New Mexico Medical Board
2055 S. Pacheco Street, Bldg. 400
Santa Fe, NM 87505
505-476-7220
Fax: 505-476-7237

April 23, 2010

I, Lynn S. Hart, Executive Director of the New Mexico Medical Board,
as a custodian of this record, certify that it is a true and exact copy of all
public records for license number MD200g-0759, accurately recorded,

maintained and reproduced by this agency. The case involved:

Shelley Sella, M.D.
License #MD2009-0759
Public File

IN TESTIMONY WHEREOF, I have hereunto subscribed my name
and caused the seal of the New Mexico Medical Board to be affixed, the day

and year first above written.

o e S A A~

Lyn/n §. Hart
Executive Director
Records Custodian

Website: www.nmmb.state.nm.us e-mail: nmbme@state.nm.us
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Health Systems Association
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MEDICAL SOy NMHHA

AN A alea)

The New Mexico Statewide Application m E P L i E ﬂ\l
for Physician/Practitioner Appointment® | JL e

oy A 1
ad

Physician (MD) Application
(USING FCVS)

NM MEDICAL BOARD

Date of Application: 487 /09 Application Fee: 400.00
L Background Check Fee:___ 34.00
TOTAL COST: $ 434.00
Demographics
[ Name| Rop/al<ox] | Svsand | CEL/NA . 1
Last First Middle

| Other Names Used | §//a ]

Will you be applying by endorsement , Yes X No ‘@\C’W
(See page 2 of the application instructions for requirements)

Gender | M ( E) |_Place of Birth |A)Ebl)5’bﬁ< N Citizenship | US4
almmlgratlon Status A INS
. N/ A Certification # Ne ,
*Social Security Number | o Date of Birth | 3/5/4L
*NM Tax ID# (if applicable) .| AJS Pending [ ’
*Fed. Tax ID# (if applicable) .| Mg Pending []
‘Current Practice Name |/ ANVED  PARENTHDOD MAR MONTE
Practice Limited to: (Clinical Specialty) | OBGY N
Street .eauhmim) (5D N FOLTONST (CoRporATEYS 18 GRRDEN ST Soutin Parkdyva. CA
City [FrResND ~ | State [ c4 1 Zip Code Q3425 d3i0}
Telephone Number |559g - 4gg_ 4/90p | Fagsimije’ I(Phorc}caizpozmg 05 963 244 )

_ﬁFméd

o] e

*Office Manager or Contact Person: hea 04 conles : }{,{ar
Foreign Languages {spoken fluently by: practitl"" ef) -
Foreign Languages (spaken ﬂuently at Practlce

* E Mait Address (confi dentlal) '

*Street
*City

Telephone Number |~
What are your immediate or uJ WL&:—/\LD 7ot MJ@:ZK &S WTRACT oF
future Practice Plans i New

MeXIco‘? ‘

'Home Address (Reqwred) *Telephone Number |

Street |, , -

*City [ | *State | ¢4 | *Zip | G344

*Information Confidential
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__Practice Associates in NM (If Applicable) Call Coverage in NM (if Applicable)

Other Practice Locations (If Applicable) . . e AT
Practice NamEIPL#HUAJED OAPENT HOOD PPsPVSLD -
Street | 518 GAR DEN ST

Education (Please attach a separate sheet, if necessary.)

'Undergraduate Education

City [s40TA  PARBAEA | State .4 | Zip Code [ G2 0]
Telephone Number | #05° 943 24445 | Facsimile e W i ] (P
Answering Service | Effective Date 'I {ER R T = .' i

N I
ﬂl e TET

NIV ME UTUAL CoRf o

College or University | A QUT‘EE.(:‘ PEA USUL_A- COLLE_GZ:

City | MONTELEY State/Country | ¢4 [ Zip Code:§34 4
Dates Attended | From: 1/|9p To: (/)442 [ Degree | AA | Graduation Date | /. /192
College or University [(anv. oF CALLpRMIA, Sawais CRUZ . '

City [SasTa CRu2 [ State/Country | C4. | Zip Code: G5p L4

Dates Attended | From:3 [1992.  To: ef199 ¢ | Degree [BA ] Graduation Date | A IZE
Professional / Medical Education _ .
College or University [UNIV oc CALiFormiA . San fch-so

City|/ A Jplia | State/Country [ 2 4- | Zip Code: 20935

Dates Attended | From: 4 19+ To: (a/}‘?-}tg' | Degree [ A [ Graduation Date | {p /757198
|_College or University [ . - :
City | ] StatelCountry | [ Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date |
Graduate Education - L '- '
College or University |

City | | State/Country | [ Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date |
College or University |

City | | StateiCountry | Zip Code:

Dates Attended | From: To: I Degree | Graduation Date |

Internship/ Residengy/ Fellowship .~ e
[nstitution Name  [jJ.c.. San 'ZDJMD MeAzcaf Cpn‘)}_r

City |[San Dieeo | State/Country [~ 4 [ Zip Code: 92103
Dates Attended | From: /3¢  To: /34 | Field | G ERAL SUREERYAIROLDSY

Institution Name [TUPTS NEW ENSLAND MED, CENTER ACEIL JATED thoss

City | RPosimnl | State/County | A4, Zip Code 52414

Dates Attended | From: 7/j934 To: (a/;qu,.l Field | -6y A
Institution Name 1 Magsaelrs Hoserrr 44 wWomen .

City | '® actmr. | State/Country | A | Zip Code: (92,125

Dates Attended | From: :H 1992 To: ((,/;qu- | Field | MarEr At Errat. AMEDICI G
Institution Name | N/,q-

City | | State/Country | | Zip Code:

Dates Attended | From: To: | Field |

Applicant Name Ovsar) CeLinaA  KoB/NSOK pate 4 ’Lﬂ”/ 09
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Work HiStO[! Please list all previous practice experience for the last 15 years, jneluding military or government service,

listing the most recent first. If military service, state type of discharge and rank achieved and attach copy of discharge or separation

documents. Attach separate page. If necessary. Please provide written explanation for any ga

ps in work history of 6 months or more.

Location | PLawned Beentpip MakupukFrom (L2006 | To [oipvresy

Street [| 05 “Hhe, Mameda Phone Number | 998 - 297 9255 (3, 6,3)

City [Fan . ese , State | CA- ZipCode g2 92% .

Type of Practice [conhvudla v — aunjaberim] Contact Person  |Corhachs 9 Ceebrmiiaile

Type of Discharge | Ara- g Rank Achieved | aar ’

Location [PLAOVED Fagentuop SBVSLO | From [5/200§ | To| cuorent

Street |57 5 GALDENST Phone Number | 905 .9 ;32445

City | S, Poarnra , State [ <A~ | ZipCode [ 420

Type of Practice [¢entaddgr—  qun Bborfion | Contact Person | RpZz G sertT  { #R)

Type of Discharge | ara- go? Rank Achieved M ”
_Location |[GHoice MEDICA;  GRP. From [GJo3 | Tof i/oq.

Street [ |7 3LF Stone. Ave. %23, Phone Number [4Jay 995  pipz .

City | SANJos= State [CA- ZipCode [9 5 |25~

Type of Practice [¢ orimactor _aborhon cxve. | Contact Person | L 124 aeia VAR - . 5 N
Type of Discharge | 4 Ja- i Rank Achieved U4 . [ e W = U] s EH
Location| 5~y vy =T From | To | N ‘J
Street | e N A e A LT~ Phone Number H i t
City | GV AT State | Zip Code | o -
Type of Practice | S HEE T Contact Person NM MEDICAL HDARD
Type of Discharge | Rank Achieved |

Hospital and Health Facility Affiliation History (other than postgraduateitrainingy [ N/

Please list hospital staff membership andfor heaithcare organization affiliations in the past fifteen 43}5) yea
institution is no longer in existence, please provide an alternative source of verification. Use sepq@;t' p:age;,’ if he
Providers who do NOT have admitting privileges, please explain your procedures or-the arrangﬁq '
instances when patients require admission to a hospital.
arrangements include admitting coverage by another provider, a signed letter from
including their primary admitting facility, is to be included with this application,

if you are applying with, ;,-rf;ea[th/ plan;

gnts you

othgicgvering p

{1) Current Primary Admitting Facility (Hospital Name)

o rwrert MWMM_

Street |

City | | state Zip Code |

Telephone Number Facsimile

Appointment Dates | From: To:

Type of Appointment

Privileges Assigned
(2) Facility Name | Sufler Lakeside. thospidald
Street (51 4  Hill Road (aoT )
City | Lalke port | State | —4- Zip Code | 95453
Telephone Number  [Fpz 2L2 5000 Facsimile {=Z0F 242 5119 .
Appointment Dates From: % / ;999 To: 2 /200¢
Type of Appointment / ’
Privileges Assigned  [-£14/] OB -cvt)  pranlece,
(3) Facility Name |fMendorino Coast °Distnet Hos pdad
Street 400 River Bd . i _
City L+ Riraqq |State | ¢ 4 Zip Code [§54/3+ -
Telephone Number  |Z/p L Qi <YV [ 22:L Facsimile
Appointment Dates From: 9 / 199 g To: 5 /2600 .
Type of Appointment / ’
Privileges Assigned  |-F/ i OB --YA[

Applicant Name ﬁ/t(d" /[/J (1 Ao/@bf ﬂ'j 5/’)

Page 3
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(4) Facility Name | Milos Memorigl Hospd=p

Street  RR 2. PO Boy 4500

City | Darmnait=scoita

| State

ME

Zip Code | 0542,

Telephone Number

AO0F ~543-450]

Facsimile

Appointment Dates

From: ‘?/22 //‘7?5

To: /O Jz0 hags.

