{ MEDICAL DOCTOR

STATE OF NEVADA BOARD OF MEDICAL EXAMINERS APPLICATION FOR LIEBQRE | V E D

Y, ELEANCR- POW 00T 24
1. Present Legal Name L::;:I‘N\\LE =i mELL X
Listeny other name overused___ELERNOR- LOUISE"  POWELL- VADA STATE BOARD OF
2. Business and/or Malling Address_ 2250 W. MEGAN , CHANDLER, N 65224
_ Sirest Gty | Siake ﬁ ECE|
3. Home Address_ SPME 1 | VED
= — S RV-Ta

pe —
226-@24C  ( 48Dy F26-
4. Telophone (180 ) Z2o L7020 ‘...m’%_

5. Date of Birth___. s+ Place of Birth_, .
: City, stais, country
6. Cltizenship Allen Registration #
Viss T

copy of birth certificate, or original Certificate of Nsturalization or current U.8.

Submit a certified
passport or copy of front/ back of your allen registration card, work authorization or Visa. . . -
7. Age..__Height Weight_____ ColorofEye _Colorof Hak___
' - Social Security Number_ "

Fammudmstum.Mphmqmmmm

"Abllltytomcﬂmmoﬂclﬂo'hbmmmmmddhm
1. mmmmmmmmmmammmm
Wamwmmwmmmmmmm
: 2.mwwwmmwmmuimdmmmmmp-mmmhmu.
care pro m.mawimmeoofamordm.sudtum.mw
=3, mphwhhnmpabluybperfommduulkssm”phymhnmﬂmmmk"
prociddres, with or without the use of aids or devices, such ss corrective lenses or hearing aids.,

ertedicat condition® inciudes physiological, mental or peychological condlions of disorders, such s, butr. :
limited fo, orthopedic, vision, speech, and hesring, cerebral paisy, epliepsy, muscular dystrophy, multiple .
sclerosis, cancer, heart disease, diabetes, emotional or mental liness, HIV diseass, tubsrcuiosis, drup '

addiction, and sicoholism.

wChemical substances™ i 10 be construed to include sicohol, drugs or medications, incuding those taker:

punumtmavdwbrbsabﬁonfahgmmwpmumdhmw!mhpms :

direction.

“Cumnﬂy"dounotmemonﬂndayol.crennhhemkcwmﬂupuoodhﬂnmh&mdmh
epplication. W.Rmmmnwenoughmmmauudmmmmmmodmmh

functioning as 8 licansee.
8. Do you have a medical condition which in way impsis or limits your abiity to practice medicin with

reasoneble skill end safety? _Yes No.
if Yes, separaia siiached

have a medical condition which in any way impairs or limits your ability to practice medicine is that

9 K
hnpalﬂyo:omﬂm reduced or ametiorated because of%pncﬂu.m seiting, or the manher in

which you have chosen to practice? Yes No

It Yes, separain sttached expisnation required.
10. I you use chemical substances, does your use of chemical substance(s) in any way ipopRir or imit your ,
abiiity to practice medicine with reasonabile skill and safety? Yes No N/A

if yes, separsie sitached explanation required. .

!

- vy



1. Hmyoufalodlo:'s e the performance of public service wit{ e ysar sfier the data the public

service is required o 10 satisfy a requirement of your receiving a or scholarship feders!
govemnment or a state or local government for your medical education? Yes 5No§
, Wyes, saparsie stiached pxpianation required. . - . .
12. Have you been @ defendant in a legal action involving professional liabllity ) or had »
professional lisbillty claim psid in your behalf or paid such a-cisim yourself? Yes No.
if Yes, separste attached explanation required, el

13. mmmmmmum.mmmmvwa.ammambmnm
- offense or violation of any federal, state or local law, including any foreign country, which is a misdemeanor,

gross misdemeanor, or felony, excluding any minor traffic offense (Driving or in control of & motor vehicie whils
under the influence of any substance is not mwmdamlwmfﬂcoﬂom)umu

manufacture, distribution, prescribing, or dispensing of controlied substances? ______Yes

et i Yes, ' : . ‘ ’ —

14, Havcyoupwlyapplbdformedhl ficensure in Nevada (including a residency program)?
Yeos {Noj) ' Co :

15. List name and address of all schools where professional medical Instruction was recsived. HAVEEAcH

SCHOOL SUBMIT AN OFFICIAL TRANSCRIPT DIRECTLY TO THE BOARD:
Name Address Place Where Datas of Attendsnce
i Instruction Received . From (Mo/Yr.) To (MoJ/Yr.)

2300 Be St . NW | %D& q]1963 - 5/1]4q) "

~ Hmore spece is nesded, pleass stiach sepersis sheet .
16.  Doctor of Medicine Degree granted by:

17. List sll ACGME" spproved graduate medical education you have received as an inlem or resident in the

United States or Canada. -
*Accreditation Council for Graduate Medical Education : ..
Hospltal/ : Malling Type of Service Dates of Atlendancs :
institution Address or Specisity From (MoJYr.) To(MoJYr) -

_UNWVERGITY HOSAITR. ~O-fyYN blzdliaal - #i/(aac

18. List all Fellowship training programs attended in the United States or Canada.
Malling Type of Dates of Altendance

Institution Address Feliowship From (MoJ/Yr.) To (MoJ/Yr.)
N/ A

if more space is needed, please attach ssparaie sheet.

19. mwm.m.M.ww@nmbmmﬂmmth

of tralning program? _____ Yes
sny type nyu.mmm

from a medical school located outskde the United States of America or Canada, list your

20. If you grad
ECFMG#

2



&

- (. (
21. For each of the following ncensing examinations list the location, snd dsies taken, and scores .
obtained. FOR EACH EXAM TAKEN, HAVE CERTIFICATE OF SCORES SUBMITTED FROM THE

TESTING ENTITY DIRECTLY TO THE BOARD OFFICE. . RECEIVED
* wano?a " PartTaken Date Results (Scores)  OCT 2 1 202
O ANMGHNGTIN, T I ' elae] 41c  NEVADASTATE oF
_wpenaoNgy X _f 1990 A0 e

T wovevaaienm 4l %€ Rgepivep
b. FLEX (Federation Licensing Examiriation): WF - 200
Location © Part Taken Date Result (Scores)  MEDICAL LiAroanD,OF

N/

c. USMLE (United States Medicsl Lleamhg Examination): |
Location ~ PartTeken' - Date Result (Scores)

Location Part Taken Date Resuit (Scores)
_N/B
e. SPEX (Speciel Pupase Examination): - o
Location Pert Teken Date Result (Scores)
N/

22. Stateyour srea of speciaity: DBR(ETRICS % efNETRLOON
23, Listany and sl certiications and re-certifications by @ board or sub-board recognized by the AMERICAN
BOARD OF MEDICAL SPECIALTIES, o
. : Detesof
Certification/Recerticstion
2o/ teqg -

/‘7‘/1.5'11- sl v‘ﬂ#ﬁn /:.;': « A ‘1"} .



24. Account for ali “time since graduation from medical schd
ALL PERIODS OF TINE MUST BE ACCOUNTED FOR. - ,
City/State/Country : . From (Mo./Yr.) To (MoJYr.)

s MMt

If more space is needed, sttach saparaie sheet. i
25. List below the requested information for all hospitsls in which you ARE, OR HAVE EVER BEEN a steff
member at any level during the last ten years. If none, please indicate. Do not list iIntemnahip, residency or
fellowshio sifijation, .

Dates of
Hospital Compiete Malling Address From (Mo./Yr.) To (MoJYr.)

20 PATPCHEY

tf more space is needed, attach ssparsie sheet. _
26. l.’:lsl any and all licenses YOU HOLD OR HAVE HELD to practice medicine in any state, territory or

country.

© State/Teritory _ Dstes of Practics
Country License # Date of Issuance  From (Mo./Yr.) To (MoJYr.) :
—_NazoNA 2204 . 3|1 Heas 8|30 RIS - FRESENT -

__rewMenw % eA o]z 1aq) plzlieai - Hzilirdg

i more space is neaded, sitach sepersie sheet.
27. Haeve you ever been denied a license, permission to practics medicine or any other healing arts, or
permission to take an examination to practice medicine or any other healing arts in any state, country or U.S.
temitory? Yes No. .
if Yeas, separaie axplanstion required,
28, mwyoumhauamodl?n\me revoked, suspended, limited, or restricted in any state, country or
No.

U.S. territory? ____Yes )
if yos, separais 8 axplanation required.

' 29. Have you ever surrendered a license 1o practics a healing art in any state, country or U.S,

territory? Yos No.
: -Hyes, explanation required.

30. Have you ever beend nbership or expelied from a medical saciety or other profesaional medice

organization? Yes No.
¥ yes, separate c&dé sxpianation required.
4




31. Have you ever been invel_ated for, charged with, ou:omi::tomn(w mdammu
reguiation goveming the practice of medicine by any bosnsing board, hospkal, medical society.

governmental entity or other agency? Yes No }
i Yes, separsie stiached explanation required.

