOT ANSWER UNDER CURRENT STATE
W i T -

Ifyes, please attach details.

JTE: If any portion of the above certification is deleted or modified, please attach an
tplanation.

(BOARD SEAL) Signed: % WW

Title: pplen I, Meeks, Director
Date: March 8, 1988

ORIGINALS SIGNATURES ONLY. NAME STAMPS WILL NOT BE ACCEPTED.

ease return to: STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET, ROOM 510

FOLEMRIIE NHTNA AIPRANC

ety

gy




FORM 4 AMG
VERIFICATION OF LICENSE

1 am applying for a license to practice medicine or osteopathic medicine in the State of Ohlo.
The State.Medlgal Board of Ohio requires that this form be completed by each state or Canadian
province in.which I hold or have held 1{censes, whether now current or not. Please complete

t:e Iorm and return 1t directly to the State Medical Board of Ohio at the address listed below.
Thank you.

| TO BE COMPLETED BY APPLICANTS |

LeROY HARRISON CARHART, M.T. NL 23312 Oct 15, 1982
Name in Full Ticense Number Tssue Date
105 East Mission Ave .
Beilevue. Nebraska 68005 October 28, 1941
Complete Address (include zip code] ) Date of Birth
Hahnemann Medical College and Hospital
Phi}adelphia, Pa. June 3»’1973

Medical School Graduation

I hereby authorize the 1icensing agency of the state or province of ICWA
to furnish the information below to the State Medical Board of Ohio.

1gnature Applicant Date

[T0 BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE |

State/Province __ o & DAAITA Name of Licensee

License Number AR3)7 Date Issued
Is 1icense current? \ 5252 :
If not, please explain

What 1s the basis of the license?

[ 11. Flex examination in [ 14. LMCC

[ ] 2. HWritten examination prepared by this £ 5. Endorsement from f;gﬁ}:
state or province tate/Province

[ 13. National Boards [ 16, Other (Please Specify)

Is the applicant currently the subject of a pending {nvestjgation by a licensing or
disciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT STATE
LAW o
If yes, please attach details. Include information as to whether licensee {s aware of
investigation.

Have formal disciplinary proceedings been initiated against applicant or applicant's license by
3 disciplinary authority in your state? YES NO 2; CANNOT ANSWER UNDER CURRENT
STATE LAW .

If yes, please attach details.

fas the applicant ever been warned, censured or in any other manner disciplined or has
ipplicant's license been revoked, suspended, or in any other manner limited by a licensing or

fisciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT STATE
AR i '

If yes, please attach details,

. WOTE: If any portion of the above certification is deleted or modified, please attach an
i ‘xplanation.

. (BOARD SEAL) : Signed:
§ Title:
! Date:

ORIGINALS SIGNATURES ONLY. NAME STAMPS WILL NOT 8E ACCEPTED.

\ease return to: STATE MEDICAL BOARD OF OHIO
65 SOUTH FRONT STREET, ROOM 510

ONLIHMRIIC NHTIN A9KE_N2C

e A =




AFFIDAYIT AND RELEASE

\FFIDAVIT AND The affidavit and release below must be completed
tELEASE OF by ALL applicants. The form must be notarized.
\PPLICANT 7 FaiTure of any applicant to submit the affidavit

completed and notarized with the application will
result in your application being returned to you.

5s  STATE OF NEBRASKA

COUNTY OF SARPY

I, LeROY HARRISON CARHART hereby certify under oath that I am the
jerson named 1n this application for a license to practice medicine or osteopathic medicine in
the State of Ohio; that all statements I have or shall make with respect thereto are true, that
I am the original and lawful possessor and person named in the various forms and credentials
furnished or to be furnished to this Board with respect to my application; and that all
Jocuments, forms, or copies thereof furnished or to be furnished with respect to my application
are strictly true in every respect.

I acknowledge that I have read the general information and instructions for all applicants and
the Routes to Licensure and I have answered all questions in ‘compliance with these instructions
and understand that the fee I submitted is not refundable or transferable.

[ further state that by filing this application for a license to practice medicine or
asteopathic medicine in the State of Ohio, I hereby authorize and consent to have an
investigation made as to my moral character, professional reputation and fitness for the
practice of medicine. I agree to give any further information which may be required in
reference to my past record. I understand that I will not receive a copy of any reports or
know their contents and I further understand that the contents of any investigative report will
be privileged.

I further understand that failure to complete this application as requested by the Board within
six months can be considered as abandonment of any request for licensure and that any fee [
submitted is not refundable or transferable.

I authorize and request every person, hospital, clinic, governmental agency (local, state,
federal or foreign), court, association, institution, or law enforcement agency having control
of any documents, records and other information pertaining to me to furnish to the State
Medical Board of Ohio any such information, including documents, records regarding charges or
complaints filed against me, formal or informal, pending or closed, or any other pertinent data
and to permit the State Medical Board of Ohio or any of its agents or representatives to
inspect and make copies of such documents, records, and other information in connection with
this application, subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Qhio, its agents or
representatives, and any person furnishing information, any and all liability of every nature
and kind arising out of investigation made by the State Medical Board of Ohio. I authorize the
State Medical Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal
or foreign); or to any hospital, nursing home, clinic, health maintenance organization, or
similar institution; or to any professional association.

I further understand that a certificate to practice medicine or osteopathic medicine in Ohio
will be considered on the truth of the statements and do jned therein or to be
furnished, which if false, can subject me to per ate.

. ,4%42;).

