COLORADO STATE BOARD OF MEDICAL EXAMINERS
APPLICATION FOR A LICENSE TO PRACTICE MEDICINE ~ FEE $425.00

READ ALL INSTRUCTIONS PRIOR TO COMPLETING THIS APPLICATION. ALL QUESTIONS ON THIS APPLICATION
MUST BE ANSWERED, AND ALL SUPPORTING DOCUMENTS MUST BE SUBMITTED WITH THIS APPLICATION
PER INSTRUCTIONS. THE ENCLOSED CHECKLIST IS PROVIODED FOR YOUR CONVENIENCE. PLEASE TYPE OR
PRINT NEATLY. WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER. YOU
MAY REPRODUCE THESE BLANK FORMS AS NEEDED, BUT EACH COMPLETED FORM YOU SUBMIT MUST BE IN
ORIGINAL INK OR TYPE. MAKE SUFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN.

1a Name: Last First Middle Degres | 1b, Social Security Number
Dixon AnvE B ™D )

2, Other names (i.e. maiden name)- indicate if none. What Is your speciality(s)

ot | Ly S
3. Mailing Address:  Number and Street/Rural Route, Apariment Number (NOTE, Addreas provided i, by law, public infarmaton )
D buaiwes V19D  Dowmicag St Aot e |
City =4 State Zip Country

. Denves~ o SOLIB s
e-mail address: . 'l
4. Telephone Number. (Area Code) Day Evening 5. Date of Birth; Mo/Day/Year " Place of Birth
207 33\ L34 Frenwac A, bcvmu.nsi
6. Sex © El-hva you ever filed an application in Colorado? »
Male emale Yeos I yes, give date of previous application
& No

B a. List name/address of the school where medical degree was received.
R s an al L2 Form (Cenifica) - be sem from Ll )

Paricd of Attendance
Name of School Address and Zip G MorY " To (Mo/Y/
Uy ob Coangchwmt zm%m ke éta?: Cloy
vl (0,630
8 b, If this is an intemational medical school, please provitie the country where the school is physically located:

9. List name of licansing exam(s): ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE, LMCC, or stale writtien exam.
Request certification of scores from examining agency be sent directly to this office.

Exam Location Date Result
WEWILE,  Siep | Loaneln it Wity |44 ;
USWMLE _ Sizwl Lonne ohy tat ﬁtﬂ.ﬂ\_\,m_

NSWLE, siep S (o\ovado 5\ ”\oz|

10. Have you received and/or completed qualifying postgraduate training approved by the ACGMEJAOA in U.S. or Canadian programs?
IX Yes If Yes, provide information below.
QO No

Name of facility Speciatty Period of attendance
From (Mo/Yr) To (Mo/Yr)

Aeasing o€ (oWamdo T ORling e Lloy Padgat )

11. Are you Board Certified by sither the American Board of Medical Speciaities or the American Osteopathic Association?

EJ( :;:. It Yes, list cectfication information. L1A
Vi | 1
Oncal Uss Onty Ucense ¢ (_ﬁ&/b Date :5 “Q[()(
Ravised 10/99 Fea § Date,

12. Are you now or have you ever been licensed (o proctice madicing 'n any state. territory, district or country? Include
tempaorary licenses and educatonal permits. Request varification from aach to be sent to the Colorado Board.

O J ey £ : 45 (0
st f wawe




M Yes If Yes, provide information below.

O No
State or try, License # Dates of Praclice In this jurisdiction
- (o\ovndo (Trawnna issue Date Expjration Date
AR, ) 254 gl lo BlloS

13. Have you ever been notified by any state, territory, district, or counlry, U.S, government agency, or stale medical/osleopathic board of

any complaint, investigation or inquiry, which is currently pending?

O Yes If Yes, give detalls below and request official complaint and/or investigative report b sent directly to the Board from the licensing body, as
well as personally submit a namalive regarding the complaint.

No

~—__ Stale Date Charge Disposition

14. Has any disciplinary actlon ever been taken regarding any healing arts license which you now hold or have ever held? Include any

disciplinary actions by the U.S, Military, U.S. Public Health Service, or other U.S. federal governmental entity? (Disciplinary actions

include, but are not limited to, suspension, revocation, probation, practice limitations, reprimand, letter of admonition, censure, and any

allegations currently pending.) Washington licensees must disclose any Stipulation to Informal Disposition in response to this question,

Q Yes. If Yes, give details below AND request all cficial disciplinary documants Including initial complaint, stipulations, orders or reprimands be sent
direcly to the Board, as well as a narralive regarding the action laken.