32. Hmywmsmmuymsmhdwmumnm«hdlmm«

restricted in any way? ____
uw.mm on required.

a3. Lhtdhocplblswhaoyouhenhadshﬁpﬂvﬂegudm
by the hospital.’ List any and all resignations from any medical in lleu of discipiinery or sdministrative

action. (Plesse Note: Do not inciude suspensions or-
records, auendhooplddepamnuushﬂmeamm,ormahuh
Malling

Hospitsl.. . -  Address - md memm)'ro(mm)
N[ ‘ L REQE_ULED
86129012
if more space is needed, attach separaie shaet, MEDICAL

CHILD SUPPORT.INFORMATION

: m‘wummaummmwmmmmmwm.d-m
license be provided the opportunity to indicate i one of the following circumstances is applicable to the

You sre advised thet this question is part of your application, your response is given under osth, and
m.nymponumwwhbhhm fraudutent, misieading, inaccursts, or incompiete, mey result in your

uppllellbnbohgdm
You must mark one of the following responses, andfalnnbnwkmdhmmyunﬂh
denlal of your applicstion. .

PLACE AN X ON THE APPROPRIATE LINE
E Iamnotsub]octloacouﬂordarforﬂnsuppoﬂofamld

| am subject to 8 court order for the support of one or more children.and am in.compliance with
the order or am in compliance with a plan spproved by the district stiorney or other public agency
enforcing the order for the repayment of the amount owed pursuant to the order; or:

| am subject 1o & court order for the support of one or more children and am NOT in complisnce
with the order or a plan approved by the district attorney or other sgency enforcing the order for
the repayment of the amount owed pursuant to the order.

Type or print name Social Security Number

il

Sighature T Dete

NEVABA STATE BOARD OF
EammmsasOF



o, SPALEL MD being duly swom and say: That the snswers to
meforeoohgquesﬂons Jmumadsmmeabweupplhﬂor"‘wuwmdm
explanaﬁonsoonhhedonanysepameanachedpageurotruotndcorrect that | sm the person named in
the credentiais to be submitted, and that the same were procured in the reguisr course of instruction and
examination without fraud or misrepresentation. | understand that if any of my responses on this application
are false, fran.;dulenl. misieading, inaccurate, or incomplete, my application for licensure will be denied.

[ Signetre of Appiicent
Subscribed andlmbbdmmmb_’Ldoyof

of passport quality of your

Photo must have been taken
within the last 60 days and
be st jaast 2" x 2" in size.
Sign the photo in ink across
the lower portion of s front
side.

Proof pholos and negatives | hereby certify that the attached
are not acceptable . photograph is a true likeness of
myself iaken within the last 60 days.

T Signare of Appiini
\Stz/zee?. .
Date




NEVOCT 21 w

ADA STATE

EleanorPowellsmnlz MEchALB“WIo,:
Board of Medical Examiners Appiication for Licensure

B. 2. # 15: Profeasional Medical instruction

Name/ The George W %mumwsmamm&mmm
Address: 2300 Eye Street N
Washington, DC 20037

Place of
instruction:  The George Washington University Medical Center; Washington, DC

Dates of
Attendence: 9/1987 to 5/1991

6/1991 to 71995 internship & Resldong UNM Department of Ob-G
New Moi:gco Medical Center: Abuqmrque NM m
81996 to 8/1997 Physician, Women's Health Care Associates;
Chandier, AZ
91997 to present MePhyslciaAr:_’: East Valley Obstetrics & Gynecology;
sa,

1/2000 to present Physician, Family Planning Associates; Phoenix, AZ




Eleanor Powell Stanley, MD NEYADA STATE B
Medical Doctor, Nevada Board of Medical Examiners Application for Licensure EDICAL Exuupieo OF

P. 4, #25: Hospital Staff Affliiation

EROM:

1 Chandler Regional Hospital 0/1995
M) 475 S. Dobson Rd.
Chandier AZ 85224

IO

Present
(2) Desert Samaritan Medical Center 10/1995 Present

Prosent

(3) Good Samaritan Regional 2/2002
Center

1111 E. McDowell Rd.
Phoenix AZ 85006

4)  Mesa General Hospital 1211995 . aM997
-y ke
Mesa AZ 85201

5 Mesa Lutheran Hospital 11/1995 12/1997
®) 525 W. Brown Rd.
Mesa AZ 85201

(6) Tempe St Luke's Hospital 10/1995 6/1998
1500 S. Mill Ave.
Tempe AZ 85281

(7) Valley Lutheran I 12/1995 9/1997
6644 E. Ba ve.
Mesa AZ




APPLICATION FOR INITIAL REGISTRA N Oue oSy ( Loee o[04

NEVADA STATE BOARD OF
MEDICAL EXAMINERS , Fie No._

Post Office Bax 7238 Reno, Nevads 80510 Phone (775) 688-2550 (Bowrd Use Oniy) -
Eleanor Povell Stanley, M.0. RECEIVED YOUR COMPLETED APPLICATION
2330 W. Megan ’ ronumwmn MUST BE
Chandler, AZ 85224 FEB27 203 . RETURNED BOARD OFFICE

WITHIN THIRTY (30) DAYS OF RECEWPT

PLEASE PROVIDE ALL INFORMEMORAYTEQUESTED (TYPE OR PRINT LEGIBLY)

1. lmmuﬂuaﬁmh&sehanaadﬁommatpﬂntedonﬂhhm.dudymhmmhﬁnsmmd.
A notarized or cerftified copy of the document authorizing your name change (marriage license, divorce decree, etc.)

included.
Name__ N/
Strest
Chy County State Zip Code
2. Are you currently active in medicine?

a.[ ] YES,intraining. b.[X] YES, full-ime

c.[ ] YES, working part-ime d.[ ] NO, retired.

eo.{ ] NO, other (specify )
3. Please indicate your primary, secondary and terfiary specialties and percent of practice ime spent in sach, using the
following codes: SCOPE OF PRACTICE

, 'SPECIALTY CODES
102 ADDICTION MEDICINE 31 NEOPLASTIC DISEASES PEDIATRIC, RADIOLOGY
{ ADOLESCENT 32 NEPHROLOGY 63 PEDIATRIC, SURGERY
2 AEROSPACE MEDICINE 33 NEUROLOGY 64 PEDIATRIC, UROLOGY
3 ALLERGY/MMUNOLOGY 34 NEUROPATHOLOGY 05 PEDIATRICS
104 ALTERNATIVE MEDICINE 35 NEURORADIOLOGY 85 PHYSICAL MEDICINE/REHABILITATION
4 ANESTHESIOLOGY 38 NUCLEAR MEDICINE 67 MEDICINE
§ BLOODBANKING NUTRITION 68 PSYCHIATRY
8 BRONCO-ESOPNAGOLOGY OBSTETRICS/GYNECOLOGY 0 PSYCHOANAL
7 CARDIOVASCULAR DISEASES 3% OBSTETRICS 70 PSYCHOMATIC MEDICINE
8 CATSCANULTRASOUND 40 OCCUPATIONAL MEDICINE 71 PUBLIC MEALTH
9 CHILD NEUROLOGY 41 ONCOLOGY 72 PULMONARY DISEASES
10 CHILD PEYCHIATRY 45 ONCOLOGY, GYNECOLOGICAL 73 RADIOLOGY
11 CLNICAL PHARMACOLOGY 42 ONCOLOGY, HEMATOLOGY 74 RADIOLOGY, DIAGNOSTIC
12 CRITICAL CARE 43 ONCOLOGY, RADIATION 75 , NUCLEAR
13 DERMATOLOGY 44 ONCOLOGY, SURGICAL 76  RADIOLOGY, THERAPEUTIC
14 EMERGENCY MEDICINE 40 OPHTHALMOLOGY 77 RHEUMATOLOGY
15 47 OTOLARYNGOLOGY T8 RHINOLOGY
18 * FAMILY PRACTICE 48 OTOLOGY 79 SLEEP DISORDERS
17 49 PAIN MANAGEMENT . 100 SPORTS
18 GENERAL PRACTICE 50 PATHOLOGY 80 SURGERY, ABDOMINAL
19 GERITRICS 51 PATHOLOGY, ANATOMIC 103 A
20 GYNECOLOGY 52 PATHOLOGY, CLINICAL 81 SURGERY, CARDIOVASCULAR
21 HEMATOLOGY 53 PATHOLOGY, FORENSIC 91 SURGERY, COLONRECTAL
108 HOMEOPATHY 54 PEDIATRIC, ALLERGY SURGERY, GENERAL
22 HYPNOSIS PEDIATRIC, CARDIOLOGY 83 BURGERY, HAND
23 IMMUNOLDGY 99 PEDIATRIC, CRITICAL CARE 84 SURGERY, HEADNECK
24 INFECTIOUS DISEASES 67 PEDIATRIC, EMERGENCY MEDICINE 92 BURGERY, MAXILLOFACIAL
25 INFERTILITY 58 PEDIATRIC, ENDOCRINOLOGY 93 SURGERY, NEUROLOGICAL
20 INTERNAL MEDICINE 67 PEDIATRIC, HEMATOLOGY/ONCOLOGY 85 SURGERY, ORTHOPEDIC
271 LARYNGOLOGY PEDIATRIC, INFECTIOUS DISEASES 08 SURGERY, PLASTIC
28 LEGAL MEDICINE 59 PEDIATRIC, INTENSIVIST 87 SURGERY, THORACIC
20 MATERNALFETAL MEDICINE 80 PEDIATRIC, NEPHROLOGY 68 SURGERY, TRAUMATIC
108 MEDICAL ACUPUNCTURE 98 PEDIATRIC, NEUROLOGY 80 SURGERY, UROLOGIC
107 MEDICAL ETHICS 101 PEDIATRIC, OPHTHALMOLOGY 90 SURGERY, VASCULAR
30 NEOPERINATAL MEDICINE 61 PEDIATRIC, PHYSIATRY o
95 PEDIATRIC, PULMONARY
Code Percent of Time Board Certifled Yes/No)