Z _
“Signaturé of Applacant
& W
Subscribed and sworn to before me this //  day of W 19 .
R Tl =
!mmuu | w% . W?_,

SANORA K. MSLROY ota ubiic nature
By Comms. Exp. Moy 27, 1008

(NOTARY SEAL) W ‘;2 / 79& )

Date Cdﬁ@}%siongzkpires

i
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State of Ohio co !
THE STATE MEDICAL BOARD Ay T : g
Suite 510 : 70 : |
Columbus, Ohio 43266-0315 : :
;
i
PRELIMINARY EDUCATION FORM :
My name IN FULL is__ CARHART LeROY HARRISON
LAST FIRST MIDDLE :
High School or
Equivalent: flamilton High School -~ EAST Hamiltor Twp. New Jersey USA
SCHOOL NAME CITY STATE COUNTRY !
Sey /57 Jun/ /60 YES
FROM {DATE] TO {DATE] DEGREE :
College or . . _ ] . ‘
Equivalent: RUTGERS . The State University New unswick, liew Jersey USA~"
CITY } STATE COUNTRY ;
\(ﬂ /o :
A\\\ Sey [€0 Juyg /¢4 34 Busin€ss Adm g
q§  FRONTDATE) TO TDATE] DEGREE ;
g_h i
A Saint Mary's University, San Antonio. Tezas  USA ‘
CITY STATL COUNTRY v
,% Seyf /77 Jarf ] 67 r
FROM (DATEY TO (DATE] . DEGREE
' D e P
} Aoy o man b//wr’, / /’7//4/ 1 9/@9*) /7.)’ 20D
i
s :
< @
T
v <
N
£ :
|
D
P
!
2




!
BRYANT L. GALUSHA, M.O.
EXECUTIVE VICE PRESIDENT

@The Hederation of State Medical Boards

To: Ohio State Medical Roard.

Subject: FLEY Scores

LEROY H CARHART

125 £AST MISSION AVE

RELLEVUE, NE
£BRRS

of the Ynited Btates 3 .
INCORPORATED RECE1¥§¥E
2630 WEST FREEWAY, SUITE #1386 DHlG S ‘rp\ ;‘?ﬁ.f@ BREADEN
FORT WORTH. TEXAS 76102.7199 ?“.ED‘CAACIRTE EXECUTIVE VICE PRESIDENT

18171 335-1141

g W 31 p3:4l

It 15 certified that the named physician took the Federationm Licensing

Examination on

the date(s)

entered below for the State Medical Licernsing

Board(s) listed and obtained the fallowing scores:

FIN: 41l@285@2

EXAMINATION DATE: D&/ 74
FOR INSTITUTION: 1529
BASIC SCIENCE

Aratamy s &7. 0@
Physiology: 75. 02
Biochemistry: 65. 22
Pathology: &S. e
Microbicolgy: &5. ap
Pharmacalogy: 78. 0@
Behavioral Sciewvce: . 2@
BRSIC SCIENCE AVE. : &3.2
CLINICAL SCIENCE

Medicirne: 71.022
Surgery: 75. @@
Obstetrics: 83. aw
Public Health: 73. 2@
Pediatrics: 75. 22
Psychiatry: 78. 2@
CLINICAL SCIENCE AVG. : 76. 8@

CLINICAL COMPETENCE AVG.: 8@.9%91a

FLEX WEIGHTED AVG. :

Furthermore:

PJwW

77.¢6@

* ¥ ¥ ¥ *

Date of Certificationm: QAZ/32/88

* ¥ X K ¥ ¥ ¥ ¥ ¥ *

A search of the Federation's Disciplinary

Data Banl

reveals no reported disciplinary

irnformation on the above rnamed physician.

Al



STATE OF OHIO
THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio X¥821¥ 43266-0315

DISCIPLINARY INQUIRIES \
Federation of State Medical Boards ) ~

2630 West Freeway, Suite 138
Fort Worth, Texas 76102-7999

The OHIO STATE MEDICAL BOARD
requests a discipiinary

search concerning the following individual:

CARHART, Leroy Harrisomn, MD

Name
105 E. Mission Ave.
Address
Bellevue, NE 68005
City, State and Zip Ha-.,-:mmmmfmmm
10/28/41 B T 130 D PSR
Dats of Birth '
Ay 2 0 1980
Social Security Number - LA
é‘?xz a *r 2
Hahnemann Univ R ANT L. CAL ngi :;::‘.I
— - e 12 TSI INT
Medical School of Graduation and Branch Loca
1973

Date of Graduation

Please mail the response to the following address:

Ohio State Medical Board

65 S. Front Street, Suite 510

Columbus, OH 43266-0315

ATTENTION: Dawn Cales

Licensure Assistant
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THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio 43266-0315

-

DATE May 17, 1988

Dear Doctor:
Dr. CARHART, Leroy H. who is/was

is applying for licensure in the State of Ohio. We would appreciate your assistance in
filling out the following evaluation so that we can process his/her papers for licensure.
Your immediate attention to this matter will be greatly appreciated by the doctor as well
as by us. Information provided is considered confidential under Section 149.43(A)(2)(a),
Ohfo Revised Code. Thank you for your time and assistance.

(1) How long have you known the doctor? é; ey

(2) What was/is your supervisory capacity? —A%M%
(3) At what hospital? :&16 & Z |

(4) How would you rate this doctor's medical knowledge and techniques? _Zliro]

(5) In your opinion, is this doctor a person of good moral and ethical chEZacter? ﬁ“ !(

(6) Does this doctor work well with peers and medical staff? <3444//
(7) Does he/she relate well to patients? LL/LQ//

(8) How is his/her command of the English 1angé§Le? (if applicable) 42u{l;t£

Emergency Medicine 2/85-present

(9) Would you recommend this doctor for licensure? ‘llZL//

Additional comments, please: (if needed, an extra sheet<z; paper may'be used)

Please return this form to the Ohio State
Medical Board at the above address,
Sincerely,

Nawn Caleo

Dawn Cales
Licensure Assistant

M.0)

¢ o

ignature of Doctor, pléase type or print ®

name legibly beneath -
(glkizth My Z:IEﬂmb? MO

_ 4?/%}’; mnd;zg‘l !lb_‘g‘bﬂ_ —S

Position :i

\c.

oare:__ S J2 Sk

Telephone No. “42 292 — 4/4‘,/ (Include Area Code)
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Of futt AFB Hosp S T L P
THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio 43266-0315

DATE May 17, 1988

Dear Doctor:
. -2/85
Dr. CARHART, Leroy H. who is/was Surgery 7/78-2/

is applying for licensure in the State of Ohio. We would appreciate your assistance in
filling out the following evaluation so that we can process his/her papers for licensure.
Your immediate attention to this matter will be greatly appreciated by the doctor as well
as by us. Information provided is considered confidential under Section 149.43(A){2){a),
Ohio Revised Code. Thank you for your time and assistance.

