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e &
o
PHYSICIAN yEda ,
APPLICATION FOR REGISTRATION RENEWAL U? ﬁ%ﬂ LicenseNo_/ S 6 S5/

FOR THE BIENNIAL REGISTRATION PERIOD 2015 ~ 2017

NEVADA STATE BOARD OF MEDICAL EXAMINERS NEVADA s FleNo. _
Post Office Box 7238 Reno, Nevada 89510 Phone (775) 588-2659 Mgmgfgi% OF
Physical Address: 1105 Terming! Way, Sulle 301 Reno, Nevads 89502 INERS A

»

I hereby apply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below: x(
FACTIVE STATUS $780.00 Make checks payable to: ’)m

NEVADA STATE BOARD OF MEDICAL EXAMINERS
1 INACTIVE STATUS

$405.00 (Foreign checks must indicate “U.S. Funds”)
SAVE $20 by renewing online &t waw.medboard.nv.gov Credit card authorfzation may alse be ulilized,

PLEASE NOTE THE FOLLOWING IMPORTANT INSTRUCTIONS REGARDING YOUR APPLICATION:

» Your current physician’s license expires on JUNE 30, 2015. If this form is not received by the Nevada
State Board of Medical Examiners’ (Board) office by July 1, 2015 at 5:00 p.m., your license will be
automatically expired and you will not be able to practice medicine until you reinstate your license.
NEVADA HAS NO GRACE PERIOD.

» Your license will not be renewed unless you answar ALL questions on this application and provide written
explanation(s) for any/all question(s) answered “yeg”.

» Yourlicense will not be renewed until the board receives your original signed Application for Registration
Renewal form. A faxed copy is not acceptable. ;

= Your license will not be renewed unless it is accompanied with a check for the proper fee or credit card
authorization.

= You may have been selected in a random continuing medical education (CME) audit of all licensees. If
you were randomly selected, you will be contacted by the Board for proof of your CME. Your license will
not be renewed if you do not have proof of the required CME. Refer to page 5 for a review of your CME
requirement. Please retain proof of your CME as the Board does not retain copies.

» Allinformation provided on this application is PUBLIC information.
+ Ifyou select "INACTIVE STATUS,” you are prohibited from practicing medicine an

gAibitedsisonsvaiting
prescriptions In the state of Nevada. Inactive licensees are not required to submit Srb&r BEBMEN &

« PLEASE TYPE OR PRINT LEGIBLY. 7/1/15 - 630 /17
BIENNIAL —

Please print your name and address clearly in the space provided below. Be advised that the address you provide
below is viewable on the Board website and is listed as the public address. Also, please provide your currert public
telephone and fax numbers. [Note: If your name has changed, a copy of the document authorizing your legal name
change (marriage license, divorce decree, efe.) must be included.)

Name_ PONAL N  CLYANE  WMibbis

steet__S4/S  TYRoNE R N
oty [RE.MO County WAS o & State ___ A7/ 6')
Zp__846C O07)

Phane Number "2 26, F 25 . V66 Cell Phone Number .

Fax Number E-mnail address _

<3
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Please indicate any American Board of Medical Specialties Board Certification or Recertification:

Date of Initial Certification (Mo./YT.) Date of Last Recerlification (

Board: &#«-szd ORE ¥ /¥ [ ~15 52 70 El
Subboard: NEY, N25 2015

If any of the ABMS Certifications or Recertifications were received afier your Iast application with the Eo%&%ﬁ?ﬁ@@o

copies of documents evidencing your Certifications or Recertifications, Al EXAM”?E%DSO

*Abllity to practice medicine” is to be conatred 1o include all of the following:
1. The cognitive capsclly to moke sppropriate dlinical diagnoses and exerclse reasoned medical jJudomants and to learn and keep abreast of

medica! develgprnents, .
2. The ablily ko communicete those judgments and medical information to pafients and other heslth ¢ate providers, with or without the use of

alds or devices, such a5 voics amplifiers: and . ) . )
3. Tha physical capability to perform medics] tagks zuch 85 physician examination and surgical procedures, with o without the use of gids or

devices, such a3 comegtive fenses or hearing aids.
“Medlcal condition” inciudes physiological, mental or psychologics! porition or digorder.

“Chemical substances” is to be construed 1o include aleohal, drugs or medications, nduding those taken pursuant te 8 valid prescription for
legltimate medicsl purposes and i aceordgnoe with the prescribers dirastion.

Please answer all of the following questions for the time period

J.uly_' 1. 2013 ~ June 30, 2015, or since your last renewal.

For all YES responses to the following questions, you must submit your written explanation(s) on a
separate sheet attached to this form.

1. Do you currently have a medical conditian which in any way impairs or limits your ahility to practice medicine
with reasonable skill and safety? Yes Y No

2. ifyou currently 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, the manner in
which you have chosen to practice, or by any other reasonable accommodation?

Yes No _X N
3. If you currently use chemical substances, does your use in any way impair or limit your ability to practice
medicine with reasonable skill and safety? Yes Na N/A

4. Have you been named as a defendant, or been requested to respond as a defendant, to a legal action involving
professional liability, or malpractice, including any military tort claims if applicable? Yos No

5. Have you had a professional liability, malpractice, claim paid on your behalf, or paid such a claim yourself
including any military tort claims if applicable? Yes ){4 No

6. Have you been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere {0 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, gross misdemeanor, felony, violation of the Uniform Code of
Military Justice, or synonymous thereto in a foreign jurisdiction, exclwding any minor fraffic offense (driving or
being in control of 8 motor vehicle while under the influence of a chemical substance, including alcohal, is nat
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 disclogse ANY investigation
or arrest, including those where the final disposition was dismissal, or expungemernt.

