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PERSONAL- mmmm;cn S BOARD OF PHYSICIANS
0712003 b P.O. Box 37217+ Baltimore, MD 20287 Check N / /
Telephone: 410-7644777  Fax: 4103582252 Tol Froe: 8004926836 | Amt Panf nnnnnnn i
N ¥ * ¥7

O R L el APPLECAT ON FOR INITIAL MEDICAL L!CENSL Name Code
R AppiD 17 \‘ /
Please pﬁnt ingibly or type the roquired information, Do not leave any em unangwared, I 5. Jem dobs not
apply to you, write *N/A” {Not Applicable) for that item.  An incomplete application form will delay the processing of your application,
1.1 Your Complete Current Legal Name (As listed on your U.S. birth/marriage certificate, U.S. passport, or most recent document issued by the INS)
Last name and generational indicator £lr. Sr 1L 1 ete. -
JioliNIsloln

First name and middle name:

DIATLILIAIST wIAININIE

;sfagTicame glease check 3 box and complete below) | Complete Maiden Name: twill not show on license} OR § Complete

Stop! if any credential you submit bears a name other than your current lagal name as listed above, or I you have been loensed In another state under
any name other than your current legal name, sign and date an attachment which includes each diferent name, an explanation for why the name
differs from your current legal name, and & copy of the legal document that shows when the name was changed,

3

armer Name

2.1 Public Address: {Your public address of record. This address, usually your office, is available to the public and will be posted on the internet.
Street Address: H you change your address prior fo being licensed, immediately notify the Board in writing,

ZhIsiol PEININIsIvILIVIAINIUAL JAIVIE] INM

City Sue Zip Code ;

lak T INlelTIOIN blc] [zlololo
. R RE N Ewr pIo s
3| Non-Public Address: (T adcrees seethy your oo e tr 1. SE £, 7/ =13~0F £ eI ER £ oW -fasuc

£85 )
Street Address: (Do NQT use a P. O. Box} i you change your ade ?j?"’ﬁ h‘ﬁ RMOSA pg;ygn

IR TN, A A2OZ L ‘
STHIE 202 - 7il1.2 5 55 FRAsto2 THL2 5750

2ip Code

8.1 Date of Birth:

N b : ‘

. - . " N American Indian or v Hawal ;
7.5 Race: (Multiracial applicanis may selert al appicable categories) D Alpska Native D Agian Mmﬂﬂ “American l:] wﬁfﬁpxwéﬁafa E Vihite
Ethnicity: B isparic or Lagno [ ] Not Hispanic or Latino '

81 Social Pederal Emg_lgﬁgr Idglr_lﬁ&:at'ion Number:

Livense Number: vt BFGIA Sohool Code:
A V4 -4 e 0
s Federation School Code: 0

Uwaséd By, é;‘;/ P Licensin Fxam: Z‘/ é ﬁ Y

| Date lssued: ‘ ﬂ

al
N
ok
By
el e,
ST
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CHRONoLOGY ™ Dallas W Johnsen

Page

Date]! dﬂi 2

9. Chronology of Activities [DO NOT ATTACH RESUME OR CURRICULUM VITAE.) :

Beginning with the date you completed medical school and confinuing through the present, list chronologically all of
your activities. Account for all periods of time including each post-graduate training program you attended {regardless
of whether or not you completed the program), each job you held {regardiess of whether or not it was medically related

or whether or not you were compensated), and any periods of unemployment.

Date Medical School was Completed:

month . year

olslgl

Fotivifies after completing medical school: _Please type or print . |

O

month a3t month 1 vear Lk Aehvity:
ofslgtil  [olrlel Vacetten

Address:

month Bar maonth year ity
oTlolo] = [elclols|mde

-;T-; O 3 TO
oo m . & - g‘g@ Fm & 7 S’t 801&

wonth 1 year monin 1 vear L pciivity: - v
O“lﬁh 160631—; Towenship ~08/6 Uni . <2

Addross: v:}

SC Ca % “

nonth year maonth €0F ot Arctivity: ‘
ollels] ~ [olelal Resideacy= QBGV  Tots Tek Uity

Address: d

T ; uC‘ [ T

month ear month Sar i Activity: .
dlaft] © [1fofalzlClonn Kuliphn $Teres physican - OB/GVY

Address:

H. Bivd TX

month year month sar . Activity: !
Uolalzl © [ilolalal Prinsy prectee omjevw

Ad :

Oz br' e, 1%

mony o2 Mot 3 et Bctivity: .
(le]alal ~ [ole jﬂ! Looyrs Tenans &3/ 3.9 C Netimide,

Addenss:

2802 _lidherer Dr. Geapevine, TX

Howrrw, TX

CONTINUED ON PAGE 3: If you will need more #pace than page 3 allows, please photocopy page 3 for your

use or attach a separate sheet. Please sign and date each sheet you attach.
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HEDICAL EDUCATION Your
072083 one Dalles W, Johasoa Dae. g3
10. ‘mm&m EDUCATION: List all medical schools you have attended From: MB/YY To MMIYY
WMWM @[&3 Y/ @5:/§7
Medical School From Which You Received Your Medical Degree: Wlﬁ fl
L2 . -

Name of University Affilation {if applicable): *  — =

SRS
Street Address: %M‘nm s B
City: _l.m v{‘.@'_ﬂé State/Province: Igfnf E

LI

Country: LJsA Country of citizenship during medical education (JSA e

£
Languzge{s) of Instruction: __g_t‘!jjlsﬁ

Type of Degroe: g MD. DO. MD./Ph.D MBB.S. MBE.Ch Other

Date Degres (The date you officially received your degree after all prerequisite obligations [required training, govermment service, efc.]

Was Cemferred:} were satisfied.) Month: Day: | B | Year | 7

GRADUATES OF FOREIGN MEDICAL SCHOOLS (Graduates of schools not in the U.S. or its territories, Puerto Rico, or Canada)
Attach the following documents to this application: 1) A copy of your valid ECFMG certificate or Fifth Pathway Certificate;

2) A copy of your medical school diploma and a certified transiation;
~3)Hyou listed an affiliation above {see * in 10 above), attach a copy of
the Certificate of Medical Education and Examinations Taken, Good Conduct Certificate or Intern Certificate (the certificate

must show your name, name of the medical school, and name of the university), and a certified translation . (Please be certain
that your name is written the same way on all doc_umm's._ Hitis nat,yaumat suhm& dwqma&@m to show how and why your name diffurs. )

14. 1 How have you satisfied Maryland’s mwitr 200 ora/English language competency requirements?

(See English Language Competency Requirements for Medical Livensure in Marylanc'in the introductory material inchuded with your application }

& ' i graduated from a medical school or, afier at least three years of attendance, a high school (includes GED), undergraduate college, or
university where English was the asjrlanguage of instruction throughout (you must provide documentation; or

.1 passed either | the TOEFL or[]  the ECFMG English fest atter December 31, 1973 AND ! passed the | TSE or(} OPI

{if you have taken the Test of English as a Foreign Language (TOEFL) and either the Test of Spoken Englfish (TSE) or the Oral Proficiency Intervew
{OP1}, please request that Education Testing Service andlor Language Testing International send verification of your scores directly to the Board }

Are you claiming speech impairment? ' @ YES (f*YES,” please weite or call the Board for additional information,

Stop! Following this page you will find Form MBP IML2, Vevification of Education and English Language
lstruction. Complete Part 1 of form IML2 and send it to the institution from which you received your
medical degree and to the institution at which you satisfied Maryland’s English language competency
requirements if it was somewhere other than your medical school. Please instruct the institution(s) to mail
the completed IML2 directly to the Board in an envelope that clearly bears the institution’s name and address.
Forms not received directly from the institution(s) will not be accepted.
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POSTORADUATE TRAINING 5323 J L\ }

072003 N baﬂas W Ohnson Date: 1 17 }93
1] 3

SHTHE

Bage
5

12. POSTGRADUATE TRAINING (DO NOTATTACH RESUME OR CURRICULUM VITAE. ) Listin chronological order ALL postgraduate
training undertaken in the United States, its territories or possessions, Puerto Rico, or Canada regardiess of whether it was completed
or not and regardiess of whether it was compensated or not. (Copies of training cerlificates are helpful, but not reguired.)

NOTE: On a case by case basis, the Board may consider full ime teaching in an LOME .accredited snedical school in the United States as an sllemalive fo
the accredited postgraduate elinical medical education required in the Code of Maryland Regulations 10.32.01.030. Applicants who intend o request consideration
of teaching eXpenence as an altemative to accredited postgraduate clinical medical educalion shoutd contact the Board's licensure division for further information.

e =y  Effective October 1, 2000, graduates of all medical schools NOT in the U.S., its territories or possessions, Puerto Rico, or Canada
are required to submit evidence scceptabls to the Board of successful completion of 2 years of training in a postgraduate clinical
medical education program accredited by an accrediting organization recognized by the Board (ACGME, ADA, or squivalent), |
you have not met this requirement, 00 HOT submit this application.

= =% A Fifth Pathway Program gracduate must have been 8 U.S. cifizen during the time of medica! education and must have successfully
completed two years of ACCME-accredited postgraduate clinical medical education a/fer successfully completing 2 Board-approved Fifth
Pathway program. If you have not met these two criteria, DO NOT submit this application.

=y =% If gher 10/1/92 you passed any medical fcensing exam (of part, siep, O component theresf) that you falled three or more times, either before
ot after 10/1/82, then vou must successfully complete another year of ACGME/ADA-acoredited chinical postgraduate training in addiion o the
year(s} usually required by Maryland. All of the additional year must have begun after the date of the tast fail, Teaching will not be accepted
as an allenative to a year required following three of more fails, H you have not met this requirement, DG NOT submit this application.

ROTE: Postgraduate traininf;, program cycles rsually run from July I to June 38, 1F the dates of your posigraduate training sre not within the gsuai cyele,
Tall shart of the complete cyele, or extend vevond the usual eyele, please attach a complete explanation of the ressonis) that veur trainfng was “off-eyele”}

PG Year s | Place of afh. 0 o HEBL
] mm;%W Arizona - o 3;'7 ‘9(9 S8

Address: Specialty: Ancredited by:

1500 Camphetl Bve, Tocse AZ | OBIGVN AcHE Ba” Ao D1 RGPS OO

PG Yoar s | Place of 4 ok 0 b e .
2-4 ™ Tep Tack K ol7lele| " lolelal

Adiress: 7 speciatty: Accredited by:

4400 Mberte Are__Et s, TY O8foyy %o & a0 rosc O

PO Year s | Place of

5,8 Tra@ning:ég ‘! CB“' *‘ M !zl %
Address: ‘F L:‘:'MWM Flore
LSS Fannia ST, Lovcte, T_X & Brcanteite Sevs

P Your8s | Place of
Training:

Addross: Specialty:

PG Year 8 | Place of
Tralning:

Stldrons: Specialty: Anceadited by i
acewe [

P Year s | Place of mai... ™ N '
Tralning: .0 ‘

Address: Spaciaity:

Agerediied by
ACGHE [ AoA I3 RroesC [
(ATTACHA SEPARATE SIGNED AND DATED PAGE IF ADDITIONAL SPACE 18 NEEDED)

STOP! Following page 6 you will find Form MBP IML3, Veviication of Poslyradluate Medical Education. For each
of the programs you have listed above, complete Part | of the IML3 and send a *copy of the IML3 to the
ram Director. Be certain to contact all programs before you send the IML3. Many programs now

charge a fee for verification of training. All fees are the responsibility of the applicant.

* plaase remember to copy both sides of Form IML3 before maifing it to the Program Director.
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HOSPITAL PRIVILEGES | Your D “ W ! L ‘ - / oz §
Q712003 Name: _s 5 Y\, hson pate: 1{ £ 03

13. Hospital Privileges After Postgraduate Training: Please list all hospitals at which you have had privileges of have provided services

after the completion of your posty

raduate fraining for the five year period preceding the filing of this appl

space will be needed and enclose each signed and dated addition between pages Gand 7.

ication. Copy this page first if more

Hospital: TO |-
| Pen Tavh Geaeral Hespital ol7ldel " lolgleal3
Complete Address: Department

1502 Tavh Cinde  Housten, TTX O8JcYN

Hoapital: 10

Sr. Pad Medicd Center olall /ol9la
Complate Address: Departmant

ey Hi Defles_ TK oslCyy
Hospital: _me-JTw T0 mm?mmATLﬂ
I

Complele Address: Dapartment

Hospital ,..EMTEI.__ALT\L._ 0 _me_.“\aTrm
Gomplote Address; Department '
Hosphtal: _me,..v.TL. 0 erm ¥
Complete Address: i)epé rtment % : i:w :’

L Lo
Hospital: v T R
Complete Address: Department VM Y ,
o LTI LTt
ghat

Complels Address: Bhey artment -
Hospital: _EETLL.JEF{._‘ ™ Jme__JT(.m
Complete Address: Department 7

Hospital: ..mTEILA 0 .:mrm_ﬂ.)terx.ﬁ
Complete Address: Dapuriment

Hospiiak: o YTLN 0 JTE\._Y;&[ZL._
Complete Address: Depariment ‘
STOP! Remember, following this page you will find MBP Form IML3, Varification of Postyravuate Medical  Edvcation.

For each of the postgraduate medical educati
and send an IML3 fo each Program Director.

sending the form to more than one Program Director.
IML 3. Many programs now charge a fee for verification fraining.

on programs you listed on page 5, complete Part | of the iML3
Please remember to copy both sides of Form IML3 i you are

Be certain to contact ail programs before you send the
All fees are the responsibility of the applicant.
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14. Medical Licensing Examinations (USMLE, NBME, NBOME, FLEX, FLEX-Weighled Average. Madical Council of Canada, and ficensing exams given
by individual stales prior to January 1, 1883) DO NOT SUBKIT THIS APPLICATION until you have received written verification of having passed all parts,
steps, or components of your medical licensing axaminations or if you have more than 3 fails any step, partor component of an examination.

Identify below ALL the medical licensing examinations that you have ever taken. Ask the administering authority of each exam to send the
complete medical licensing examination history and scores directly to this Board. In each examination category below, you will find
information to help you contact the administering authority.

Have you ever failed any medical ficensing examination (or part, step, of compongnt thereof)? NG YES D Since October 1, 1982, have you
passed any medical licensing examination (of part, step, or component thereof) which at any time you had failed three of more times? NO YES [:t
if you answered Yes™ o a. and b, you must have successfully completed another year of ACGME-accredited postgraduate training in addition to the year(s) of raining

usually required for licensure in Maryland. No part of the additional year may have been taken before the date of the fast fail. it you have not met this requirement, you
are not eligible for licensure in Maryland at this time. DO NOT submit this application untll you have fulfifled this requizement.