Type of Appointment

Tem oora_rb_l

Privileges Assigned

BB~ c¥YN

(5) Facility Name: |

st \Josephs Hos pd=d

Street | 1915 [ ake  Aye.

Street | [ inton

Lane_

Privileges Assigned

- &V

City | Oak Blulss. | State | M4 Zip Code |94 B&tg L ZUA]
Telephone Number | 595 - L93_04/0 - Facsimile ’ '
Appointment Dates | From: {{ [23 [a 7 To: {1 /30 ja%

Type of Appointment | ~7& ¢4 oarr*cr.r‘l-’f Y

(7). Facility Name |A)/}5+1—04 Merpriir Hosp (Scnﬂe/),m N Eéma‘nap Med Citr)

Street | &  Prps ,aec:f“ ST

City | MAspug

| State

ML

ZIP Code | p2pe0

Telephone Number

03 S5FF. 2080

Facsimile

Appointment Dates

From: 1490 To:

199%

Type of Appointment

Privileges Assigned

(8) Facility Name

Street

City |

| State

| Zip Code

Telephone Number

Facsimile

|
Appointment Dates

From: To:

Type of Appointment

Privileges Assigned

City | Ply mpu, | State | /A ZipCode {4145 &3,
Telephon& Number [2]9 = 925 3000 Facsimile ]
Appointment Dates | From:)2)23/ 199 7 To: | /= )ggyx, MIEIRIEYAE N
Type of Appointment "f;m'mf—-'d_nr,, T = e = 2
Privileges Assigned | =8 = ’a) ! .. i i
(6) Facility Name | AayThal's l/txm:_ﬁa—wd Hos paa ) 1

Professional References Please fist three professional peers familiar with your professional performance in the

ast 5 years, (not mcludlng current or impending partners or associates in practice).

(1) Name and Title

| Dicle Giccligs— 4D

Phedi(a) Duwectn PP Man Mondy.

Addess| [GD5 e Mgieda

City San o se | State [~4 Zip Code |95 124
Telephone Number | Z£08 - 27— 7255 Facsimile
(2 Name and Title _ﬁfwf/g,a/ Sella. D

Address 4_2? 2mnd

City | state |24 Zip Code |24/ 60T
Telephone Numberl /O~ 655~ /503 Facsimile - o
(@) Nameand Title | L{/rhe/le  (W61F2 MDD

Address[/2)™ iC1n ross_ Dr

City —UN_ Eafae/ | State | £4 | Zip Code [F£5 7/
Telephone Number | .é}.//)ji;?—‘jﬁ — R/ KD Facsimile

Applicant Name S’I/Wﬂ/}/} CJ@@VMS 28 /VL/’f) Date q /02 ?’/ﬁ 9
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Licensure-Registration-Cetrtification Information

'ECFMG Number (if applicable) | A

State Professional License/Certification Number -~

State | &4 | lssueDate | F/7 f7T

| Explfatlon Date |ﬂ;/»3[ /Z@N

| Pending [ ]

All Other State License Numbers (regardless of status - attach separate e fist ifT necessary.)

Expiration Date

State Number Issue Year

<o alla(hed .

_“Federal Drug Enforcement Admin. (DEA) Registration . NA [ ]
Number | | Exp. Date |4/30/7,9 “ Pending [ |
*State Controlled Substance Reagistration (CSR) <siee’ NA []
| Number | ~ "~ TState M4 [Exp.Date [/2/4; Pending [ |
*Medicare Unique Physician Identification Number (UPIN) |

Pending [ |

*State Medicaid Provider Number ] inl [ECIE v, T
Pending [ ] I 7
*National Provider ldentlf' cation Number 7 | LI e o e )
Pending | | P i I|

NM MEDICAL 11 .:~"-'<D

Specialty Board Certifications [ IN/A
Are you Board Certified? Yes [ INo Note: if you are not Board certified by a Board recognized by the

American Board of Medical Specialties, the American Osteopathic Association, the National Commission on Ceriification of
Physician Assistants, the American Nurses’ Credentialing Center, or the Natlonal Certification Commission, or accepted for

examination in your specnalty please glve a bnef explanatlon on an attached sheet
“Certified/Recertified by the:

1. Amedcce, &%ﬁ@m’ N OB-GoN — FESILFID

Dateﬁ Certified | {7/9-/5¢ ‘| Date Last Recertified [ 72/5 /200 | Expiration Date kz.lg J /2.@0’1"
2. N i~ 7 77

Date Certified | | Date Last Recertified | | Expiration Date |

AT

Date Certified | | Date Last Recertified I | Expiration Date |

. Accepted for Examination by the: )U‘ﬁ {

Until (expiration

If not accepted have you made application?

Yes No

date)
Certified/Recertified by the Subspecialty Board of A4 = . .
1.
Date Certified | | Date Last Recertified | | Expiration Date |
2.
Date Certified | | Date Last Recertified | | Expiration Date |

Accepted for Examination by the Subspecialty Board of ]

Professional Liability Insurance (confidentia) information) A L,
Do you have current liability insurance? Yes [INo Y11
Current Carrier [\, oy Fre Insasene .Co Current [y} Pending | ]

Address | j/iz{ Avcﬂﬂrmm’ NY L N 10036

Dates Insured | From Policy #
5199 curent |

Iﬂ’J?//iZw 1/5 Nl 0

Coverage Limits
Applicant Name %/f/lﬁﬂ/) ﬂﬂiﬂayl/)é—m /’If’/lte

Page 5
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Licensing EXxam: Please check all that apply:

i MEDICAL BOARD
O State Board Exam (Prior to 1973) Which state? Dato(s) passad 0 o/ SOAR

O FLEX O LMCC ™ National Board (NBME) O USMLE
Part/Step 1 Date Passed fgo 1[ [9%6 _ Partistep 2 Date Passed 4(2‘714? ParyStep 3 Date Passed_3// 979
Mohth/Year Month/Year Month/Year

Professional Practice Questions Please answer all of the following Yes or No questions. if you answer
YES to any question, please give detalis including name, address, and telephone number of significant parties on a
separate sheet of paper.

1. Has your professional liability coverage ever been terminated by action of the insurance | Yes LIl | No E_
company except as a result of the company ceasing to offer insurance fo physicians?

2. Have you ever been denied professional liability insurance coverage? Yes [] | No X

3. Has your professional liability carrier ever excluded any specific procedures from your | Yes L] | No X |
coverage? :

4. Have you ever been denied membership or renewal thereof, or been subject to disciplinary | Yes [] | No
action in any professional organization?

5. Have you ever been excluded from or sanctioned by Medicare and/or Medicaid? Yes ] | No [X]

6. Have you ever been amested? If so explain the circumstance, regardless of the outcome | Yes ]| No
(i.e. expunged, dismissed, sealed, vacated).

7. Have you ever been named as a defendant in any crminal praceedings? | Yes [J | No X |

8. Have you ever been subject to investigation by a governmental entity or Board that either
could have resulted or did result in licensure sanction or other adverse actions, irespective of | Yes [[] | No [X]
the outcome?

9. Have S(ou ever been named in any formal requests for corrective actions filed by any | Yes [] | No
healthcare entity where you have had an appointment (a request which could result in either
formal or informal proceedings).

10. a. Have your privileges at any healthcare entity ever been voluntarily or involuntarily
suspended, restricted, diminished, revoked, surrendered, or not renewed, except for medical | Yes | Ne K]
records delinquency?

b. Have you ever agreed not to exercise your clinical privileges while under investigation? Yes [ | No (R

11. Have you ever resigned from a healthcare entity to avoid modification, suspension, or
termination of privileges, or while under investigation? Yes [] | No

12. a. Has your application for licensure or license to practice in any jurisdiction ever been
investigated, voluntarily or involuntarily limited, suspended, revoked, surrendered or denied? Yes [] No [<]

b. Are any currently held licenses pending investigation or being challenged? Yes [1 | No

13. Have you ever been notified to appear before any licensing agency for a hearing or | Yes [ 1 | No
complaint of any nature?

14. Has your federal or state narcotics registration certificate in any jurisdiction ever been | Yes [ ] No & |
voluntarily or invaluntarily limited (stipulations), suspended, revoked, restricted, or are there
currently challenges to any of these items?

Applicant Name WL 0 %7’/' 54)/] MO Date éi/r\) ?// / ﬁq

Page 6



15. Have you ever been involved in a setilement, medical malpractice claim or suit, or have [ Yes K] No -EI
you ever received written nofice of intent to file such a suit? If yes, please provide the

following information on the attached Malpractice History form for each case:

« Name, age, sex of patient/claimant. E @ L,L_f I’“ v f‘i_[i“,,
» Date(s) and type of treatment and/or surgery, which led to the allegations against you. —= = N P._—E},i ;!
» Nature of allegations in claims/suits. Specify whether a suit was ever filed. - 0 ’
» Names of other practitioners and hospital, if any, involved in claims or suit. A gt
= Disposition or current status of claim or suit (be specific). L Ji -
» Name of insurance carrier defending you. UEDIC AL | r‘IE'- .
» Name of defense attorney. Qtpded ICALE whicl)
16. Have you ever been reported to the National Practitioner Data Bank? Yes (] | No K
17. Are you now, or were you in the past, addicted to, abusive of, or in freatment for abuse of | Yes [ ] | No X1
any controlled substances, habit-forming drugs, iliegal drugs, prescription medication or

alcohol?