Yes _&_No

7. Have you been denjed 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. temitory?

Yes X_ No

PAGE -2 -
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N )

RECEVED
8. Have you had a medical license or license fo practice any oﬁ")eangaing@ﬁ revoked, suspended, limited, or
restricted in any state, country or U.S. territory? NEVADA TATE Boan ves _ X No

§
MEDIc
9. Have you voluntarily surrendered a license to practice medicine O%WMBRQ% art in any state, country or
U.S. territory in lieu of any disciplinary action? Yes : : No

10. Have you failed to initiate the performance of public 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 gavernment or
g8 state or local govemment for your medical education? Yes { No

1. 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 &) convicted of any violation of a statute, rule or regulation governing your
praclice as a physician by any medical licensing board, hospital, medical society, governmental entity or
agency other than the Nevada State Board of Medical Examiners? Yes K No

12. Have you surrendered your state or federal controlled substance registration or had it revoked or restricted in

any way? Yes _X__No

13. Have you had 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? K the answer is
“YES,” on a separate sheet list the name of the hospital, the hospltal’s mailing address, the type of
action taken, and the date or dates of the actions taken. (Please Note: Do not include suspensions or
restrictions for failure to complete hospital medical records, aftend hospital department or staff meetings, or
maintain required malpractice insurance.) Yes 2§ No

14. Have you actively practiced medicine in Nevada within the past 12 months? ZQ Yeas No

If your answer is "ves”, please indicate the approximate percentage of ime allotted to the folfowing medical activities.
Clinical practice 2%  adminisirative % Teaching ___ % Other %

ATTESTATIONS / AFFIRMATION

CHILD SUPPORT STATEMENT

PLEASE PLACE AN “X” NEXT TO THE STATEMENT THAT APPLIES TO YOU:
é I am not subject fo a court order for the suppart of a child;

I am subject to a caurt order for the support of one or more children and am in compliance with the order or am

in compliance with & 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 subjeet to a court order for the support of otre or more children 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.
ATTESTATION REGARDING THE REPORTING OF THE ABUSE OR NEGLECT OF A CHILD
W
| attest and affirm that | am aware of and understand the reporting requirements found in Nevada Revised Statute 4328.22D
regarding the abuse or neglect of a child, }C v N
es [t}

PAGE -3~
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“’#Eﬂc{s/ VE‘D
Uy bf(.rp
Mg 25 gpo ERey,
Yap, 25
SAFE INJECTION PRACTICE ATTESTATION M 4 Sy,

Din o FAT
ATTESTATION TO KNOWLEDGE OF AND COMPLIANCE WITH THE GUIDELINES OFAL 5,\.2‘“ 204y
THE GENTERS FOR DISEASE CONTROL AND PREVENTION FOR APPLIGANT PHYSICIANS ¥/, 2 O

| hereby attest to knowledge of and compliance with the guidelines of the Centers fur_ l_)isgase Control and Prevention
concerning the prevention of fransmission of infectious agents through safe.and approptizte injection practices, | glso aﬁf:st that
any person who is currently, or will be under my contral as their supervising physa_c:_an in the future, and who is not llcensgd
pursuant to Chapter 630 of the Nevada Revised Statutes and whose dulies involve irjection practices, has knowledge of and is
in compliance with the guidelines of the Centers for Disease Control and Prevention concerning the pravention of trensmission
of infectious agents through safe and apprapriate Injection practices, }Q Yes No

MILITARY SERVICE ATTESTATION

Have you ever served in the United States Military (to include National Guard or Reserves)? >C Yes No
If your answer Is “No”, you do nol have to complete the remaining guestions for the Miliary Service Attestation.

If yes, in which branch of service did you serve? O Air Force

(M Army

B o

Marine Corp

O Coast Guard
Military occupation specialty or specialties? [1 Administration or Personne! [ Logistics or Supply

[1 Aviation Maintenance

[ Civil Engineering Medical Servicas

O} Communications Security Forces or Military Police

J infantry or Armor [0 Other

O Legal ar Chanlin Corps
Dates of service in the Milltary: From: / . ro: . i )

DD MM Yy T MM VY

BUSINESS LICENSE ATTESTATION . -
Do you hold a Nevada state business license issued in your individual name? ves S No

If yes, provide the business license number;

CONSCIOUS SEDATION DEEP SEDATION OR GENERAL ANESTHESIA ATTESTATION
e e e e e ORI VR BENERAL ANES THESIA ATTESTATION

Nevada Revised Statutes (NRS) require the Nevada State Board of Madical Examiners to obtain from each applicant who seeks
renewal of his or he'r license ta practice medicine, a repart stating the number and type of surgeries requiring conscious
sedation, deep sedation or general anesthesia performed by the holder of the license at his or her office or any other facility,
excluding any surgical care performed at a medical facility as defined in NRS 449.0151, or outside the state of Nevada,

I hereby attest that | am in compliance with the reporting requirements of NRS 530.30665. | am awars that failure to

iutt:-mit a report or filing false information In a report is grounds for disciplinary action under Nevada's Medical Practice
\ ~