DO NOT SUBMIT AN APPLICATION IF YOU HAVE FAILED ANY PART, STEP, COMPONENT OR APPROVED EXAMINATION COM-
D BINATION MORE THAN 3 TIMES. For a complete explanation see enclosed notice regulation change. Effective July 22, 2002,
a State Board Examination (List state(s):
NOTE: THIS DOES NOT INCLUDE STEP 3 OF USMLE, ORAL EXAMS, OR INTERVIEWS, State Board Examingtions were licensing
exams given by individual states. State Board Examinations taken after December 31, 1984 are not accepted for icensure in Maryland.

Following page 8, you will find supplementai form MBP IMLT, State Board Licensure and Examination Certifeation. Send a copy of this form to the
state{s) which administered your licensing exam and ask the state(s) to send your exam results direclly to the Maryland Board of Physicians. Also
send a copy fo each state thal has ever issued you a license. NOTE: Many states charge a fee for exam transcripts. Contact gach state board

Federation of State Meical Boards (See reverse if you tock a combination of these exams or combined efther with the NBME exarms}

b. [j FLEX-Weighted Average } Al FLEX-Weighted exams prior to 1985 must have been taken in ong silting (3 consecutive days) unless you are
currently certified by a member board of the American Hoard of Medical Spaciatiies,

b
c. FLEX Components 1and 2 } Examinations must be passed within 5 years of each other. o 3
d. USMLE Steps 1,2 and 3 lqussingsscoms on all garts must have been completed within a 7-year period beginning with thé month and year
when the applicant first passad either Step 1 or Step 2 (Some with #.D.PhD degrees maprqualify to have 10 years to complete their ex@m&
If you took any of the above examinations you must ask the Federation of State Medical Boards (FSMB) to send your transcripts to the Board by accésSing their websle
at www fsmborg. Click transcrpl requests, Lo AR W

.

e
0 - B
€. National Board of Medical Examiners (See reverse if you combined this examination with FLEX or USMLE exams} t‘ " s

ff you have received NBME certification, ask NBME to send to the Board both the Endorsement of Certification amothe Record of Scares®
All requests must be made through the NBME website at hittp:/iwww.nbme.org/programs/nbmecert.him

i you took NBME exams but were not certified, or ook NBME as part of hybrid exams, ask NBME fo send only your Record of Beores.

If you have difficulty accessing the web site, call 215-580-9592 for instructions.

- f, D National Borrd of Osteopathic Medical Examiners } Certifications issued before January 1, 1871 are not accepted for licensure in Baryland.

If you have received NBOME certification, ask NBOME fo send to this Board the verification of certification and the complete history of your
medical examinations. Contact NBOME at 773-714-0622 for instructions and fee information. )

Medicat Council of Canada

g. D Licentiate of the Medical Council of Canada
Please request that verification of your licenciate certification and a complete LMCC examination history be sent directly to this Board. Call MCC
at 613-521-6012 for instructions and fee information.

En e B WURSSS N B RUME RN N RE IR B % I P
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WEDICAL EXAMS Your I 8
orr2e33 Name Dgﬁammgﬂhqm ‘ Date "\! 1jo’

HYBRID EXAMINATIONS

The following combinations are the cnly hybrid examinations accepled by the Maryland Board.

Passing scores on all parts of hybrid examinations must have been completed within a 7-year period (10 years for graduates of some
MD/PhD programs) beginning with the month and year the examinee first passes a part or component or step of the combined
Texamination. ALL HYBRID EXAMINATIONS MUST HAVE BEEN COMPLETED BEFORE JANUARY 1, 2000.

h[] USMLEY + NBMEN  + NBMEN no [JrEXt  + USMLE 3

i [] usmie1 + USMLE2  + NBMEI o. [JrEx2 = USMLE1  + NBMEN -
i [] usmet + NBMEN  + USMLE3 p. [JrEx2 USMLE1  + USMLE?2
k. [] NBMEI  + USMLEZ + USMLE3 o [Jrexz » NBMEI  + USMLE2
v [] weMET  + USMLEZ  + NBMEI r [Jrexa  « NBMEI  + NBMEI
m[] NBMEI  + NBMEN  + USMLE3

«  Ifyour hybrid exams included any part of the NBME examination, contact NEME at hitp:fwer nbine.orglprograms/nbmecert.him.
or call 215-590-8592 for instructions and request that your Endorsement of Certification &29'vour Record of Scores be sent directly o
the Board of Physician Quality Assurance.

» I your hybrid exams included only FLEX and USMLE examinations, request your transcript from the Federation of State Medical
Boards at www./Smb.om,

15. Licensing History:
a. D | have never been licensed in the U.S., its territories, or Puerto Rico and have never been ficensed or registered in Canada.
b % I have an application for license pending in the following stams:ﬂﬂ..gﬁ_.

c. Please list below all licenses ever issued to you by a U. S. statefterritory or Puerto Rico, Also list all Canadian licenses and registrations. -
STATE LICENSE NUMBER CURRENT STATUS
(Or Puerio Rico of or Active §lnactive | Expi i

" . oS pirediLapsed | Sumendered in | Surrendered/ | Revoked

Canadian Province) Registration Number good standing Suspemj%jn ¢ .
 Téxas H - 444 X =
fif‘i . e -

¢

sgg -12-03L608
ﬁ(;r Lrcens £
Bz mpoziszy.

(if more space is needed, please attach an additional signed and dated sheet)
d. Has any disciplinary action ever been taken against your license? ' No U Yes K yes, please enclose an explanation.

Stap! Following this page you will find form MBP IML7. Complete Part 1 of form iIML7 and send a copy to each medical board in the U.S,,
its possessions and territories, Puerte Rico, and Canada that ever issued you a ficense/registration or administered to you a statefprovinial
ficensing examination. Please check with each board first to determineg if a fee is charged for the venification. The addresses and telephone
numbers of all U.S. state medical boards can be found on the Federation of State Medical Board internet site at www.fsmb.org.
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SPEX, Character/Fitness | Your D \N J L\ 1 /
0712003 Name: ‘ lﬁﬁ N dnnNson Date; w?’ I 7. 03
Check YES or BO.
X Did you successfully complete a medical licensing exam {USHMLE, NBME, etc.} within the 15-year period prior 1o filing this application?
During the past 10 years, have you maintained uninterrupled licensure since you were first issued a license in the United States, s
territories, Pustto Rico, or Caneda ?
! ' Do you have Metime certification from, of within the past 10 years have you been certified or recertified by, 8 speciaity board racognized

¥ by the American Board of Medical Speciatties, the American Osteopathic Association, or the Royal College of Physicians and Surgeons
of Canada?

H*YES,” in which specialty were you certified? ,_ﬂﬁ[ﬁiﬁ[ Pate certified _{ 2 '/ 9 "?s .

= If you have answered “NO” to 2l three of the above questions, you MUST take the Special Purpose Examination, ‘%&et you wnﬁ
your application, conta.t the Federation of State Medical Boards at 817-574-2949 and tell them you are required to ﬁk’&;zsa SPEXin,
Maryland. Please make arrangements for your scores to be sent to the Maryland Board. b e

17.1 Characler and Fitness Questions {Check either YES or NO)

YES WD " .
Has a2 gtate licensing or disciplinary board (including Maryland), or a comparable body in the armed services, deaiéll your e

application for icensure, reinstatement, or renewal? v ‘?_.}

Has a state Hcensing or disciplinary board (includin H:rgargd) ora mg}parabia bedy in the armed services, faken action 3ﬁiuxt

you: seonse? (Such actions include, but are not li , limitations etice, required education admonishment, reprimand,

suspension, or revocation.) [Refer to the document Grounds for Board Action i Merylendincluded in your application packet}

Has any lcensing or disciplinary board in any {n‘msdi@ﬁun including Mm:{hnd), or a comparable body in the armed services, filed
any “omptaints or charges agairst you or fevestigated you for any reason

Have you ever withdrawn your application for a medical Hcanse or other health professional license?

Has a hospital, related health care institution, or aiternative health care system investigated you or brought charges agalnst you?

Has a hospital, related health care facility, or altemative health care system denled your spplication for or falled to renew your
priviloges, or imited, restricted, suspen&ez{ or revoked your privileges in any way?

Have you commited & criminal act to which you plead guilty or nolo contendere or for which you were convicted or recehed
probation before judgement? :

Have you commitied an offense i:mivingﬁlcohni er controlled dangerous substances to which ?mu plead guilly or nolo contendere
or fof which you were convicted or rece eif probation before judgement? Ssuch offenses include, but are not Himited to, driving
whils under the influence of atcohol andlor controling dengerous substances.

Excluding minor traffic violations, are you currently under arrest or released on bond, or are there any gurrent or pending charges
sgaingt you inany court of ta

Do you Wegally use drugs?

Do you have sical or mentsl condifion that currently impalrs your ability fo ractice medicine or that would cause
m&nable qu:gogga be raised about your physical, mental, glr pm%a&sig:?ai eompe ency%

Within the past five years, has anyone filed or seltied a medical malpractice action in which you were named a5 a defendant?
Are you in default of a service obligation that you incurred by recelving State or federal funds for your medical education?

Have you failed to make arrangements to satisfy State or tederal loans that financed your medical education?

Has your employment by any hospital, HMO, other health care facility or institution, or military entity been terminated for
disciplinary reasons?

Have you voluntarily resigned from any hospital, HMOD, other health care faciiity or institution, or milita i bt
investfgaﬁonhymm nsﬁt;?timfnrdimi;ﬁ“ i ity or military entity while under

inary reasons?
Has the use of drugs andlor aleohol resulted in an impairment of your ability to praciice your profession?

Have you surrendered vour license or allowed it to lapse while you were under Investigation i i i
of aﬁg jurisdiction or an?entity of the srmad mrv%ceaug y by any licensing or disciplinary board

»»» If you answered “YES” to any of the questions in item 17, on the following page please list all adverse actions
taken against you and provide a complete explanation. Attach any supporting documentation that applies
{copies of all complaints, malpractice claims, adverse or discivlinary actions, arrests, pleadings, judgements,
or final orders). Sign and date all pages submitted.
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CharacterFitness Detalls | Your J 10
0772003 _ Name: MW, Ql’mﬁ On Datazjl J;}[Ql

18. If you answered “YES” to any of the questions in item 17, please provide an explanation below and attach all
complaints, pleadings and judgments. Attach additional signed and dated pages as needed.

Nurnber of malpractice claims ever filed against you 6 Number of malpractice claims filed or seftled against you within the last 5 years Q -

Number of claims paid within the last 5 years 1) as a result of judgment Q 2) prior to judgment Q ___ {ifthree or more in the past
five years, explain below and include copies of all complaints and malpractice claims, and document the dispostion of each complainticlaim.)

Please _see atuched Jar that folloun

",‘Hga ¢ EE His
T j-13-03 LEHEA

T FON CLARIFICATIW
. ARND SElismenT

CREEMENT, -
. %Mammé GF VERLTIS et Ok
oNLY, M B

| have attached the following number of pages to this application: [ .
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kutease and Certifieation ' | 12
0772003
20. Release:

{ agree that the Maryland Board of Physiclans (the Board) may retiuest any information necessary 10 process my application for medical Heensure in
Maryland from any pérson of agency, inciuding hut not limited to graduate program directors, in wwidual iclans, %gvernmeﬂt encies, the National
Practitioner Data Bark, the Healthcare Integrity and Protection Data Bank, the Federation of State ‘Medical Boards, hospitals and other mensinfg bodies, and
1 agree that any person or agency may release to the Board the Information requested. | also agree to sign any subsaguent release for information that

may be requested by the Board.
%d s 3/1y/03
Sifhature : v

Date:

71. (OPTIONAL) Third Party Release: (Although the Board encourages you 10 complete alf aspects of your application on your
own, if you plan to use an intermediary to receive information about the status of your application, please complete this release.

| agree that the Maryland Board of Physicians may release any information pertaining to the status of my application to the following person:

& ame:

Phone:

Applicant’s signature Date

22. | agree that | will cooperate fully with any request for information or with any investigation refated to my medical practice as a licgnsed physician in
the State of Maryland, including the subpoena of docurnents or records or the inspection of my medical practice.

During the period in which my application is being processed, { shall inform the Board within 30 days of any change to any answer | originglh gave in
this application, any arrest of conviction, any change of address or any action that occurs based on accusations that would be grounds for usciplinary
sctien under Md. Code Ann., Health Occ. § 14-404.

o ;//%23
Date ,

Signature K

23, Affidavit: (To be completed by the applicant in the presence of a notary public after the applicant's picture has been attached below.)

| certify that | have personelly reviewed all the responses to items 1-23 of this application and that the information | haye given is true and

accurate to the best of my knowledge. | understand and agree that | may not practice, attempt to practice, or offer to practice meticine in

Maryland unless ficensed by the Board. "L

Applicant’s signature Date _ S
STATE OF Texas
CITY/COUNTY OF lem“OH / HCI!‘ =

L]

| HERERY CERTIFY that on this l [ th day of I,J l4 1 A\ 20 0?3 . before me, 2 Notary Public of the State and
1 w

City/County aforesaid, personally appeared the Applicant, &mwm@‘ whose likeness is identifisble as that of
{pant appliants nalne

the person in the photograph attached to this application and who has made path in due form of law fo be the

application for license to practice Medicine and Surgery in the State of Maryland, and to have stated the

truth in ail statements made in this a;;pﬁcatioﬂ , .

AS WITNESS rmy hand and notorial seal.

My Commission cxpires: AN 200 7 .

L s
BONNIE ROSANNE LUGO ii
g

Notarygyslio, §ate of Texas
My i Expras

Fabruary 07, 2087 E%
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PRINT RETURN

BOARD OF PHYSICIANS
P.O. Box 17314
Baltimore, Maryland 21297-0475
Application for Renewal of Medical
License
(410) 764-4705

1. MEDICAL LICENSE NUMBER poOst788
2. NAME Dr. Dalias Wayne Johnson
Date Completed G/2FI2004

Emaif; da%if—ss‘ﬁ?;?@yahod;cémﬂ ) _

ADDRESS CHANGES

You must submit 8 Public and Non-Public address. If either address has changed, please correct here.

Your address{es) on the online renewal application is current as of July 1, 2004, if you requested any changes o your address
(es} that are not reflected on this application, please make the change at this time. These changes will be updated inthe A
database,

3a. Non-Public Mailing Address: This address is for Board use only and is where your license will be matied. However, no
public address is listed, this address will also be made available to the public. .

Street

Street (2)

City
State/Province
Zip Code
Country

v

3b. Public Mailing Address: This address, usually your office, is available to the public and will be posted on the internet. if
you do not designate a public address, your non-public address will be posted on the internet.