18. In the five (5} years prior to this application, have you had any physical injury or disease, | Yes L] | No B
or mental illness or impairment, which you are currently under treatment for or could

reasonably be expected to affect your on-going ability to practice medicine safely and

competently? If yes, please have your treating physician send the NM Medical Board a

letter regarding your diagnosis and treatment.

19. Have you ever, for any reason:

a) Resigned from a medical school or postgraduate training (PGT) program? Yes [1 | No K]
b) Withdrawn from a medical school or postgraduate training program? Yes [[] | No M
- 13 . . . - - X ’?

c) Been suspended, dismissed, or expelled from a medical school or PGT program? Yes [ | No E}J
d) Been placed on probation or remediation, including academic probation or remediation,

by a medical school or PGT program? Yes [] | No a
¢} Taken a leave of absence or break from, or had any interruptions or extensions in, a

medical school or PGT program for any personal or professional reason {including illness or

disability, pregnancy or maternity, any academic issue, elc)? Yes [] | No w

If you answer YES to any question, please give details including name, address, and
telephone number of significant parties on a separate sheet of paper.

Applicant Name WW@WSM'] WD Date

Page 7
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2055 S. Pacheco St. Bldg. 400
Santa Fe, NM 87505 (505) 476-7220

‘,J!.'

Y

New Mexico Medical Board :

|-

N MEDICAL BOARD

I, QJ/MM M@&M’?S’M ML) ., hereby certify that | am the person
pictured below and named in this application for a license to practice as a Physician in the
State of New Mexico; that all statements | have made herein are true; that | am the original
and lawful possessor and person named in the various forms and credentials furnished to
the New Mexico Medical Board (Board) with my application.

I acknowledge and state that | have read the Information and Instructions that accompanied this
application and | have answered all questions truthfully. | understand that the fee | submitted is not
refundable.

| authorize and request every person, hospital, clinic, community, governmental agency, court,
association, institution or other organization having control of any documents, records, and other
information pertaining to me, to furnish to the Board any such information, including documents,
records regarding charges or complaints filed against me, formal or informal, pending or closed, or
any other pertinent data and to permit the Board or their agents or representatives to inspect and

- make copies of such doeuments, records and other information, in connection with this application. -

I hereby release, discharge, and exonerate the Board, and their agents or representatives, and any
person furnishing information, from any and all liability of every nature and kind arising out of the
furnishing or inspection of such documents, records, other information, or the investigation made by
the Board. | authorize the Board to release information, material, documents, orders, or the like
relating to me or to this application to any other agency of the State of New Mexico or the
appropriate licensing agency of any other state or Territory of the United States or any agency of the
United States government.

o Doanifletmsniad gk o7,

Applicant Signature Date/

*Passport-quality color photograph taken within six months prior to filing the application, approximate size 2 x 2 inches,
head and shoulders only, full face, front view, plain white or off-white background, standard photo stock paper, scanned
or computer-generated photographs should have no visible pixels or dots.

Applicant Name 5&(/54/” p : /a)éf /OJ cﬁ’) /M Date Q/Qj_"'// 07

Page 8
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- American Board of Obstetrics & Gynecology Page 1 of 1
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N MEDICHL BCARD

* R T % i 2 o
# Personal Home Page 5 Susan Caiina Robinson, M.D.

Personal Home 3 - . — e B —
Page i Susan Celina Robinson, M.D. "

- {1 ABOG 1D Number: :
Bulletins R
Profile ) Welcome to your
Statuses and Personalized Member Page
Applications et P et -
FAQs

Credit Card payment is accepted for all online transactions.
L.og Qut
- For questions about the Recertification process, please send a message to:
Recentification Department
Home For questions about the General Certification process, please send an email
Public to: General Certification Department
Resources
Downloads If you should experience any problems navigating this site, please send an
email to: Webmaster

Important Dates
FAQ —
Support MOC Phase Il - ABC (Year: 1
About Us ase Il - (Year: 1)

[Click for further detail)

2009

Nat Applied

MOCC Phase IV - Medules (Year: 1)
{Click for fusther delail)

" Attentlon I Atlention I’ Aftention u Altention | Aftention | Attention

Attention I Attention [ Aftention {f Attention l

) OBIGYN Certification 5
Original Certification Date: 111711986
' Current Certification Expiration: 12/31/2009

. Date of Last Recertification: 12/31/2008

Copyright © 1384-2009 American Board of Cbstetrics and Gynecolagy, Inc. All Rights Reserved. [Legal Notica} {Privacy Policy}

hitps://'www.abog.org/annlications/UU Home.asp 9/27/2009
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ﬁ“’""""" The Medical Board of Califarnia £
:E 2005 Evergreen Street, Suite 1200 ¢
. CIPRNEMENT & CONTULLER AFFARS Sacr‘amentu CA 95315

!
PHYSICIAN AND SURGEON N@W V)’lp ol Ad ﬂ 1060 -
CERTIFICATE NO G39852 EXPIRATION 03/31/2011
" WOMENS HER D BMISON. ovices
5107 EAST KELLOGG E
WICHITA KS 67218
IIII
ORIGINAL
ISSUANCE DATE RECEIPT NO
07/02/1979 01600426

DEA REGISTRATION THIS REGISTRATION FEE CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
NUMBER " EXPIRES - . PAID UNITED STATES DEPARTMENT OF JUSTICE

’ DRUG ENFORCEMENT ADMINISTRATION
i - O 30"2011 FEE PAID WASHINGTON D.C. 20537

SCHEDULES ..~ BUSINGSS ACTIITY - ISSUE DATE -

22N, ~ " PRACTITIONER ~03-11-2008
33N 4.5, - '

ROBINSON SUSAN C. {MD) \
PLANNED PARENTHOOD:MAR MONTE
650 N. FULTON STREET ‘
FRESNO, CA 93?28-0000

Secfions 304 and 1008 (217USC 824 7and 958) ©f the Controlled
Substances Act of 1970, as amended, provide that the Attomey
General may revoke or suspend-a-registratiomto-manufacture, -
distribute, dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND [T IS NOT VALID AFTER THE EXPIRATION DATE. -

[t v e e e A Y S SN A G e e

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20537

DEA REGISTRATION THIS REGISTRATION FEE
s NUMBER EXPIRES PAID

, 04-30-2011 FEE PAID cT

SCHEDULES BUSINESS ACTIVITY ISSUE DATE

22N, PRACTITIONER 03-11-2008]
3.3NA4,5,

ROBINSON, SUSAN C. (MD) .- Sections 304 and 1008 (21 USC 824 and 858) of the
PLANNED PARENTHOOD MAR MONTE Controlled ‘Substances Act of 1970, as amended,
650 N. FULTON STREET provide that the Attorney General may revoke or

FRESNOQ, CA 93728-0000 suspend & registration to manufaciure, distribute,
’ L dispense, import or export a controlled substance,

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP CONTROL, LOCATION OR BUS]NESS ACTIVETY
AND IT 1S NOT VALID AFTER THE EXPIRATION DATE.

R e T T

Form DEA-223 {(4/07)
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NM MEDICAL BOARD

Malpractice History

Provider Name: SC{S&WI @.@95/ NSOT)

Please DUPLICATE this form and complete for EACH case.

1. Patient Name: w
2. Diagnosis:

BRI AN — DAUACE

3. Yo/ta: involvement in the case, i.e... Attending, Consulting, Etc.:

L2r A G
4. Allegation(s):

= ANEEALICENIT— CARL e

5. Clinical Case Summary:
NT __canv. 40 L+D  ypih abruptro
CANCAGESNAS B =SPehn~ Ao, ;%z/,w
hiad s fvedon Mafp , )

6. Patient Outcome: Drgyvr .
7. Other pertinent detdils:

- Y aﬂm}f? 0?’

8. Date ofincident: _Z /4f s Datefiled: G //0/ G/
Dateclosed:  {Hf2ed /42 2 7
9. Resolution of case! i.e. Dismissed, Settled Out of Court, Litigated, Pending,

Other:
Dismiss €D

10. Settlement amount paid on your behalf (if any): ,@,

11. Professional liability insurer involved:
a. Name of Insurer:  PRIMUT I Al.. &) AECH ST~ #hFL.
b. Address of Insurer: Bosrer? MA 6210

12. Defense attorney: {A)/L4 /ATA DAV ERIPOLT

D Retomsyn

Signature Dafte




SUMMARY OF MALPRACTICE ALLEGATION

Plaintiffs

Defandants
City of Quincy, Yvonne Swistack, CNM, Cynthia Davis, MD, Susan
Alex, Susan Robinson MD, and Center for Women's Health
Court
Norfolk Superior
Summons — e
#91-01900 NEGETY =]
Event date S ]E |
7/4/88 b A ljg
Claim date
9/10/91
Tribunal date
3/20/92
Dismissal date
6/30/92
Plaintiff counsel
Michael Gillis, Gillis, Gillis and Bikofsky PC, 1340 Centre 5t., Newton
Centre, MA 02159, 617-244-4300
Defendant counsel
William Davenport, Bloom and Buell PC, 1340 Soldier's Field Rd.,
Boston, MA, 02135, 617-254-7610 (fax) 617-254-4400 (phone)
Insurer :