*~ | HAVE SUBMITTED MY A OR B REPORT TO THE BOARD: Y _ves No

PAGE - 4-
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COMMUNICATIONS AFFIRMATION 4’55348?4 Tsa ]

Consent to accept communications and service of process from the Nevada State Boarq of Medical Examine
by electronic mail, for physicians and physician assistants who practice medicine_ in the state of Nevada or
telemedicine and whose physical prosence exists outside the state of Nevada or the United States

1 hereby agree that s a condition of obtaining or maintaining licensure with the Board, | am willing to agcept Bnal:d
communications 1o me, to include senice of process as defined under Nevada Revised Statute (NRS) 630.344, via electronic
ma (more commondy known as e-mail). Further, shauld the electronic mail address provided below change for any reason, I
agree to apprise the Board in writing of my new glectronic mail address within 30 days after the change, and that the failure to

dp so may subject me to a fine or disciplinary action #s allowed in NRS 830,244
™
Printed Name of Applicant/Licensee: Qf?ﬁ/ A‘ LA . M b i< — W fhprd
H) .

Signature of Applicant/Licensee: N

Electronic Mail Address: __ P

@1/23/2017 13:36 7756882321 Ny BOARD MED EXAMINE PAGE 86/24

L CONTINUING EDUCATION

ATTENTION LICENSEE: YOU MAY HAVE BEEN SELECTED IN THE CONTINUING MEDICAL
EDUCATION (CME) AUDIT. IF YOU WERE SELECTED, YOUR RENEWAL WILL NOT BE
PROCESSED UNTIL PROOF OF YOUR CME HAS BEEN SUBMITTED AND APPROVED. YOU WILL
BE NOTIFIED RY THE BOARD ONCE YOUR PAPER RENEWAL APPLICATION HAS BEEN
SUBMITTED WHETHER YOU ARE INCLUDED IN THE AUDIT,

ALL CONTINUING MEDICAL EDUCATION MUST HAVE BEEN COMPLETED DURING THE PERIOD OF JULY
1, 2013 THROUGH JUNE 30, 2015. Please place a check mark next ta the statement that applies to you.

1 was initially licenged in Nevada prior to July 1, 2013 or during the first 6 months of the bienmial period of registration
(July 1, 2013 through December 31, 2013) and have completed a minimum of forty (40) haurs of AMA Category 1 continuing
medical education (CME), two {(2) hours of which were in medical ethics or pain management and/or addiction care and twanty
(20) hours of which were in my scape of practice or specialty.

1 was initially licensed in Nevada during the second 6 months of the biennial period of registration (January 1, 2014
through June 30, 2014} and have completed a minimum of thity (30) hours of AMA Category 1 CME, two (2) howrs of which
were In medical ethics or pain management and/or addiction care and twenty (20) hours of which were in my scope of practice
or speclalty.

I was initially licensed in Nevada during the third 6 months of the biennial period of registration (July 1, 2014 through
December 31, 2014) and have completed a minimum of twenty (20) hours of AMA Category 1 CME, two (2) hours of which were
in medical ethics or pain management and/or addiction care and eighteen (18) hours of which wers in my scope of practice or
specialty. ;

I was initially ficensed in Nevada during the fourth 6 months of the biennial period of registration (January 1, 2015
through June 30, 2015) and completed a minimum of fen (10) hours of AMA Categery 1 CME, two (2) hours of which wera in
medical ethics or pain management and/or addiction care and eight {8) hours of which were in my scope of practice or specialty.

_ I am exempt _frorq submitting praof of completion of CME because | have completed a full year of residency or fellowship
training during the biennial period of July 1, 2013 through June 30, 2015. I you checked this statement, please attach a
copy of proof of completion of your training.

RENEWAL APPLICATION AFFIRMATION

BY SIGNING BELOW, | SWEAR OR AFFIRM UNDER PENALTY OF PERJURY THAT I
PERSONALLY ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE
ANSW@S | HAVE PROVIDED ARE TRUE AND CORRECT.

L e— =1 0§.i2-~[;g‘
Signature {Stamp Unacceptable) Date

PAGE -5~
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]

RecEwvep @ £
50T » BrA0/2015 PHYSICIAN (M. Date Recaived by Board RECEIVED
T%chnm anmsnsun‘g ™ SEP ¢ § 2014 o License No, 10
NEVADA STATE mgvt?sm NEVADA STATE BoaRp q Eile No. G -4 2014
PostOffice Box 7238 Reno, Nevada 89510 mmmsaa-zsngEmCAL Ewgm NEVADA ST, F
. , = MEDICAL EXAMINERS
1, Presentlegal Name '\j ‘/H“LI & DUQ/ ‘A L D g,,,d%‘fh 2 Maidsn
Lest e st
Lt sy sther neme{s) evr tmed

Address: ) .
The ?::ﬁc Access Address will be available to the public anthe Board’s wehsite, and will als be your contact address once licensed. It camy be changed if

the Licensee completes the Notification of Address Change form avaliable on the Boardd's websie: www.medboard.nv gov.
The Maifing Address that you thoase will be used for communication only during the application pmiess. K can be one and the same.
2. PubficAddress S &k g AS Mpateine FhpREST ;
Sirest City County Siate Fa0)
@' Flesse chack if you choosa to have your Mailing Address the same g the Public Address you have entered above.