Organization Name MFA of GWU o
Strest Dept of OBG

Sireet (2) 21 SG Pennsylvania Ave, NW

City W&Sﬁéngton | |

State/Province oCo N

Zip Code 20037 ;

Country United States N

PERSONAL AND PROFESSIONAL INFORMATION

4. Do you give the Maryland Board of Physicians permission to report MY & ves . No

date of birth to the Federation of State Medical Boards' Physician Data

Center?

Sa. Are you engaged in the direct care of patients in the State of Maryland? Answer yes if you saw one or more patients within
the period since July 1, 2002 or iniial licensure or reinstatement in Maryland whichever is more recent, *

) Yes '® No _ ,,
5b. If you answered NO to the previous question, did your practice include making decisions that had direct impact on patient
care in Maryland (such as radiology, pathology, or medicat directon? @ ves [ No

it mmee MDA fraen i andt s oD enas=T IR TTRR y‘%ﬁ{!ZO} 6



Maryland Board of Physicians Online Renewal Page 2 of 7

CHARACTER AND FITNESS QUESTIONS
8. The following questions pertain to the period since July 1, 2002, If this is your first renewal, these guestions apply to the
period commencing with the date of your initial licensure or reinstatemneant.

Check the box YES or NO next to each question. If you answer Yes, provide an explanation at the prompt,
* Al questions must be answered Yes or Nao,

. QUESTION
Has any hoensing or disciplinary board of any jurisdiction (except this icensing board), or any entity of the
armed services denied your application for licensure, reinstatement or renewal, or taken any action against
your license, including but not imited to reprimand, suspension, revocation, a fine, or nonjudicial punishment,
for an act that would be grounds for disciplinary action under Me. Gode Ann. Health Dee. §14:-4047

Have any complaints, investigations or charges heen brought against you, or are any currently pending in
any jurisdiction by any licensing or disciplinary board (except this ficensing board) or an entity of the armed
services?

Has your application for a medical or health professional license been withdrawn for reasons that would b
grounds for disciplinary action under Md. Code Ann. Health Oge. §14-4047 :

Has an investigation or charge been brought against you by a hospital, related institution, or alternative
health care system that would be grounds for disciplinary action under Md. Code Ann, Health Ocr, §14-4047

Have you had any denial of application for priviieges, failure to renew your privileges, or limitation, restriction,
suspension, revocation or loss in privileges in a hospital, related health care facility, or alternative health care
system that would be grounds for disciplinary action under Md. Code Ann, Health Qce. §14-4047

Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment or other
diversionary disposition of any criminal act, excluding traffic viclations?

Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment or other
diversionary disposition for an alcohol or controlled dangerous substance offense, including but not imited to
driving while under the influence of alcohol or controlled dangerous substances? ~

Are there any pending criminal charges against you in any court of law, excluding minor traffic viclations?

Do you have a physical or mental condition that currently impairs your ability to practice medicine?

Has the use of drugs andior alcohol resutted in an impairment of your ability to practice your profession?

Do you illegally use drug(s)?

Have you surrendered or allowed your license to lapse while under investigation by any licensing or
disciplinary board of any jurisdiction or an entity of the armed services?

PN - . e TS OO RN A
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m .
Have you been named as a defendant in a filing or settiement of a medical malpractice action?

Has your employment by any hospital, HVIO, related health care or other institution, or military entity been
terminated for any disciplinary reasons?

Have you voluntarily resigned from any hospital, HMO, other health care faclity or institution, or military entity
while under investigation by that institution for disciplinary reasons?

Are you in default of a service obligation resulting from your receipt of state or federal funding for your
medical education”?

Have you failed to make arrangements 1o satisfy any state or federal loans that financed your medical
education?

CONTINUING MEDICAL EDUCATION
« You must compiete this form for your license to be renewed. Choose one statement that applies o you.

7. Choose one statement that applies to you.
& CME met, | have earned 50 credit hours of Category 1 continuing medical education during the two (2) years prior to this
renewal,

7~ First Renewal & NPO. am exempt from CME during the renewal period because this is my first renewal after initial

~ medical licensure in Maryland and | have completed the Board's New Physician Orientation Program. The New Physician
Onentation is for NEWLY licensed physicians only. If you were ficensed prior to 1899 or reinstated, you are not required to
take the NPO. See New Physician Orentation Program web site

~~ First Renewal after reinstatement. | am exempt from CME during the renewal period because this is my first renewal after
- reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION (Part 2)

Ethnicity and Race: (Select all that apply)
ispanic or Latino

erican Indian or Alaska native
sian
Black or African American
Native Hawailan or other Pacific islander

9. Are you employed by the Federal Government? " ves @ No
10. Do you plan on ending your medical practice in the next 2 years? " Yes ‘® No

11. Do you plan to leave Maryland in the next 2 years? ”
U ves O No | Military o Unknown ® Not Applicable

12. Which best describes your
Primary Concentration C

irrent area(s) of concentration:

stetrics & Gynecology (General} W

Secondary Concentration Gynecology ¢
- b 4

- te e O TWVARL 1T LIRONTA
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13, List up to two (2) specialty areas only if certified by a recognized board of the American Board of Madical Specigtiies or the
American Osteopathic Association and provide the year of your certification or recertification. (it you sefect a Primary or Secondary
Specialty, the year of your certification or recertification is required.)

Primary Specially Obstetrics & Gynecology (General) W' Year 2(2?4“%4 vy
Secondary Specialty None -V Year (y¥vy)

HEALTH CLAIMS ARBITRATION OFFICE QUESTIONS

14, The foliowing questions pertain to the period since July 1, 2002. If this is your first renewal, these questions apply to the
period commencing with the date of your initial licensure or reinstatement.

Chack the box YES or NO next to each question. f you answer Yes, provide an explanation at the prompt.

* All questions must be answered Yes or No,

CQUESTION
™ (@ @ Haveyou heen the subject of professional discipline?

Yés . ,'Ncr

@ b Have you, your pariners or associates, or anyone in your immediate family or household, been sued orhad a
Yes No ciaim filed against you or any of them for medical malpractice?

YS N Have you testified as a medical witness in a judiciat or administrative proceeding?
e o)

o @ 4 Haveyoubeenan arbitrator?
Yes  No

@ e Areyou currently an arbitrator?

Yes  No
@ | Are you, or any member of your immediate family or household, currently a party ina medical malpractice
Yes No case?

o ® U Isthere any reason why you could not hear and decide impartially a health care malpractice claim solely on
’ xes Mo the basis of the law and the evidence presented?

PRACTICE INFORMATION
15. Do you currently practice medicine?

® yes L0 No

16. If you are not in practics, are you:
i 1. Retired, permanently not in practice
2. Semi-Retired, working outside of the practice of medicine
3. Temporarily not in practice
4. Inactive for other reasons
5, Working full-time outsids the practice of medicine

17. What percent of your average work day is spent in personally providing PRIMARY/PREVENTIVE CARESERV?CES in
Maryiand? Rt % ’

18. I all offices are located outside Maryland, do you treat Maryland residents? ® ves ' No T NotApplicable

19 What 5 the total number of practice/office focations at which you personally work within Maryland? 0

" P PP A T A e o1 e TS e TAONEL 1O D ARIINTA
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20. Primary Practice / Office Location

Organization Name ‘Medical Faoulty As;sociates. afCWU
Street Address Dept of OBG |

Street? 2150 Pennsylvania Ave, NW

City Washington

State Do v

Zip Code o 20037

Office Phone 202 741 2554

Office Fax 202 741 2550

Jurisdiction Non-Maryland ' e

Employer Tax 1D

At this site, what is the average number of hours per week you are available for ALL PATIENT CARE? 40 * (i None,
enter 0) e e e e :
Setting University ar College - W
Praclice Multi-Specialty Group o v
Primary Role Clinical/Direct Patient Care A
Secondary Role Teaching ‘ » ) v
Private/Public Not for profit 7 hd
21, Is your primary practice currently submitting claims electronically to:
Medicare? Medicaid? HMOs and Private Insurers?

@ Most of the time & Most of the time ® post of the time

{ Occasionally } Occasionally U Oceasionally

~ Seldom  Seldom . Seldom

' Notat all " Not at all 7 Net at all

" Not applicable " Not applicable " Not applicable

22. Secondary Practice/ Office locatlon
Organization Name

Streat Address

Street?2

City

state . s e i
Zip Code - N
Office Phone

Office Fax

Jurisdiction v
Employer Tax D ' ’

At this site, what is the average number of hours per week you are available for ALL PATIENT CARE? . (i Nora,
enter [

Setting , S

Bractioe | . e e ey

Primary Role - N

Secondary Role T T

Private/Public '\)"

P i ¥ e R e e PO A e 1 b E s o e T s e TRV T TR TGN A
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23, Do you participate in the Maryland Medical Assistance Prograrm (Medicaid)? “ Yes ® No ° NotApplicable
24, 1F YES, enter the Maryland Medical Assistance Rendering Provider Number: -

25 1 YES, are you accepting new Maryland Medical Assistance patients? 7 Yes ‘- No

26. Do you participate in Medicare? ~ Yes ® No | NotApplicable
27, I YES, enter the Individial Medicare UPIN

28. If YES, are you accepting new Medicare patients?  ves  No
28. Do you offer a sliding fee scale hased on ability to pay? _
(Utilize a standardized fee reduction schedule for low-income) > Yes ® No . NotApplicable

30. Do you offer uncompensated {charity) care? ® ves | No .. NotApplicable
31 i YES, report the number of hours you personafly provide in

uncompensated care in a month: 20
32 Is a Physician Assistant, Nurse Practitioner, or Nurse Midwife included as part of your practice {employee or on staffy?
® ves  No

33, Worker's Compensation

Workers' Compensation coverage: i you emplov one or more persons, the Md. Code Ann. Health Qceo. §1-202 requires
that you verify that you are complying with the Workers' Compensation Law for your reniewal to be issued.

i certify one of the following: " Not Applicable (Do not complate batow)

® | do not practice in Maryland.

- 1 do not employ anyone in my practice in Maryland.

T { employ one or more persons in my Maryland practice and have the following Waorkers' Compensation coverage.

Name of Insurance Carrier
Policy Number

Expiration Date

PHYSICIAN EMERGENCY CONTACT INFORMATION

As part of Maryland's emergency preparedness efforts, the Depariment of Health and Mental Hygiene has identified
the need for certain contact information for licensed physicians in Maryland who may be needed to respond 10 &
catastrophic health emergency. {Catastrophic Health Emergencies Act Md. Code. Ann., Aricie 41 Sec. 2-201.204
and Health General Arlicie Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the
Department of Health and Mental Hyglene.}

Please provide {or update) the followi
Pager '
Cell Phone
Home Contact:
Telephone

information that should be used in the gvent of an actual emergency.

Fax

Emat
¥ Work Contact
Telephone

Fax

Emait

I‘@‘!}édicai_??aﬁcui;y s_ﬁs_ssoc%;a?as {}f“{sif\z’ﬁ -
Street Dept of OBG
Streat (2} 2150 Pennsylvania Ave, NW

Name of Practice

e L P Ys AN £
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County Non-Marytand W
City Wassﬁihgtﬁn ” J
st bbC_b_ . | o
Zip 20037

Please provide {or update
Daytime Contact ;
Nighttime Contact

) the one best number that should be used in the event of an actual emergency.

Preference Area:
indicate which counties you would prefer to work in the case of an aciual emergency.

Anne Arundet

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

Chemical . Biological  Radiological

“ Check here if you are interested in being contacted about training opportunities provided by the Board of
Physictans.

Thank you for your assistance |
34. AFFIRMATION OF RENEWAL APPLICATION AND PAYMENT

You have completad all the question sections in the application.
You must affirm your answers on the application before you can pay your license renawal fea.
You will not be allowed to change any answers once you affirm your answers.
You may wish to recheck your answers by returning to the Menu before you affirm.
You also have the option of viewing your renewal application online anytime after completion. To exsrcise this option,
you must select the option box below.
+ Once you affirm, select a Payment option.
Affirmation and Authorization
(Please check each box to affirm the following guestions)

~ |affirm that the information | have given in this application, including that given to Character and Fitness questions (a)

through {q), is true and correct to the best of my knowledge and belief.

{ authorize any person(s) to release o the Maryland Board of Physiclans any information or documents needed

pertaining to my application for licensure.
~ 1shall inform the Board, by certified mail, return receipt requested, within 30 days of.

2 ¥ & & %

{a) action that would be grounds for disciptivary action under Md. Code Ann, Heallth Oce. §14-404, that occurred af any
time during the appiication period,

(b) change in any answer that was originally given in this application.

Check Here if you wish {0 have the option of viewing your completed application online after you renew your license.
Otherwise, your application will not be available online for your later viewing.

Maryiand Board of Physicians
P.O. Box 2571 Baltimore, Maryland 21215-0065
Help Line (410)764-4705
Main (800) 402-6836  Fax (410)358-2252
1-800-738-2258 TTD for Disabled
Emall bpoa@erpis.com

PRINT RETURN

ey

. .. A e e MUADA frman bl mon oM re = TWIATTRR SIRINTA



Maryland Board of Physicians License Renewal Page 1 of §

GENERAL APPLICATION
INFORMATION
ONLINE LICENSE RENEWAL

din a%i%zsg Bvetnar

DO NOT MAIL THIS COPY TO THE BOARD. IF YOU WOQULD LIKE TO SUBMIT A PAPER APPLICATION AND NOT
COMPLETE YOUR RENEWAL ONLINE, PLEASE LOG OUT, RETURN TO WAMLMBP STATE.MD US, AND CLICK ON
“DOWNLOAD FORMS" TO DOWNLOAD THE PAPER APPLICATION.

Application for renewal of. Physieians

Renews! Fee: $618.00

License No. DODB1788

Dr. Dallas Wayne Johnson

EMAIL ADDRESS: This is your emall address on filg. If it has changed, please edit below. If you have no emall address

please indicate by checking the checkbox below.
Email Address * ]
| donot havé an email aggress

Address Changes (Non-Public and Public):

You must submit a Public and Non-Public address. ¥ either address has changed, please correct hers,

Your address(es} on the oniine renewal application is current as of July 4, 2008. i you requested any changes o your addressies) that are not
refiected on this application, please make the change af this time, These changes will be updated in the main database.

33, Non-Public Address: This address is for Board use only and is where your license will be malled. However, f no
public address s listed, this address will also be made availablie to the public,

Strest — @
Street (2}
Street {3}
City

State ~ ' v selpoting a country other than USA or Canads, please

ZipCode
Country

4h. Public Address: This address, usually your office, is available to the public and will be posied on the Internet. ¥ you do
not designate a public address, your non-public address will be posted on the Internel.