(1) How long have you known the doctor? :; /S

] .
(2) wWhat was/is your supervisory capacity? (LA 157272’, /
(3) At what hospital? 54»4/4»,2' £ %/47: //a/c:;/c g‘*/ﬁ// / y

(4) How would you rate this doctor's medical knowledge and techniques? (:;29

(5) In your opinion, is this doctor a person of good moral and ethical character?éﬁ@ﬂ{
(6) Does this doctor work well with peers and medical staff? é;zzgj”

pd
(7) Does he/she relate well to patients? é;%fe‘fgz

(8) How is his/her command of the English 1anguage7 (if applicable) 527//_5'
/7

(9) Would you recommend this doctor for licensure? > e

Additional comments, please: (if needed, an extra sheet of paper may be used)

Y, .
4 Please return this form to the Ohio State
‘,> Medical Board at the above address,
% Sincerely,

Dawn Cales
Licensure Assistant

.,.‘.;;w usauc
505.72

Offutt AFB, NE 68113-5300

Position -
DATE: Z" %"{ ﬁx

Telephone 10. (/ﬂ/ ﬁ?/' 7 yg\ (Include Area Code)




AFFIDAYIT AND RELEASE

AFFIDAYIT AND The affidavit and release below must be completed
RELEASE OF by ALL applicants. The form must be notarized.
APPLICANT FaiTure of any applicant to submit the affidavit

completed and notarized with the application will
result in your application being returned to you.

ss  STATE OF NEBRASKA

COUNTY OF SARPY

1, LeRCY HARRISCON CARHAKT hereby certify under oath that ! am the
person named in fﬁ%s appiicatlon for a Ticense to practice medicine or osteopathic medicine in
the State of Ohio; that all statements I have or shall make with respect thereto are true, that
1 am the original and lawful possessor and person named in the vartous forms and credentials
furnished or to be furnished to this Board with respect to my applicatfon; and that all
documents, forms, or copfes thereof furnished or to be furnished with respect to my application
are strictly true in every respect.

1 acknowledge that [ have read the general information and instructions for all applicants and
the Routes to Licensure and I have answered all questions in ‘compliance with these instructions
and understand that the fee I submitted is not refundable or transferable,

I further state that by filing this application for a license to practice medicine or
osteopathic medicine in the State of Ohio, 1 hereby authorize and consent to have an
investigation made as to my moral character, professional reputation and fitness for the
practice of medicine. I agree to give any further information which may be required in
reference to my past record. [ understand that I will not receive a copy of any reports or
know their contents and I further understand that the contents of any investigative report will
be privileged.

I further understand that failure to complete this application as requested by the Board within
six months can be considered as abandonment of any request for licensure and that any fee 1
submitted is not refundabie or transferable.

I authorize and request every person, hospftal, clinic, governmental agency (local, state,
federal or foreign), court, association, institutfon, or law enforcement agency having control
of any documents, records and other information pertaining to me to furnish to the State
Medical Board of Ohio any such fnformation, including documents, records regarding charges or
complaints filed against me, formal or informal, pending or closed, or any other pertinent data
and to permit the State Medical Board of Ohio or any of its agents or representatives to
inspect and make copies of such documents, records, and other information in connection with
this application, subsequent licensure or practice thereunder.

1 hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or
representatives, and any person furnishing information, any and all liability of every nature
and kind arising out of investigation made by the State Medical Board of Ohio. I authorize the
State Medical Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal
or foreign); or to any hospital, nursing home, clinic, health maintenance organization, or
similar institution; or to any professional association.

1 further understand that a certificate to practice medicine or osteopathic medicine in Ohio
will be considered on the truth of the statements and doguments conta1ued therein or to be
furnisned, wnich if false, zan subiact =2 td s2-m2ment 12nia” of said Certifizita,

~

’STghatufé'of Applicant B
"- : -
Subscribed and sworn to before me this '/  day of / o L 1945

lm' ji; oz( wf M&?

SANDRA K. MILROY Notary Public Sfgnature
Iy Conm. £ iy 77, 10 Y '

(NOTARY SEAL)

7/ (-A—Z —27 /79/1

Date Commiss1on Expires
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Bellevue Health Center

105 East Mission Avenue
Bellevue, Nebraska 68005

13

Dear Penny:

12 Sept 1988

As per our telephone conversation enclosed is a
copy of my license to practice.

5
“

7

%

Sincerely:




Certified A.nH.E copy N i S S 4Il,{| q\'
September 12, 1988 P
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THE HAHNEMANN MEDICAL COLLEGE & l-JB%)SﬁEkTﬁLP@_@ PHILADELPHIA

TWO-THIRTY NORTH BROAD STREET PHILADELPHIA, PENNSYLVANIA 19102

DIPLOMA TRANSLATION

The Hahnemann Medical College and Hospital of Philadelphia

To all about to examine these presents

Greeting

Since Academies, established throughout the world, are accustomed to recognize
men skilled in Philosophy, the Sciences, Medicine, the Humane Letters, or well
deserving on account of the Common Wealth by lawful and appropriate degrees
Therefore we, the Trustees of the Hahnemann Medical College and Hospital of
Philadelphia, by authority granted to us by the Commonwealth of Pennsylvania

have admitted in due form to the degree of Doctor of Medicine, LeRoy H. Carhart

who is gifted with good natural ability and has fulfilled steadily and faith-
fully all the requirements and duties imposed by the statutes of the Academy,
and have freely granted to him all the rights, honors, and privileges appertain-
ing to this degree. In testimony thereof we have written our signatures on

this day, the 7th day of June in the year of Our Lord one

thousand nine hundred seventy-three , and, that the faith and authority

may be greater, the Trustees consenting have ordered the seal of our College

affixed.
Wharton Shober Joseph R. DiPalma, M.D.
President Senior Vice President and Dean
Charles B. Holl.i.s' M.D. /%—e
Secretary of the Board Registrar

Yeofep



DEPARTMENT OF HEALTH
KAY A. ORR
GOVERNOR

STATE OF NEBRASKA

GREGG F. WRIGHT, M.D., M.Ep
DIRECTOR

THIS IS TO CERTIFY THAT LeRoy Harrison Carhart, M.D
was issued License No

. dated

n

° [4
19 79, to practice Medicine and Surgery in the State of
Nebraska on the basis of Reciprocity with the State of
nia

SAID LICENSE has been maintained and in good standing up
to and including the present date.
SATD LICENSE shall expire on October 1st, 19 88 .