No
State Date Charge Disposiion

15. Have you ever entered Into any agreement with any stale, lerritory, district, country, US government agency, and state
maedical/osteopathic board ragarding your medical license?
O Yes Il Yes, give delails balow AND request all offidal disciplinary documents Including inttial complalnt, stipulations, orders or reprimands be senl
directly lo the Board. Also submil your narrative regarding the action taken,
No

: Agency Date Reason

16, Have you ever been denied a license, parmission to practice madicine or any other healing art, or permission to take an examination In
any state, country, or US federal jurisdiction?
QO Yes I Yes, give delails below AND request all official disciplinary documents [ncluding inftial complaint, stiputations, orders, agreemenis or
reprimands be sent direclly 10 the Board. Also submil your narrative regarding the action taken,
No

Agency Date Reasan for denial

17. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts in any state country or U.S. federal
jurisdiction? This doas notinclude allowing your license to lapse solaly due to non-payment of the ranewal fee.
O Yes If Yes, summarize below AND request all official disclplinary documenis including Inltial complaint, stipulations, orders, mgreements or
reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.
No

Agency Date Reasan

L1B




L] . o
. i

18. Have you ever had staff privileges at a hmlpilll limited or reduced, denlsd, suspanded o ravaked, or have you resigned from a medical

staff in liou of disciplinary action or potential disciplinary action?
O  Yos If Yes. summarize below AND request hospifal 1o submit a report direclly (o the Board regarding the suspensions elc. A0 submil your narralive
regarding the suspension of privileges.

No =
Nams of facety Oate Resson o sction

19. Have you ever been charged, indicted, convicted, received a defermed prosecution, received a deferred judgment and sentenca,

entered a plea of guilty, entered a plea of nolo contenders, or been placed on adult diversion for any violation of any law? Note: You must

respond "yes® even If the charge(s) or action was ulimately dismissed, expunged, pardoned or the matter was not prosecuted, It Is

unnecassary lo report traffic offenses that do gt involve alcohol or drugs.

O Yes Il You, summarize below AND submit your namaiive regarding the incident a3 well as count and police records and Informalion regarding final
disposition of tho case.
No

Date Coant Violation Panalty o dispasition

20. Within the last five years, have you engaged in any bahavior or suffered any mental, physical or cognitive health condition that has
affectad or might affect your ability to practics medicine safely and competently? You may answer NO if the behavior or condition is
already known to the Colorado Physician Health Program ("CPHP®). “Known lo CPHP* means that you have Informed CPHP of your
behavior or condition and you are complying with all of CPHP's requirements for evaluation, treatment and/or monitoring,
Q0 Yes if Yes, submit an explanation lo the Board regarding the behavior or condition, Be specific as to date of occurrences, the type of bshavior or
condition involved, and what I anything has been done to correct the bahavior or condition. Any discharge summaries, avaluations, of reports must be
submitiad directly to the Board from the source.
No
21, Within the last five years, have you iilegally or excessively used any substance, habit ing drug, prescription medication,
of aleohol? You may answer NO if your use of such substances (s already known to the Colorado Physician Health Program ("CPHP").
"Known to CPHP" means that you have informed CPHP of your use of such substances and you are complying with all of CPHP's
requiremants for evaluation, treatment and/or monitoring.
Q  Yos 1f Yos, submit lo the Board, an explanation regarding the offense/situalion. Be specific s to date of cccurences, the typa of behavior Involved,
and whal If anything has been done o correct the behavior. Musi also submit copias of the DUI or DWAI court records and police reparis.

H'Nu

22. Within the last five years,

» have you been diagnosed or treated for bipolar disorder, severe major depression, schizophrenta or other psychotic disorder?

= Have you been diagnosed with or treated for a neurological lliness or sleep disorder that disturbs your cognition, behavior or

molor function?