- So. STopNERINGE  Cle e CA _TFEwée
2 Maling Mﬂms_mudﬁ%%_mf o NG S

N 3 ) asq& | S '
4. Telaphone Numbers Offica Fax Home ' Tellular (Optoral
Eman acaress_ /1 1118 Avn zDSlsu,@J?m thZ na
5. DatoofBinh /I 543 . Placa of Birth A S A W____F_#j
{Monthf Day 1 Year) - (Gity, Slate, Country} .
6. Citzenship: @ AfienRegistration® _____ Employment Authortzation # Viga

Submit 2 Cerfiied Birth Cortificate or orfyinal Certificate of Natursirztion or current (.5, Passport or copy of the front and back of yotir Alien
—Registmtion cand, Employment Autharization card or Visa, Plesse prote: Copy of the document authorfzng your name change (marriage Icense,
dhvorcs docred, tic.) st I incicden.

7. Sodal Secudty Number . Golkor of Eyes S Colorof Hyl _ Height . Weight
NRS 630.197(1Xs) A applicant for the Iesmaner of 8 Tctnse fs practicn medicine Shall huclade fhe pusal seyrity samber of thi appliciat in tho gpplcation rabmitted

the Board. .
gmmmmmwmmnmmwawmw

NES 630.173(2) The Raard ki the right fo comtiler infermatiun For sxy malgracticr history o deregsivcy Swspits]l priviiege hictory that Is moce than 10 yoars old.
For the purposes of the following quastions, these phrases or words have those meanings:

=Abhliy to praclich madicing™ is 10 be conttrued o inckade sl of the Soliowig,

1. The copniiive Capacily 1 makn oppropriste clnicsl disgnoses and ecancisn reasoned medical judgments and fo Toarn @nd keep sbresst of medicsl
davelopments;

2. The philty i commumicate thess domends st mediieal information 1o paliants and othar haalth core providars, with or without the uae of akis or devicen,
such &5 voice aerpliiens; gl .

3, The physical capability fo parform medical trsics such s physician escmivmfion e sungical proceduras, with or without the use of gids or devices, such a2
comective lenses o heawing okia,

“Madical condiion® includes physiclogical, mentzl or paychologieal condilion o dsonder.

s*Chemical subsiances™ i b be consiimd 1 include picohol, drugs or redications, Including Toms tikcie porsetX 10 5 valid preseription for lagitimate medicsl
purpeses and in accordsnce with B prescriterlls directon,
FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT
YOUR SIGNED WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO
YOUR COMPLETED APPLICATION FOR LICENSURE FORM.

8. Doy bty hines & thadicel condition which in any way knpsics or Bmits your abty to practioa medicine with reazonabia skill and safety? Vj
(If "Vies,” aRtach explonation on sepsrate shest) Yas {No/ b

9. if you comently have 2 medical condition which in any way impairs o imits yoor sbiity o practice medicine, is that impeirment or Emitation reduced

bacenusa of the fiald of praction, Bw seifing, o the munnes in whidh you hawe chosen in pracica? ::ﬁ No o /’N‘;‘;‘ AV’

{f *Yes," attach explaration on xeperate shest)
10, f you currently use chemicsl subsiances, 0065 YOUT USE in any wiY impair or BmE your abiity fo practios medicing with reasonabia akiil and safisdy?
{tf "Yes," sttach explanaton on separate sheet)

Yes No @ Q‘f‘

1. Have you Red i inifiste the performance of public service within one year after the dude e public service is requined bo begin to satisly 4 requirement of
recoiving & 1080 or scholarghip from te federd gavemment or a stals o local government for your medics) education? # Y, %M
(i “Yes,” attach explanation on separate sheot ) es \_/

- PAGE - 1.

D. Willig, M.,
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o L EXss0p e s
12. Have you EVER been named s5 a defendant, orfedn requestad to respond 25 8 defendart, to 3 legal action involving professional llablity, o mal cice, including
any military tort claims if spplicabis? {tf “Yes,” attach gxplanation on sepamte shert} N No b&(

. EVER had 2 professionat lizbillty, malprectice, claim paid an your behalf, or paid such & claim yoursell Including any militery tort clalmga.d spplizable?
122. Haveyou : : v 3 i ™Ves” an::h synianation on asnarate sheat i @ Np ﬂﬂ*’

13. Havayou EVER BPeen amasted, investigatad for, charyea witn, convicies of, oF pied guiny o nola confendere © any offanse or viu{aﬂon of any federal
{including the Uniform Gode of Miltary Justles), state o' tacal law, or the Iaws of any forzign soumiry, which is 2 mistamaanor, gross misdameznor, felony,
violatlon ofthe Unifarm Code of Military Justice, or synonymaus thereto in a foreign Jurisdiction, exciuding any mingriraffic offense (driving orbelng In contro! of e
motor vehlele while under the influenca of 2 cherrieal substance, ingluding alcohol, 1 ned cansldered 8 minar eafic offense), or for any offanse which is ralated
to the manufacture, distribution, prescribling, or dispensing of gorftrofied substarcas? *Pleasencte that yms MUST disciose ANY investigation or arest, ncuding A ”

those whera the final dispesition was dismissal, or sxpungement, Yes NG
{If "Yes,” stiach explanafion on separate sheet.) ‘
14, Have you praviously applied for medical licensyra in Nevada (including In a Residency program)? Yes . ﬁt/