Primary o %

o —N — E—




PLEASE INDICATE ALL AMER!CA{ TOARD OF MEDICAL SPECIALTIES BO#(: :R SUBBOARD CERTIFICATIONS:
' of

Dats of .
itial -~ Last Cortification
Board_AMERICAN BorED oF Wm&w W _ngi K4
(Mo /YT, (Mo./Yr.)
Subboard_p/ e
Mo/YT) (Mo./YT.)
Board_ N/ D«
Mo.JYr) (Mo JYr)
Subboard__IN/#¢
(Mo.JYr) (Mo./Yr)
4. Form of employment is o0 . (Use one of the following codes.)
' SELF-EMPLOYED: SALARIED, EMPLOYED BY: (continued) ’
1001 Solo Practice 10068 Other Non-Government Employer (hospital, school, efc.)
1002 Partnership or Group Practitioners 1007 Federal Government (armed services personnel only)
SALARIED, EMPLOYED BY: 1008 Federal Government (civilian, P.H.S., etc.)
1003 individual Practiionern” 1009 Stats Govemnment
1004 Partnership or Group of Practiioners 1010 County Gavernment

1005 Group Health Plan Facility (suchas HM.O) 1011 Local Govemment
1012 Other (specify),

5. For the purposes of the following questions, these phrases or words have these meanings:

“Abliity to practice medicine” is to be construed to include all of the following:
1. Thacognlﬂvaeapadtytomakeappropﬂatadnicdmmdmmmmmmmmundkoop

abreast of medical developments;
2. The sbilty to communicate those judgments and medical information to patients and other health care providers, with or without

the use of aids or devices, such as voice amplifiers; and
3 memmwmmmmmdemammmmmmmmmwmm

mddmmdm,wohuconecﬁvemmmhsarhgﬂdt

=Medical condition” includes physiological, mental or psychological conditions or disorders, sich as, but not imited to, arthopedic, vision,
speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart dissase, diabetes, emotional or mental
ness, HIV disease, tuberculosie, drug addiction, and aicoholism.

“Chemical substances” is to be construed to inciude aicohol, drugs or medications, including those taken pursuant to a valid prescription
for jegitimate medical purposes and in accordance with the prescriber’s direction. '

“Currently” does not mean on the day of, or even in the weeks of months preceding the completing of this application. Rather, it means
neonﬂymouthmstmemoofdmgtmayhmanongolnglrnpuctonom’tl‘uneﬁonhgulm

ALL QUESTIONS ANSWERED "YES"
MUST BE EXPLAINED ON A SEPARATE ATTACHED SHEET OF PAPER

a. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with
skill and safety? Yeos

b. Ifyouhaveamedcalonndﬂionwhiohinanymyimpaimorﬂ:nﬂsyourahﬂytopmdeomodﬂobmatinplmm
or limitation reduced or ameliorated because of the field of practice, the setling, or the manner in which you have

practice? Yes . No
c. If you use chemical substances, does your use in any way impeir or limit your abiiity to practice medicine
reasonable skill and safety? Yes No

d. Have you falled to Iniiate the performance of public service within one year after the date the pubiic sarvice is
required to begin to satisfy a requirement of your recelving a loan or scholarship from the federal government or a state or
govemment for your medicat education? Yes No [/

e. Have you been a defendant in a legal action invoiving professional liability (maipractice) or Wm
Rebility claim pald in your behalf or pald such a claim yourself? s No

g




f. Have you ever been invesﬁg{_w.‘for. charged with, convicted of, orpludo(_, of nolo contendere to any offense
or violation of any federal, stats or local law, including any foreign country, which is a miedemeanor, gross misdemeanor, or
felony, excluding any minor traffic offense (driving or in control of & motor vehicle while under the influence of any chemica
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, prescribing
dispensing of controlled substances? Yes No

g. Have you ever beec:ccalenig i:i license, p&mm:or:i to pﬁgm\grgnyom healing art(s), or permission
to take mination to U.S. territory?
an exa ‘n practice medicine or any other healing ari(s) lrm”m or Yes @

h. Have you ever had a medical license or license to revoked, suspended, limited, or
restricted In any state, country or U.S. territory? Yes @

i. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, %o
or .8, territory? Yos

j. Have you ever been denied membership or expelied from s medical society or other professional
organization? ‘ Yes No

k. Have you ever besn investigated for, charged with, or convicted of any violation of a statute, rule or regulation
governing the practice of medicine by any medical licensing board, hospital, medical society, governmental entity or b
No

agency? Yeos
I. Have you aver surrendered your state or federal controlled substance registration or had X revoked or restricted j
any way? Yes ( No)

6. List all hospitals where you have had staff privileges denied, suspended, imited, revoked or not renewed by the hospits!,
List any and all resignations from any medical staff in lieu of disciplinary or administrative action. (Piease Note: Do not include
suspensions or restrictions for fallure to complete hospital medical records, attend hospital department or staff meetings, or
maintaln required malpractice insurance). ‘

Malling Type of Dates of Action
Hospital Address _ Action From (MoJ/Yr) To (Mo./Yr.)

N/,

(if more space is needed, attach a separate sheet.)

PLEASE CHECK ONE OF THE FOLLOWING:

Y _ 1 am not subject to a court order for the support of a child.
| am subject to a court order for the support of one or more children and am in compliance with the order or am in

compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; or

| am subject to a court order for the support of one or more chiidren and am NOT in compliance with the order or a
plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.

Signature

\ ) "SIGNATURE STAMP UNACCEPTABLE

| HEREBY CERTIFY THAT | AM THE PERSON NAMED IN THIS APPLICATION FOR
INITIAL REGISTRATION OF LICENSE TO PRACTICE MEDICINE IN THE STATE OF
NEVADA AND THAT ALL STATEMENTS | HAVE MADE HEREIN ARE TRUE.

420 F2%- 40\ - I
Business Telephone # Date " Signature (SIGNATUREGTAMP UNACCEPTABLE)




PHYSICIAN Date Received by Board ‘ o
APPLICATION FOR REGISTRATION RENEWAL 2283 Uosnsatio. V OH LAY oL
FOR THE BIENNIAL REGISTRATION PERIOD 2003-2005 JUN 23

NEVADA STATE BOARD OF MEDICAL EXAMINERS Flie No.
Post Office Box 7238 Reno, Nevada 88510  Phone (775) 688-2559 (For Board Use Only)
Address: 1105 Terminal Way, Suite 301 _Reno, Nevada 89502

hereby apply for renewal of biennial registration and enclose the ggppﬂete fee(s) as indicated below:
$400.

_;Q__Acnve STATUS

T INACTIVE STATUS $200.00......(INACTIVE STATUS DOES NOT PERMIT
R REQUEST NON-RENEWAL OF MY LICENSE* THE PRACTICE OF MEDICINE mm
MD.
Make checks payabie f0:
- 2330 W. Megan vmnsm'euomoormcum

Chandler ' AZ  85224- . (Foreign checks must indioate U.8. FUNDS")

Request for NON-RENEWAL of License to Practice Medicine In Nevads

| upmunthatl m the pyrson namad in thiyy AP, TION FOR r TATION RENEWAL of ioshge to
modhhnlntho e of Neyada.

By sighing on the signiture iine bejow, | am ng my licenss Ao practice Inedicine In da NU | be

renewed by the dsf State Board of Medical Exyaminers. | will retumn signed folm to the joard office.

Date ~ Signature (SKGNATURE STAMP UNACCEPTABLE) il '

PLEASE NOTE:

= YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2003. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1,2003 AT 5:00 P.M. ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR
'REGISTRATION RENEWAL FORM.)

~ YOURLICENSE WILL NOT BE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR
REGISTRATION RENEWAL FORM. YOU MUST P§ YR XPLANATIONS FOR ALL QUESTIONS
ANSWERED “YES.”

» ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM IS PUBLIC

INFORMATION.
PLEASE TYPE OR PRINT LEGIBLY

1. Active status registration renewal requires the submission of proof of completion of 40 hours of AMA Category 1 continuing
medoaleduoaﬁon(CME).whichhc!udec2hoursofCMEinmedicaIeﬂ1icsand20howsolCMEhyowaoopedprwﬂooor
specialty completed during the period Juiy 1, 2001 through June 30, 2003. Submit your proof of compietion of CME with
ymxoomplotadAppﬂcaﬁonforReglstmﬂonReanom (See last page of thie form for CME statement.)

! r'dddrass has changed from that printed on the label on this form, cleariy indicate the change in the
provldedbelow Also ploaaehdcateyourcurrenttelophoneandfaxnumm {Plegsg nots: a notarized or certified
oopyothedocumentauthorizhg your name change (marriage license, divorce decree, etc.) must be inciuded.]

Name_EAEPINCE. POWELL SIINLEY MD ya
swo 1% N. #h stReeT #2265 It
city_PROENINY County_MAALOA sme_ P zp 05006
Phone Number £02.- 9% - 0440 Fax Number_@0Z: 407 G500

3. IF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the location of patient records below:

Name_N/A

Street

Clty. County, State Zip

Phone Number




4.. Indicate below your primary and secondary scopes of practice using the following codes:

SCOPES OF PRACTICE CODES

1 ADDICTION MEDICINE . 41 NEOPLASTIC DISEASES 81 PEDIATRIC, RHEUMATOLOGY
2 ADOLESCENT MEDICINE 42 NEPHROLOGY 82 PEDIATRIC, SURGERY
3 AEROSPACE MEDICINE 43 NEUROLOGY 83 PEDIATRIC, UROLOGY
4 ALLERGY 44 NEURO-OPHTHALMOLOGY 84 PEDIATRICS .
5 ALLERGYAMMUNOLOGY 45 NEUROPATHOLOGY a5 MEDICINEREHABILITATION
8 AMBULATORY MEDICINE 48 NEURORADIOLOGY 868 PREVENTIVE MEDICINE
7 ANESTHESIOLOGY 47 NON-CONVENTIONAL MEDIGINE 87 PSYCHIATRY
8 BLOODBANKING 48 NUCLEAR MEDICINE 88 PSYCHOANALYSIS
9 BRONCO-ESOPHAGOLOGY 49 NUTRITION 89 PUBLIC HEALTH
10 CARDIOVASCULAR DISEASES 50 OBSTETRICS $0 PSYCHOMATIC MEDIGINE
11 CATSCANULTHASOUND 51 OBSTETRICS/AYNECOLOGY 91 PULMONARY DISEASES
12 CHILD NEUROLOGY 52 OCCUPATIONAL MEDICINE 92 RADIOLOGY
13 CHILD PSYCHIATRY 63 ONCOLOGY o3 nmoav.mw.
14 CLINICAL PHARMACOLOQY 54 ONCOLOQY, GYNECOLOGICAL 94 RADIOLOGY,
15 CRITICAL CARE 55 ONCOLOGY, HEMATOLOGY 95 RADIOLOGY, NUCLEAR
16 DERMATOLOGY 56 ONCOLOGY, RADIATION 96 RADIOLOGY, THERAPEUTIC
17 DERMATOPATHOLOGY 57 ONCOLOGY, SURGICAL 97 RADIOLOGY, VABCULAR
18 EMERGENCY MEDICINE 58 OPHTHALMOLOGY 98 RHEUMATOLOGY
19 ENDOCRINOLOGY 5¢ OTOLARYNGOLOGY 99 RHINOLOGY
20 FAMILY PRACTICE 80 OTOLOQY 100 SLEEP DISORDERS
21 GASTROENTEROLOGY 81 PAIN MANAGEMENT 101  SPORTS MEDICINE
22 GENERAL PRACTICE 62 PATHOLOGY 102 SURGERY, ABDOMINAL
23 GERIATRIC PSYCHIATRY 63 PATHOLOGY, ANATOMIC 108 \
24 GERIATRICS 84 PATHOLOGY, CLINICAL 104 , CARDIOVASCULAR
28 GYNECOLOAY 5 PATHOLOQGY, FORENSIC 105 SURGERY, COLONRECTAL
26  HAIR TRANSPLANTATION 66 PEDIATRIC, ALLERGY 108 SURGERY, QGENERAL
27  HEMATOLOGY 67 PEDIATRIC, CARDIOLOGY 107 SURGERY,HAND .
28 HOMEOPATHY 68 PEDIATRIC, CRITICAL CARE 108 SURGERY, HEAD/NECK
29 HYPNOSIS 69 PEDIATRIC, EMERGENCY MEDICINE 100 SURGERY, MAXILLOFAGIAL
30 IMMUNOLOGY 70 PEDIATRIC, ENDOCRINOLOGY 110 SURGERY,
31 INFECTIOUS DISEASES 71 PEDIATRIC, GASTROENTEROLOGY 111 SURGERY, ORTHOPEDIC
32 INFERTILITY 72 PEDIATRIC, HEMATOLOGY/ONCOLOGY 112 , PLASTIC
33 INTERNAL MEDICINE 73 PEDIATRIC, INFECTIOUS DISEASES 113 SURGERY, THORACIC
34 LARYNGOLOGY 74 PEDIATRIC, INTENSVIST 114 , YTRANSPLANT
35 LEGAL MEDICINE 75 PEDIATRIC, NEPHROLOGY 115 SURGERY, TRAUMATIC
38 MATERNALFETAL MEDICINE 76 PEDIATRIC, NEUROLOGY 118 SURGERY, UROLOGIC
37  MEDICAL ACUPUNCTURE 77 PEDIATRIC, OPHTHALMOLOGY 117 SURGERY, VASCULAR
38 MEDICAL ETHICS 78 PEDIATRIC, PHYSIATRY 118  TOXICOLOGY
38 MEDICAL GENETICS 78 PEDIATRIC, PULMONARY 1190 URGENT CARE
40 NEOPERINATAL MEDICINE 80 PEDIATRIC, RADIOLOGY 120 UROLOGY
| Code Code
_ Primary Scope of Practice .__.El_____ Secondary Scope of Practice _BIL

IIIIIIIIIIIIIIIIIIIIIIIIIIIII{IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIfIIIIIIIII’IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIMIIIIHIII AT RN

All of the following questions refer to the time period
July 1, 2001, through the present date only.

For the purposes of the foliowing questions, these phrases or words have these
meanings:

*Ability to practice medicine” is to be construed to Inciude all of the following:
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to leam and keep

abreast of medical developments;
2. The ablflity to communicate thoase judgments and medical information to patients and other health care providers, with or without

the use of aids or devices, such as volce amplifiers; and
3. The physical capabliity to perform medical tasks such as physician examination and surgical proosdures, with or without the use
of alde or devices, such as comactive lenses or hearing aids. '

“Medical condition” inciudes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic,
vision, speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosia, cancer, heart disease, diabetes, smotional or
mental ikness, HIV disease, tuberculosis, drug addiction, and alcohofism.

sChemical substances” is to be construed to include alcohol, drugs or medications, including those taken pursuant to a vaiid
prescription for legitimate medical purposes and in accordance with the prescriber’s direction.




‘FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED
TO YOUR COMPLETED APPLICATION FOR REGISTRATION RENEWAL FORM.

1. Do you have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable skil
safety? Yes

2. If you have a medical condition which in any way impairs or iimits your ability to practice mediéine is that impairment or
limitation reduced or ameliorated because otthefie!d of practice, the setting, or the manner in which you have

practice? ‘ Yes No
3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine with
skill and safety? Yes, No

4. Have you falled to initiate the performance of public service within one year after the date the pubiic service is required to
boghtosatisfyareqmrementofyourreoeivingaloanorscholarahipmmafedaralgownmmtoraam
government for your medical education? No

5. Have you been a defendant in a legal action involving professional liability {malpractice) orhadapmlm@lhbilﬂyclabn
paid in your behalf or paid such a claim yourself? =

6. Have you ever been investigated for, chargedwnh,conviclodof.orpbadgtmyornobmtoenyoﬁmm
violation of any federal, state or locat law, including any foreign country, which is a misdemeanor, gross misdemeanor, or
felony, excluding any minor traffic offense (driving or in control of a motor vehicle while under the Influence of any chemical
substance Is not considered a minor traffic offense) or which is related fo the manufacture, distribution, prescribing, or
dispensing of controlled substances? Yeos

7. Have you ever been denied a license, pemissbntopmoﬂoemeﬁneormyoﬁarhuhgaﬂ.orpomlsslonto%
0).

examination to practice medicine or any other healing art in any state, country or U.S. territory? Yes

8. Havayouever‘hadamsdlcal licanse or license to practice any other healing art revoked, suspended, limited, or
any stats, country or U.S, territory? _ Yos

9. Have you ever voluntarily surrendered a license to practice medicine or any other healing art in any state, country or U.S.
territory? Yes

10. Have you ever besn denied membership or expelled from a medical society or other professional medical organ 7
Yes No

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; c) charged with; or d) convicted of

any violation of a statute, rule or regulation goveming your practice as a physician by any medical licensing board, hoepital,

medical society, govemmental entity or other agency gther than the Nevada State Board of Medical Examiners? @
)

Yes

12. Have you ever surrendered your state or federal controlled substance regiatration or had it revoked or restricted in
way? Yes @

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital,
Llstanyandallmignaﬁonsfromanymedicalstaﬁlnllauofdisciplinaryoradnhhtnﬁvaacﬁon (Pleass Note: Do notinclude
or restrictions for fallure to complete hospital medical records, attend hospital department or staff meetings, or

rnamain required malpractice insurance).
Mailing Type of Dates of Action

nospital Address Action From (MoJYr.) To (Mo./Yr.)