NM MERICAL BOARD

Joint Underwriting Association (now called "Promutual”) 101 Arch
‘Street, 4th Floor, Boston, MA 02110 Phone: 617-330-1755 Fax: 617-
330-1748

Claim representative

Mary Lou Sawatzky, RN (ext 327)
File number

#2892
Policy number

Allegation



As a result of the defendants’ carelessness and hegligence as, ™ S
described in the plaintiff's complaint, . Was— ——-'
caused to sustain severe and permanent personal injuries, including
permanent brain injuries

Description

The patient’s prenatal course was complicated by an abnormal 1 hour
glucose tolerance test (with normal 3 hour glucose tolerance test)
and by heavy cigarette smoking. She was at 41 3 weeks gestation and
was being followed with biweekly nonstress tests which were
reactive. A biophysical profile done 5 days prior to admission was
normal. The patient ceased noting fetal movement 7/3/88 at about
1400. 7/4/88 at about 1500 she had the onset of back and abdominal
pain. She presented to labor and delivery on 7/4/88 at 2340. The
fetal heart could not be heard with electronic fetal moniter but was
visualized using bedside ultrasound on 7/5/88 at 0005. The rate was
abnormally slow at 80 beats per minute. An emergency cesarean
section was done and a baby girl with APGAR scores of 1,5 and 7 was

_ delivered. The baby was resuscitated by the anesthesiologist and

transferred to Boston Floating Hospital for Children. A
retroplacental clot of 200 ccs was noted at surgery. The final
diagnosis was placental abruption.

Disposition

The medical tribunal's report entered a finding (re: all defendants)
that this was an unfortunate medical result, that is, that there was
no medical negligence involved. The plaintiffs did not post the
medical tribunal bond and were unable to find any physician or expert
willing to write a letter stating that something that was done was
below the standard of care. The plaintiffs sought no other relief or
appeal. The court dismissed the case 6/30/92. No money was paid on
behalf of or by any of the defendants.
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AMERICAN "’/__\;’
MEDICAL A

ASSOCIATION
AMA Physician Profile
Name and Mailing Address: Primary Office Address:
SUSAN CELINA ROBINSON MD
SAME AS MAILING ADDRESS

Phone: UNKNOWN

Birthdate:  03/19/1946
Birthplace: NEW YORK, NY UNITED STATES OF AMERICA

Physician’s Major Professional Activity: OFFICE BASED PRACTICE

Practice Specialties Self Designated by the Physician*:

Primary Specialty:  OBSTETRICS & GYNECOLOGY
Secondary Specialty: GENERAL SURGERY

*Self-Deslignated Practice Spacialties/Areas of Praclice (SDPS) fisted on the AMA Physiclan Profile do not imply “recognition” or
“endorsement” of any flald of medical practice by the Association, nor doss it imply, certification by a Member Madical Specialty Board of
the American Board of Medical Specfaities, or that the physician has been trained or has special competence lo practice the SDPS.

AMA membership: NON MEMBER
All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medieal School:
UNIV OF CA, SAN DIEGO, SCH OF MED, LA JOLLA. CA 92093

Degree Awarded: Yes
Degree Year: 1978
AMA Files Checked 10/2/2009 09:53:02  Profile for: Susan Celina Robinson MD Page l of 5

©a000 by the American Medical Assoeiation
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AMERICAN JP

MEDICAL
ASSOCIATION

AMA. Physieian Profile

Current and/or Historical Post Graduate Medical Training Programs Aceredited by the Accreditation Council for

Graduate Medical Edueation (ACGME):

Future training dales, as reparied by the program, should be interpreted as "in progress* ar "current™ with projecied date of canq;le[wn Ifthe
fraining program indicates that training for a physictan in a particular specialty was not completed at their institution, the irgining segment will be
identified as "INCOMPLETE TRAINING",

Institution: UNIV CA SAN DIEGO MED CTR State: CALIFORNIA

Specialty : GENERAL SURGERY 07/1978 - 06/1979
(VERIFIED)

Institution: TUFTS UNIV AFFIL HOSPS State: MASSACHUSETTS

Specialty : OBSTETRICS & GYNECOLOGY 07/1979 - 06/1980
(VERIFIED)

Institution: TUFTS UNIV AFFIL HOSPS ' State: MASSACHUSETTS

Specialty : OBSTETRICS & GYNECOLOGY 07/1980 - 06/1932
(VERIFIED)

Note:  Ifyou have discrepant information, please submit a Request for Investipation to the AMEA so that we may verify the information with the
primary source(s). See the Inst page of this Profile for instructions on iow to repart a data diserepancy.

NATIONAL BOARD OF MEDICAL EXAMINERS (NBME) CERTIFICATION YEAR: MD: 1979

Current and/or Historical Medical Licensure:

Mo/ Date Expiration License Last
Jurisdiction [3]¢} Granted Date Stafus Type Reported
ARKANSAS MD 04/02/2004  03/31/2806 UNKNOWN UNLIMITED 07/25/2008
KANSAS MD 10/18/2003 06/30/2010 ACTIVE UNLIMITED 09/01/2009
MAINE MD 09/24/1998 04/01/1999 INACTIVE TEMPORARY  09/01/2009
ARIZONA MD 04/03/1998 05/01/1999 INACTIVE UNLIMITED 09/02/2009
INDIANA MD 01/23/1998 06/30/1999 INACTIVE UNLIMITED 02/22/2007
NEW HAMPSHIRE MD 06/06/1990 06/30/1999 INACTIVE UNLIMITED 01/23/2007
MASSACHUSETTS MD 10/02/1980  03/19/1999 INACTIVE UNLIMITED  08/25/2003
AMA Files Checked 10/2/2009 09:53:02  Prefile for: Susan Celina Robinson MD Page 2 of 5

©2009 by te Amedcan Medical Association
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AMERICAN ﬁ

MEDICAL A
ASSOCIATION

AMA Physician Profile

Current and/or Historieal Medical Licensure:

MD/ Date Expiration License Last
Jurisdiction Do Granted Date Status Type Reported
CALIFORNIA. MD 07/02/197% 0373172011 ACTIVE UNLIMITED 09/16/2009

Note;  When the specific month and day are unknown, the date will display the default value of "01." Notall licensing boards
malntain or provide full date values, Please contact the apprapriate leensing board directly for this information.

ECFMG Certfication:
Applicant Number:

Note:  The Educational Commission for Foreign Medienl Graduates (ECFMG) applicant identi{ication number does not fmply
current ECFMG certification status, To verily ECEMG status, contaet the ECEMG Cerlifisation Verification Service in
writing at P.O. Bax 13679, Philadclphia, PA 19101,

Federal Drug Enforcement Administration:

* Only the last three characters of active DEA number(s) are displayed.

DEA Number * Schedule LExpiration Date Last Reported
04/30/2011 09/10/2009
Address: |

Note:  Many states require their own controlled substanees registrationflicense. Please check with your stntc
licensing autherity fer requirement Information as the AMA. docs 16t mnintain this information.

AMA PFiles Checked 10/2/2009 09:53:02  Profile for: Susan Celina Robinson MD Page3 of 5
©2000 by the American Medicat Association



AMA%

x
AMERICAN "'/__\-;
\

MEDICAL
ASSOCIATION

Specialty Board Certification(s)*:

AMA Physician Profile

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

by the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards st forth by accrediting bodies such as the Joint Commission
and National Committee for Quality Assurance (NCQA).

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Expiration
12/3172000
12/3172009
12/31/2008
04/30/2008
04/30/2008
12/31/2006
12/312006

Certificate: OBSTETRICS & GYNECOLOGY

Certificate Type: GENERAL
Duration Effective
TIME LIMITED 12/31/2008
TIME LIMITED 12/31/2007
TIME LIMITED 12/31/2006
TIME LIMITED 12/31/2005
TIME LIMITED 12/31/2004
TIME LIMITED 12/31/1999
TIME LIMITED (6/26/1995
TIME LIMITED 11/07/1986

12/31/1996

Occurrence
RE-CERT
RE-CERT
RE-CERT{(**)
RE-CERT(*%)
RE-CERT(**)
RE-CERT(**)
RE-CERT(**)
INITIAL{(**)

Last Reported
09/10/2009

09/10/2009
09/10/2009
09/10/2009
09/10/2009
09/10/2009
09/10/2009
05/10/2009

Note:  For certiffcation dates, o default value of “01" appears in the day or month fleld if data were not provided to AMA. Please contact the
appropriate specialty board dircetly for this information. (**) Indicates an expired certificate,

*This information is proprietary data maintained in s copyrighted database compilafion owned by the American Board of Medical Specialtics.
Copyright 2009 Ameritan Board of Medical Specialites. All right reserved.

Medicare/Medicaid Sanction{s):

TO DATE, TEERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT

OF HEALTH AND HUMAN SERVICES,

Other Federal Sanction(s):

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

AMA Files Checked 10/2/2609 09:53:02

Profile for: Susan Celina Robinson MD
©a009 by the Ametiean Medical Association

Pagcdof 5
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AMAYS.

AMA Physician Profile

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

The content of the AMA Physician Profilc is intended to nssist with credentialing, Approprinte use of the AMA Physician Masterfile data
contained on this Profile by an erganization would meet the primary source verification requirements of the Joint Commission and the Americnn
Accreditation HenlthCore Commission/URAC. The Physician Masterfile meets the National Committee for Quality Assarance (NCQA)
standards Tor verification of medical eduention, post gradunte medienl training, bonrd certifiention, DEA siatus, and Medicave/Medicaid
sanctions.