{1t "Yes,” sttach explanation on sgperate sheat)

15.  Listnames and addresses of all medical schools attonded, HAVE EACH MEDICAL SCHOOL SUBMIT AN QFFICIAL TRANSCRIPT glﬁ:‘m.\‘ TOTHEROARD,
ncg

Madical School Name City/State/Country Place Where Dates of
Insyuclion Regelved From (MoJYr) To (Mo/Yr)

INpIANA YUY Silp# of faedicins  Fucime pofid T 08/197% o OM[9 7
Var Fa 5‘?5__6&:&';,9;1%@!_&3(_@\_4__.6 TE A BARNH I Pyie B MSI 22

BN AN formet In on the application, If m i nenfias, plaasa attach separate sheet )
",ﬁpbl &pﬂ"ﬂi’?ﬁﬁf”“"ﬁ"p i 46 7_010355;:?&:50

16. Docter of Medicine Dagnsa granted by:

Medical School Name City/State/Country Exmet Date of lssuance
PN Month/Day/Year)
TrdIANA Univerit, Enatienepeds, T/ S A 02.,/‘215' 19 74

17, Uist all AGGME™ approved postoreduste medical sducation you have received as an intern, Residant or Fellowship in the Unlted States or Ganada.
*Aceraditation Coungd! for Graduste Madieal Education

Pogtgreduate Hospital/ City/Stata Speclfy Type of Dates of Altendance
Year nstitution Vv ‘é_ {i =intemship or R = Residency) Spegialty From (Mo.fYn) To (Mo.fYr)
{e.g. PGY1, PGY2, ela.) (COVISE) (7 =Fellowehip) ‘ )
PG 1 Qo 5—* Ty eié IS¢, ANABA T Relabine  wb-]59 e J6/1577
Ay T 2
- ; .P;.; ‘ fohy Ry
Pey 2,34y “HERIEEE Cure R QR-GY A 07fs> b gL}

Stavreerp, cA F73eX

(Al Information must begin on the applicaton. if more space fs readed, plaasa atach saparale sheet)

18, List non-ACGME Fellowship training or non-AGGME tombined postgraduate medical aducation attendad in the United States or Canada.

':;tcgmt‘)meg pr?ag$m roshﬁt‘.:;l CitylGtate ! iemsl?pm Type of Dates of Attandance
asigraduala Yaar nstitution | =in ip or R = Reslidency] Spechal From (MoJ/Yr) T JYt.
{a.g. PGY1, PGYZ, aicv) {F = Fallewship) v ¢ )} ToMam)

(Al irformation must begin on the applicafion. If more gpace is needed, plegse attach sepamte sheat)

18, Have you EVER been the subject of an mvestigation (Including matters that resulted In no advarss action or aurdoome fo you), have vou resigned, been dismissed, o
have any actiars, form of remedistion(s), restrictions, imitations, probations, tanminafions ot any other digciplinary actions avar bgen impa::ad m'gyou :pmile participatin in

ary typa of training program? (1§ “Yas,* altach explanstion on separste sheet) Yez Ng V"
20, 1 you graduated from & medicel school located outside the Lintied States of America or Cenads, fist your ECFMGH /\‘:f A
RECEIVED
AUG - & 2014
PAGE -2 - NEVADA STATE BOARL OF

MEDICAL EXAMINERS
™ LUV M T
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(i)

e

Malpractice Questions; )

12, Have you EVER baen named a= a defondant, of beon requested (0 respand a5 a defandant, to alegal aatisn invelving professional finbifity, or malpeacties, h«;lu/qing any
military toet clsima i applicable? Ves No

12a, Have you EVER had a professianal {iabllity, malpraciice, claim paid on your behall, or paid such 2 claim yoursell Including any mifitary tort claims if :ﬁ:we?
Yes No

Malpractice Explanation(s):

List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand for payment to any
person or organization. If have not answered “yes™ to questions 12 andfor #12a and dg not have any such claims or suits, this
section will be lefi blank. if you have more than 1 claim, make 2 copyor copies of this page and submit all explanations with yaur

application for licensure,

Name of patient involved: . - REC Elvg D
In which state did the action teke place? SEP 0
Case number (if applicable): NEVAp 8 2

Which court?
(If settied before inttiation of civil action, state here.)

Current status of claim: v V)
[l open [Xitlosed (settled or judgment) [;] Dismissed (no money paid out) [ ] Other

Amount of judgment or setlement $ 5

Month and year of event precipitating claim:

Manth and year of lawsuit:

Insurance carrier at time: Ca

What isfor was your status? P2 Primaty defendant [ Co-defendant [ ] Other

Please prgwge spemﬁcs in reference to the adverse evant includmg f.he auegaﬁons and yotr role in the enz'em3 V)

o e e B T Xt i b e U L P Rk e e 1, frmn e e rtm s s mnat o m i b5 5t
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Malpractice Questions:

12, Havoysu EVER béan namad a& & defendant, or been requestad to respond as 2 defendant, to a legat action involving professianal Fability, or matpractice, inchuling any
enfiftary tort clalms if applicable? w v b
£ (X No

123, Have you EVER had @ professiona! Hability, melpractioe, claim paid en your behalf, or psid such a claim yourself indluding any military tort dzime i applieable? iz
l“o

Yes
Malpractice Explanation(s):

Listof gll claims or suits for medical malpractice made against vou. A cizim is any formal or informat dernand far paymentto any
persan or organization. If have not answered “yes” to questions #12 andfor #12a and do,not have any such claims or suits, this
section will be Isft blank. If you have more than 1 daim, make a copy or copies of this page and submit all explanations with your
application for licensure.