(i more space is needed, attach a separate sheet.)




)
Please place a check mark next to one of the following statements:
_L (a) fam not subject to a court order for the support of a chiid;

(b) Iamsubjecttoaoourtorderforthesupportofoneormorechildrenandamlncompﬂmoewlthmoorderoruﬁh'
compliance with a pian approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; OR :

{c) 1am subject to a court order for the suppost of one or more chiidren and am NOT in compliance with the order or
aplanapprovadbythedistrictattomeyoromerpublicagencymtomhomeorderformmpamntofﬁ\ommm ,
pursuant to the order.

H

Please place a check mark next to one of the foliowing statements:

e f{a) loompletadaminimwnofwhoursofAMACatagorﬂoonﬂnuhgmodioalodwaﬁon(cuﬁ).:!hmdm
were in medical ethics and 20 hours of which were in my scope of practice or specialty, during the past biennial period of July
1, 2001 through June 30, 2003;

{b) | was inttially licensed in Nevada during the time period January 1, 2002 through June 30, 2002, the second six
months of the past blennial period, and compieted a minimum of 30 hours of AMA Category | continuing medical education
(CME), 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty;

{c) | was initially licensed In Nevada during the time period July 1, 2002 through December 31, 2002, the third six
months of the past biennial period, and completed a minimum of 20 hours of AMA Category | continuing medical education
(CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice or specialty;

|Z {d) | was initially licensed in Nevada during the time period January 1, 2003 through June 30, 2003, the fourth six
months of the past biennial period, and completed a minimum of 10 hours of AMA Category | continuing medical education
(CME), 2 hours of which were in medical ethics and 8 hours of which were in my scope of practice or speciaity; OR

(e) 1 am exampt from submitting proof of completion of continuing medical education (CME) because | have completed
a full year of residency or fellowship training during the biennial period July 1, 2001 through June 30, 20083.

= ATTAGH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS.

= IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIOD
JULY 1, 2001 THROUGH JUNE 30, 2003, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.

= YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL NOT BE RETURNED TO YOU.

IHAVE___ HAVE NOT .L (CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12
MONTHS.
BY SIGNI N IGNAT INE BELOW:

1) |HEREBY REPRESENT THAT { AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL
OF LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS | HAVE MADE
HEREIN ARE TRUE;

2) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WiLL BE DENIED IF ] HAVE NOT
PLACED A CHECK MARK NEXT TO (a), {b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3) | UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSHIP TRAINING
COMPLETION; (b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN
EXPLANATION(S) TO ANY “YES” ANSWER(S). -

o2 (2002 e
Date Sianature (SIGNATURE STAMP UNAGCEPTABLE)




' PHYSICIAN Date Received by Board ’
APPLICATION FOR REGISTRATION RENEWAL wosmere /0L

| REQUEST
IE YOU AR

FOR THE BIENNIAL REGISTRATION PERIOD 2005 - 2007 APRLS 2005 "
NEVADA STATE BOARD OF MEDICAL EXAMINERS File No.c ,
Post Office Box 7238 Reno, Nevada 89510  Phone (775) 688-2559 {For Board Use Only) ziyéé -
Address: 1105 Terminal Way, Sulle 301 Reno, Nevada 89502 !
[ for renewal of biennial registration and enclose the W fee(s) as indicated below:
IVE STATUS $600.00%
INACTIVE STATUS $300.00..... (INACTIVE STATUS DOES NOT PERMIT
NON-RENEWAL OF MY LICENSE THE PRACTICE OF MEDICINE INCLUDING

RELILIESS | BV Lo -IN

: . Make checks payable 10:
Eleanor Powell STANL MD. EvaDA BOARD OF MEDICAL EXAMINERS
2900 E. Desert Inn Road, Suite 209 Ev (mmmofmmus. FUNDS")

Summit Family Planning | ,c\(egns, NV, $2121

[ hereby represent that | am the person named in this APPLICATION FOR REGISTRATION RENEWAL of license to
practice medicine In the state of Nevada.

By signing on the signature line beiow, | am requesting that my license to practice medicine in Nevada NOT be
renewed by the Nevada State Board of Medicai Examiners. | will return this signed form to the Board offics.

Date Signature (SIGNATURE STAMP UNACCEPTABLE)

= YOUR CURRENT M.D. LICENSE EXPIRES ON JUNE 30, 2005. COMPLETED APPLICATION FOR REGISTRATION
RENEWAL FORMS NOT RECEIVED AT THE BOARD OFFICE BY JULY 1, 2008 AT 5:00 P.M. ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLOWED FOR ANY REASON, AS NEVADA
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICATION FOR
REGISTRATION RENEWAL FORM.)

= YOUR LICENSE WILL NOT BE RENEWED UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS
ANSWERED “YES.”

= ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAL FORM 1S PUBLIC
INFORMATION.

PL PE T

1. Active status registration renewal requires the submission of proof of completion of 44 hours of AMA Category 1 continuing
medical sducation (CME), which Includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practics or
specialty completed during the period July 1, 2003 through June 30, 2008. Addlitionaily, pursuant to Nevada Revised
Statutes (NRS) 630.253(2)(b), an applicant must complete a course of instruction relating to the medical consequences of an
act of terrorism that involves the use of a weapon of mass destruction. “The course must provide at least 4 hours of instruction
that includes Instruction in the following subjects: (1) An overview of acts of terrorism and weapons of mass destruction; (2)
Personal protective squipment required for acts of terrorism; (3) Common symptoms and methods of treatment associated with
exposure to, or injuries caused by, chemical, biological, radioactive and nuclear agents; (4) Syndromic surveliiance and
reporting procedures for acts of terrorism that involve biological agents; and (5) An overview of the information avaliable on,
and the use of, the Health Alert Network.” Submit your proof of compietion of CME with your completed Appication for
Registration Renewai form. (See last page of this form for CME statement.)

2, If your name and/or address has changed from that printed on the label on this form, clearly indicate the change in the -
space provided below. Also, please indicate your current telephone and fax numbers. [Please note: a notarized or certified
copy of the document authorizing your name change (marriage license, divorce decree, etc.) must be inciuded.]