Ifyou note any discrepancies, please log onto our web site (http://www.ama-assn.org/go/amaprofiles) and go o the order detail page, select the D
following the physician's name and enter the data in question, Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Atta: Credentialing Products

515 N. State Street

Chicagp, IL 60610

800- 665-2882

312 464-3000 (fax)

If you have questions or need additional information, please call the AMA. Profile Service customer support line
at 800-665-2882,

AMA Files Checked 10/2/2009 09:53:02  Profile for; Susan Celina Robinson MD Page5of 5
C2000 by the American Medical Asseciation



Page 1 of 1

‘The Federntion of State Medienl Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
October 02, 2009
Altn: Lynn 8. Hart, Executive Dir,
New Mexico Medical Board

2055 8, Pacheco, Bldg.400
Santa Fe, NM 87505

Re: Board Action Query Dated: October 02, 2009
Your Reference Number:
FSMB Batch Number: BQi676483

The following is a report of the search results from ihe Board Action Data Bank as of October 02, 2009 for practitioners submiited as part of the
above-referenced batch for which NO board actions were identified.

Practitioners Clearcd with No Actions as of Octaber 02, 2009

Item Name DoB Schpolk YriGrad Request 1D

3 robinson, susan 03/19/1946 005040 0678 21427044

LICENSE HISTORY
Slale Board
ARIZONA
ARKANSAS
CALIFORNIA
KANSAS

MAINE
MASSACHUSETTS
NEW HAMPSHIRE

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-

reference purposes.

https://sl.fsmb.org/baweb/reports/herl B85.htm 10/2/2009



. 1 J
STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor

g""‘” MEDICAL BOARD QF CALIEORNIA
Caftorria LICENSING PROGRAM
pitutat 2005 EVERGREEN ST SUITE 1200
Consumer SACRAMENTO CA 95815-3831
Affairs TELEPHONE: (800} 633-2322

FAX: (918) 283-2844
www.mbc,.ca.gov e

October 7, 2009 .
éii‘:'.
il
NEW MEXICO MEDICAL BOARD I i
2055 SOUTH PACHECO BUILDING 400 g e

SANTA FE NM 87505

To Whom It May Concern:

This is to certify that on the date of this letter the records
of the Medical Board of California (Board) indicate the following

information:

Physician: SUSAN CELINA ROBINSON
License No.: G 39852

Issued: July 2, 1979

Exam Type: - A written examination
Expiration Date: March 31, 2011
Status: Renewed/current

Board Discipline: NO

4 lwns

Further public records pertaining to the above licensee may be
available from the Board's Web site at wwwW.nmbe.ca.gov,

1{:)&300\0:V\ F_iesédigog\;ng}‘
Deborah Pellegrini
Chief of Licensing

L. . E L h Lt ' SEAL
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NI REDICAL BC .__-:_g_;:_!

ARKINS JACK. CONFER
g‘gﬁgﬁ;&{ ON STATE BOARD OF HEALING ARTS EXECUTIVE DIRECTOR
September 22, 2009
New Mexico Medical Board
2055 S Pacheco St Bldg 400
Santa Fe, NM 87505

This is to certify that: Susan C Robinson, MD has been licensed to practice in Kansas in
the following profession: Medical Doctor (MD)

License Number: 04-30388

Date of Birth: 03/19/1946

Profession: Medical Doctor (MD)

License Designation: MD Inactive License :
. License Status: "~ *. "Cument ' )

Original License Date: 10/18/2003

Expiration Date: 06/30/2010

Disciplinary Action: None
Pending Complaints: None

Unless otlie,rfwise indicated, this licensee has not been subject to disciplinary proceeding
by the Kansas Board of Healing Axts.

Verified ‘t;y:.

Thefesai Massey
Senior Administrative Assistant

Aar e ke aapam s

R, B
LIErG, R

BOARD MEMBERS; MICHAEL J, BEEZLEY, M.D., PRESIDENT, Lenexa - M. MYRON LEINWETTER, 3.0., VICE PRESIDENT, Rossville
MYRA J, CHRISTOPHER, Public Member, Falrway - RAY N, CONLEY, D.C., Qvertand Park - GARY L. COUNSELMAN, I.C., Topeka ~ FRANK K. GALBRAITH, D,PM., Wichita
MERLE ). "BOQ” HODGES, M.1),, Salina - SUE ICE, Public Member, Newtan - BETTY M¢BRIDE, Public Member, Columbus - GAROLD Q. MENNS, M.D., Bel Aire
CARQGLINA M. SORIA, DO, Wichita - KDMBERLY 1. TEMFPLETON, MD., Leawood - TERRY L. WEBE, D.C., Hutchlnsen - NANCY ), WELSH, M.D., Topeka - RONALD N. WHITMER, D0, Ellsworth

235 8W TOPEKA BLYD,, TOPEKA, KS 66503
Voice: 785-296-7413 Toll Freo: 888-886-7205 Fax: 785-296-0852 Website: www.ksbha.org
Hearing Impaired Callers Dial 711 or 800-766-3777/voice/ TTY



B

]
s £ i,
o i F
.-5:‘;‘ i Lo sf ‘-’-!2' e »v?\\
e h@ &LV L g .
1
%
P

’{;f""e P - .t" A 5:&'.: A T
L v AR N N E
;"}::é_f:.}j ¥ £ g %%A"N 'Si" [ “F:“
JACK CONFER
&%ERFNEQRKINSON STATE BOARD OF HEALING ARTS EXECUTIVE DIRECTOR
September 22, 2009 TR E I] =
2z =
New Mexico Medical Board ! .
2055 S Pacheco St Bldg 400 | SEP 242009
Santa Fe, NM 87505 e
i MEDICA JARD

[ N

This is to certify that: Susan C Robinson, MD has been licensed to practice in Kansas in
the following profession: Medical Doctor (MD)

License Number: 0425106

Date of Birth: 03/19/1946

Profession: Medical Doctor (MD)

License Designation: MD Temporary Permit

License Status: ‘ Cancelled — Permanent Number Assigned
Original License Date: 08/19/2003

Expiration Date; 02/15/2004

Disciplinary Action; None

Pending Complaints: None

Unless otherwise indicated, this licensee has not been subject to disciplinary proceeding
by the Kansas Board of Healing Arts.

Verified by:

%%m%

Theresa Massey
Senior Adminisirative Assistant

BOARD MEMBERS: MICHAEL 5. BEEZLEY, MD., PRESIDENT, Leaexa « M. MYRON LEINWETTER, D,0,, VICE PRESIDENT, Rossville
MYRA J. CHRISTOPHER, Publlec Member, Fairway ~ BAY N. CONLEY, ., Overdand Park - GARY L. COUNSELMAN, D,C,, Fopeka - FRANK K, GALBRAITH, D.P.M., Wichitn
MERLE T, "BOO" HODGES, M.1)., Safins - SUE [CE, Public Member, Newton - BETTY McBRIDE, Public Member, Colembus - GAROLD G, MINNS, M.D., Bel Alre
CAROLINA M. SORIA, D.0., Wichila - KIMBERLY J. TEMPLETON, M.D:, Leawood -~ TERRY L. WEBB, D.C., Hutehirsan - NANCY J. WELSH, M.D, Topeks - RONALD N, WHITMER, D.0., Ellsworth

235 SW TOPEKA BLVD,, TOPEKA, KS 66603
Veice; 785-296-7413  Toll Free; 888-386-7205 Fax: 785-206-0852  Website: www.ksbha.org
Hearing Impaired Callers Dial 711 or 860-766-3777fvaice/TTY



STATE OF MAINE
BOARD OF LICENSURE IN MEDICINE
}1375TATEHOUSE STATION
AUGUSTA, MAINE

04333-0137
SHERIDANR. OLDHAM, M.D,
GOVERNOR CHAIRMAN
RANDAL G, MANNING
EXECUTIVE DIRECTOR
September 19, 2009

To Whom It May Concern:

This is to certify that the records of the Maine Board of Licensure in Medicine indicate the following
with regard to the licensee named below:

Licensee: Susan C Robinson, M.D.
License Number: TD-98-87

Issue Date: 09/24/1998

Expiration Date: . 04/01/1999

Current Status: Expired

Disciplinary Action: No

Examination Information:

Exam Date  Exam State  Exam Type Exam Status  Exam Score  Exam Details
NBME I+ NBME II + NBWME 11 Pass 3-196-982-7

This license information was last updated on: 09/19/2009

If we can be of further assistance, please do not hesitate to contact the Board office.

Sincerely,

-
L

Randal C. Manning e’
Executive Director

OFFICE LOCATION: 161 CAPITOL STREET, AUGUSTA, ME
PHONE: (207) 287-3601 www.dochoard.org/mefme_home htm FAX: (207) 287-6590



ARKANSAS STATE MEDICAL BOARD

2100 Riveriront Drive, Little Rock, Arkansas 72202-1435 {(501) 296-1802 F \ (%—919";60@35}55‘5\\!/ E \
www.armedicalboard.org

SEP 35214 )

Detailed License Verification

N ™ 13AL EOARD

Queried on: Monday, September 28, 2009 at; 8:02 AM

General information

Name: Susan Celina Robinson, M.D.
Specialty: Obstetrics & Gynecology

Address Information
Mailing Address: 759 South State Street

Address 2: PMB 72
City/State/Zip: Ukiah, CA 95482
Phone:

Fax:

License Information

License Number: E-4038
Original Issue Date: 4/2/2004
Expiration Date: 3/31/2006
Basis: Exam
License Status: Inactive
License Category: Expired

No Information Found for: License Board History

Page 1 of 1 Detailed License Verification {) - Susan Celina Robinson, M.,



2100 Riverfront Drive, Little Rock, Arkansas 72202-1435 (501) 296-1802 FAX: (501) 603-3555
www.armedicalboard,org

ARKANSAS STATE MEDICAL BOARD

EiLE
September 28, 2009 - ﬂﬁ/m

T ——— .