DATED AT LINCOLN, Lancaster County, Nebraska this 2l1st
day of June

, 19 88 .

\.&M \/ NEB\AS 6«4

Helen L. Meeks, Director
Bureau of Examining Boards

8 =
m
oQx
g oF
>
N Caz
(e <] ga('.:
(SEAL) - i
- -
@ -

BUREAU OF EXAMINING BOARDS
P.0. BOX 95007, LINCOLN, NEBRASKA 68509-5007, PHONE (402) 471-2115
AN EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPLOYER
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MISSOURI VALLEY ASSOCIATES, P.C.

105 EAST MISSION AVENUE ¢ BELLEVUE, NEBRASKA 68003 © (402) 2924164
October 30, 1987

LEROY H. CARHART, M.D.

GENERAL SURGBON
OHIO STATE MEDICAL BOARD

65 South Front Street
Room 510

Columbus, Ohio 43215
Dear Sir:

Please send me an appiication for Medical Licensure
for the ~state of Ohio.

Sincerely;

+141307

¢
A\/
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24 €- AN 18
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CERTIFICATION LOG OF CONTINUING MEDICAL EDUCATION FOR THE
PERIOD OF JULY 1, 1992 - JUNE 30, 1994

correct. This form must be completed, signed and returned.

W) tF

4|20/ 95 . 3S-O8T74 2
SIGNA v DATE ‘! OHI TIFICATE NUMBER
COA2AwPRT u@o»\ %) M
NAME (Last) (Pirst) (Middle) (Suffix, Jr., ID)
looy  is8T emisudy Ave Aealleyoc  a/g (EODOT—
ADDRESS (Number & street) (City) T (State) (Zip code)
CATEGORY 1
100 CREDIT REQUIREMENT
ATTACH DOCUMENTATION Atleast 40 credifs must be eared in
Category L. Please list Category I
credits on reverse side.
Name of Sponsor Location (City & State) Description Date | Credits
Examples: Ohio State University Hosp.| Columbus, Ohio Pediatric Grand Rounds 120183 4
thru
12/31/83
Christ Hospital Cincinnati, Ohio Surgery Residency 07/01/92 50
thru
06/30/93
NAE - dac P ss, 7X 20 Te112ae Monziy |43 iy .
92
0 NS Covicn. HISP | Piisgrtn s CATALae Sote ey G-2.5,| /
Uvme.
O -
whrd AT /)H?ﬂi A1y +(‘)Mum7 1207 or-z3g3| 1.5
OVair tip-wi y |
7 - S’T celan AT
c OMmbrpn WL Prmissae oag-réw 4;,;7 / l/;-g/—; > O
2
AL e — ,
5\47«/&/?7\/(,&“ Ca ST‘){ ‘R e g/'o ' ¢ ;’7'/')'“21 / F
. ‘ N G2
Uﬁ’p WirStianten D P()ST él&ﬂ §4u (aing, é
W /bog 2c
AL WAt D Qoo 0 Ly 3
. (. erearq omens Uael a0 “Why )
Omivsg mSenss Ceeniein, | Omsrr- ~e._ Vot Ged Botmp, | 73
o544 (4
AL Crwcrvaarr o4 ﬂﬂS‘T G299 &ml,umg Yodgy %
Wﬁ# cr”‘/auﬂ/ﬂ"f,‘h O Onit Ty ;-U b’ U{@S/\fﬁ b{Zs'——ZCé( //
/o5, f

Revised 03/14/95

OVER >




CATEGORY 11

A Maximum of 60 ctedits miay be earned in this Category.

Name of Sponsor Location (City & State) Description Date | Credits
Examples: Riverside Hospital Toledo, Ohio Internal Medicine Staff 10/2192 8
Meeting
Self instruction American Journal of 01M3 60+
Opthaimology thru
1283

Revised 03/14/95
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MIDLANDS COMMUNITY HOSPITAL

Continuing Medical Education Activities

- 1992
Name of registered attendant: ﬁ Q/B"‘a— W
PRESENTATION - SPEAKER DATE CREDIT AAFP
GENERAL STAFF
Q Physician Payment Issues Tom Schnack, CPA 3/2/92 1 hour No
/N ' . K. Lempka, CPA
Anaphylaxis: What you shouid know Linda Ford, M.D. 6/1/92 1 hour Yes
Q Risk Analysis of Early Breast Cancer Margaret Block, M.D. 9/14/92 1 hour Yes
' Peter Townley, M.D. -
QO MRI of the Radiated & Operated Brain ~ John Sherman, M.D. 12/7/92 1 hour Yes
COMBINED DEPARTMENT
O Methiciliin Resistant Staph Aureus (MRSA) Phil Smith, M.D. 2/15/92 1 hour Yes
DEPAR NT OF FAMILY PRACTICE _
Q Gram Negative Sepsis J. Tim Bourke, R.P. 1/14/92 1 hour Yes
Q Neonatal Hepatitis & Hepatitis B Vaccine Stu Kaufman, M.D. 8/11/82 1 hour Yes

U Nasopharyngoscopy & Endoscoplc Sinus Surgery Barbara Heywood, M.D. 10/13/82 1 hour Yes

DEPARTMENT OF MEDICINE

Q Basic Life Support Certified Instructors 1/18/92  3hours  Yes
Q Update on Congestive Heart Failure Vincent Miscia, M.D. 11/21/92 1 hour No
E/aéARTM NT OF SURGERY/QB-GYN _
No Stitch Cataract Surgery Gerald Ferenstein, Mq 9/26/92 2 1 hour No
TUMOR CON N
Q Small Cell Carcinoma Peter Townley, M.D. 11/30/92 1 hour No

Fay Coleman, M.D.