53498 1o 0dduciz-
} Street
MNW@" 228\ Fax Number__ 702-85% - @




3. JF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the location of patient records below:

Namo_N/f

Street
City County State Zip
Phone Number
4. indicats below your primary and secondary scopes of practice using the following codes:
SCOPES OF PRACTICE CODES
1 ADDICTION MEDICINE 43 NEPHROLOGY 85 PEDIATRIC, SURGERY
2 ADOLESCENT MEDICINE 44 NEUROLOGY 88 PEDIATRIC, UROLOGY
3 AEROSPACE MEDICINE 45 NEURO-OPHTHALMOLOGY 87 PEDIATRICS
4 ALLERGY 46 NEUROPATHOLOGY 88 PHYSICAL MEDICINE/REHABILITATION
5 ALLERGYAMMUNOLOGY 47 NEURORADIOLOGY 89 PREVENTIVE MEDICINE
6§ AMBULATORY MEDICINE 48 NEUROTOLOGY 90 PSYCHIATRY
7 49 NON-CONVENTIONAL MEDICINE 91 PSYCHOANALYSIS
8 BLOODBANKING 80 NUCLEAR MEDICINE 92 PSYCHOMATIC MEDICINE
8 Y 51 NUTRITION 83 PUBLIC HEALTH
10 CARDIOVASCULAR DISEASES 52 OBSTETRICS 94 PULMONARY DISEASES
11 CATSCANALTRASOUND 53 OBSTETRICS/GYNECOLOGY 95 OCCUPATIONAL MEDICINE
12 CHILD NEUROLOGY 54 OCCUPATIONAL MEDICINE 96
13 CHILD PSYCHIATRY 55 ONCOLOGY 97 RADIOLOGY, DIAGNOSTIC
14 CLINICAL PHARMACOLOGY 56 ONCOLOGY, GYNECOLOGICAL 08 RADIOLOGY, INTERVENTIONAL
15 CRITICAL CARE 57 ONCOLOGY, HEMATOLOGY 90 RADIOLOGY, NUCLEAR
16 DERMATOLOGY 58 ONCOLOGY, RADIATION 100 RADIOLOGY, THERAPEUTIC
17 DERMATOPATHOLOGY 56 ONCOLOGY, SURGICAL 101 RADIOLOGY, VASCULAR
18 EMERGENCY MEDICINE 60 OPHTHALMOLOGY 102 RHEUMATOLOGY
19 ENDOCRINOLOGY 61 OTOLARYNGOLOGY 103 RHINOLOGY
20 FAMILY PRACTICE 62 OTOLOGY 104 SLEEP DISORDERS
21 FORENSIC MEDICINE 63 PAIN MANAGEMENT 105 SPORTS MEDICINE
22 GASTROENTEROLOGY 64 PATHOLOGY 108 SURGERY, ABDOMINAL
23 GENERAL PRACTICE 85 PATHOLOGY, ANATOMIC 107 SURGERY, CARDIOTHORACIC
24 GERIATRIC PSYCHIATRY 66 PATHOLOGY, CLINICAL 108 SURGERY, CARDIOVASCULAR
GERIATRICS 67 PATHOLOGY, FORENSIC 100 SURGERY, COLONRECTAL
@GWEOOLOGY 88 PEDIATRIC, ALLERGY 110 SURGERY, CRANIOFACIAL
HAIR TRANSPLANTATION PEDIATRIC, ANESTHESIOLOGY 111 SBURGERY,
28 HEMATOLOGY 70 PEDIATRIC, CARDIOLOGY 112 SURGERY, HAND
29 HOMEOPATHY 71 PEDIATRIC, CRITICAL CARE 113 SURGERY, HEAD/NECK
30 HYPNOSIS 72 PEDIATRIC, EMERGENCY MEDICINE 114 SURGERY, MAXILLOFACIAL
31 IMMUNOLOGY 73 PEDIATRIC, ENDOCRINOLOGY .’ 115 SBURGERY,
32 INFECTIOUS DISEASES 74 PEDIATRIC, GASTROENTEROLOGY 116 SURGERY, ORTHOPEDIC
33 INFERTILITY 75 PEDIATRIC, HEMATOLOGY/ONCOLOGY 117 SURGERY, PLASTIC
34 INTERNAL MEDICINE 76 PEDIATRIC, INFECTIOUS DISEASES 118 S8URGERY, THORAGIC
% 77 PEDIATRIC, INTENSIVIST 110 SURGERT,
38 LEGAL MEDICINE 78 PEDIATRIC, NEPHROLOGY 120 SURGERY, TRAUMATIC
37 MATERNALFETAL MEDICINE 79 PEDIATRIC, NEUROLOGY 121 SURGERY, UROLOGIC
38 MEDICAL ACUPUNCTURE 80 PEDIATRIC, OPHTHALMOLOGY 122 SURGERY, VABCULAR
39 MEDICAL ETHICS 81 PEDIATRIC, PHYBIATRY 123 TOXICOLOGY
40 MEDICAL GENETICS 82 PEDIATRIC, PULMONARY 124 TRANSPLANTATION
41  NEOPERINATAL MEDICINE 83 PEDIATRIC, RADIOLOGY 125 URGENT CARE
42 NEOPLASTIC DISEASES 84 PEDIATRIC, RHEUMATOLOGY 128 UROLOGY
Code Code
Primary Scope of Practice & Secondary Scope of Practice N[A
PLEASE INDICATE AMERICAN BOARD OF MEDICAL SPECIALTIES BOARD CERTIFICATION & RECERTIFICATION
' I S—
(Mo/YY.) )}
Subboard_N /b _
{Mo./Yr.) (MoJYr.)

All of the following questions refer to the time period
July 1, 2003, through the present date only.

For the purposes of the following questions, these phrases or words have these meanings:

~ *“Abitity to practice medicine” is 1o be construed to inchude all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and 1o leam and keep
abreast of medical developments; ’

2. The ability to communicate those judgments and medical information t patients and other health care providers, with or without
the use of aids or devices, such as voice ampiifiers; and

ti



" 3, The physical capability to perform medical tasks such as physician examination and surgical procedures, with or without the use
of aids or devices, such as corrective lenses or hearing alds.

*Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic,
vision, speech, hearing, cerebral palsy, epllepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, disheles, smotional or
mental iiness, HIV disease, tuberculosis, drug addiction, and alcoholism.

“Chemical substances” is to be construed to include alcohol, drugs or medications, including thoss taken pursuant fo a valid
prescription for legitimate medical purposes and in accordance with the prescriber’s direction.

FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT YOUR
WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO YOUR COMPLETED

APPLICATION FOR REGISTRATION RENEWAL FORM.
1. Do you have a medical condition which in anywayknpainw!mlhmabﬂﬂybpmmmmd)bﬂ

safety? Yeos No

2, lfyouhaveamedlcaloondﬂionwhlchlnanywayimpaimorlknﬂsmabﬂnybpmm.ism.tinpaﬁ'moruor
limitation reduced or ameliorated because of the field of practice, the setting, or the manner in which you have cha

practice? . Yeos No @
3. If you use chemical substances, does your use in any way impair or limit your ability to practice medicine with
skl and safety? Yes No

4. Have you falled to inltiate the performance of public service within one year sfier the date the public servios is required to
bodntouﬁsfyarequim?mentofyourmdwngabanwschdmhlpmmfoduﬂmm«aohhw
government for your medical education?

5. HmyoubmaddmdmthalegdacﬁonhMgpMleMy(mdpmcﬂoe)uhadaquﬂn
paid in your behalf or paid such a claim yourself?

6. Have you gver been investigated for, charged with, convicted of, orpludgultyornoloombnduetomyoﬂormor
violation of any federal, state or local law, including any foreign country, which Is a misderneanor, gross misdemeanor, or
felony, excliuding any minor traffic offense (driving or in control of a motor vehicie while under the Influsnce of any chemical
substance is not considered a minor traffic offense) or which is related to the manufacture, distribution, puocrbhg@

dispensing of controlled substances? Yeos
7. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to take
examination to practice medicine or any other healing art in any state, country or U.S. territory? Yes @
8. Havoyoumhadamodicell@nwwlbn&bpmdhmmmmﬂm.w.m.wm%
any state, country or U.S. territory? Yos No)
9. Have you ever voluntarily surrendered a license to practics medicine or any other healing art in any state, country or
tomitory? Yea No
10. Have you ever been denied membership or expelled from a medical society or other professional medical

Yo No

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; ¢) charged with; or d) convicied of
any violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital,
" medical soclety, govanmonuanﬂtyuoﬂmagmcymmeﬂmsdeWEmnhN?

Yes {No)

12, Hmyoueverwmndemdyourstateorfedoraloon&ollodsubstarmrodoﬁaﬂonorhadltmokodormtﬂmdhwy

bl Yes @

13. List all hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital.
thnnymdaﬂmionaﬁmsﬁanmymodmmmlhuofdhdplhmammm (Plesas Note: Do not inciude
suspensions or restrictions for faliure to complete hospital medical records, atiend hospitsl department or staff meetings, or
maintain required maipractice insurance.) (if more space is needed, attach & seperate sheel)

. Maliing Type of Dates of Action
Hospital Address Action From (Mo./Yr.) To (Mo./Yr.)

N&.




CHILD SUPPORT STATEMENT
Please place a check mark next to one of the following statements:
Y M | am not subject to a court order for the support of a chiid;
(b) 'Iamsubjecttoacourtorderforthesupportofoneormoreahildrenandmhmpﬂm«w%ﬁnaﬂarorinh
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the
amount owed pursuant to the order; OR :

(c) 1am subject to a court order for the support of one or more chiidren and am NOT in compliance with the order or

a pian approved by the district attomey or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.

!

a check mark next to one of the following statements:
| compieted a minimum of 44 hours of AMA Category 1 continuing medical education (CME), 2 hours of which
-were In ical ethics and 20 hours of which were in my scope of practice or specielty, and an additiona! 4 hours of AMA
Category 1 continuing medical education in acts of terrorism, during the past biennial period of July 1, 2003 through June 30,
2005;

(b) | was initially licensed in Nevada during the time period January 1, 2004 through June 30, 2004, the second six
-months of the past biennial period, and compieted a minimum of 34 hours of AMA Category 1 continuing medical education
(CME), 2 hours of which were in medical ethics and 20 hours of which were in my scope of practice or specialty, and an
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism;

: (c) | was initially liconsed in Nevada during the time period July 1, 2004 through December 31, 2004, the third six
months of the peast blennial period, and compieted a minimum of 24 hours of AMA Category 1 continuing medical education
(CME), 2 hours of which were in medical ethics and 18 hours of which were in my scope of practice or speciaity, and an
additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism;

(d) | was initially licensed in Nevada during the time period January 1, 2008 through June 30, 20085, the fourth six
months of the past biennial period, and compileted a minimum of 14 hours of AMA Category 1 continuing medical education
(CME), 2 hours of which were in medical ethics and 8 hours of which were in my scope of practice or specielty, and an
-additional 4 hours of AMA Category 1 continuing medical education in acts of terrorism; OR

(o) | am exempt from submitting proof of completion of continuing medical educetion (CME) because | have compieted
a full year of residency or fellowship training during the biennial period July 1, 2003 through June 30, 2005,

w ATTACH COPIES OF PROOF OF YOUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CME) HOURS.
= IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENMIAL PERIOD
JULY 1, 2003 THROUGH JUNE 30, 2008, ATTACH A COPY OF PROOF OF COMPLETION OF YOUR TRAINING.