NM MECioa pe j

Susan Celina Robinson, M.D.

CERTIFICATION
I, Peggy Pryor Cryer, Executive Secretary of the Arkansas State
Medical Board, do hereby certify that the enclosed certification of the above
referenced practitioner is true anci correct as same appears on file in this

office.

Witness my hand and official seal of the Board, this the 28" day of

September 2009,

ARKANSAS STATE MEDICAL BOARD

e D5 ()

' Peggy Pryor C'l':yir Y
Executive Secretary

This agency doas not discriminate on the basis of race, color, national origin, sex, refigion, age or disabllity In employment or the provision of service.



Page 1 of 1

BiIndiana

Online Licensing

New Search

Litigation Documents

Digital Cerfification
Medical Board

Person Information

Susan Celina Robinson

Address Information

NASHUA NH (3063

License Information

‘ License No: 01048096A
Profession: Medical Licensing Board
I License Type: Physician
J Obtained By Method: Endorsement
Issue Date: 1/23/1998
Expiration Date: 6/30/1999
License Status: Expired Non-Renewable
Specialty Information as Reported by Physician
I‘ No Specialty Information

Previous Action

| Previous Action - None

Related Licenses

License Mo: D1048096E Name: Robinson, Susan Celina
Licensa Type: CSR-Physician Status: Expired Relationship: Same Person

L

hitps://extranet.in.gov/WebLookup/Details.aspx?agency_id=1&license_id=168757&

10/13/2009



Printer Ready Profile Page 1 of 2

Printed on 09/24/09 @ 10:57

General Information

License Nrur'nber: 26306
License Status: Expired

Susan C. Robinson

MD License Issued- 04/03/1998
License Reissued: 04/03/1998
Due fo Renew By: 01/01/1999
If not Renewed Llcense

Medical School UNIV OF CA, SAN DlEGO SCH OF
MED

Graduation Date:|La Jolla, California

‘ 06/18/1978

Fellowship:|07/01/1982 - 06/13/1984

ST MARGARET'S HOSPITAL-
WOMEN

BOSTON , MA

Internship:/06/24/1978 - 06/27/1979

U CA SAN DIEGO MEDICAL
CENTER

SAN DIEGO, CA

Residency:{07/01/1979 - 06/30/1982 (Obstetrics
& Gynecology)

TUFTS UNIVERSITY/NEW
ENGLAND MEDICAL CENTER
BOSTON , MA

(b) Area of InterestObstetrics & Gynecology (ABMS
Board Certified)

None

Jirdn owabe Fublie Lovords (sardipoitor 9-34-07

The Arizona Medical Board presents this information as a service to
the public. The Board relies upon information provided by licensees to
be true and correct, as required by statute. It is an act of unprofessional

T

http://www.azmd.gov/glsuitewebfclients/azbom/PubliciProﬁlePrint.aspx 9/24/2009



Printer Ready Profile

conduct for a licensee to provide erroneous information to the Board.
The Board makes no warranty or guarantee concerning the accuracy
or reliability of the content of this website or the content of any other
website to which it may link. Assessing accuracy and reliability of the
information obtained from this website is solely the responsibility of
the user. The Board is not liable for errors or for any damages
resulting from the use of the information contained herein.

Please note that some Board Actions may not appear until a few
weeks after they are taken, due to appeals, effective dates and other
administrative processes.

Board actions taken against physicians in the past 24 months are also
available in a chronological fist .

Credentials Verification professionals, please glick here for information
on use of this website

(a) Information up fo the date of initial licensure ks verlfied by the Board. Information provided by
the physliclan after this dale is not verified by the Board.

{b) The Board does not verify current specialties. For more informalion please see the American
Board of Medical Specialties website at http:fwww.abms.orq to determine if the physician has
earned a specially certfiication from this private agency

() Advisory Letters and Physician Responses to the Advisory Letters are only available on-line
fora § year period from date of issuance by the Board.

(d) The seftlement of a medical maipractice action may occur for a varlety of reasons that do not
necessarily reflect negatively on the professienal competence or conduct of the doctor, A
paymert in settlement of a medical malpractice action does not create a prasumption that
medical malpractics occurred,

(e} Prior to 1989, "Advisory Letters” were known as “Lsliers of Goncern®

http:/fwww.azmd. gov/, glsuiteweb/clients/azbom/Public/ProfilePrint.aspx
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Commonwealth of Massachusetts
Board of Registration in Me% o —

200 Harvard Mill Square, Suite 330

Wakefield, Massachusetts 01880
(781) 876-8200

DEVAL L. PATRICK Enforcement Division Fax: (781) 876-8381 e, =
GOVERNOR Legai Division Fax: (781) 876-8380 NM MEDICAL pe; AF
TIMOTHY P. MURRAY Licensing Division Fax: {781) 876-8383 e RD

LIEUTENANT GOVERNOR
: 10/2/2009
To Whom it May Concern:

This certifies that Susan C Robinson M.D., a 1978 graduate of University of California, San Diego School of Med,
has been duly registered by this board as provided by the laws of the Commonwealth.

Certificate Number 46659 was issued to Dr. Robinson on 10/02/1980. This license is not Current. The expiration
. date is 03/19/1999,

Listed below is certain complaint and disciplinary information on this physician. Please note that the Board can
neither confirm nor deny the existence of open complaints.

Closed Comiplaint Information
Qur files contain 0 closed complaint(s) on this physician.

Final Board Disciplinary Action
Our files contain ¢ Board Discipline(s) to this physician.

This information is derived from Board files from January 1, 1987 to the present. [t does not include all the
information cantained in a license application,

As a service to the public and to designated agencies, the Massachusetts Board of Registration in Medicine offers
.an online profile of all physicians with full licenses who are licensed in the Commonwealth. This profile is updated
daily and may include public information that is not otherwise contained in this certification letter. You may access
this information at the Board’s website: www.massmedboard.org.

Finally, the Board tallies closed complaints separately from disciplinary actions. If the same underlying incident
gives rise to both a complaint and a disciplinary action, the Board counts this as two separate aclions. in the same
way, multiple disciplinary actions are tallied separately, even if they arise from a single set of circumsiances.

| SEAL //2? LN g A@/

Staff Member, Board of Reglstr tion in Medicine
Carrie Doyle

& Visit Our Website At: http://www.massmedboard.org



State of New Hampshire

Board of Medicine
2 Industrial Park Drive, Suite 8

Concord, NH 03301-8520
(603) 271-6936

Verification Report

If E I
SEP & 52n00g U

NM MEDICAL BOARD

This is to certify that the records of the New Hampshire Board indicate the following inform

Licensee: SUSAN C ROBINSON, MD
Specialfy: OB OBSTE.TRICS & GYNECOLQGY
License Number: 8361 B
Issue Date:  6/5/1990
Expiration Date:  6/30/1999
Disciplinary Action: None

To expedite the certification of licensure process, the above is the standard format for all
professionals regulated by this Board.

L License Clerk %

AL - zs?f 001

. Date




New Mexico Medical Board .
. 2055 8. Pacheco Sf.
Building 400 o D E©EUWE
Sania Fe, NM 87505 -
(505) 476-7220 I SEP 212009

- b
WORK EXPERIENCE VERIFICATION -~ | NM MEDICAL BOARD

i am applying for a medical license in the State of New Mexico. The New Mexico Medical Board requires this form to be
completed by the Chief of Staff or facility’s administrative staff. | hereby authorize release of all information in your fi !es
favorable or otherwise, DIRECTLY {0 the NMMB, 2088 5. Pacheeo St., Bidg. 400, Santa Fe, NM 87505.

- _ L itzraenio

Apgicant Name Applicant Signature

—mem———SusanRobinson MD %@L —__curren] _
Address of Privilege/Employment mmdyy £ mimlyy (must bo proviged)
Cﬁvfémwvﬂpp,,_ . Telephone Number

The section below should be completed by the chief of staff or facility’s administrative staff
Letters of Recommendation are NOT accepted in lieu of this form. .

TANAKRCIO

Type or Print Name of persan Compieting this

VO Clini m\ Gervics S
Plonned. Dweﬁkxm& %%J‘E’)wbm \!TA + %Lo

e of insftutfon

) M;m BY_Goydan - Tt -
- Bordaonor, czf-\, AEey

City / Staio Zp
1. This evaluation is based on: _Obseruaﬁon of applicant’\___i_Review of personnel file
2. In your estimation, is there any reason why this applicant should not be licensed to practice? _Ye& No
3. To your knowledge, is there any mental or physical reason why this applicant should not be licensed? _Ye's,\'_\,J?No
4. To your knowledge, is there any derogatory/disciplinary infarmation regarding this applicant? ___YéN_ No

5. Are fhe dates of privilege/femployment provided by the applicant on this fomn accurate?*- N \S_Yes__No
*If not, please provide correct dates: Beginning___ ©1 -0 03 Ending M_
MaonthrYear = nthfYear .