-ach of these offerings met the cniteria for credit in Category | of the Physicians Recognition Award of
he American Medical Association.
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Umaha Mid-West Climical Society

OMAHA, NEBRASKA

certifies that

LEROY H. CARHART, M.D. M.D.

was a registered attendant at the 60th Annual Postgraduate Assembly held
November 5, 6 and 7, 1992.

This meeting is certified for twenty (20) credit hours in Category 1 of the
Physician's Recognition Award of the American Medical Association. This
meeting is also certified for seventeen prescribed hours by the American
Academy of Family Physicians.
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o ’ President
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Waiter W. Huurman, M.D.
Director of Clinics

Patrick E. Brookhouser, M.D.

-~
-

, M.D.

I hereby certify that I attended _2< _ hours during the 60th Annual
Postgraduate Assembly of the Omaha Mid-West Clinical Society.

W , M.D.

(Signature of attendant)
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Omaha Mid-West Clinical Socie

OMAHA, NEBRASKA

certifies that

LE ROY H. CARHART M.

was a registered attendant at the 61st Annual Postgraduate Assembly held
October 6, 7 and 8, 1993.

This meeting is certified for nineteen (19) credit hours in Category 1 of
the Physician’s Recognition Award of the American Medical Association.
This meeting is also certified for 18 prescribed hours by the American
Academy of Family Physicians.
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No=e, AN o, 4, M.D.

E&iggﬁélhs. ,\'l/p/ /" {
Zlg/éﬂ;ﬂ /d /C;:Z{ ’:/r“{rf.ﬂl/, .

el
William P. Fitzgibbons. M.D. / f
Director of Clinicy

I hereby certify that I attended __'4___ hours during the 61st Annual
Postgraduate Assembly of the On}aha Mid-Wwical Society.
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APPENDIX B

STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 166-3934

LEROY HARRISON CARHARTY
1002 W MISSION AVE

SUITE 101

BELLEVUE NE 68005

Dear Doctor:

Upon renewal of your Ohio license to practice medicine and surgery, you certified that during the last
registration period (July 1, 1992 - June 30, 1994) you had completed the requisite hours of Continuing
Medical Education as certified by the Ohio State Medical Association and approved by the Board.

At this time, as a result of your being randomly selected for audit, it will be necessary for you to
complete the enclosed log of Continuing Medical Education. It will also be necessary for you to provide
the Board with documentation that you have actually completed at least 40 hours of Category I CME as
certified on your license renewal application. Certificates of attendance, hospital printouts and
accredited organization printouts are acceptable documentation, copies of which must be enclosed with
your log. Those individuals desiring CME credits for their residency training program must submit
either a copy of their certificate or a letter from the training program director giving the dates that they
were in the program.

Up to 60 hours of Category II credits may be listed on the reverse side of the log, but no documentation
need be provided.

It is important you understand that under Ohio law it is your responsibility to document your CME
participation, and, further that a failure to comply with the audit requirements can result in revocation or
suspension of your license to practice in Ohio.

Please return the above requested material to the State Medical Board of Ohio within three weeks of
receipt of this letter. The result of your audit will be made available to you in the near future.

Thank you for your cooperation.

Thomas E. Gretter

Secretary .
State Medical Board of Ohio

TEG:jdc
Enclosures

CERTIFIED MAIL #
RETURN RECEIPT REQUESTED

Revised 03/07/95




APPENDIX C

STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

LeRoy H. Carhart, M.D. June 29’ 1995

1002 W. Mission Avenue

Bellevue, NE
68005

Dear Doctor:
Thank you for your prompt response to our request for audit material.

The results of this audit confirm that the continuing medical education materials you
submitted for relicensure did indeed meet the Board's requirements.

The current and subsequent registration periods will end July 1, 1994, and July 1 of each
even numbered year thereafter. It will be necessary to complete 100 credits with 40 being
in Category I during each registration period. Licenses will expire on September 30 of
each even numbered year. Please keep the Board informed of any address change.

Again, thank you for your cooperation.

Ve

SR

truly yours,
M%f >
omas E. Gfetter, M.D.
Secretary

State Medical Board of Ohio

TEG:;jde
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STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

May 21, 1992

Leroy H. Carhart, M.D.
105 E. Mission Ave.
Bellevue, NE 68005

Dear Doctor:

Please be advised that your Ohio medical license number _57427

has been reinstated as of ___5/20/92 . Due to the enactment of
House Bill 454, this license will remain current through September
30, 1992.

You will receive in the very near future a renewal application card to
renew for the 1992-94 biennium. We are currently in the process of -~
developing booklets containing information on Continuing Medical ’
Education and such will be mailed to you upon their completion.

It is important that you notify the Board immediately of any change of
address.

If you should have any questions, please feel free to contact our office . |
at the above address.

Sincerely,

> -

Debra L. Jones, Chief
CME, Records and Renewal

DLJ:bar

Fa,



TED>ESED
STATE MEDICAL BOARD OF OHIO ~/%°

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 © (614) 466-3934

March 11, 1991

Leroy H. Carhart, MD
105 E. Mission Ave.
Bellevue, NE 68005

Dear Doctor:

Please be advised that pursuant to operation of Section 4731.281, Ohio Revised Code,
your license to practice medicine in Ohio has been suspended effective January 1,
1991, or fifteen days after pnor notice by this Board, for the reason(s) checked below:

1. The renewal application and fee were not recejved,

In order to initiate reinstatement processing, complete the enclosed card
and return it with $185.00 in fees ($160.00 renewal fee, plus $25.00 penalty
~ fee for late renewal). Return the completed card and $185.00 directly to the
Board at 77 South High Street, 17th Floor, Columbus, Ohio, 43266-0315.
- You must also complete the enclosed certification of Continuing Medical
. Education. However, it is not necessary to attach documentation of your
~ CME to the certification.

2. The $160.00 fee was not received. ’
In order to initiate reinstatement processing, please submit $185.00 in fees
($160.00 renewal fee, plus $25.00 penalty fee for late renewal). Submit the
fee directly to the Board at 77 South High Street 17th Floor, Columbus,
Ohio, 43266-0315.