- YOUR COPIES OF PROOF OF CME OR TRAINING COMPLETION WILL. NOT BE RETURNED TO YOU.

% HAVE NOT (CHECK ONE) ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST

al E-10C LINE B! SV

1) [HEREBY REPRESENT THAT | AM THE PERSON NAMED IN THIS APPLICATION FOR REGISTRATION RENEWAL
. OF LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMENTS | HAVE MADE
HEREIN ARE TRUE;

2) 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WiLL BE DENIED IF | HAVE NOT
PLACED A CHECK MARK NEXT TO (a), (b), OR (c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3) | UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED I | HAVE NOT
ANSWERED ALL QUESTIONS THEREON AND/OR ATTACHED THERETO: (a) THE APPROPRIATE COPIES OF
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSNIP TRAINING
COMPLETION; (b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND (c) WRITTEN
EXPLANATION(S) TO ANY “YES” ANSWER(S).

Wz {zocg™

Date Signature (SIGNATURE STAMP UNACCEPTABLE)




License Number Licensee Name

10429 STANLEY, m_uu:o... Powell

10429 STANLEY, Eleanor Powell

10429 STANLEY, Eleanor Powell

10429 STANLEY, Eleanor Powell

Question Text Answer

co<o==»<n~3&.ﬂ.8=u§o=£:§5~=<5< N
impairs or limits your ability to practice medicine with

. reasonable skill and safety? If you answer “Yes” during

the time period July 1, 2005 - June 30, 2007 email to

 elicensensbme @medboard.nv gov

:<o:§~3&§.8=a#8=£=§§~35< N
impairs or limits your abllity to practice medicine, is

that impairment or limitation reduced or ameliorated
because of the field of practice, the setting, or the
manner in which you have chosen to practice? If you

answer “Yes” during the time period July 1, 2005 - June

30, 2007 email to o_.no._mo:uuso@:.magma.:snoc

If you use chemical substances, does your use in any N
way impair or limit your ability to practice medicine

with reasanable skill and safety? If you answer "Yes”

during the time period July 1, 2005 - June 30, 2007

email to elicensensbme@medboard.nv.gov

Have you failed to initiate the performance of public N
service within one year after the date the public

service is required to begin to satisfy a requirement of

your receiving a loan or scholarship from the federal
government or a state or local government for your

medical education?

Date Answered

5/1/2007

5/1/2007

5/1/2007

5/1/2007



10429

10429

STANLEY, Eleancr Powell

STANLEY, Eleanor Powell

Have you been named as a defendant, or been
requested to respond as a defendant, to a legal action
involving professional liability {malpractice), or had a
professionat liability claim paid on your behalf, or paid
such a claim yourseif?

Have you been investigated for, arrested for, charged
with, convicted of, or plead guiity or nolo contendere
to any offense or violation of any federal {including the
U.S. Military), state or local law, including any foreign
country, which is in a foreign jurisdiction equivalent to,
a misdemeanor, gross misdemeanor, court martial, or
felony, excluding any minor traffic offense {driving or
being in control of a motor vehicle while under the
influence of any chemical substance and/or including
alcohal, is not considered a minor traffic offense), or
for any offense which is related to the manufacture,
distribution, prescribing, or dispensing of controlled
substances? Please note that you MUST disclose ANY
investigation or arrest, even if the ultimate disposition
was dismissal or expungement. If you answer *Yes”
during the time period July 1, 2005 - June 30, 2007
email to elicensensbme@medboard.nv.gov

$/1/2007

5/1/2007



10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

» STANLEY, Eleanor Poweli

STANLEY, Eleanor Powell

Have you been denied a license, permission to practice
medicine or any other healing art, or permission to
take an examination to practice medicine or any other
healing art in any state, country or U.S. territory? if
"Yes" during the time period July 1, 2005-June 30-2007
e-mail explanation to email to
elicensensbme@®medboard.nv.gov.

Have you had a medical license or license to practice
any other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory? If
“Yes" during the time period July 1, 2005-June 30-2007
e-mail explanation to emall to
elicensensbme@®medboard.nv.gov.

Have you voluntarily surrendered a license to practice
medicine or any other healing art in any state, country
or U.S. territory by the direct request of a medical
board? If “Yes" during the time period July 1, 2005-
June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov.

Have you been denied membership or expelled from a
medical society or other professional medical
organization? If *Yes" during the time period July 1,
2005-June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov.

5/1/2007

5/1/2007

5/1/2007

5/1/2007



10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Have you been: a) notified that you were under
Investigation for; b} investigated for; c) charged with;
or d) convicted of any violation of a statute, rule or
regulation governing your practice as a physician by
any medical licensing board, hospital, medical society,
governmental entity or agency other than the Nevada
State Board of Medical Examiners? If "Yes" during the
time period July 1, 2005-June 30-2007 e-mail
explanation to email to
elicensensbme@®medboard.av.gov.

Have you surrendered your state or federal controlled
substance registration or had it revoked or restricted in
any way? if "Yes” during the time period July 1, 2005-
June 30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov.

Have you had hospital staff privileges denied,
suspended, limited, revoked or not renewed by the
hospital? if you have answered *Yes” you will be
required to submit a list of any and all resignations
from any medical staff in lieu of disciplinary or
administrative action via email to
elicensensbme@medboard.nv.gov {Please Note: Do
not include suspensions or restrictions for failure to
compiete hospital medical records, attend hospital
department or staff meetings, or maintain required
malpractice insurance.) if “Yes" during the time period
July 1, 2005-June 30-2007 e-mail explanation to email
to elicensensbme@medboard.nv.gov.

5/1/2007

5/1/2007

5/1/2007



10429

10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Is your license currently contingent upon compliance
with the Diversion program aiso known as the Nevada
Health Professionals Assistance Foundation? if "Yes"
during the time period July 1, 2005-June 30-2007 e-
mail explanation to email to
elicensensbme@medboard.nv.gov.

Was your license issued contingent upon maintaining
certification by the American Board of Medical
Spedialties in the speciaity of Family Practice,
Emergency Medicine or Preventative medicine? If
"Yes" during the time period July 1, 2005-June 30-2007
e-mall explanation to email to
elicensenshme@medboard.nv.gov.

Are you a foreign medical doctor, who holds a
Conditional Resident Alien Card, Employment
Authorization Card, or Visa with the Department of
Homeiland Security, immigration and Naturalization
Services? If "yes" please fax a copy of proof to {775)
688-2551 ATTN:Online License Renewal.

Are you out of compliance with court ordered child
support? If this does not apply to you please answer
“no”. If "Yes" during the time period July 1, 2005-june
30-2007 e-mail explanation to email to
elicensensbme@medboard.nv.gov.

Do you want to change your scope of practice or
speciaity? If you answer “Yes” during the time period
July 1, 2005 - June 30, 2007 email to
elicensensbme@medboard.nv.gov

5/1/2007

$/1/2007

5/1/2007

5/1/2007

5/1/2007



10429

10429

10429

10429

10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, m_omao_. Powell

STANLEY, Eleanor Powel|

STANLEY, Eleanor Poweli

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Are you currently supervising a Physician Assistant or
an Advanced Practitioner of Nursing? If you answer
“Yes” please emall a list of names of those you are
supervising to elicensensbme@medboard.nv.gov

| have completed the required amount of AMA
Category 1 CME within the current biennial. (Review
CME information online at www.medboard.nv.gov) |
understand that | may be included in a random audit
following July 1st 2007 renewal. | agree to retain
CME’s taken between july 1, 2005 and june 30, 2007.

| have actively practiced medicine in Nevada within the
past 24 months.

| hereby request my license to be placed on Inactive
status. | will not physically practice in the state of
Nevada.

| HEREBY SWEAR OR AFFIRM UNDER THE PENALTIES OF
PERJURY THAT | AM IN FULL COMPLIANCE WITH ANY
AND ALL OBLIGATIONS, TERMS OR CONDITIONS OF MY
NEVADA MEDICAL LICENSE SPECIFIED BY THE BOARD.

Do you have a medical condition which in any way
impairs or limits your ability to practice medicine with
reasonable skill and safety?

If you have a medical condition which in any way
impasirs or limits your ability to practice medicine, is
that impairment or limitation reduced or ameliorated
because of the field of practice, the setting, or the
manner in which you have chosen to practice?