Name of patient involved: " i - RECE VEp

In which state did the action take place? ) ey SEP { 8 20 4
Case number {if applicable): MEDéAS [gﬁ gPARD oF
Which count? I VERsS

(if setiled before Initiation of civil action, state here.)

Current siatus of claim: )
[ open @Closed (settied orjudgment) [ Dismissed (no money paid out) [ Other

Amount of judgment or settlement $

Month and year of event precipitating claim:

Month and year of lawsuit; . .
Insttrance cartier attime:
What isfor was your status? (1 Primary defendant [Sjc:odefendant [)other

Please provide specifics in reference to the adverse event including the allegations and yaur role In the event:

e o et e b s o R o AL L § et * — e
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Malpractice Questions: .

12. Maveyou EVER baen named as & defendant, or been requested t respand a5 a defendant, to a legal action Invalving professionat liabfity, ormalpractics, indudingany.
miilitary tort clsims if applicable? - Nc.b {/‘"

{

12a, Have you EVER had a professional liabllity, mafprachice, ¢laim paid on your behalf, or pald such a glaim yourself incuding any milltary tort daims If applicable? V)
(.0 No

Malpractice Explanation(s);

List of gll claims or suits for medical malpractice made against you. A claim is any formal or informal demand for payment to any
person or organization. If have not answered “yes” to questions #12 and/or #12a and da,not have any such claims or suits, this
section will be left blank. If you have more than 1 claim, make a copy or copies of this page and submit all explanations with your
application for licensure,

Name of patient involved: R Ec EIVED

In which state did the action takej‘ place? - SEP " 8 20

Case number {‘if applicable): . Nr;"}/? g,'g STare oo 14
Whichcourt? . .. . - AL XAy OF
(If setiled before initiation of civil action, state here.)

Current status of claim: D [

[1open [Jclosed (settled or judgment) [ Dismissed (no money paid out) [ Other
Amount of judgment or setlement $ ‘
Month and year of event precipitating claim:
Month and year of lawsuit:

Insurance carrier attime:
What isfor was your status? [[] Primary defendant (1 Co-defendant  pPother ‘

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

- S . Rt mE e o mmem s mememai Ve as T LR L LTy ooyt |
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REC
. - EIVED
Malpractice Questions: SEP 0g 201

12, Haveyou EVER heen named 25 3 defandant, or been raquasted ta MNE AR TATRS G |pvoving professional fiahilit, o malpractics, indluding any

military tort claims i spplesble? ICAL EXAMINER S O yes No D e
12z. Have you EVER had a peofassional liabifity, malpractica, claim paid on your behalf, or paid such a elaim yourself melading any military tort dalms ¥ applicable? @ u‘)
)C Yas Na

Malpractice Explanation(s):

List of all claims or suits for medical malpractice made against you. A claim is any formal orinformal demand for payment ta any
person or organization. If have not answered “ves” to questions #12 and/or #12a and do,nat have any such claims or suits, this
section will be left blank. If you have more than 1 claim, make a copy or copies of this page and submit all explanations with your
application for licensure.

Name of patient involved: _ - .

In which state did the action take place?

-

Case number (if applicable): | ' -

Which court? . S
{If settied before initiation of civil action, state here,)

Current status of claim:
[J open [JClosed (settied orjudgment)  [Dismissed {no money pald outy [] Other

Amount of judgment or setlement § )

Month and year of event precipitating claim:

Month and year of lawsuit:

Insurance carrier attime: - ¢

What is/or was your status? [ Primary defendant [ Co-defendant ] Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

[EPRRITRN S
R - — . oo e . . 1 - .
. e e ey e 1 “--‘L‘..a.—w_ e mn SR o) u_{'_JhMJ
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© @

i i obtzined. & fafl minalops.) FOR
R rh of the following loensing examinations, list the 1acall g taken, and agores
Q\CSOE“)?:M '!")AKEN, HAVEQCERTIFICATE OF SCORES SUBMI%QE?&?@HNG ENTITY DIRECTLY TO THE BOARD OFFICE.

Ha. StateL\r;lgﬁir:‘Examinaﬂnn: ’ ) SEP 08 ZWI Date MoYT) Results (Scores)
NEVAD
MED
21b. NATIONAL BOARD (not ABMS Board certificalion); (ALSQ S ESAMINERS o pERTANNG To 237 AND ALL[FALED XA
Lacation Part Taken Date (MoNT) fgit S?_)res) .
Encicugpolas -V PRy . 06 (S0 3 B
- - A ST o = wan
T .
P t— (1 more s;a::e I needed, please wuath g Separald sheet w paper)

) ion Licensing Examination): (ALSQ INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FA)_LED EXAMS)
2e FLE(L&:F;:%? ve g ¢ Date (Mo.f¥r) Results (FLEX weighted average)

{if more space s needed, please attach 2 seperate sheet of paper.)