3. The statement on the renewal applicati ard certifving compliance wi
the continuing medical education reqgujrement wa t si

If you have completed the requisite hours of continuing medical
education but merely neglected to sign the statement on the renewal
application card, please complete and sign the enclosed renewal
application card and return it to the Medical Board at 77 South High Street,
17th Floor, Columbus, Ohio, 43266-0315 along with one of the following:
—_$25.00 penalty fee for late renewal.

_$185.00 ($160.00 renewal fee, plus $25.00 penalty fee for late renewal)

L3 S

[y
12




If you have not completed the requisite hours of continuing medical education
necessary for license renewal, you cannot reinstate your medical license until the
CME hours have been completed. There are no provisions under Ohio law for
relicensure without completing the continuing medical education requirement.
When you have accrued the hours needed for reinstatement, you should complete
the enclosed renewal application card and forward it to the Board at 77 South High
Street, 17th Floor, Columbus, Ohio, 43266-0315, along with one of the following:

—— $25.00 penalty fee for late renewal. You must also complete the
enclosed log of Continuing Medical Education.

— $185.00 ($160.00 renewal fee, plus $25.00 penalty fee for late
renewal)

4. The $25.00 late renewal penalty fee has not been received.

We are in receipt of your $160.00 license renewal fee. Please submit the
$25.00 late renewal fee to the Board at 77 South High Street, 17th Floor,
Columbus, Ohio, 43266-0315.

The Certification of Continuing Medical Education has not been rggi\}gd.

Please complete the enclosed certification of Continuing Medical
Education and submit it to the above address. It will not be necessary to *
attach documentation.

N

s

As soon as, the above requirements have been met, your medical license will be
reinstated rétroactively to January 1, 1991. However, "... continued practice after the

ffective date of vour suspension shall be considered racticing wi
license...” Section 4731.281, (Ohio Revised Code) and subiect to criminal or oth

disciplinary sanction.

Any continuing medical education undertaken after December 31, 1988, and used for
the purpose of reinstatement, cannot then also be used for the purpose of meeting
the continuing medical education requirement for the biennium, January 1, 1991
through December 31, 1992.

incerely,
/ /7. ?@;@4
Debra L. Jones, Chief

C.M.E,, Records & Renewal

DL]:men -



C.M.E. - LeROY HARRISON CARHART, M.D. v
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Continuing Medical Education: “5

Trauma Update, Creighton Univefeity}
Omaha, Nebraska. May 1981 - 18 hrs»

R

Liver, Pancreatic, and Biliary %b
Disease, a Multidiciplined

Approach. Saint Vincent’s Hospital,
NY, NY. April 1982 -~ 22 hours.

Midwest Clinical Society, Omaha,
Nebraska. October 1985 - 23 hours.

Midwest Clinical Society, Omaha,
Nebraska. October 1986 - 23 hours.

Midwest Clinical Society, Omaha,
Nebraska. October 1987- 23 hours.

National Abortion Federation,
Minneapolis, Minnesota. Ultrasound
update. May 1988 - 6 hours.

Midwest Clinical Society, Omaha,
Nebraska. October 1988 - 23 hours.

National Abortion Federation,
Ultrasound update. San Francisco,
Ca. April 1989 - 6 hours.

National Abortion Federation,
General Membership Meeting San
Francisco, Ca. April 1989 - 9
hours.

National Abortion Federation,
Products of Conception Workshop
Toronto, Ontario, Sep. 1989 - 6
hours.

National Abortion Federation, Fall
Risk Management Meeting, Progress
and Problems In Abortion Practice
Toronto, Ontario, Sep.1989 - 9
hours.

Midwest Clinical Society, Omaha,
Nebraska. October 1989 - 23 hours.

Midland’s Community Hospital, 1990
CME hours - 3 hours.



C.M.E. - LeROY HARRISON CARHART, M.D.

Lutheran General Hospital, 1990 che
hours - 4 hours.

National Abortion Federation, Post
Graduate Seminar. Atlanta, Georgia.
May 1990 - 6 hours.

National Abortion Federation,
Abortion in a Just Society.
Atlanta, Georgia. May 1990 - 9 hrsi

National Abortion Federation,
Sexually Transmitted Diseases,
Vancouver, B.C., Canada.
September 1990. 6 hours.

National Abortion Federation,
Pain is a Four Letter Word,
Vancouver, B.C., Canada.
September 1990. - 9 houts.

Midwest Clinical Society, Omaha,
Nebraska. October 1990~ 23 hours.

Midland’s Community Hospital, /7 § g% (470
1990 CME hours - 5 hours. /8

National Abortion Federation, Post
Graduate Seminar. Chicago, IL.
May 1991- 6 hours.

National Abortion Federation,
Abortion Setting the Standard.
Chicago, IL., April 1991 - 9 hrs.

National Abortion Federation, Post
Graduate Seminar, Boston, Ma.,
September 1991 - 6 hours.

National Abortion Federation, B.C.,
Fall Risk Management Meeting,
Boston, Ma., September, 1991.

9 credits.

Midwest Clinical Society, Omaha,
Nebraska. October 1991- 23 hours

National Abortion Federation, Post
Graduate Seminar, San Deigo, Ca.,
Post Abortion Complications and
Their Management. April 12, 1992 -
6 hours.

National Abortion Federation,



C.M.E. - LeROY HARRISON CARHART, M.D.

General Membership Meeting,

Abortion: Moral Choice and Medical

Imperative, San Deigo, Ca., April
13-14, 1992 - 9 hours.

W




BELLEVUE HEALTH CLINIC

105 EAST MISSION AVENUE « BELLEVUE. NEBRASKA 68005 « (402) 2924164

LeROY H. CARHART, M.D.
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NOTTICE

i

51 WA 62 LI0ED
1

EFFECTIVE - OCTOBER 11, 1993

; CHANGE OF ADDRESS:
E From:
g\

J4y08 W

105 E. Mission Avenue
Bellevue, NE 68005

T0: 1002 W, Mission Avenue, Ste. 101
Bellevue, NE 68005

PLEASE CHANGE YOUR RECORDS ACCORDINGLY.