If you use chemical substances, does your use in any
way impair or limit your ability to practice medicine
with reasonable skill and safety?

5/1/2007

5/1/2007

$/1/2007

5/1/2007

5/1/2007

5/16/2009

5/16/2008

5/16/2009



10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Have you been named as a defendant, or been
requested to respond as a defendant or potential
defendant, to a legal action involving professional
liabllity (malpractice)? Please include: who, what,
where (provide state), and when in the textbox directly
below this question.

Have you had a professional liability (malpractice)
claim paid on your behalf or paid such a claim yourseilf
{including any military tort claims if applicable)? Please
include: who, what, where (provide state), when and
case number in the textbox directly below this
question. Please fax a copy of the complaint, civil or
otherwise to 775-688-2551.

Have you been arrested, investigated for, charged
with, convicted of, or pled guilty or nolo contendere to
any criminal offense related to the manufacture,
distribution, prescribing, or dispensing of controlied
substances? Please note that you MUST disclose ANY
investigation or arrest, including those where the final
disposition was dismissal, sealing of a record, or
expungement.

Have you been arrested, investigated for, charged
with, convicted of, or pled guilty or nolo contendere to
any criminal offense other than a criminal offense
listed in Question #6? Please note that you MUST
disclose ANY investigation or arrest, including those
where the final disposition was dismissal, sealing of a
record, or expungement.

5/16/2009

5/16/2009

5/16/2009

5/16/2009



10429

10429

10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Have you been denied a license, permission to practice
medicine or any other healing art, or permission to
take an examination to practice medicine or any other
healing art in any state, country or U.S. territory?

Have you had a medical license or license to practice
any other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory?

Have you voluntarily surrendered a license to practice
medicine or any other healing art in any state, country
or U.S. territory in lieu of any disciplinary action?

Have you been denied membership, been asked to
resign or expelled from a medical society or other
professional medical organization (including the
ABMS)?

Regarding any medical licensing board, hospital
medical society, or other governmental entity or
agency (other than the Nevada State Board of Medical
Examiners), have you been: {a) Asked to respond to an
investigation; (b) Notified that you were under
investigation for; (c) Investigated for; (d) Charged with;
or (e) Convicted of any violation of a statute, rule or
regulation governing your practice as a physician?

Have you surrendered your state or federal controlied
substance registration or had it revoked or restricted in
any way?

5/16/2009

5/16/2009

5/16/2009

5/16/2009

5/16/2009

5/16/2009



10429

10429

10429

10429

10429

STANLEY, Eleanar Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Have you had hospital staff privileges denied,
suspended, limited, revoked or not renewed by the
hospital, including any and all resignations from any
medical staff in lieu of disciplinary or administrative
action? If the answer is " Yes," type the name of the
hospital, the hospital's mailing address, the type of
action taken, and the date or dates of the actions taken
in the textbox directly below this question.{Please
Note:) Do not include suspensions or restrictions for

- fallure to complete hospital medical records, attend

hospital department or staff meetings, or maintain
required malpractice insurance.)

Are you out of compliance with court ordered child
support? if this does not apply to you, please answer
“no”. if “Yes" during the time period July 1, 2007- June
30, 2009 type an explanation in the textbox directly
below this question.

I hereby request my ficense to be placed on Inactive
status, which means | will not physically practice in the
state of Nevada.

Do you want to change your scope of practice or
specialty? If you answer “Yes” type your current scope
of practice or specialty in the textbox directly below
this question.

1 have completed the required amount of AMA
Category 1 CME within the current biennial, {Review
CME information oniine at www.medboard.nv.gov) |
understand that | may be included in a random audit
following the July 1st, 2009 renewal. | agree to retain
CME’s taken between July 1, 2007 and June 30, 2009.

5/16/2009

5/16/2009

5/16/2009

5/16/2009

5/16/2009



10429

10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

| SWEAR OR AFFIRM UNDER THE PENALTY OF PERIURY
THAT | PERSONALLY ANSWERED ALL OF THE
QUESTIONS IN THIS APPLICATION AND THAT THE
ANSWERS | HAVE PROVIDED ARE TRUE AND CORRECT.

Do you have a medical condition which in any way
impairs or limits your ability to practice medicine with
reasonable skill and safety? if you do not have a
medical condition, select No.

If you have a medical condition which in any way
impairs or limits your ability to practice medicine, is
that impairment or limitation reduced or ameliorated
because of the field of practice, the setting, or the
manner in which you have chosen to practice? If you
do not have a medical condition, select No.

If you use chemical substances, does your use in any
way impair or limit your ability to practice medicine
with reasonable skill and safety? if you do not use
chemical substances, select No.

Have you been named as a defendant, or been
requested to respond as a defendant, to a legal action
involving professional liability, malpractice, including
any military tort claims if applicable? Piease include:
who, what, where (provide state), and when in the
textbox directly below this question.

Have you had a professional liability, maipractice, claim
paid on your behalf or paid such a claim yourself
including any military tort claims if applicable? If *Yes"
during the time period July 1, 2009 - June 30, 2011
type an explanation in the textbox directly below this
question.

5/16/2009

4/27/2011

4/27/2011

4/27/2011

4/27/2011

4/27/2011



10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Have you been arrested, investigated for, charged
with, convicted of, or pled guiity or nolo contendere to
any offense or violation of any federal (including the
Uniform Code of Military Justice), state or local law, or
the laws of any foreign country, which is a
misdemeanor, grass misdemeanor, felony, violation of
the Uniform Code of Military Justice, or synonymous
gsugggg?gﬁwﬁ-i%
traffic offense (driving or being in control of a motor
vehicle while under the influence of a chemical
substance, including alcohol, is not considered 3 minor
traffic offense), or for any offense which is related to
the manufacture, distribution, prescribing, or
dispensing of controlied substances? Please note that
You MUST disclose ANY investigation or arrest,
including those where the final disposition was
dismissal, or expungement.

Have you been denied a license, permission to practice
medicine or any other healing art, or permission to
take an examination to practice medicine or any other
healing art in any state, country or U.S. territory?

Have you had a medical license or license to practice
any other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory?

Have you voluntarily surrendered a license to practice
medicine or any other healing art in any state, country
or U.S. territory in lieu of any disciplinary action?

4/27/2011

4/27/2011

4/27/2011

4/27/2011



10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Have you been denied membership, been asked to
resign or expelled from a medical society or other
professional medical organization (including the
ABMS)?

Have you been: a) asked to respond to an
investigation; b) notified that you were under
investigation for; c) investigated for; d) charged with;
Qn.ggﬁn&g%n statute, rule or
regulation governing your practice as a physician by
any medical licensing board, hospital, medical society,
governmental entity or agency other than the Nevada
State Board of Medical Baminers?

Have you surrendered your state or federal controlied
substance registration or had it revoked or restricted in
any way?

Have you had hospital staff privileges denied,
suspended, limited, revoked or not renewed by the
hospital, including any and ail resignations from any
medical staff in lieu of disciplinary or administrative
action? If the answer is " Yes," type the name of the
hospital, the hospital's mailing address, the type of
action taken, and the date or dates of the actions taken
in the textbox directly below this question. (Please
Note:) Do not include suspensions or restrictions for
failure to complete hospital medical records, attend
hospital department or staff meetings, or maintain
required malpractice insurance.)

4/27/2011

4/27/2011

4/27/2011

4/27/2011



10429

10429

10429

10429

10429

STANLEY, Eleanor Powell

STANLEY, Eleanor Poweli

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

STANLEY, Eleanor Powell

Are you out of compliance with court ordered chikl
support? If this does not apply to you, please answer
“no”. if "Yes" during the time period July 1, 2009 - June
30, uoﬁnﬁon:eﬁ_m:nng?u.ngxng
below this question.

| hereby request my license to be placed on Inactive
status, which means | will not physically practice in the
state of Nevada. If you choose to place your license on
Inactive status, make certain to select "Yes” to this
question AND choose the Inactive status in the
ggg%ﬁuoﬂ.&?ag

is your license contingent upon maintaining
certification with the American Board of Medical
Speciaities (ABMS) in the specialty of Family Practice,
Emergency Medicine, or Preventative Medicine?

Do you want to change your scope of practice or
speciaity? If you answer “Yes” type your current scope
of practice or specialty in the textbox directly below
this question.

| have completed the required amount of AMA
Category 1 CME within the current biennial. (Review
CME information online at www.medboard.nv.gov) |
understand that | may be included in a random audit
following the July 1st, 2011 renewal. | agree to retain
CME's taken between July 1, 2008 and June 30, 2011. If
renewing to an inactive status, CME is not required and
"No" can be selected.

4/27/2011

4/27/2011

4/27/2011

4/27/2011

4/27/2011



10429 STANLEY, Eleanor Powell | SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY Y 4/27/2011
THAT | PERSONALLY ANSWERED ALL OF THE
QUESTIONS IN THIS APPLICATION AND THAT THE
ANSWERS | HAVE PROVIDED ARE TRUE AND CORRECT.