Check if Public Address is the same as your Non Public address {the address above will be automatically entered below )}

Straet UTHSCSA

Street (2) Dept of OBG

Street (3) TTO3 Floyd Curt Drive

City San Antonio i

State Texas o »WWW\';N?- if selecting a country ofher than USA or Canada, please
our state

ZipCode

Country A

PERSONAL AND PROFESSIONAL -PART 1

f it e o aan bt oA vvm it 2] VAR Fnmmlinatiam aomePadmins L& Tena=DO0ATTRR IRI2DTA
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4. Do you give the Maryland Board of Physicians permission o report your date of birth to & ves ¥ No
the Federation of State Medical Boards' Physician Data Center? See instruction

5a. Are you engaged in the di

rect care of patients in the State of Maryland? Answer yes if

you saw one or more patients within the peried since July 1, 2008 or intial icensure or
reinstatement in Maryland whichever is more recent.

5h. If you answered NO to the previous guestion, did your practice include making decisions Oves ® No
that had direct impact on patient care in Maryland {such as radiology, pathology, or medical e

directon?

CHARACTER AND FITNESS

6. The following questions pertain to the period since July 1, 2006. If this is your first renewal, these guestions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. }f you answer Yes, provide an explanation at the prompt,

* Al questions must be answered Yes or No.

¥

a. Has any lcensing or disciplinary board of any jurisdiction {except this licensing board), or any entity

of the armed service denied your appiication for icensure, reinstatement or renewal, or taken any
action against your license, including but not lirnited to reprimand, suspension, revocation, a fine, or
nonjuticial punishment, for an act that would he grounds for disciplinary action under Md. Code
Ann, Health Oce, §14-4047, .

. Have any complaints, investigations or charges been brought against you or are any currently

pending in any jurisdiction by any licensing or disciplinary board (except this lisensing board) or an
entity of the armed services?

. Has your application for a medical or heaith professional lcense been withdrawn for reasons that

would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

_ Has an investigation or charge been brought against you by a hospital, related institution, or

alternative health care system that would be grounds for action under Md. Code Ann. Health Occ.
§14-4047

. Have you had any denial of application for privileges, failure to renew your privileges, or imitation,

restriction, suspension, revocation or loss in privileges in a hospitat, related healtth care faciity, or
alternative health care system that would be grounds for disciplinary action undsr Md. Code Ann,
Health Oce. §14-4047

Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition of any eriminat act, excluding traffic violations?

_ Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment

or other diversionary disposttion for an aloohol or controlied dangerous substance offense,
including but not fimited fo driving while under the influence of alcohol or conirolied dangerous
substances?

_ Are there any pending oriminal charges against you in any court of law, excluding minor fraffic

violations?

i, Do you have a physicat or mental condition that currantly impalrs your éhility to practive medicing?

. . e ) e e e B S § DT e e TRV TR Q TIRIINTA



Maryland Board of Physicians License Renewal Page 3 of §

Has the use of drugs and/or alcohol resulted in an impairment of your abifity to praclice your
profession?

k., Do you ilegally use drugs?

[ Have you surrendered or allowed your icense to lapse while under investigation by any licensing or
disciplinary bpard of any jurisdiction or an entity of the armed services?

. Have you been named a8 a defendant in a filing or sefflement of & medical malpractios action?

n. Has your employment by any hospital, HMO, related health carg or other institution, or military
entity been terminated for any digiplinary reasons?

o. Have you voluntarily resigned from any hospital, HMO, or other health care facility or institution, or
mifitary entity while under investigation by that institution for disciplinary reasons?

p. Are you in default of a service obligation resulting from your receipt of state or federal funding for
your medical education?

q. Have you failed to make arrangements to satisfy any state or federal oans that financed your
medical education?

CONTINUING MEDICAL EDUCATION

~

@ & CME met | have earned 50 credit hours of Category 1 continuing medical education during the two
" years prior fo this renawal.

b. First Renewal & NPQ. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physiclan Orientation is for NEWLY licensed physicians only. If you were
licensed prior o Septernber 30, 2006 or reinstated, this does not apply o you. See New Physician
Orientation Program web sile. Your license will not be renewed unlfess you have completed the
origntation.

. First Renewal after reinstatement. | am exempt from CME during the renewal period because this is
my first renewal after reinstatement of my medical licensure in Maryland.

PERBONAL AND PROFESSIONAL -PARY 2
8. Ethniclly and Race: {Select all that apply)

8, Are you employed by the Federal Government?

yes ®No

botteneer Hamarar s otnta mad efraben ol IR fareliratinn acneFadmines S liona=TWINATT7RR TRIIMNA
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10. Do you plan on ending your medical practice in the next 2 years?
- Yes ; Ne C Not Applicable

14 Which best describes your current area(s) of concentration:

Primary Concentralion Gynecology - .. v
Secondary Concentration Nope 7 ) v

15 SPECIALTY BOARD CERTIFICATION: List up to two (2} specialty areas only if
certified by a recognized board of the American Board of Medical Specialties (ABMS) or
the American Osteopathic Association (ADAL

Primary Certification Onstetrics & Gynesology [Geners) Y

Secondary Certification None

<

HEALTH CARE ALTERNATIVE DISPUTE RESOLUTION QUESTIONS

13. The following questions pertain to the period since July 1, 2006. If this is your first renewal, these guestions
apply to the period commencing with the date of your initial licensure or reinstatemnent. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.

* Alf questions must be answered Yes or No.

a. Have you been the subject of professional discipline?

. Yes ® No

ves BN . Have you, your partners or associates or anyone in your immediate family or household, been sued
es = NO or had a claim flad against you or any of them for medical malpractice?

“Sves {6": &0 ¢, Have you testified as a medical witness in & judicial or administrative proceeding?

— - ; ?

Cives B No d. Have you been an arbitrator?

. - i 7

“ves ® No e. Are you currently an arbitrator?

" yes BN £ Are you, or any member of your immediate family or household, currently a party ina medical
cyes o malpractice case?

Tives ® N g. s there any reason why you tould not hear and decide impartially a health care malpractice claim

SoYes NG solely on the basis of the law and the evidence presented?

PRACTICE

14. Do you currently practice medicine?

4 i you answer YES to Question 14, you will be required to answer Questions 16-31. if you
answer NO you will be required 1o answer Question 15,

16. What percent of your average work day is spent in personally providing 55“"'”] 9%
PRIMARY/PREVENTIVE CARE SERVICES in Maryland? b

%F Use whole numbers

E‘l? i ALL OFFICES are located outside Marytand, do you treat Maryiand residents?

®ves | No

T ves ® No | Not Applicable

18, What is the total number of practice/office locations at which you persenally work EG i
within Maryland? ¥ if none, enter 0. _ i

. A t mMAAD 1t il oo A ine= 1 2l irnnsmTHNATTRER I/R/2016
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19. Primary Practice ] Office Location £iPlsase answer all Primary Practice questions

Organization Name [UTHSCSA !

Street Address {Dept of OBG E
Street? {7703 Floyd Curl Drive |
City {rSaﬂ Antornio

State Texas " W

Jurisgiction !\isnfﬁﬁawm nd v

Employer Tax {D -

At ti.'tés site, what is trfe faverage mmba of hours per week you are [45*“""] Hours
available for ALL PATIENT CARE? WF {fnone, enter G e
Setling : U;iwers%y ar College ‘ 4 e
Practice é’kiiii-t}g}adaliy Grzﬁwp ‘ hd
Primary Role ChinigaliDirsct Patient Care ™

Secondary Role fTeachjégjg _ » w

Private/Public Fsbl%c&‘;a?e_ V ] ’ ; N

20. This question is about the use of computers and other forms of information technology, such as hand-held computers, in

diagnosing or treating your patients. In your practice, are computers or other forms of information technology used: iipiease answer
all information technology guestions

# ves L No

®lves L0

# veg

"No

MNo

i No

. No

"N

® ves Z no

. Yes

K T

P

“ No

-

LI Net
Yes No Applicable computerized systerns to order tests and medications?

A, To obtain information about treatment alternatives of recommended guidelinas?

B. To send prescriptions electronically to a pharmacy?

If you answered yes to 208, what percentage of prescriptions are 355 94,
submitted electronicaliy? %8 Use whole numbers.

. To genera{e reminders for you about preventive services neaded for your patients?
D To a&x:esé patient notes, medication lists, or probiem lists?

£ For clinical data and image exchanges WITH OTHER PHYSICIANS?

£ For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?

G To communicate about clinical issues with patients by email?

. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient
conditions?

1. if you admit patients to the hospital, does the hospital where most of your patients are treated have

S Check if you have a Secondary Practice [ Office Location
£FI you have a secondary practice / office tocation, atter checking the bax above, you will see a series of guestions that must be completed.

-~ s € 01T TR TOD e N1 T A% NS
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22. Do you participate in the Maryland Medical Assistance Program (Medicaid}? Cves ® No  Not Applicable

23. f YES, are you accepting new Maryland WMedical Assistance patienis? “ves 7 No
24. Do you participate in Medicare? # ves CNo | Not Applicable
25, 1 YES, are you accepting new Medicare patients? ® ves O No
»6 National Provider Identifier (NP1} If you have your NPI number, please enter. &3@

Otherwise, enter the word "None™,

27. Do you offer a sliding fee scale based on ability to pay? (Utilize a standardized fee

Cves ®No - i
reduction schedule for low-incoma)} Yes '® No . Not Applicable

: : ; o - . -
28. Do you offer uncompensated (charity) care? Cves ® No " Not Applicable
29, [FYES, report the number of hours you personally provide in uncompensated care in ; Hours
a month. %# Use whole nambers, ;

30. is a Physician Assistant, Nurse Practitioner, or Nurse Midwife included as partof your v

practice {employee or on staf)? es . No

31. Workers Compensation

Waorkers Compensation coverage: I you employ one or more persons, the Md. Code Ann. Health Oce. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

{ hereby certify:

- . Not Applicable {Do not complete below)
' | o not practice in Maryland.
| do not employ anyone in my practice in Maryland.

Ty employ one or more persons in my Maryland practice and have the following Workers Compeansation coverage.
¥ if you are a Maryland employer you must provide the information reguested below.

Insurance Company !

Policy Number }

Expiration Date { 5 Erger as MWDDIYYYY

PHYSICIANS ENMERGENCY CONTACT INFORMATION

32, As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
identified the need for certain contact information for icensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 ef seq. and Health General Article
Saection 18-001 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.

* Raquired Field
Pleasa provide the phone number that should be used in the event of an actual emergency.
Daytime ~ ) o

Nighttime®

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents: ,

Chemical . _ Biological . Radivlogical

If you are interested in being contacted about fraining opporiunities provided by the Board of Physicians, please yisit
the Maryland Professional Volunteer Corps website at FHp: dhioterrorism dhmb siate md usfvolunteer bim.

Thank you for your assistance!
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AFFIRM AND SELECT PAYMENT

Affirmation and Authorization
{Please check sach box to affirm the following guestions}

o |certify that  have personally reviewed all responses fo the items in this application and that the
information | have given is true and correct to the best of my knowledge and that any faise information
provided as part of my application may be cause for the dental of my application.

 1agree that the Maryland Board of Physicians (the Board) may request any information necessary to
process my application for renawal from any person or agency, including but not Bmited 1o former and
current employers, government agencies, the National Practitionars Data Bank, the Healthcare
Intagrity and Protection Data Bank, hospitals and other licensing bodies, and | agree thal any person
or agency may release to the Board the information requested. | als0 agree to sign any subseguent
releases for information that may be requested by the Board.

< | shallinform the Board, by certified mail, return receipt requested, within 30 days of:

ta) action that would be grounds for disciplinary action under Md. Code Ann_Health Occ, §14-404, that
ocourred at any fime during the application period;

{b) change in any answer that was originally given in this application.

 Check Here if you wish to have the option of viewing vour completed application onling after you
renew your license. (therwise, your application will not be available online for later viewing. If
selected, viewing is available until 12/1/08.

Select a Payment Option: License Fee §

o {fyou select the cradit card oplion, you will be taken o a secure Bank of America credit card processing site 10 pay your
application fee. You will then return to the license site to receive your raceipt.

« lfyou select the Send Check option, you will receive an invoice. However, your application wilt not be complete until the
payment is received by the Board. ’

) Mail Check _ Send your
o CRECK 2nd

will receive
nexdy to
MBp
Renewal
Unit
PO, Box
17314
Baltimore,
MB
21287~
' : D475
& Your license will not be renewed until payment is received. Please allow up to 7 business days for receipt of your payment.

O Third Party Payer_§ iF Enter Payer's name

Please note: This is NOT for cradit cards. This is only to generate an invoice to give to another organization that is paying
your renewal fee, called the Third Party Payer. Example: Your employer or hospital you work for is paying your renewal fee
for you. ,

Remember to notify your payer that you have completed the application. Give a copy of your electronic invoice (which you wil
receive next) to your third party paver. Your licanse will not be renewed until paymentis received. Plesse allow upto 7
business days for receipt of your payment.

Please provide your electronic signature below:
Name [Dalizs W Johnson |4 Enter your name

B - B P N N N Tt e e Bt T O e e TRANE OO TIRMOTL
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Today's Date 19/3012008 ¥ Enter as mmiddiyyyy
Date of Birth 13011946 44 Enter as mmiddlyyyy
PAYMENT RECEIPT

Date Application was Submitted 9/30/2008

eeverenee END OF APPLICATION weeemes -

.‘_g. -
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00O NOT MALL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Apphcation for renewat of Physicians

1. License Number D0O061788 Dr. Dallas Wayne Johnson

individual National Provider ldentifier Npm lide not have an NPt
2. | This is the NP entered in the field for RerlBenng claim (10 digit number}

3. EMAIL ADDRESS This is your emai address on file. If it has changed, please edit below. if you go not have an email
address pleass indicatg by checking the checkbox below,

dwi72@mac.com

[.3 | do not have an email addrass

Address Changes {(Non-Fublic and Public)

You must submit @ Public and Non-Public address, If either address has changed. please coreet hera.

Your addressies) on the online renewal application is current as of July 1, 2010 . ¥ you requested any changes o your addresstes) that are not reflected
on this application, please make the change af this time. These changes will be updated in the msin database.

4a. Non-Public Address: This address is for Board use only and i where your Hcense will be mailed. However, if no
puiblic address is listed, this 2oiress i also ilable to the public.

Streat
Street (3
Street {3)
Chiy

State

ZipCode
Courntdry

£b. Public Address: This address, usually your office, is available to the public and wil be posted on the Infemnst. Ifyou do
not designate a public address, your non-public address wilt be posted on the Infermet.