+« Have you undergona a cardiac bypass procedure?
You may answer NO if the behavior or condition Is already known to the Colorado Physiclan Health Program ("CPHP*). *Known to CPHP*
means that you have informed CPHP of your behavior or condition and you are complying with all of CPHP's requirements for evaluation,
treatment and/or monitoring.
Q  Yes if Yos, subenit explanation to the Board regarding the disgnosis or disorder(s). Be specific as to dale of occurtences, the type of disorder
involved, and what [f anything has been done (o treat the disorder. Any discharge summaries, evaluations, or reparts must be submitted directly to tha
Board from the source,
No
23, Within the last five years, has any final judgmant, settisment or arbitration award for medical malpractice been paid on your behalfl or
has any claim been filed which is still pending?
QO Yes If Yes, summarize below AND submit 1o the Board a compleled malpraction claims form and a dinical narrative regarding your involvemant kn the

case,

No =

Date Name and address of Insurance Company Reason lor Action

24, Have you ever been refused malpractice insurance, or has your malpractice insurance ever been canceled or rated at a higher
preamium due 1o pas! claims experienca?
Q  Yos. I Yes, submit 1o the Board an explanation regarding the canceflation or increase in premiums of the Insurance and verificalion directly from the
Insurance company (o the Board,
No
25. You must provide proof of malpractice insurance or an acceptable allernalive as required by Colorado Law, or claim one of the four
exemptions set forth in the enclosed insurance memo, See instructions In application packet, and include proof of Insurance (oblained from
your insurance carrier) or include a statement setting forth the basis for the exemption claimed below,

EXEMPTION CLAIMED: L1C




L

NOTE: ALL ITEMS IN THIS APPLICATION ARE MANDATORY; NONE ARE VOLUNTARY, FAILURE TO
PROVIDE ANY OF THE REQUESTED INFORMATION WILL RESULT IN THE APPLICATION BEING
REJECTED AS INCOMPLETE. The information provided will be used to determine qualification for
licensure, per Section 12-36-107 and Section 12-36-111, C.R.S,, which authorize the colleclion of this
information. Applicants have the right to review their application subject to the provisions of the Colorado
Open Records Act. The Program Administrator of the Colorado State Board of Medical Examiners is the
custodian of records.

I %?.,Shu S . .U.Y?J hereby make

application for a license to practice medicine in the State of Colorado. In so doing, | authorize all hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and
professional associations (past and present), and all government agencles (local, state, federal and foreign) to
release to the Colorado State Board of Medical Examiners or its successors any information, files or records
requasted by the Board relative to my qualifications as a physician and my eligibility for licensure.

| understand that if my application does not have any issues which require Board review my application will be
quE_m_W_wm:m_w approved as soon as it becomes complete unless | indicate otherwise below,
1Process my application for review now,
L] Process my application for review on or after (list month and year):

In accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statemenis made herein are
punishable by law,

| state under penalty of perjury, as defined in 18-8-503, C.R.S., that the information contained this application
is true and correct to the best of my knowledge. | further state that | have read all disclosures contained in the
application packet including the one related to social security numbers.

| understand that under the Colorado Medical Practice Act, providing false information is grounds for denial,
suspension or revocation of a medical license and that application fees are not refundable.

W)\ 3.c 08

Signature Date

RETURN THIS APPLICATION TO;

COLORADO BOARD OF MEDICAL EXAMINERS
15660 BROADWAY, SUITE 1350
DENVER CO 80202-5140




STATE OF COLORADO

STATE BOARD OF MEDICAL EXAMINERSDepartment of Regulalory Agencies
1560 Bropoway. Sute 1350
Derwver, Colorado 8020251456 Division of Registrations

Fas [303] 894-7693
W/TDO [303] B94-7880

i JOF3 SIS €O ul/mec Cal

REPORT OF PRACTICE HISTORY

Faciity Name Address and Zip Aeference (name and tile) ﬂlﬂtﬂ“ﬂi Neture of Pracice
~SAnveasihg oF Lolemdo] Yoo €. Atw Ave Resi gant—
1. Vet Suenis ik Devivren, (O ROl .?Pmts..\....u
2.

3.

4.

5. i

6.

7

8.

9.

10

PLEASE BE AWARE THAT IN COLORADQ SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE BY LAW.

.iigﬂ‘ﬁq!?ggliﬂ!ﬂz.ﬁ.ggmﬂﬁigggisag_wgﬁuﬂiﬂﬁf
besi of my knowledga. | undersiand that under the Medical Practos Act, providing fslss information is grounds for genial, suspension or revocation of 8 medscal Ecensa.