If you answered “YES” to questions 2, 3, and/or 4, please provide a written explanation and/or any
supporting documentation that may he relevant.

Printed;name of person completin ftm’7 J 7 Signature T Date
o Tute B flewphun . G- fo-03

Please affix hospital or Signature of Notary (if applicable) / Dateff
notary seal here

My commission expircs; O? [/ f d

Flease refurmn this form Mz_ ol

G %a m;g.,p 2 Pubnc Ca!rforma g
Thankwulbrww D - o

: / Saniz Barbara Gaunty
] Coma. Expires Apr. 30, , 200 {

Revised 8/08




ACKNOWLEDGMENT  NECE[VE

r SEP 2 128897
State of CaliforniB e : é - J

On 9—& - Fj before me, %‘7—)@(_,’ Vs g‘?‘fﬂﬁﬁj} 0

(insert name and title of the officer)

personaily appeared
who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) isfare
subscribed to the within instrument and acknowledged to me that he/shefthey executed the same in
hisfher/their authorized capacity(ies), and that by his/her/thelr signature(s} on the instrument the
person(s), or the entity upon behalf of which the person(s) acted, executed the instrument.

[ certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing
paragraph is true and correct,

WITNESS my hand and official seal.

Signature z{m &) /’ / LIL/_/A —¢___(Seal)

VICTORIA BILLINGHAN
SOMM, #1662327 =

Rewgry Public - California 2
Sania Batbara Counly =

Ewpires Apr. 30, 2010 ['

Comm,




NECEIVE

SEP 2 12008

|

NM MEDICAL BOARD

State of Califgmia
County of MMM

person(s) who appeared before me.

Signature %

(Seal)

Subscribed and sworn to (or affirmed) before me o?dhis { é
day of ., 2047, by /
proved to mé& on the basis bf satisfactory evidence to be the

_!ii-:;l

“VICTORA BILLINGHAN [

COMM. #1662327 =z

5 i

A
;@ 3.:,’? Moiar, Public - Califorjs 3
Saa Sontz Garbara Coun 2

M}; CE-:-mu. Expires Apr. 30, 20i0

S|,




ECETVE

New Mexico Medical Board
2055 S. Pacheco St

Building 400 SEP 2 12009
Santa Fa, NM 87505
(505) 476-7220 NM MEDICAL BOARD

WORK EXPERIENCE.VERIFICATION

1 am applylng for a medicat license in the State of New Mexico. The New Mexico Medical Board requires this form to be
completed by the Chief of Staff or facility’s administrative staff. 1 hereby authorize release of all information in your fi Ies
favorable or otherwise, DIRECTLY to the NMMB, 2055 S_ Pacheco St Bidg. 400, Santa Fe, NM 87505.

Agmyuddetansmad -

Applicant Nara Susan Robinson

—
Address P “Dates of Priviece/Empiovment ¥nmiyy to enonvyy (must be provided)
City/State/Zip Telephone Number

The section below should be completed by the chief of staff or facility’s administrative staff
Letters of Recommendation are NOT accepted in fieu of this form.

Kl &t Los 18 eHER s>

Eﬁwwﬂ’%@lcn oy

_PetAVED Bl DheewTrfoo - MM - AMppTe-
(64 THE ppamsd
,%ng 5'5 e (6

cmsmar:-np

1. This evaluation is based on: +_ + V_’ Observation of applicant  __Review of parsonnel file . .
2. In your estimation, is there any reason why this applicant should not be licensed to practice? _ Yes _-'ff No
3. Toyour knowledge, is there any mental or physical reason why this applicant should not be licensed? “_“Yes~_,"ﬁ .
4. To your knowledge, is there any derogatory/disciplinary information regarding this applicant? _ Yes -b’f\lc
5. Are the dates of privilegefemployment provided by the apphcant on ihls form accurate?* ' Yes..__ 0
*if not, please provide correct dates: Beginning S Ending - 2

_ Month/Year Monih/Year

If you answered “YES” to questlons 2, 3, and/or 4, please provide a writien explanation and/oF ar any
supporting documentation that may be relevant. -

é;%m L, F&%h@’-f-‘— ) M% ?’/éf’ /98

1 - - Printed name of person completing this form - Signature .
,u 0% m LINe
Please Affix hospltalor "7 * Sigmamre of Notary (ifapplicabley . 0 Date
notary seal here - : -
- My commission expires;

Please note on this form if there is no hospital or notary seal available.
Please refum this form directly fo the address above
Thank you for your cooparation.
Revised 8/08



LusLa/2008 TUE 12:+24 Pax E o200z

News Mexice Medical Board
2055 8, Pacheco St
Building 460
Santa Fe, NM 87505
(505} 476-7220

WORK EXPERIENGE VERIFICATION

 am appiying for a mediea licensa in tha State of New Mexico. The New Mexico Modical Board radquires this form to be
complated by the Chief of Biaff or faciity’s adminisirafive staff, | hareby autharize relesse of all information in your files

favorable oratherwiss, DIREGTLY & the NMMB, 2055 5. Pachecu St Bkdg. 400, Santa Fa, Nkt £7575, ¢
04 SO e

AR Slisan Robinson
A -—
SR

The section below should be complatsd by the chisf of staff or facility’s administrative staff,

Letters of Reco ation alig NOT acceplad in liey of this farm, .
e LCAMARED [ L 5 e T

Ty br' Privd ot of Porion vomowaing 53 amm

ASCac e AEDICHh. DRserng

#?V@_M DR Tioot>  MAR _ Mpn) T
o lbb THE ApamesTd ‘
'-&,—,éj(;jf”‘?-&}g ‘%C'z&v ."fff?’é

1. This evalustion ks based on: v Observalion of apgicant  __ Rewiew of parsconel Je

2. Inyour estimetion, i here any reson why this applcant should nat ba licensed prctice? —Yes_i“No

3. To your knowledge, Is there any mental ur physica! reason why this applicant shoukd not be Geonsed? ____Yos,_,t,‘hﬁ:

4. Ta your knowledge, Ia there any darogatory/discplinary information ragarding thiz spplicant? ___'w‘a_'_t{ﬁlu

S.N&ihadat&aofpﬁvﬂega'emphymentprmﬁdedbyﬂ:eapp' o) this form acourams? : Yes No
. r"

"if nat, please provite comrect dates: Beginning Q [ Epding _ iéw;@a’l____

[

I you answersd “YES" to questions 2, 3, and/or 4, please provide a wiitten explanation and/oF any
supporing documentation that may be relevant.

Bosinn 4. Frovme un_ AL 2l /o

s Priated aiens; of povson complating BEE (bim
BT KA v
Plitse uftte fwapital or Sigualue of Notry ([applicatic) . Dete
notary 2eul heee
' My chittmsion eoginas:

Flease noto on this form If there I no h:mi:ital Ar aotary seal availgble.
Ploate it ihis fonm direfy s the atdesg aboe

Eovised 2408

’ T T 9REl T BBYS/PT/8T
8/18 39vd JBWW SIDIANAS Widd i) 4= FRS AT ic) Y 98 ZT



New. Mexico Medical Board VTE @ E ” W E

20565 S. Pacheco St
Building 400 SEP 52000
Santa Fe, NM 87505
(5_05) 476-7220 NM MEDICAL BOARD

WORK EXPERIENCE VERIFICATION

| am applying for a medical license in the State of New Mexico. The New Mexico Medical Board requires this form to be.
completed by the Chief of Staff or facility’s administrative staff. 1 hereby authorize release of all infarmation in your ﬁlesd
favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St, Bldg. 400, Santa Fe, NM 87505.

Doan s tpnsvn m

Appiicant Name Susan Robinson wp gt Senatue 0l
Address ) “Datdg of PrivilegelEm minlyy to mmlyy [must be provided)

Cly/SaIeizip ) . “Telephons Number

The sectlon beiow shou[d be completeci by the chlef of sﬁ:ff or fac:lllty's admmlstratlve staff
| etters of Recommendation are NOT accepted in lieu of this form. .
Abeba  ra\levnm Rlcmn.

fbﬁmﬂ:ﬁmﬁ\ m \ MC& ) p\r\ i e'nJLl‘n

o Plamned. Puheulhpol ,O.Juwé daute -

- ¥/8 Fldey Sb@é&/ b ) -
/'P/ /,"// 9’4//7?

. City !StztelZip . . e
1. This evaluation is based on: ___Observation of applicant _)&Rev:ew of personnel file
2. In your estimation, is there any reason why this appilunt should not be licensed to practica? - —Yes LNO
3. To your knowledge, is there any mental or physical reason why this applicant should not be licensed? ___ Yes _§{_No
4. To your knowledge, is there any derogatory/disciplinary information regarding this applicant? e.Yes_i' No
5. Are the dates of privilege/employment provided by the applicant on this form: accurate?* - __Yes__ No
*If not, please provide correct dates: Beginning S/ Vi od Ending ézg 2/ 2 Z

Month/Year MonthiYear

i you answered “YES™ to questions 2, 3, and/or 4, please provide a written explanatlon and/or any
supporting documentation that may be relevant.