[3’ Check f Public Address is the same as your Non-Public address {the address above will be automatically entered balow }

Street UTHSCEA
Street (2 Dept of OBG
Street (3) ' 7703 Floyd Curl Drive
City San Antonio
State Texas 2 3
I selecting a _qmm other than USA or Danada, plsase choosa "Foreign” as your state
ZipCode 78229 ;
Country United States e |

5. Do you give the Maryland Board of Physicians permission o report your date of birth Io ® O
the Federation of State Medical Boards' Physician Data Center? Sse instruction Yes %/ No

CHARACTER AND FITNESS (Question 8)
6. The following questions pertain to the period since July 1, 2008. If this is your first renewal, these guestions
apply to the period commencing with the date of your initial licensure or reinstatermnent, Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.
* Alt guestions must be answered Yes or No.

a. Has any lcansing or disciplinary board of any jurisdiction (except this ficensing board), or any
entity of the armed services denied your application for licensure, reinstatement or renswal, or
taken any action against your license, including but not limited to reprimand, suspension,
revocation, a fing, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Occe. §14-4047

p.  Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board {except this licensing board)

Yo st s darn cens aom s rebdm s d 1an RATIT AT N Nafaremlimatian acnvPadminsT & Henes=TIN0GE T 7RR IRMOTA
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or an entity of the armed services?

o, Has your application for a medical or health professional license been withdrawn for reasons.
that would be grounds for disciplinary action under Md. Code Ann. Health Oce. §14-4047

4. Has an investigation or charge been brought against you by & hospital, related institution, or
alternative health care system that would be grounds for action under 8d. Code Ann. Health
Coo. §14-4047

e Have you had any denial of application for privileges, failure to renew your privileges, or
Himitation, restriction, suspension, revocation or loss in privileges in a hospital, related health
care facility, or alternative health care system that would be grounds for discipiinary action
under Md. Code Ann. Health O, §14-4047

¢ Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversionary disposition of any criminal acl, excluding raffic viotations?

g. Have you had a plea of guilty, nola contendere, conviction, or receipt of probation before
judgrnent or other diversionary dispasition for an alcohot or controlled dangerous substance
offense, including but not imited to driving while under the infiuence of alcohol or controlled
dangerous substances?

h. Are there any pending criminat charges against you in any court of law, exciuding minor traffic

violations?

i, Doyou have a physical or mental condition that currently impairs your abilty to practice
medicing?

§. Has the use of drugs andfor alcoho! resulted in an impairment of your ability to practice your
profession?

k. Doyouillegally use drugs?

i Have you surrendered or alfowed your license to lapse while under investigation by any
licensing or disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or settiement of a medical maipractics action?

n.  Has your employment by any hospital, HMO, related heaith care or other institution, or military
entity been terminated for any diciplinary reasons?

0. Have vou voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or military entity while under investigation by that institution for disciplinary reasons?

. T T T e .t [N S V. TUUN-JWOUNE B -7 3 DRGNS, o ¥ 3 ¥ 3 Voo B 14 44 RIS
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p. Areyouindefaultofa service obligation resulting from your receipt of state or federal funding
for your medical education?

g, Have youfailed to make arrangements to satisfy any siate or federal loans that financed your
medical education?

CONTINUING MEMCAL EDUCATION (Question 7}
(& & CME met. { have earned 50 credit hours of Category 1 continuing medical education during the two (2)
years prior fo this renewal,

) b.First Rerewal & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical ficensure in Maryland and § have completed the Board's New Physician
Orientafion Program. The New Physician Qrlentation is for NEWLY licensed physicians only. If you were
ficensed prior 1o September 30, 2008 or reinstated, this does not apply t© you. 3se New Physician
Orentation Program web site, Your ficense will not be renewed unless you have completed the
orientation.

c. First Renewal after reinstatement, | am exempt from CME during the renewal period because this is
my first renewal afler rainstatement of my medical licensure in Maryland.

O

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)
8. Ethnicity and Race: {Select all that apply}

ispanic or Latino
merican Indian or Alaska native

sian

tack or African American

ative Hawaiian or other Pacific Islander
e i

9. Are you employed by the Federal Government?

{:3 Yes @ No

10. Please indicate i you are currently in: ) a residency program actredited by the Acoreditation Council for Graduate Medical
Education or an internship or residency program approved by the American Osteopathic Association; or b} a fellowship
(subspeciaity) training program accredited by the ACGME.

# if you answer Yes to either a. or b. you will not be required to compiete the Practice Information section {Questions 15-26) of
this application,

a. In an accredited/approved intemnship or residency program?

C3 Yes @ No

n, in an accredited fellowship (subspecialty) training program?
O ves @ No

11, Which best describes your current areals} of concentration:

{ Gynacology : W

Primary Concentration

“ Mong ot

Secondary Congentration

e an e e s e PO LI S o WV Vol Bt + 3 o) o1+ Bia TaN I
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12 SPETIALTY BOARD CERTIFICATION: List up to wo (2) specialty areas anly if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association (ADA),

[ Obstetrics & Gynecology i

Primary Certification

INone i §

Secondary Certification

13. Pieaée iwndk:g%hbelc)w how the hours in your typical work week are allocated. The sum of these hours should reflect the
number of hours in your typical work week. Definitions of these categories are listed below.

#% if you attocate 0 hours per week o a. Patient Care Related Activities you will not be required to complete the Praclice
Information section {Questions 15-28) of this application.

Patient Care Related Activities include seeing patients, wriling prescriptions, patient-related ciinical activities (such as pathologic
and radivlogic assessments), maintaining patient records, obtaining and reviewing test results, arranging referrals, consuliing with
other providers abaut patients, talking with a patient's family members,

Research includes clinical, laboratory, and analytical research

Teaching includes teaching of medical undergraduate & graduate students and other graduate students,

Administration & Other: Administration includes practice management {billing, contract negotiations, parsonnel, regulatory
activities) & management of institulions or programs (health departments, health insurance, hospitals, other heaith-related
institutions or programs); Other

£ Use whole numbers. No fractional hours. if none enter 0.

a, Patient Care Related Activities |40 hours per wesek
b. Research 0 hours per waek
¢. Teaching 0 hours per week
d. Administration & Other 10 - |hours perweek
Tital Hours 50 hours per week

4. If you indicated in Question 13 that you are not engaged in patient care related activities, do you intend o rasume patient care
refated activities in the next 2 years?

LiYes . No

PRACTICE INFORMATION (Questions 15-26)

15. Do you plan to discontinue patient care related activities in the next two years?

Cives ® No
18. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.
a. Number of locations in Marvland (if none, enter 0) 1[} |

b. Number of locations outside of Maryland (if none, enter () -
4 If you have locations outside Maryland, please answer (¢} below after you ‘13
answer (b). -

¢. Do you routinely treat Maryland patients at your pracice/ofice location(s) outside of Maryland?
O ves & nNo O Dont know

17. Please indicate below the number of hospitals at which you currently have admitting priviieges.

a. Number of hospitals in Maryland (if none, enter &) [5” E
b. Mumber of hospitals oulside of Maryland (i none, enter 0} [M E
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18, Primary Practice / Office Location Primary Practice { Office Location

¥ Please answer all Primary Practios guestions

o ®

Organization Name {Cmtinenc& Care Group

Street Address %5?0 Dusty Leather Court k

Street? { - , : {
% Enter suite or room number here. {Ex. Suite 101 or Room 101}

City [Pflugerville z

State | Texas v

Zip Coda 278855"“]

Jurisdiction {ﬁé{}rhMaMand o §

Employer Tax ID {None | ¥/ whatis Emplover tax 1D?

Enter "None” if you do not have an Employer tax ID

Piease select one of the following related to the NP used for billing Insurers:
O 1 use an Organizational NP for billing. Please Enter >
@ | yse my Individual NP1 for billing. Drganlzational NP

)t do not bill public or private insurers.

You indicated in Question 13a, 40 hours of Patient Care Related Activities during & typical work

week.

+fow many of those Patient Care Related Activity hours in your typical work week are deliversd at e

this practice/office location? EG 1

%# if none, enter . Hours
Setting | Other Clinic vl
Private/Public [Private-For profit v

. Practice [Solo vl

Please answer the following régar(ﬁng staffing at this practice/office locationon a typical day.
Definition of midlevel medical providers is listed below, :
%4 if none, enter §; if you don't know the numbear, enter 899

Number of physicians (MDs, DOs, residents, fellows) including yoursalf at this location. i1 _—I

Number of mid-level medical providers atf this location. {0 %
5 Mid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician assistants.

Page 5 of 9

18

Secondary Practice / Office Location

If you have a secondary praciiceioffice location and you've checked the box above, you will see a series of guestions that must be completed.

Organization Name iiﬂstitute of Pelvic Medicing ;
Street Address [5?0 Dusty Leather Court i
Streetd l , }
£F Enter suile or room number (Ex. Suite 101 or Room 101}
City Prugerville |
State i Texas v
Zip Code i?%@ﬁm ~ 3
Jurisdiction | Non-Maryland 4
,,,,,,,, — - P 4 i Mot * I35 RN, & Wa Y2 Wk o X ¢ X 43

AR N £



Maryland Board of Physicians License Renewal Page 6of 9

h. Employer Tax 1D

{None | ¥ what s Emplover tax 1D?

< Enter Nome if you do not have an Employer tax Y

Please select ona of the following related to the NP used for billing insurers:

{0 1 use an Organizational NP for bitling. Please Enter >
® | usa my individual NPI for billing. Orgasizationsl NP1

1 do not bill public or private insurers.

i Youindicated in Guestion 13a, 40 hours of Patient Care Related Activities during 2 typical work
week,
How many of those Patient Care Related Activity hours in your typical work waek are delivered 81 oo
this practice/office location? 14@ _j

44 i none, erder O Hours
k. Setting [Cther Clinic V]
I Private/Public [Private-For profit vl
m. Practice [Salo v

Please answer the following regarding staffing at this practice/office locationona typical day,
Definition of mid-level medical providers is Hsted below, _ .
§ |f none, eater §; i you don't know the number, enter 898

Number of physicians (MDs, DOs, residents, fellows) including yourself at this location. 1

Mumber of mid-level medical providers at this tocation. ii}sz

£ Mid-evel medical providers: nurse practitioners, nurse midwives, nurse snesthetists and physician assistants.

20, Information Technology (Primary Practice f Office Location)

1§ Mease answer il Primary Practice Information Tachnology questions

This question is about the use of computers and other form

diagnosing o traating your patients at your primary office/practice location, which you listed in guestion 18,

© O A To obtain information about reatment alternatives or recommended guidelines?

Yes

O

Yeas

No

No

No

8. To send prascriptions electronically 1o a pharmacy?

f you answerad Yes to 208, what percentage of prescriptions are ‘ o4
submitied electronically? 4 Use whois numbers. o

. To generate reminders for you about preventive services needed for your patients?
D. To access patient notes, medication lists, or problem sts?

£ For ciinical data and image exchanges WITH OTHER PHYSICIANS?

£ For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?

G. Te communicate about clinical issues with patients by email?

P . Y T I B it e T A de= T B H s TINATTRE
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@ O HTo obtain information on potential patient drug interactions with other drugs, allergies, and/or patient conditions?
Yes No

21, Does your primary office/practice location use electronic MEDICAL RECORDS (not including bitling records)?

O Yes, all electronic O Yes, part paper and part electronic @& no O Don't know
2a. if No, please indicate your most significant reason for not using electronic medical records.

® Capital cost outlays O risk of privacy breaches O Retiri rg soon
O overburdened staff (O Lack of technology standards () Not my decision

O Physician resistance to adoption o Intangible benefits

27, Please indicate i you participate in the following private and public nsurance programs, and whether you are currently accepting new public
nstrance program patients.

' ®
3. Participate in any PRIVATE insurance plan netwarks, including PRO, EPQ, HMO, ele, ® {3
Yes No
o. Paricipate in the MARYLAND MEDICAL ASSISTANGE PROGRAM (in either the traditional program or a Managed {} @
Care Organizaion] ves Mo
b1 If Yes, are you scoepting new Maryland Medical Assisiance patients? - :
Yes No
¢, Participate in the MEDICARE (in sither the fraditionat program or & Madicare Advaniage Plany? » No

2§

¢, If Yes, are you accepting new Medicare patients? ) -

Yes No

23. Do you offer a siiding fee scale based on ability to pay? {Utilize a standardized fee reduction schedute for low-income)

®ves ONo OnNa

Lﬁ hours perweek,  &F Hnone, enter

i vou are practicing as an adull primary care specialist (internal medicine, family practice, general medicine), answer (.25, Otherwise skip to .28,

25. Do you charge patients an annual fee for participating on your patient pane! {sometime called direct, concierge, or retainer-based practice)?

Cives (No

26. Workers Compensation

Workers Compensation coverage: If you employ one of maore persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal 1o be issuad.

| hereby certify:
O Not Applicable (Do not compiete below)
@1 do not practice in Maryland.
(1 do not empioy anyone in my practice in Maryland.

{21 employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
¥ 1t you are s Maryland employer vou must provide the information requesied below,

Insurance Company {
Policy Number ?
Expiration Date

.- N o » PR TN e NI Nia TR I
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£F  Enter as MMDDYYYY Enter as MM/DDAYYYY

PHYSICIANS EMERGENCY CONTACT INFORMATION

27. As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiena has
identified the need for certain contact information for licensed physicians in Maryland whe may be needed o
respond to a catastrophic health emergency. (Public Safety Article, Sec, 14-3A-01 et seq. and Health General Articla
Section 18-901 el seq, sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene, :

* Raquired Field

e provide the phone number that should be ysed in the event of an actual emergency.

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

_ Chemical  'Biological . Radiological

if you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at Hin /ihioterrorism. dhmi state md usivoluntesr him.

Thank you for your assistance!

APPLICATION PACKET FOR EXEMPTION FROM LICENSE FEE

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

Please check the first 3 boxes to certify and affirm your renewal application.

vl a. | certify that | have personally reviewed all responses 10 the items in this application and that the information | havs
- given is trus and correct 1o the best of my knowtedge and that any faise information provided as part of my applicatio
may be cause for the denial of my application,

P

vy b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary {o process my
application for rengwal from any person of agency, including but not limited to former and current employers, governmen
agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank, hospitats and other
licensing bodies, and 1 agree that any person or agency may release to the Board the information requested. | also ajjree
to sign any subsequent releases for information that may be requested by the Board.

& ¢. 1 shall inform the Board, by certified mall, retum receipt requested, within 30 days of {a) action that would be grougds
i for disciplinary action under Md. Code Ann, Health Occ. §14-404, that occurred at any time during the application pegiod;
{b) change in any answer that was originally given in this application.