Thank you for your cooperation.

& 57437
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MD & DO SPECIALTY CODES CURRENTLY ON RECORD

EM  EMERGENCY MEDICINE

DETACH HERE ANDC REMIT THIS PORTION WITH FEE
STATE MEDICAL BOARD OF OHIO 'GS GENERAL SURGERY

TH FLOOR. COLUMBUS. OHIO 43266 - 0315

‘ CERTIFICATION
1 CERTIFY. UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF

7

SOUTH HIGH STREET, 1

LR |

‘7
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QHIO STAT

' AND APPROVED BY THE ST.

" OHIO. THAT { HAVE COMPLETED OR WILL HAYE COMPLETED DURING THE 1992-1994
PROVIDED ON THIS APP

' BIENNIUM THE REQUISITE HOQURS OF CONTINUING MEDICAL EDUCATION CERTIFIED

8Y THE

Z1P CODE

STATE

00000 ¢5000.

REPORT ANY CHANGE OF ADDRESS

0835057L272°

STREET
T
COUNTY

{ DATE )
DATE DUE
05/01/94

Y.

SEHESERE A
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Renewal ID 42148

Date Posted: 3/10/2005 12:34:41 AM

Please review all information you have provided. Click on the
"Review" button to change any information given or click on the

"] Agree” button to verify that all information posted below is correct
and to proceed to payment options.

Please note that knowingly providing false information may result in
denial of registration.

Address Information

BUSINESS ADDRESS 1002 W MISSION AVE
BELLEVUE, NE 68005

Out of State County
402-292-4164

License Information

License Number 35.057427
License Name LEROY CARHART
Email Address

Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... GENERAL SURGERY

2. Please select one specialty from the field below, if applicable.
....... GENERAL PRACTICE

3. Please select one specialty from the field below, if applicable.
....... EMERGENCY MEDICINE

CME _
1. Have you met the above CME requirements for your license?

Discipline

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re...

Page 1 of 3

12/09/2010



Renewal iD 42148 Page 2 of 3

1. Have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to
suspension, reprimand or probation concerning, a license to
practice any healthcare profession or state or federal privileges to
prescribe controlled substances in any jurisdiction other than
Ohio?

3. Have any malpractice awards been paid by you or on your behalf
for acts occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges,
allegations or complaints against you?

5. Have you had any clinical privileges or other similar institutional
authority suspended, restricted or revoked for reasons other than
failure to maintain records on a timely basis or to attend staff

meetings?

6. Have you been addicted to or dependent upon alcohol or any
chemical substance; or been treated for, or been diagnosed as
suffering from, drug or alcohol dependency or abuse?

Social Security Number
1.

.......

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical
Nurse Specialists, Certified Nurse-Midwives or Certified Nurse
Practitioners?

2. List the name/names and type of licensure for each nurse with
whom you are collaborating. For example: Jane Doe, CNP; Mary

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re... 12/09/2010



Renewal ID 42148 Page 3 of 3

Smith, CNS.

cesesan {not Answered)

| understand that submitting a false, fraudulent, or forged statement
or document or omitting a material fact in obtaining licensure may be
grounds for disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that the information |
have provided in the application is complete and correct, and that |
have complied with all criteria for applying on line.

hetps://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re... 12/09/2010



Renewal ID 204408

Date Posted: 12/27/2006 7:23:58 PM

Please review all information you have provided. Click on the
"~ "Review" button to change any information given or click on the
"] Agree" button to verify that all information posted below is correct

and to proceed to payment options.

Please note that knowingly providing false information may result in

denial of registration.

Address Information
BUSINESS ADDRESS

CREDENTIAL MAIL ADDRESS

MAIN

License Information
License Number
License Name

Email Address

Fees
Relicensure Fee

Specialty Codes

1002 W MISSION AVE
BELLEVUE, NE 68005

Out of State County
402-292-4164

1002 W MISSION AVE
BELLEVUE, NE 68005

Out of State County
402-292-2291

1002 W MISSION AVE
BELLEVUE, NE 68005

Out of State County
402-292-2291

35.057427
LEROY CARHART
janine70@aol.com

$305.00

Total Fees $305.00

1. Please select one specialty from the field below

....... GENERAL SURGERY

2. Please select one specialty from the field below, if applicable.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re...

Page 1 of 3

12/09/2010
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Renewal 1D 204408

««+..0.. GENERAL PRACTICE

3. Please select one specialty from the field below, if applicable.
cesence {not Answered}

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline

1. Have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to
suspension, reprimand or probation concerning, a license to
practice any healthcare profession or state or federal privileges to
prescribe controlled substances in any jurisdiction other than
Ohio?

..... .. NO

3. Have any malpractice awards been paid by you or on your behalf
for acts occurring in any state other than Ohio?

..... .. NO

4. Has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges,
allegations or complaints against you?

5. Have you had any clinical privileges or other similar institutional
authority suspended, restricted or revoked for reasons other than
failure to maintain records on a timely basis or to attend staff

meetings?

6. Have you been addicted to or dependent upon alcohol or any
chemical substance; or been treated for, or been diagnosed as
suffering from, drug or alcohol dependency or abuse?

Social Security Number
1.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re...

Page 2 of 3

12/09/2010



Renewal ID 204408 Page 3 of 3

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical
Nurse Specialists, Certified Nurse-Midwives or Certified Nurse
Practitioners?

2. List the name/names and type of licensure for each nurse with
whom you are collaborating. For example: Jane Doe, CNP; Mary
Smith, CNS.

....... {not Answered}

| understand that submitting a false, fraudulent, or forged statement
or document or omitting a material fact in obtaining licensure may be
grounds for disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that the information |

have provided in the application is complete and correct, and that 1
have complied with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp®re... 12/09/2010



Renewal ID 488637

Date Posted: 10/9/2008 11:02:11 PM

Please review all information you have provided. Click on the
"Review" button to change any information given or click on the

"] Agree" button to verify that all information posted below is correct
and to proceed to payment options.

Please note that knowingly providing false information may resuit in
denial of registration.