Printed name of person completing this form Signature Date

Please affix hospilal or Signature of Notaty (if applicable) Date
““rmotarysedl here - -} - - - o S cmee s e e . e e

.. . My commission expires:

‘-0t - ... . . Please note on this form if there is no hospital or notary seal available.
Please refumn this form direcfly fo the addross above

Thank you for your cooperation,
Revised 8/08 - -



OCT, 14.2009 ,10:31AM PLANNED PARENTHOCD e NOZEIE s

DA LSS e NG a.t.ru ke w

New Mexico Metical Board @ E E IR E m
2055 5. Pacheco St I

Buildivig 400 AEP & 5208 UJ
Santa Fe, NM 87505 - |
(508} 476-7220 NI MEDICAL BOARD
WORK, EXPERIENCE VERIFIGATION

1 am applying for @ medical keenae In the State of New Maxica. The New Mesdea Medical Board requires thizform o be
complsted by the Chief of Staff or faciity's adminisirativa 8iff, | hereby authorize réléata of 8l infemmation in yourﬁlss
favansble or otheiwise, DIRECTLY 1o the NMME, 2055 5. Pacheco St, Bldg, 400, Santa Fy, MM $7505.

The section below should be completed by the chief of sfaff or facili i
Letiers of Recstmmendation are NOT accepted in Bou of this form.

hw%%@_g@.&mf;wm"-

_ﬁgﬂ& L, ¢ C PL\\M“ p;dﬂﬂA fd’ilL‘.‘gJ} "

) 9{/5 FAJM Sheeh b W
SF a«r/ %Aﬂ

(LI Y

E7E T .
1. This evalusfion is based o wObservation ofapplizant _ YReview of pemsonnel fil
2. inyour estmetion, is thete any reason why this applicant should not ba liconsed to practien? —_Yes )(_',Nu
3, To your knowletige, ix there any mental or physical reason why this applicant should noi ba licensed? ___Yes }¥_No
4. To your knowledge, Is there any derogatory/disciplinary Infoymation regarding this applicant? —tes ¥ No

5. Are the dates of privilegafemploytmant provided by tire applicant on this form accurale?* wyos___No

*iF hot, pleage proylds eorraet dates; Beginning m;%/ i vl Ending

If you mawered “YES” to quastions 2, 3, antl/or 4, please provide a wriiten explaration andlor any
supporfing documentation thit tnay be relevant

1a/4/67

inted nome of persad ctmpleting i Sonn Signahirg Dato

_@M) b~ Qi) | o409

Please affbx bospita] of of Notary (iFapplicable) Dup

nokary zaal biia . 'q‘. —:::“-_"'-.._'. i}
e e T
My cotmyssiom e, o L — o3

Pleacs nate om this form if there (s no hospital or notary seal availaile,

Pfozse relim fis lofre digelly b the eddmss phove
Thenk yod for vour coopergiion.

Rovised 808
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New Mexico Medical Board
ﬁ ECETVE

2055 8, Pacheco St
M MEDICAL Boarp

Building 400
Santa Fe, NM 87505
(6058} 476-7220

WORK EXPERIENCE VERIFICATION

I am applying for a medical license in the State of New Mexico. The New Mexico Medical Board requires this form fo be
completed by the Chief of Staff or facility's administrative staff. | hereby authorize release of all information in your flles,
favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St, Bldg. 400, Santa Fe, NM 87505.

ouSsan (., Bopinison) MD Oty #7289 V10

Applicant Name - . Appl g Signature
. ) 2009
“*Dates f Privilege/Employment mmiyv to mmivy {must be plovided)
CityiStale/Zip ‘Talephona Nurnbes

The section below should be completed by the chief of staff or facility’s administrative staff.

Letters of Recommendation are NOT accepted in lieu of this form.
IIZR TAP /A LG

Typs or Prnt Neme of person completing this form

(pENENIIL MAYALe7l -

Tile
OMH0ILE MED/EgL pitsur”

< IBIS STNE PEARB. ..
| _OONTOSE [ CH F5/R5

Cily / Stale / Zip Lo

1. This evaluation is based on: .. Observation of applicant /_<_ Review of personne! file

2. Inyour estimation, is there any reason why this applicant should not be licensed to practice? -~ __Yesrl(,__ No
3. To your knowledge, is there any mental or physical reason why this applicant should not be Jlicensed? ___YXYes Z_{_ No
4. To your knowledge, is there any derogatory/disciplinary information regarding this applicant? Yes ANO
5. Are the dates of privilege/employment provided by the applicant on this form accurate?* L Yes ;ND
*if not, please provide correct dates: Beginning Ending

Month/Year ManthfYear

If you answered “YES” to questions 2, 3, and/or 4, please provide a written explanation andfor any
supporting documentation that may be relevant.

LA TATIA LWado) m) é{ﬁfb/' 3 W’?—/E@/

Printed name of persen completing this form y Signatura Date

Plense offix hospiial or i 'Signam:e of Notary (if applicable) j T T "Daté
_ notary scal here

My commission expires;

Please note on this form if there is no hospital or notary seal available.
Please retumn this form direcily to the address above

Thank you for your conperation,
Revised 8/08

WO patiaiy o1 hosptuldo Fead,



New Mexico Medical Board
2055 8. Pacheco Sf.
Building 400
Sania Fe, NM 87505
(503) 476-7220

WORK EXPERIENCE VERIFICATION

| am applying for a medical license in the State of Ne;v Mexico. The New Mexico Medical Board requires this form to be
completed by the Chief of Staff or facility's administrative staff. hereby authorize release of all information in your fi Ies‘
favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St., Bidg. 400, Santa Fe, NM 87505.

Susan-RebinsonMbP—
Applicant Name b

Address

City/State/Zip

I

The section below should be completed by the chief of staff or facility’s administrative staff
Letters of Recommendation are NOT accepted in lieu of this form. .

Joan Aementrow
memﬂmdmm {his form

AdmimstretwoDietof
_\blomens Heolbh Caires ”Suvlr.m
| 5101 €. Kellogg™™ "~
%ld‘\l'{“&, KsS- m:l?

ia
B4l
'

3,

1. This evaluation is based on: . X Observation of gnplicant  ___Review of personnel file .
2. In your estimation, is there any reason why this applicant should not be licensed to practice? __Yes X No
3. To your knowledge, is there any mental or physical reason why this applicant should not be licensed? ___Yes j_lNo
4. To your knowledge, is there any derogatory/disciplinary information regarding this applicani? __Yes X No
5. Are the dates of privilege/femployment provided by the applicant on this form accurate?* v K,_Yes__No
*IF not, please provide correct dates: Beginning Ending

Month/ear . Yonthfvear

If you answered “YES” to questions 2, 3, and/or 4, please provnde a written explanation and/or any
supporting documentation that may be relevant.

Mﬂ\m—‘-ﬂ‘mﬂ- C]OGA-' Qzlmﬂxm:b 9%:5}7

Printed name of person completing this form © Signplure

.

Pleascaffix hospitalor | Signature of Nelazy (Eappliosbis) Date
. ‘nabry seal here ;o

My Ccommission expires:

Please note on thls form |f there is no hospltai or notary sea! avanlable
. Please retum this form directly Io the address.above . -

Revised 8/08 ’d" Hﬁ%‘z fL,l of \‘W\:n.f\f Thank yau for your cooperation.



New Mexico Medical Board
2055 S. Pacheco St
Building 400
Sania Fe, NM 87505
(5085) 476-7220

WORK EXPERIENCE VERIFICATION

1 am applying for a medical license in the State of New Mexico. The New Mexico Medical Board requires this form 1o be
completed by the Chief of Staff or facility’s administrative staff. | hereby authorize release of all information in your fites,
favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St,, Blidg. 400, Santa Fe, NM 87505,

$uagu (Kol son 14D e,

Applicant Name | K Sipralure
6] 205 — /7009
“Dateyof Privilege Emphoyrmont ity to menlyy (must be provided)

"Cliy/State/ZIp 7 Telaphane Number

The section below should be completed by the chief of staff or facility’s administrative staff.
Lett of Recomm dﬁ ion are NOT accepted in lieu of this form.

Type or Print Name of peréon ecmplehng 1his ferin

- L Dovmend S \A&ea)\'k—\ CAF ‘—:'C:n_}.gef

Nama of lusutufkm

S = AN

AdGOss
T e, WS SR

City 7 Statn ) Zip " [ e e - A e e e
1. This evaluation isbasedon: . . \~Observation of applicant  ___Review of personne! file
2. In your estimation, is there any reason why this applicant shouid not be licensed to préctice? | _Yés jo
3. To your knowledge, is there any mental or physical reason why this applicant shouid not be licensed? __YesL~"No
4, :3"0 your knowledge, is there any derogatory/disciplinary information regarding this applicant? — _YesL-No
5. Are the dates of privijege/employment provided by the applicant on this form accurate?* L-~Yes__ No
f not, please provide correct dates. Beginning Ending

MonthfYear MonthfYear

If you answered “YES” to questions 2, 3, and/or 4, please provide a writien explanation andlor any
supperting documentation that may be relevant.

2\ 2\ §®\< <\ 1o/

Printed narne of person conlpleting this form

R V\Da L\Q-Csﬁa'\-b\_\ @f wb’\\r;,- é,eﬁj
Please affix hospital-or £ - . A
e?qs:tgprl-:e;lo;l::: or Signature of Notary (if appllcable} g *Jc‘—&\-h\e_ : : Date

My commission expt}m

Please nofe on this form if there is rio licspita!l or notary seal available.
Please return this form directly o the avdress above

. Thank you for your cooperalfon.

Revised 8/08