M d. Chack Here if you wish to have the option of viewing your completed application online after you renaw your licenge,
Otherwise, your application will not be available online for your iater viewing. if sefected, viewing is avaliable unti
121172018, ‘

28 Please provide your electronic signature (type your name) below:
Mame Dallas W Johnison §
Today's Date or201 R

30, Select a Payment Option here to complete your application.

Tt £ Frnvas revr wnbuen etats smd e AARD AT 01 Nafannlicration ﬂ‘:ﬂ’x?ﬂdmiﬂm’1 &]iCanDGG{}l?Sg 3!“8;2()16
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3 Ploass note: Cradit cards may be used for online payment only. ¥ vou or & 3rd party is sending in paymant, it must be by check.

Your renewat ige is:

@ Credit carg (O Send Check ) 3rd Party Check 3rd Party Payer:

PAYMENT
APPLICATION COMPLETION INFORMATION:
Date Application Started G200

Date Application Submitted 102010

Toiie o Hoen s o banm b waned e RATIR AT 01 Onfannlication HQHY?ﬁdm€ﬁ2§&iiCﬁO:‘DGGGl?gg 31;8{2036
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&Print
0O NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS,

Application for renewal of: I’hys feians
1. License Number DO061788 Dr. Dallas Wayne Johnson
Individual National Provider Identifier NPiM [ 1 do not have an NPI
2. This is the NP1 enfered in the field for Ren laim (10 dig#t number}

X NP information

3, EMAMH ADDRESS: This is your emafl address on file. ¥ i has changed, please edit below. If you do not have an el
addrass please incﬁica%sg_ggy checking the checkbox below. :

oy

L ldonothaveane

Address Changes {Non-Public and Public)

You must subimit @ Public snd Non-Publis address, if either address has changed, please correct hare,

Your adiressies) on the onfine renswal spplication is curent as of July %, 242 | ¥ you requested any changes fo your address{as} that are not reflected on this application,
pisase make the change 2t this time, Thesa changes will be updated in the main deiabase.

4a. Non-Frublic Address: This address is for Board use only and is whers vour Heense will be malled. However, If no
public address is isted, this address witl alsc be made available to the rblic,

Street
Strest (2)
Streeet (3)
City

T——

taie

couniry other than LISA or Canada, please chonse "Foreign” as your state
ZinCode
Country

sb. Public Address: This adrress, usually your office, is available to the public and wil be posted on the internet. if you do
not designate a public address, your non-public address will b posted on the Internet.

{1 Check if Public Address is the same as vour Non-Public address {the addrass above will be avtomatically entered below.}

Street UTHSCSA
Street (2} Dept of OBG
Street (3) 7703 Floyd Curl Drive
Oty San Antonio }
State Texas W
{ selecting a_@m other than USA or Cenada, please choose "Foreign” as your stale
ZipGode 7B22G i
Country United States wl

5. Do you give the Maryland Board of Physicians permission lo repor your gate of birth {o ® o
the Federation of State Medical Boards' Physician Data Center? See instruction Yes - No

CHARACTER AND FITNESS {Question 8)

8. The following guestions pertain to the period since July 1, 2010. i this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.

* All questions must be answered Yes or No.

A, Has any lcensing or disciplinary board of any jurisdiction (except this eensing board), or any
entity of the armed services denied your application for licensure, reinstaterment or rengwal, or
takan any action against your license, including but not limited to reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Oco. §14-4047

b, Have any complainis, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board {excepl this licensing board)

hitne Hornemr mhn otate md na/MRE AT, 201 2 /annlcation asnx?admin=1&licno=D0061 788 3,’18/20 16
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or an entity of the armed _sewiaes?

¢, Has your application for a medical or health professional license been withdrawn for reasons
that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

4. Has an investigation or charge been brought against you by a hospital, refated instifution, or
alternative health care system that would be grounds for action under Md. Code Ann, Health
Qoo §14-4047

g, Have you had any denial of application for privileges, fallure to renew your privileges, or
lienitation, restriction, suspension, revocation of foss in privileges in a hespital, related heatth
care facility, or atemnative health care system that would be grounds for disciplinary action
under Md. Codg Ann. Health Occ. §14-4047

£  Have you had a plea of guilty, nole contendete, conviction, or receipt of probation before
judgment or other diversionary disposition of anty criminal acl, excluding fraffic violations?

g. Haveyou had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversionary disposition for an alcohol or controlied dangerous substance
offense, inciuding but nof limited to driving while under the influence of alcohol or controlied
dangerous substances?

h.  Arethere any pending ciminal charges against you in any court of law, excluding minor iraffic
violations?

i, Doyou have a physical or mental concﬁtién that currently impairs your ability to practice
medicine?

j.  Hasthe use of drugs andior alcohol resulied in an impafrment of your ability to practice your
profession?

k. Dovyou Hegally use drugs?

| Have you surrendered or aliowed your license {0 lapse while under investigation by any
licensing or disciplinary board of any jurisdiction or an entity of the armed services?

m.  Have you been named as a defendant in afiling or settlerment of a medical malpractice action?

n.  Has your employment by any hospital, HMC, refated healith care or other institution, or milttary
entity been terminated for any diciplinary reasons’y

p. Have you voluntarily resigned from any hospital, HMO, or other healih care facility or
ingtitution, or miltary entity while under investigation by that institution for disciplinary reasons?

p. Areyouindefaultofa service obligation resulting from your receipt of state or federal funding
for your medical education?
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g. Have you failed to make arrangements to satisfy any state or federal loans that financed your
medical education? :

CONTINLING MEDICAL EDUCATION {Question 7)

@ & CME met. | have completed and have been granted credit for at least 50 credit hours of Category 1
continuing medical education activities within the two year period immediately preceding submissian of
this application for license renewat. Physician is obfiged to abtain requisite docurmentation of CME activity
and maintain documentation for & perfod of six years for possible inspection by the Board, For additional

information on CME, see Maryland Regulations, 10.32.01.09,

"y b First Renewal & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensuee in Maryland and | have completed the Board's New Physician
Orientation Program, The New Physician Orientation is for NEWLY Hoansed physicians only. If you ware

licensed prior to September 30, 2010 or reinstated, this does not apply to vou, Ses New Physician
Orientation Program web site, Your license will not be renewed uniess you have completed the
orientation,

™ g First Renewal after reinstatement. | am exempt from CME dusng the renewal period because this is
my first renewat affer reinstatement of my medical licensure iy Maryland,

o

PERSONAL AND PROFESSIONAL INFORMATION (Guestions 817}

8a.

Bb. RACE/ETHNIC IDENTIFICATION - PLEASE CHECK ALL THAT APPLY

Are you of Hispanic or Latino orgin? (A person of Cuban, Bexican, Puerto Rican, South or Central O ®
Amarican, or other Sparish culture or origin, regardiess of race. Yes Mo

Select one or more of the following racial categories:
merican indian or Alaska Native (A person baving origins in any of the original peoples of North or South America, including Central America,
o who maintains tribal affiiations o community atiachment)

sian (A person having origin in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent inchading, Tor example,
arbodia, China, India, Japan, Korea, Majaysia, Pakistan, the Philippine [slands, Thalland, and Vietnam.}

lack or African Amesican (A person having origins in any of the biack racial groups of Abrica.}

ative Hawalian or other Pacific Istander (A person having origing in the original peoples of Hawali, Guam, Samoa, or other Pacific Islands.)

#te (A person having origing in any of he original peoples of Europe, the Middie East, or North Africa))

ther

9. Are you emploved by the Federal Government?
Lj Yes @ Mo

0. Please indicate # you are currently in: a) a residency program accredited by the Acersditation Councll for Graduate Medical
Education or an interaship or residency program approved by the American Osleopathic Association; o b} a fellowship

(subspeciaity) training program accredited by the ACGME.

¥ 1f you answer Yes {o either a. or b, you will nol be required to complete the Practice information section (Questions 15-26) of
this application.

a. In an acoredited/approved internship or residency program?

O Yes @Ns

. In an accredited fellowship (subspenialty} training program?
f&.} Yes @ NG

bt Hemnrees v bt vnd 10 AARD AT 201V annheatian aens?admin=1&Heno=N0061788 37812016
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11a. Which bes! describes your current area(s) of concentration:

Primary Concentration Obstetrics & Gynecology [V
Secondary Concentration Gynecology v

115, SPECIALTY BOARD CERTIFICATION: List up to two (2) specially areas only ¥ certfied by a recognized board of the
American Board of Medical Specialies (ABMS) or the American Osteopathic Association (AQA).

Primary Ceriification Ohstetrics & Gynecsiogy W
Secondary Certification None W

12. Please select 28 states {excluding Maryland) where you hold a medical license,

U Atabama O eonida £ Kentucky I Nebraska [l okiahoma U utah
1 Alaska £ Georgia {Uliouisiana ClNevada 1 Cragon Chvermont
{3 Arizona Tlouam  Clmaine {1 New Hampshire 3 Pennsylvania ] Virginia
M Arkansas ClHawaii  [IMassachusetts [ New Jersey [ puerto Rico ] Virgin Islands
Ll catifornia Clidane [ Michigan [ New Mexico [_] Rhode island J Washinglon
Clcelorade Muneis  TlMinnesota [ New York [l south Carelina L] West Virginia
I connectiout ] indiana [ I mississippi [ North Carotina L] South Dakota Clwisconsin
(I pelaware owa {Cnissouri [INorth Daketa L Tennessee Ll Wyoming
[ pistrict of Columbia [ Kansas [Imontana Clonio M Texas

13a. How many weeks per year do you work? [52 |

13b. Please indicate betow how the hours in your typical work week are aflocated. The sum of these hours should reflect the
number of hours in vour typical work weelk. Definifions of these categories are Hsted below,

3 f you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
nformation section (Questions 15-28) of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-refated clinfcal activities {suzh as pathologic
and ragiologic assessments), maintaining patient records, obtaining and reviewing test results, arranging referrals, consulting with
offier providers about patients, talking with a patient's family members.

Research includes clinical, laboratory, and analytical research

Teaching includes teaching of medical undergraduate & graduate students and other graduate students.

Administration & Other: Administration includes practice managsement (billing, contract negotiations, personnel, regulatory
activities) & management of nstilutions or programs (health depariments, health insurance, hospitals, other health-related
institutions or programs); Other

£ Use whole numbers. No fractional hours. If none enter 0,

2. Patient Care Relgted Activities 40 hours per week
b. Research 2 hours per week
¢. Teaching 8 hours per week
d. Administration & Other 8 hours per week

Total Hours 58 hours per week

14. f you indicated in Question 13 that you are not engaged in patient care related activities, do you intend to resume patient care
related activities in the next 2 years?

L Yes T No

PRACTICE INFORMATION {Questions 15-26)

5. Do you plan io discontinue patient care related activities in the next two vears?
Oves @no

httns//www.mbn.state.md.us/MBP AL 2012/application.aspx?admin=1&licno=D0061788  3/8/2016
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5. Please indicate below the number of practice/ofice losations at which you routinely defiver patient care for reimbirsemant.
a. Number of locations in Maryland (if none, enfer &) 0

| AOECE— |

n. Mumber of locations outside of Maryland (f none, anter 0} =

£# 1f you have locations outside taryland, please answer (1) below after you %_5'_»»“__‘
answar (b}

¢. Do you routinely treat Maryland patients at your practice/office Tocation(s) outside of Maryland?
Oves @ No (O Don't know

17. Please indicate below the number of hospitals at which you currently have admitting privileges.
a. Number of hospitals in Maryland (if none, enter 0 gﬁ »}

5. Number of hospitals cutside of Maryland (if none, enter ) {ﬁ j

18. Primary Practice / Office Location Primary Practice / Office Location

$§ Plpase answer 2l Primary Practice questions

a. Organization Name gPeivic Medicine Institute [

b. Strest Address 23602 tron Stone Court }

. Street2 {w Enter suite or reom number hare, (Ex. Suite 101 or iioom 101
d. City {San Antonio !

e. State [ Texas v]

{. Zip Code {@

g. Jurisdiction I MNon-Maryiand V}

k. Employer Tax iD g § 44 1 you do not have an EIN enter QO-0000000

P What is Employver tax 1D7?

i Please select one of the ollowing related o the NP used for billing insurers;

{31 use an Organizationat NP| for billing.  Please Enter » T
Orpariteational N

® | yse my Individual NP! for billing.

(Ot do not bill public or private insurers.

. Youindicated in Question 13a, 40 hours of Patisat Care Retated Activities during a typical work
week. o
How many of those Patient Care Related Activity hours in your typical work week are delivered at -
this practicefoffice location? gﬁ ;

@ if none, enter 0. Hours
k. Setting [Free Standing Medical Facility Vi
I Private/Public | Private-Not for profit V)
m. Practice [ Single-Specialty Group |

Please answer the foliowing regarding staffing at this practicelofice location on a fypical day. Definition of mid-
level medical providers is listed below.
w I none, enter ) if you don't know the number, enter il

Number of physicians (MDs, DOs, residents, fellows) including yourself at this location. *ré
Number of mid-leve! madical providers at this location, EZ 3
3 Mid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician
sssistants. '

e e s e e b Bt B L i TWYE T TTR R RN A
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19, Secondary Practice / Office Location

i I you have a secondary practivedoffice tocation and you've chicked the box above, you will see a series of questions that mus! be completed.

a. Organization Name gPeEvic Medicine Institule I

b, Street Address fsmg}z fron Stone Court }

o Street2 ‘u Erder sutte of room number (Ex, Suile 101 or Roz}m!m}}
d. City {San Antonio |

e. State i Texas vj

f. Zip Code 78230 |

g Jurisdiction ! Non-Maryland V}

h. Employer Tax ID .- & 1f you do not have an EIN enter 00-0000000

b What is Emplover tax D7

i, Please select one of the following related to the NP1 used for billing insurers:

Otusean Organizational NP for billing.  Please Enter >
@)} use my Individual NP1 for billing. Organizational NP1

) 1 do not bill public or private insurers.

L You indicated in Question 13a, 40 hours of Patient Care Related Activities during a typical work

weaek.
How many of those Palient Care Related Activity hours in your typical work week are delivered at P am—
this practice/office location? ¥ “}
¥ {fnone, enter 0. Hours
) R A -
k. Setting [Other Chnic. _ |
L Private/Public (@rivate&m% for profit Vj
m, Practics [Single-Specialty Group vl

Please answer the following regarding staffing at this practice/office focation on a typical day. Definition of mid-
level medical providers is listed below.
< i none, enter ©; if you don't know the number, enter feisie]

Number of physicians (MDs, DOs, residents, fellows) inchueding yourself at this location. : r%» l
Number of mid-level medical providers al this location. g::_j
i3 Mid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician
assistants.