21d, USMLE {United States Medica! Licansing Examination); {(ALSO INCLUDE ALL INFORMATION PERTNNING TO ANY AND ALL FAILED EXAMS)
Lugaﬁon Step Taken Date (MoJYr) Rasults (Three Digit Scoras) Number of Attempts

(f more space is needed, please attach & separale shee! of paper,)

21e. LMCC (Licentiate of the Medlcal Counsel of Canada); (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS)
Loeafion Part Taken Date (Mafye) Results (Scoras)

21, SPEX (Spedial Furposs Examination);

Locstion Date (Mo./vy) Results {Scores)
= T 'D p L8 ?’&lﬁ a
LHRETR exe? Sargte
22, State your sgw%_._g__‘:ﬂ‘pag;t?y.ge’;) 21 GY N ( %L Qo )LI ol on ﬂ‘ty‘:&' f WXSW. Y A %e

23, Listany snd all contifications and re-cantifications by & board or sub-board recognized by fhe AMERICAN BOARD OF MEDICAL SPECIALTIES {ALSG INCLUDE ALL
INFORMATION PERTAINING TQ ANY AND Al L FAILED ATTEMFTS),

If you ara Litetima Datzs of
Speciaky Board Board Certified, Cerlification # Cestification andfor Recertification
inditate "Lifstime* R . MaJyr)
Aw. Roevd v Grp Ty [ g% 7 ({-E- (542

VERPicATIoN o LfefrmE sTATHS
AN REsn RERAuesrgd Evorm
At Bocwn 0REy M to be gont
:)le'(?.r.-r,{? e PECARA MEYNE AL LoAla
RECEIVED

AUG - § 2014

PAGE -3 NEVADA STATE BOASD OF
MEDICAL EXAMINERS

h ‘A’A'll:€ M.D‘-
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R
ECE/ VED
Donald C. Willis, MD
Mg o Us 2014
Addendum/correction to Question #21 B EDICA [4 &g
sx,wﬁmo o

NBME Part|  Date taken 6-11-74 Score78
NBME Part)l Datetsken 9-23-7% Score 82

NBME Part il Date taken 3-9-77  Score B1.2
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SEP 08, 20 coummmoron.

24, Account for, In chronclogical order, all activites sinca graduation from madizal schoal. ALL PEHB’Q%?{ TIME M

{Cum:;gm :"Itae cannot be submitted In lieu of your answer tothlf oq.;:;’t:?azy IStateICounw)M Ebro EL ATE TER OA Moy To (o)
@ Rekests n ¢ chgrd? Nub, dae Honp, e
(. ,‘LgfﬁrﬂSi\(ﬁ {"l'@i" F@’M Qe
TTE Vierepip  Be , cAbrbh _BR IT§
YL

From 03-1276 _+5 06~(526 Timz off_beleson oivduetyon frue,
sbsa) Lol pva Sterf of lutirysbip - Mo gp2evel 4’52‘1.;21‘
contlnu il ou  S2pbrefe sk sk

(Al information must begin on the application, 1f more spaca iz neadad, plaase attach separate gheet.)

R
ory centers In which you ARE, OR HAVE EVER BEEN a siaff member at any level during the lae}_-ten

years i none, please indicste. Dot listintemship, resideiney or Tellowship affiliation. Dates of Appointment
Hozpitsl Complete Mailing Address From (MoJdYr) To MoV
Fearucd Rivz, 859y Psbr2z P 0g/rng 73
Palpitv/ Pafidbii €, €4 95985 69 ~wa

___cng U/ 2000
(Al informatian must begin on the spplication, I more space is needed,ﬂe@e attsch saparate shaet ¥ e o ?" / b

26, Listany and all licenses YOU HOLD OR HAVE HELD to practice tedicine in any stale, terory of country.

State/Tarmitory License # Date of lssuance ' Status
Gauntry Moy
PR Ge M mb (8491 [-12-2% Expse s
CAviFopA R B E5(L 1047 -77 Atic e
ALAL KA H 28 H-9- 07 Sirrv oorgl o 2
AL‘AC bﬂw% W ol =))-0 72 ﬁwﬂ;’rﬁp{

{All information must begin on the epplication, if more apacs 5 needed, please attach separate sheet)

27.  Have you EVER been denied a license, permission o practica medicine or any other kealing art, or parmizsion to take an examinatian to pradice medicing or any
other hesling art in any state, country or 1.5, territory? Yes No DL~
{if *Yes,” attach sxplanation on separats sheat.)
28. Have you EVER had & medical ficensg or license to practice any other healing art revoked, suepended, limited, or restricted In any state, country or LS. teritory?
(if Yes," attach explanafion on senarste sheat ) Yes No F

28. Heve you EVER volurtarily 5urrendered a license wpractics medicing or any other heahng artin any state, eckintry or U.S. tm"rtmy? K A
natiing ¥ attagh svnisnation on separale chept) - Yes No B

30. Heave you EVER been défied mem{:arsh'ﬁi. askad 10 resign, of Bxpelied Treth & maaical sotiesy or ower provessional medical orgunizauon s
(IfYes." attach expianation an separste sheet) Ves 3 NohtA

31, Have you EVER been: a) asked ip respond to an investigation; b} notified that you wers under invesbigation for; o) investigated for; o) changed with; or &) comvicted of
any viclalion of 2 statute, rule or regulation governing your prictice sa & physician by any medical lleensing bearnt, hospital, medical society, governments! safity or agenoy

sther (han the Nevada State Boand of Medicel Emmm;;’{ves' " attach explanatlon on separate sheet ) RECEIMED ¥ No D‘N
AUG - & 201