License Information

License Number 35.057427
License Name LEROY CARHART
Email Address janine70@aol.com
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... GENERAL SURGERY

2. Please select one specialty from the field below, if applicable.
ceeennn GENERAL PRACTICE

3. Please select one specialty from the field below, if applicable.
....... {not Answered}

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or

received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to
suspension, reprimand or probation concerning, a license to

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re...

Page 1 of 3

12/09/2010
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Renewal ID 488637 Page 2 of 3

practice any healthcare profession or state or federal privileges to
prescribe controlled substances in any jurisdiction other than
Ohio?

® o ® 9 No

3. Have any malpractice awards been paid by you or on your behalf
for acts occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges,
allegations or complaints against you?

5. Have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation
for reasons other than failure to maintain records on a timely basis
or to attend staff meetings?

é. Have you been addicted to or dependent upon alcohol or any
chemical substance; or been treated for, or been diagnosed as
suffering from, drug or alcohol dependency or abuse?

Social Security Number
1.

-------

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical
Nurse Specialists, Certified Nurse-Midwives or Certified Nurse
Practitioners?

2. List the name/names and type of licensure for each nurse with
' whom you are collaborating. For example: Jane Doe, CNP; Mary
Smith, CNS.

ceeeene {not Answered}

I understand cthat submitting a false, fraudulent, or forged statement

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re... 12/09/2010



Renewal ID 488637 Page J of 3

or document or omitting a material fact in obtaining licensure may be
grounds for disciplinary action against my license.

Under penality of law, | hereby swear or affirm that the information |

have provided in the application is complete and correct, and that |
have complied with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?re... 12/09/2010



State Medical Board of Ohio

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

VERIFICATION OF LICENSURE

This is to verify that the records of the State Medical Board of Ohio contain the following
information for the indicated licensee as of 3/4/2010:

Identification Information

Name and Address: Dr. LEROY HARRISON CARHART
1002 W MISSION AVENUE
BELLEVUE, NE 68005

Date of Birth: 10/28/1941

Place of Birth: TRENTON, NJ

School of Graduation: Hahnemann Medical College of Philadelphia
Date of Graduation: _ 06/07/73

License Information

Type of License: Doctor of Medicine
License Number: 35. 057427

How Issued: End Flex

Original Licensure Date: 09/23/1988
Expiration Date: 04/01/2011

Status: ACTIVE

Formal Disciplinary Action: No

Richard A. Whitehouse
Executive Director



Renewal ID 1330310

Date Posted: 3/28/2011 4:41:59 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.057427
License Name LEROY CARHART
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... GENERAL PRACTICE

2. Please select one specialty from the field below, if applicable.
....... GENERAL SURGERY

3. Please select one specialty from the field below, if applicable.
....... {not Answered}

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=1330310[12/21/2015 11:43:19 AM]



Renewal 1D 1330310
occurring in any state other than Ohio?
4. Has any board, bureau, department, agency, or any other body, including those

in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than

failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

______ REDACTED

Nurse Collaboration Info

1. Areyou currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

Ohio Employment
1. Do you practice in Ohio?

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds
for disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that the information | have

provided in the application is complete and correct, and that | have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=1330310[12/21/2015 11:43:19 AM]



Renewal 1D 2022276

Date Posted: 3/26/2013 4:48:15 PM

Please review al information you have provided. Click on the "Review" button to
change any information given or click on the "l Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
Address Information

CREDENTIAL MAIL ADDRESS 1002 W MISSION AVE
BELLEVUE, NE 68005

Out of State County
402-292-2291
admin@drcarhart.com

MAIN 1002 W MISSION AVE
BELLEVUE, NE 68005

Out of State County
402-292-2291
admin@drcarhart.com

License Information

License Number 35.057427
License Name LEROY CARHART
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you providea Credential email address? Please note thisinformation is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... GENERAL PRACTICE

2. Please select one specialty from the field below, if applicable.
....... GENERAL SURGERY

3. Please select one specialty from the field below, if applicable.
....... {not Answered}

CME-Physicians

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal | dnt=2022276[12/21/2015 11:43:43 AM]



Renewal 1D 2022276

1. Haveyou met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Haveyou surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, alicense to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Hasany board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Haveyou had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than

failureto maintain records on atimely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

-------

Nur se Collabor ation I nfo

1. Areyou currently in acollaboration agreement with any Clinical Nurse
Specidlists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

Ohio Employment
1. Doyou practice in Ohio?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal | dnt=2022276[12/21/2015 11:43:43 AM]



Renewal 1D 2022276

| understand that submitting a false, fraudulent, or forged statement or

document or omitting a material fact in obtaining licensure may be grounds
for disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that theinformation | have

provided in the application is complete and correct, and that | have complied
with all criteriafor applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal | dnt=2022276[12/21/2015 11:43:43 AM]



Renewal 1D 2728545

Date Posted: 3/13/2015 3:12:46 PM

Please review al information you have provided. Click on the "Review" button to
change any information given or click on the "l Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.057427
License Name LEROY CARHART
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you providea Credential email address? Please note thisinformation is
apublicrecord.

Specialty Codes
1. Please select one specialty from the field below
....... GENERAL PRACTICE

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

1. Atany timesince signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any timesince signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, alicense to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal | dnt=2728545[12/21/2015 11:44:11 AM]
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3. At anytimesince signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any timesince signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than thisboard, filed any charges, allegations or
complaints against you?

5. At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons
other than failureto maintain records on atimely basis or to attend staff
meetings?

6. At any timesince signing your last application for renewal of your
certificate have youbeen addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

Social Security Number
1.

-------

Nur se Collabor ation I nfo

1. Areyou currently in acollaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
Ohio Employment
1. Doyou practicein Ohio?
....... NO
NPI number
1. Please enter your current NPl number
....... 1902028715

DEA number

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal | dnt=2728545[12/21/2015 11:44:11 AM]
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1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... AC2062139

| understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds
for disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that theinformation | have

provided in the application is complete and correct, and that | have complied
with all criteriafor applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal | dnt=2728545[12/21/2015 11:44:11 AM]
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