20.21 Health Information Techrology questions has been moved to 4 seperate saction. You are required to complets the Health information

Technology section ONLY # you have a Primary Praclice Locadion.

22 Please indicate if you participate in the following private and public insurance programs, and whether you are currently accepling new public

insyrance program patienis.

. ) Y
2 Partivipate in any PRIVATE insurance plan networks, including PPQ, ERQ, HG, elo. f N““’
as +]
o Participate in the MARYLAND MEDICAL ASSISTANCE PROGRAM (in either the tradifional program or a Managed O O
Care Organization) : Yes No
b, ¥ Yes, are you accepting new Maryiand Medical Assistance patienis? Y\ N
288 I
¢ Participate in the MEDICARE (in either ihe traditional program or a Medicare Advantage Plan)?
- . A P NS DT SNUNUURNE s JUp: SRS, J <) BORRPPETTs iy 12§ Pl B § 4 44
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® O
Yes No
e -
, , ) . @ O
¢t If Yes, are you accepling new Medicare patients? b
¥ ping P Yes No

23. Do you offer a sliding fee scale based on ability o pay? {Ltlize a standardized fee reduction schedule for ipw-income)
@ves Ono Ona

24, Please raport the typical number of hours per week you personally provide carg to patients on a charity basis (do notinclude bad debi).
3 hours per week, % ifrone, enter 0

. R %

-

i you are practicing as an adult primary cara s,pemzﬁ 34 (in{emaﬁ medicine, family practice, general medicing), answer Q.28 Otherwiss skip o .28,

25. Do you charge patients an annuat fee for participating on your patient panet (sometime calied direct, concierge, or retainer-based practics)?

Oves O Ne

26, Workers Compensation

Workers Compensation coverage: If you employ Ong or morg persens, the Md. Code Ann. Health Oce. §1-202 requires that you
verify $hat you are complying with the Workers' Compensation Law for your renawal to be issued.

i hereby certify:

O Not Applicable (Do not complete below)
®| do not practice in Maryland.
)1 do not employ anyone in my practice in Maryland.

{2} empiloy bne of more persons in my Maryland practice and have the foliowing Workers Compensation coverage.
4 If you are a Marvland employer you must provide the information requestad below,

insurance Company {
Policy Number {
Expiration Date " i Enter as MM/DDIYYYY Enter as MM/DD/YYYY

HEALTH INFORMATION TECHNOLOGY

Please comtact the Maryland Health Care Commission at 410-764-3330 for questions relating to this sacion.

Electronic Health Record incentive

Baginning in 2011, physicians that adopt an electronic health record are eligible to receive an incentive either under
Medicare or Medicaid. To receive this incentive, a physician must meet certain criteria, which varies depending on
which program you choose, The Medicare incentive is up to 44,000 over five years and the Medicaid incentive s up to
$63,750 over six years. Physicians are encouraged to learn more about these incentive opportunties by visiting the
Centers for Medicare and Medicaid Services website hilp/iwww.oms aov/EHRIncentivePrograms!

This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing or reating your
patients at your primary office/practice location, which you listed in
Cestion 18 - Primary Practice / Office Location Primary Practice / Office Location

1. This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing
or freating your patients in your office.

Are you computerized in your office
a. To ohtain information about treatment alternatives or recommended guidelines?

®ves Ono

b. To send prescriptions electronically to a pharmacy?

httne fiwww mhn state. md.us/MBP AL 2012/application.aspx?admin=1&licno=D0061788 3/8/20186
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Oves @no

If you answered Yes to 208, what percentage of prescriptions are submitted electronivally? f T %
(Enter Whole number}

¢. To generate reminders for you about preventive services needed for your patienis?
@ ves ONo

d. To access patient notes, medication lsts, or problem lists?
@ ves ONo

. For clinical data and image exchanges with other physicians?
@ ves ONo

£ For clinical data and image exchanges with hospitals and Laboratories?
® ves ONo

g. To communicate about clinical issues with patients by emali?

Oves ®no

h. To ohtain information on potential patient drug interactions with other drugs, allergies, andfor patient conditions?
®ves ONo V

2. Doss your primary office/practice cation use electronic MEDICAL RECORDS {not including billing records)?
O ves, all elactronic ® ves, part paper and part electronic O no O Dort know

2a. If Yes, what is the name and version of the EHR system?
| GE Centricity Practice Solution v

Other [

2b. if No, please indicate your most significant reason for not using elactronic medical records.
s s Capital cost outiays > Lack of technology standards * Retiring soon
s Overburdened staff CZ Intangible benefils ' Not my decision

0 Risk of privacy breaches
3. Please answer the following Telemedicine question(s)

i3 Telemedicing means, as i relates to the defivery of health care services, the use of inferactive audio, video, or other
tetecommunications of electronic technology by a licensed health care provider fo deliver health carg sevice{s) within the scope
of practice of the health care provider at a site other than the sile at which the patient is located.

(Enter ¢ i you did not use telemedicing) o

3b. If you used telemedicine, what are your common uses of tetemeadicing technology (mark all that apply}?
~ Second opinion
Diagnosis
Foliow-up
; Emergency
Chronic disease management
Other (specify) ;

PHYSICIANS EMERGENCY CONTACT INFORMATION

27, As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
dantified the need for certain contact information for ficensed physicians in Maryland who may be needed o
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article

[ s RN K
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Section 18-801 et seq. sals forth the powers of the Governor and Secretary of the Departmant of Health and Mental
Hyglene,

* Required Fisid

Plaase provide the phone number that should be used in the event of an actual emergency.
Daytime ™
Nighttime"

ndicate by checking any box that applies whether you have any particular raining and experience regarding the
following specific agents: :

' Chemical “Biclogical - Radiological

If you are interested in being contacted about training opporunities provided by the Board of Physicians, please visit
the Maryiand Professional Volunteer Corps website at hitps Amdresponds dhmbanaryland govl.

Thank you for your assistancef

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

7 a. | certify that | have personally reviewed all responses to the items in this application and that the information |
. have given is true and correct to the best of my knowledge and that any false information provided as part of my
application may be cause for the denial of my applcation.

g b. | agree that the Maryland Board of Physicians (the Board) may reguest any information necessary o process my
application for renewal from any person of agency. inchuding bul not limited to former and currert employers,
govemnment agencies, the Nationat Practitioners Data Bank, the Healthcare Infegrity and Protection Data Bank,
hospitals and other licensing bodies, and | agree that any person or agency may release to the Board the
information requested. | also agree to sign any subsequent releases for information that may be requested by the
Board.

& e 1 shall inform the Board, by certified mall, return receipt requested, within 30 days of: (a) action that would be
grounds for discipiinary action under Md. Code Ann. Health Coe. §14-404, that occurred at any time during the
application period; {b) change in any answer that was originally given in this application.

vy &. Check Here if you wish {o have the oplion of viewing your completed application onfine afier you renew your
lieense. Otherwise, your application will not be available online for your later viewing. if selected, viewing is
available untit 12712012,

29. Please provide your electronic signature {type your name) below:
Bame Dafias W Johnson
Today's Date 877012 $rs

30, Select a Payment Option here 1o complete your application,
%J Plesse note: Credit nards may be used for oniine payment only. I you or a 3rd party i sending i pavment, & must be by chedk,

Your renewal fse is:

@ creait carg O Send Check (U 3rd Party Check 3rd Party Payer: |

PAYMENT

APPLICATION COMPLETION INFORMATION:
Date Application Started Bi7/2042
[Yate e b i i 0 r7ran

Tttones Fnamarar shm otate md n1e/MRP AT, 2012/anplication.asox?admin=1&licno=D0061788 3/8/2016



Maryland Board of Physicians License Renewal Page 1 of 10

&print
[ NOT MAIL THIS TO THE BOARD., RETAIN THIS APPLICATION FOR YOUR RECORDS.

Application for renewal of. Phy&idﬂl}ﬁ

1 License Number DOOB1788 Dr. Dallas Wayne Johnson

indivicusal National Provider identifier NPY, {1 tgo not have an NP
5§ This is the NP! entered in the field for Randenng NP!on a claim (10 digit number)

current email address where we may contact you regarding your licensa.
o

Address Changes (Non-Public and Publick
Yot st submit & Pubtic and Nor-Public address. f sither addrass has shangad, please carred! hers,

Your adressies) on the onding renewst appiication is curent as of July 1, 2014 | you requested any changes o your address{es) fat are not reflected on this application,
please makea the change at s time. Thasa changes will be updated in the main database,

43. Non-Public Address: This address i3 for Board use only and s where your license will be mailed. However, i no

public address is list nads avallable 1o the public.
Street
Street (2)
Syreet {3)
Chy }
State - - vsi S
ey than LGA or Canaca, please choose "Foreign” as your state
ZinCode
Country W”\ﬂ

4b. Public Address: This address, usually your office, is avaiiabie %o the public and wilt be posted on the intemet. I you do
not designate a public address, your non-public address will be posted on the Infernat.

[ check i Public Address is the same as your Hon-Public address (the address above will be automatically entered below.}

Sreet Whole Woman's Health Clinic
Street (2} 4025 E. Southoross Bivd
Street (3)
City San Antonio J
State Texas i
4 ielmdcbmamwgzﬁ*r than USA or Canada, please ¢hoose “Boreign’ as your state
ZipCode 78753 ;
Country United States |

5. Do you give the Maryland Board of Physicians permission to report your date of bith to
the Federation of State Medical Boards' Physician Data Center? See instruction

@ Yes One

CHARACTER AND FITNESS [Question 8)

6. The following questions pertain to the period since July 1, 2012. If this is your first renewal, these questions
apply to the period commencing with the date of your initial icensure or reinstatement. Check the box YES or NO
next to each question, Iif you answer Yes, provide an explanation at the prompt.

* All questions must be answered Yes or No.

a, Has any Goensing or disciplinary board of any jurisdiction (except this licensing board), or any
entity of the armed services denied your application for licensure, rainstatement or renawal, or
taken any action against your ficense, inciuging but not limited o reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Oce. §14-4047

b. Have any complaints, investigations or charges bean brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licansing board)
or an entity of the armed services?

.. . AT B e e TWVANE T TTOQ RN A
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o Has your application for a medical or health professional license been withdrawn for reasons
that would be grounds for disciplinary action under Md. Code Ann. Health Oce. §14-4047

4 Has an investigation or charge been brought against you by a hospilal, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Health
Dee. §14-4047

-
&

e. Have you had any denial of application for privileges, failure o renew your privileges, or
limitation. reskiction, suspension, revocation or foss In privileges in a hospital, related health
care facility, or alternative heaith care sysiem that would be grounds for disciplinary action
uricier Md. Code Ann, Health Occ, §14-4047

£ Have you had a plea of guitty, nolo contendere, conviction, or receip! of probation before
judgment or other diversionary disposition of any criminal act, excluding traffic violations?

g. Haveyou had a plea of guilty, nols contendere, conviction, or recaipt of probation before
judgment or other diversionary dispesition for an alcohol or controlled dangarous substance
offense, including but not limited to driving white under the influsnce of alcohol or controlled
dangerous substances?

% Are there any pending criminal charges against you in any courl of law, excluding minor traffic
viglations?

i, Dovyou have a physical or mental condition that currently imgairs your ability to practice
medicineg?

i Hasihe use of drugs andior alcohol resutted in an impairment of your ability to practice your
profession?

k. Do you lHegally use drugs?

i Have you surrendered or allowed your ficense to lapse while under investigation by any
ficensing or disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or seitiement of g medical malpractice sction?

n. Has your employment by any hospital, HMO, related health care or other institution, or military
entity been ferminated for any diciplinary reasons?

o, Have you voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or miltary entity while under investigation by that institution for disciplinary reasons?

p.  Areyou in default of a service obligation resulting from your receipt of state or federal funding
far your medical education?

Tuthanne Hasmarens snoss cbats wad e AATID AT IN14/annlication asnyPadmin=1 &Hono=D00/1788 3/8/2016
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Have you fafled to make arrangemenis to satisfy any state or federal loans that financed your
medical education?

CONTINUING MEDICAL EDUCATION {Question 7)
a. CME met. | have completed and have been granted credit for at least 50 credit hours of Category 1

®
continuing medical education activities within the two-year period immediately preceding submission of
this application for license renewal. Physician /s obliged lo obtain requisite documentation of CME activily
and maintain documeniation for g period of six years for possible inspection by the Board. For additional
information on CME, see Maryland Regufations, 10.32.01.08.

(Y b, First Renewal & NPO. | am exempt from CME during the renewal period because this i my first

~ renewal afler initial medical licensure in Maryland and | have compieted the Board's New Physician
Orientation Program. The New Physiclan Odentation is for NEWLY licensed physicians only. if you were
licensed prior to September 30, 2012 or reinstated, this does not apply to you. See New Physigian
Orientation Program web site, Your license will not be renewed unless you have completed the

orientation,

) o, First Renswal after reinstatement. | am exempt from CME during the renewal period because this is
ry first renewal after reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)

8b. RACE/ETHNIC IDENTIFICATION - PLEASE CHECK ALL THAT APPLY

Arg you of Hispanic or Latino origin? (A person of Cuban, Mexdcan, Puerto Rican, South or Gentrat S @.}
American, or eiher Sparish cullure or origin, regardless of race.) L Yes W No

act one or more of the following racial categories:
merican Indian or Alaska Native (A person having origing in sny of the original peoples of North or South America, intluding Central America,

d who maintaing iribal sffifations or community attachment.)

sian (A person having origin iIn any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example,
ambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Istands, Thattand, and Vietnam.)

lack of African American (A person having origins in any of the black racial groups of Africa.)

ative Hawailan or other Pacific [stander (A person having origing In the original peoples of Hawall, Guam, Samoa, or other Pacific Islands }

mite {A person having oniging in any of the original peoples of Europs, the Middie East, or North Africa }

ther

& you employed by the Federal Governmeni?

‘f} Yo @3 No

10. Please indicate if vou are currently inc &) a residency program accredited by the Accreditation Councll for Graduate Medical
Education or an internship or residency program approved by the American Osteopathic Association; or b} a fellowship

(subspecialty) training program aceredited by the ACGME.

i 3 you answer Yes o elther a. or b, you will not be required fo complete the Practice information section (Questions 15-26) of
this application.
2. In an accredited/approved intermnship or residency program??

O Yos @® Mo

b, In an accredited fellowship (subspecially) training program?
O Yes @ Mo

11a, Mic}gﬁbﬁgst d%ribes your current area(s) of concentration:
s MR

hitme dfunimsr b ofate md ne/AFRP AT 7014/ anmlicrstinn asnyPadmin=1 £ henn=THNATTAR TIRINA
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Prima ',‘f oncentration Obstelrics & Gynecalogy o
Secondary Concentration Obstetrics & Gyrecology, Female Pelvic Med. & Reconst, Surg. W

11, SPECIALTY BOARD CERTIFICATION: List up to twe (2) specialty areas only If ceriified by a recognized bogrd of the
American Board of Medical Specialties (ABMS} or the American Osteopathic Association (AOA).