\}\/\(ty;ﬁ\/\ Diryond 3.L.08§ L6

SIGHATURE PRINT LAST NAME DATE




STATE OF COLORADO

STATE BOARD OF MEDICAL EXAMINERS Department of Regulatory Agencles
1560 Broadwary, Suete 1350
Denver, Calorado 802025146 Division of Registrations

Phane [303) B94-7800

Fax [303} 894-7693

V/TOD (303) 694-7880

www dovasiate co us/medical

CERTIFICATE OF MEDICAL EDUCATION

THIS SECTION TO BE COMPLETED BY APPLICANT AND
FORWARDED TO SCHOOL WHERE MEDICAL DEGREE WAS RECEIVED

This certifics
that e B. Oixon
FULL NAME OF APPLICANT
enrolled in
\Am\wv.s&'u. b Lone e unt
FULL NAME OF MEDICAL SCHOOI,
Fﬁ-VM\n&hw f xC on the Lﬁ'h"‘ day of &&'ﬂ-’
19 52[

LOCATION OF MEDICAL SCHOOL

THIS SECTION TO BE COMPLETED BY PRESIDENT/SECRETARY/DEAN OF MEDICAL
SCHOOL AND FORWARDED TO COLORADO BOARD OF MEDICAL EXAMINERS. .
COMPLETE ALL BLANKS IN THE SECTION OR FORM WILL BE RETURNED,

The undersigned certifies that the records of this institution i]a& Lg.at he/she attended this

institution beginning on the ! S day of B%i, V' andwas granted the degree
Bachelomr Doctor of Osteopathy on the ;L\% day of S}di‘_,

a0
Signed and the college seal affixed

This 23 dayof M2 200

"nde (000n0 | ASY Rogidhe

NOT VALID WITHOUT SCHOOL SEAL
NOTE TO REGISTRAR:
[F NO SCHOOL SEAL, PLEASE INDICATE ABOVE, NEXT TO SIGNATURE OF

PRESIDENT/SECRETARY/DEAN. L2




MAR-21-20@5 12:22 UCHSC GRAD MED ED 3033157399 P.02/@3

% University of Colorado Health Sciences Center

School of Medicine 4200 Bast Ninth Avenue, C293, Deaver, Coloredo 80262
Office of Graduate Medical Education Phone: 303 315-7424, Fax: 303 315-7399

CONFIRMATION OF MALPRACTICE COVERAGE

Date: March 21, 2005

‘Resident: Anne Dixon

Program begin date: June 23, 2001

Program end date: Expected to complete June 30, 2005

The University of Colorado Health Sciences Center provides medical malpractice coverage for its
employees, residents, students, and volunteers through a combination of self-insurance and
commercial insurance. This coverage Is subject lo the terms of the University of Colorado Self-
Insurance and Risk Management Trust Coverage Document. Coverage extends to injuries arising
from acts or omissions occurring during the performance of the covered person’s duties and within
the scope of the covered person's duties and within the scope of the covered person’s employment
or fraining, unless the act or omission was willful and wanton.

The Trust's coverage extends to employees, residents, students, and volunteers defined in the
Trust Coverage Document and in accordance with the Colorado Governmental Immunity Act (C.
R. S. 24-10-101 et. seq.). These employees, residents, students, and volunteers are considered to
be

“public employees™ under the Colorado Governmental Immunity Act and their liability is limited by
the Act as follows:

(a) for any injury to one person in any single occurrence, the sum of $150,000;
(b) for any injury o two or more persons in any single occurrence, the sum of $600,000;
except In such instance, no person may recover in excess of $150,000.

For claims subject to the protection of the Colorado Govemmental Immunity Act, if a court of
competent junisdiclion rules as a final judgment that the limitations of the Act are not applicable to
the University, the University of Colorado Hospital, a particular public employee, faculty member or
sludent, Ihen the Trusl provides secondary coverage through a commercial policy which has
limits of at least $1,000,000 per occumrence and $3,000,000 in aggregate. Both the coverage
under the Colorado Governmental Immunity Act as well as the secondary coverage provided be
the Trust which are outlined above apply to acts that occurred within the course and scope of the
employees work for the university or which occurred during the time that the resident or student
was enrolled in the program,

All inquiries regarding the coverage provided or claims history for the individual named below
should be directed to the Office of Professional Risk Management, PO Box 6508, Mail Stop F- 407,

Aurora, CO 80045.
Moo, T WL

Carol M. Rumack, M.D./Designee
Associate Dean
Graduate Medical Education

* ACGME dafines “racident’ as intam, resideni, and follow,

Revised 2/16/05