Primary Certification Obstetrics & Gynecology N
Secondary Certification None o

12, Please select all states {excluding Maryland) where you hold a medical license.

[ alabama U roriga 1 Kentucky ) Nebraska T} owiahoma Cutanh
[ alaska 1 Georgia Cliouisiana [l Nevada d Oragon Zlvermont
[l anzona Cleuam [lnvaine CINew Hampshire 1 Pennsylvania ] Virginia
M Arkansas ClHawaii [ IMassachusetts [ New Jersey [ puerto Rico O Virgin Islands
{_Icaliforna Thidane [l michigan [ INew Mexico [ Rhode tstang [} Washington
fﬂ Colorado Dlinols I Minnesota [ new York [ south Cartina { Twest Virginia
[Iconnectiowt Clindiana L] Mississipp CINorth Carolina [l South Daketa Clwisconsin
[ Detaware [Clhowa Clmissourt [ North Dakota Ll Tennessee N Wyoming
{1 District of Columbia [Jxansas [Inontana [l ohie i Texas

-, 13a. How many weeks per year daggcu work? 150 v

f1 3h, Please indicate below how the hours are aliocated in your typical work week . The sum of these hours should refisct the
number of hours in your typical work week. Definitions of these categories are listed below,

By you afiocate O hours per week to a. Patient Care Related Activities you will not be required fo complete the Praclice
information section (Questions 15-26} of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-related clinicat activities (such as pathologic
4R radiologic assessments), maintaining patient records, oblaining and reviewing test results, arranging refarrals, consulting with
other providers about patients, talking with a patient's family members.

Research includes clinical, laboratory, and analytical research

Teaching includes the teaching of medical undergraduate & graduate students and other graduate sludents.
Administration & Other: Administration includes practice management (billing, contract negotiations, personnel, regulatory
activities) & management of institutions or programs (health depariments, health insurance, hospitals, other health-related
institutions or programs); Other

€ Use wholg numbers, No fractional hours I noneg enter 0.

a. Patient Care Related Activities 30 hours par week
b. Research 2 hours per week
& Teaching a8 hours per week
d. Administration & Other 16 hours per week
Totat Hours : 56 hours per week

14, [f you indizated in Question 13 that you are not engaged in patient care related activitles, do you intend to resume patient care
related activities in the nex{ two years?

ioYes " No

PRACTICE INFORMATION {Guestions 15-28)

15. Do you plan to discontinue patient care refated activities In the next two years?
Oves ® N

16, Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.

- e . a1 ar e -~ % - PR ) TN S e BN oY
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a  Number of lacations in Manviand (if none, enter Q) {6""'”1

b. Number of locations cutside of Maryland {f none, enter 0 e -
€8 If you have iocations outside Maryland, piease answer () below sfter you 2 ___w;
answer (b},

¢. Do vou routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
Oves ®no O pon't know

Page 5 of 10

17. Plaase indicate below-the number of hospitals at which you currently have admitting privileges.
a. Number of hospials in Maryland (i none, enter 0) ig _____ »j

. Number of hospitals outside of Maryland {if none, anter 0) EB ”l

18, Primary Practice / Office Location Primary Practice ! Office Location

L Please answer all Primary Praciice guestions

a.

Organization Name {Femaie Pelvic Medicine Institute {

Drganization Name2

l
Street Address {3032 fron Stone Courd }
{

Street?
i Enter sulte ar room number here, {(Ex, Suite 101 or Room 101}

City {Saﬁ Antonia i

State | Texas V]
Zip Code 78230
Jurisdiction (de&&awiand v

Employer Tax 1D - - ” <# If you do not have an EIN enter 00-0000000

Fhwnat is Emplover tax 107

Please select one of the following related to the NP1 used for billing insurers:

{1 use an Organizational NP| for billing.  Please Enter » e :
Orgardzational NP

@ use my Individual NP1 for billing.

{31 do not bilt public or private insurers.

vou indicated in Question 13a, 30 hours of Patient Care Related Activities during 2 iypical work

week,

How many of those Patient Care Related Activity hours in your typical work week are delivered al ey
this practice/office location? 135 :

¥ If none, enter 0. Hours

]
H

Setting [Free Standing Medical Facility W

Private/Public | Private-Not for profit ' N

. Praclice i Multi-Specialty Group-independent ‘v‘%

Please answer the following regarding staffing at this practice/office location on a typical day. Definition of mid-
level medical providers is listed below. :
i ifnone, enter O; if you don’'t know the number, enter 988

Number of physicians {(MDs, DOs, residents, feliows) including yourself at this location. E}m |

Number of mid-level medical providers at this focation. 12 i

¥ Mid-feve! medical providers: nurse practitionars, nurse midwives, nurse anesthetists and physician
assistants.

[ - - At s L ™t . LK =20 AV, o WA Yo Walh e J ¢ X4
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18. Secondary Practice / Office Location

iF if you have a secondary practivefoffice iocation and you've checked the box above, you will see a sedes of gquestions that must be completed,

Organization Name §thle Women's Health i
Organization Name2 % ;
Street Address 14025 E. Southcross Bivd. §
Streat? tSL§§§€ 30 ; » i
W Fnter sulte or room numbar (Ex. Sulte 101 or Room 101)

City ESan Antonio [
State v
Zip Code

. Jurisciction | Nor-Marytand v
Employer Tax 1D 100 J - é{K}OOQGO % I you do not have an EIN enter 00-0000000

$rywhat is Employer tax 1D?

Please select one of the following related fo the NP used for billing Insurers:

Otusean Organizational NP1 for billing.  Please Enter »
® 1 use my individual NP1 for billing. k Crganizationst NPt

O 1 do not bil public or private insurers.

You indicated in Question 13a, 30 hours of Patient Care Related Aclivities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at

this pracice/office location? &.__9
Wl none, enter 0. Hours
Setting [Free Standing Medical Facility vl
Frivate/Public Private-For profit hd i

. Practice Single-Specially Groug-independent vi

Please answer the following regarding staffing at this practicefoffice location on a fypical day. Definition of mid-
level medical providers is listed below,
%% | none, enter 0; if vou don't know the number, enter 999

Numnber of physicians (MDs, DOs, resicfehts, feliows) including yourself al this location. §3 J
Number of mid-level medical providers at this location. 2»...[

4 Mid-level medical providers: nurse prachiioners, nurse midwives, nurse anesthetists and physician
assistants,

20-21 The Health information Technology questions have been moved to 2 seperate section. You are reqidred to complste the Health Information

Technology section ONLY if you have a Primary Practice Location.

22. Please indicate i you participate in the following private and public insurance programs, and whather you are currently accepting new public

insurance program patients,

a.  Partizipate In any PRIVATE insurance plan networks, including PPO, EPO, HMO, el

@
Yes

Participate In the MARYLAND MEDICAL ASSISTANCE PROGRAM {n either the traditional program or a Managed O

Care Organization)
bt If Yes, are you acoepting new Maryland Medical Assistance patients?

Yes

o
No

)]
No

hitmer Famars mbn otate md ne/AARP AT M0 1A /annhicatinn nqﬁ'vf}aﬁminm1£ﬂ§rm m?}x’mm ?RR
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Yes
) » ) @
¢ Parficipate in the MEDICARE (in either the traditional program of a Medicare Advantage Plan)? \{O I\(J;:}
= o]
o1, ¥ Yes, are you accepiing new Medicare patients? o
Yes No

23. Do you offer 3 sliding fee scale based on ability to pay? (Utiize a standardized fea reduction schedule for low-incomae}

®ves ONoe ONa

24, Pleass report the typical number of hours per week you personally provide care © patients on a charity basis {do not include bad debl},
et
5 E nours perweek.  <F  Ifnone, enter D

i you are prachicing as an adulf primary care specialist finternal medicing, family practice, general medicing), please answer .25, otherwiss:

ﬁ check this box and skip to &.26.
25. Do you charge patients an annual fee for participating on your patient pangl, sometimes calied direct, concierge, or retainer-based practice?

Oves @ No

26. Workers Compensation
Workers Compensation coverage: If you gmploy one or more persons, the Md. Code Ann. Health Occ. §1-202 requires thal you
verify that you are complying with the Workers' Compensation Law for your renewat {0 be issued.

| hareby certify.
O niot Applicable (Do not complete below)
®} 1 do not practice in Maryland.
Ol do not employ anyone in my practice in Maryland.
1 empiloy one or more persons in my Maryland practice and have the following Workers Compensalion coverage.

& 1 you are a Maryland employer you must provide the information requaesiad below.

insurance Company {
Policy Numbsr l
Expiration Date 1_.* T & Enter as MMDDYYYY Enter as MM/DDAYYY

HEALTH INFORMATION TECHNOLOGY

Please contact the Maryland Health Care Commission &t 410-784-3330 for questions relating 1o this section,

Elactronic Health Record Incentive

Baginning in 2011, physicians that adopt an electronic health record are sligible to receive an incentive either under
Medicare or Medicald. To receive this incentive, a physician must meet certain criteria, which vades depending on

- which program you choose. The Medicare incentive is up to $44,000 over fve years and the Medicald incenlive s up to
$63,750 over six years, Physicians are encouraged to leam more about these incentive opportunities by visiting the
Centers for Medicare and Medicaid Services website hito:/iwww.oms qowEHR IncentivePrograms/

This question is about the use of computers and other forms of information tachnology, such as hand-heid computers, in diagnosing or treating your
patiants at your primary office/practice location, which you listed in
Guastion 18 - Primary Practive / Office Location Primary Practice / Office Location

Please complete the following HIT guestions for: Female Pelvic Medicine institute

1, This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnésiﬂg
or fregting your patients in your office.

[ P e e e e TRATITY AT VYT A amn i antt am mesmer Padeatem S anas=TINAT TR UIRIHIA
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Are you computarized in your office:
z. To obtain information about treatment afternatives or recommendedd guidelines?

@ ves ONo

. To send prescriptions elecironically to a pharmacy?

Oves ®no
If you answered Yas to 1b, what percentage of prescriptions are submitted etectronically? § o
{Enter Whole number)

c. To generate reminders for you about preventive services needed for your patients?
@ ves ONo

d. To access patient notes, medication lists, or problem lsts?
@ ves Do

e. For clinicat data and image exchanges with other physicians?
Oves ®no

f. For clinical data and image exchanges with hospitals and laboratories?
®ves One

g. To communicate about clinjcal issues with patients by emaii?
®ves ONo

h. To obtain nformation on polential patient drug interactions with other drugs, allergies, andfor ;}atiém conditions?

@ves ONo

2. Does your primary office/practice location use slectronic MEDICAL RECORDS (not including billing records)?
O ves, al slectronic ® ves, part paper and par electronic Ono O bont know

2a. 1f Yes, what is the name and version of the EHR gystern?
athenaClinicals v

Other |

2b. if No, please indicate your most significant reason for nof using electronic medical records.

7" capial cost outlays "7 Lack of technology standards . Retiring soon

FRERY

' Overburdened staff  Intangible benefits i Net my decision

i Risk of privacy breaches

3. Have you used telemedicine for any purpose in the last 12 months?
Oves ®no

<4 Telemedicine means, as i relates to the delivery of health care services, the use of interactive audio, video, or other

telecommunications of electronic fechnology by a licensed healiht care provider to deliver health care service(s) within the scope
of practice of the health care provider at a site other than the site at which the patient is jocated.

3a. Approximately how many times in the last 12 months have you used tetemedicine for any purpose? {(‘). %
(Enter 0 fyou did not use telemedicine) —

3b, I you used telemedicing, what are your common uses of telemedicine technology (mark all that apply)?
7} Second opinion :

] Diagnosis

] Follow L

1 emergency

: Chronic disease managemaent

{1 other (specity) !

o N LT LU 2 AV VS Bl ] o) BT TS W
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The following questions are to be answered ONLY if your Practive Setting is one of the following:
(1) Solo; (2} Single-Specialty Group; (3} Mult-Specialty Group; or (4) HMO Group/Staft

4. Does your practice use high speed internet?

@ ves ONo

4a. |Verizon Wireless | Please Specify :

5. How do you access the Internet?
Opsl O cable Modem O Fiber to the office ® wirgless O Other O Unknown

8. Do you provide Wi-Fi access fo your patients in your wailing area?
Cvyes ®no O unknown

PHYSICIANS EMERGENCY CONTACT INFORMATION

27. As part of Maryland's emergency preparedness efforts, the Depariment of Health and Mental Hygiene has
identified the need for cerain contact information for licensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. {(Public Safely Aricle, Sec. 14-348-01 &t seq. and Health General Article
Section 18-901 et seq. sets forih the powers of the Governor and Secretary of the Depariment of Health and Mental

Hygiene.

* Reguired Field

Please provide the phone numb used in the event of an actual emergancy.

indicate by checking any box that applies whether you have any particular fraining and experience regarding the
following specific agents:

.. Chemicat

" Biological Radiological

If you are interested in being contacted aboul training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at https imdresponds dhmbmarviand.govl

Thank you for your assistance!

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

g

R’

a. | certify that | have personally reviewed all responses to the items in this application and that the information |
have giver is true and comect to the best of my knowledge and that any false information provided as part of my
application may be cause for the denial of my application.

b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current emplovers,
government agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank,
hospitals and other licensing bodies, and | agree that any person or agency may refease to the Board the
information requested. | also agree fo sign any subsequent releases for information that may be requested by the
Board.

¢. 1 shall inform the Board, by certified mail, return receipt requested, within 30 days of: {a} action that would be
arounds for disciplinary action under Md. Code Ann. Health Oce. §14-404, that ocourred at any ime during the
application period; (b} change in any answer that was originally given in this application. :

d. Check Here if you wish to have the option of viewing your completed application online afler you renew your
license. Otherwise, your application will not be avaitable online for your later viewing. Hf selected, viewing is
available until 127122014,

29, Please provide your electronic signature {type your name} below:
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Name ‘ Dalias W. Johnson, MD %
Today's Date 9r3201a |

elact a Payment Oplion here o complete your application.
LF piease note; Cradit cards may be used for ontine payment only. I you or a Jed parly is sending In payment, Lmust be fy chegk.

Your renewal fae is:

® credit Card ) Send Check L) 3rd Party Check Jrd Party Payer:

PAYMENT
APPLICATION COMPLETION INFORMATION:

Date Application Slarted 8132014
Date Application Submi
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