NEVADA STATE BOARD OF
PAGE -4- MEDICAL EXAMINERS

D. Willis . MDD
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O

Donald C. Willis MD Confinuation of gyg&??ﬁ%???ia%
All activities since medical school gradiiaton

Jr— - —  ————_ rm— it s s e

2. OBGYN Residency 0711977 1o O7/1980
Directdor of OBGYN Residency Program
Stanford Univ. School of Medicine
308 Postour Dr. HH333 oo
Stanforg, CA 943056317 .~ -

. N
3. OBGYN Practice ( THT%2 e 7 frae )
Medical Staff Credentialing ———0 —- -——————
Kaiser Permanente
500 NE Mulinomah Streel, Ste 100
ortiand, OR 87232

- s w—

{for office and hospial priviieges info) ﬁg
o7 /i55a o5
4. bEAas04 10 0pte0s D

5. Quipatient contract physician S
Two part-fime positions o5/ 1995 o #/Jﬁ"b
A. Pianned Parenthood, San Mateo and Daly Gity
Contact Planned Parenthood Mar Monte
1691 The Alameda
_ San Jose, CA95126 ~

R i S N U 2
B. Pregnancy Consultation Center
Contact Forest Q. Smith, MD, Medical Director
1393 Santa Rita Road #3
Pleasanton, CA 84566 ~

8. Private Practice OBGYN 0211996 to 07/1997

Office: 15899 Los Gatos-Almaden Rd. #1
Los Gatos, CA 95032 :

PP Box LyP00%

Community Hospital
os Gatos, CA 85030 .
% Gatos Surgery Genter
Gatos, CA 95030 — e

- e

PAGE 16/24

RECEIVED
AUG - 4 2p1

NEVADA STATE
B
MEDICAL EXAM?P??RDSOF

D, Liitlis M.D.




p1/23/2817 13:36 7756882321 NV BOARD MED EXAMINE PAGE 17/24

b4 20y R ety

vkt e e "%w;o "'Roop

7. High Desert Primary Care 07/18987 {o 06/1999
Employed full-ime OBGYN RECE(VED
Admin 17081 Main St., Hesperia, CA 92345

AUG - & 2014
8. OBGYN Private Practice 07/1999 to 12/2000 NEV Qgggg;g BOARD OF
Oifices: 18484 Hwy 18, Ste 230 *MINERS
Apple Valley, CA 82307
and
18182 Hwy 18, Ste 101

Apple Valley, CA 92307

ey

8, Apple VAlley, CA 92307
(Med Staff Office)

Victor Valley Comm H%‘ |
15248 11th St flle, CA 92395
&ggle Vall%z Surgical Center
wy 18

Apple Valley, CA 92307
Tel 760.946.1170
el pt TAL

§ fivtar Tiow i !
Brpsfow, eA-4312 1

Desart valley Hospial
16850 Bear Valley Rd., Victorville, CA 92392

B,

9. U.S. Indian Health Service 1272000 to 0372001
_Hastings Indian Hospital
100 Bliss Ave., Tahlequah, Oklahoma 74464

10. Private Practice OBGYN 04/2001 to 1272001
Offices 18182 Hwy 18, Ste. 101
B Apple Valiey, CA 92307
and

801 Mountain View §t., Ste C

—

D, wills ,M.D.
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| O Ceceney,
NEVAofEP Og 2oy P- SofY
Barstow, GA 82311 MEpIASTATE -
Hospital Privieges AL EXa MR OF

St. Mary Medical Center
18300 Hwy 18. Apple Valley, CA 82307

. (Med Siaff Ofiice) RECEIVED
Victor Valley Comm. Hospital AUG - § app
15248 11th St Victorville, CA 92395 NEVADA sTA .
_ . Med Siaff Office) MEDICAL EXALALRD. OF
Barstow Comm. Hosgta: | Rs
’ fed Staff Office)

11. Relocated fo Alaska. foralocum. 1272001 to 08/2003
After arrival, did not take position. Time off to select new
position. Did not work in Alaska.

Alaska Native Medical Center
Anchorage, Alaska Tel 907.729.3188

o
12. Locum tesds for office of P.A:Dovre’, MD  08/01/2003 to 08/30/2003
6283 Clark Rd., Ste 8 Paradise, CA 95969

No hospita] privileges

13. Feather River Hospital RuralHealth Clinic, 09/2003 to 00/2007
5974 Pentz Rd., Paradise, CA 95069

i
eather River Hospital

5974 Peniz Rd., Paradise, CA 95969

0%
14. Family Healthgare Network 10/2007 to 03/2009
Employed OEYN practice 559.741.4500
305 B o . Visalia, CA 93291

£EHTER, T o HosialPridieses _
P e weah Delta Med Center  559.624.2000
400 W. Mineral King Ave. Visalia, GA 93291-6263

l, Hanford Consali Hospitals. .
- ¢/o Adventist Medical
115 Mall Drive, Hanford, CA 93230
15. Locum fo P.A. Dowre', MD B/ 3207 o ¥ / i
Office 6283 Clark Rd., Ste 8 Paradise, CA 85969

5974 Pentz Rd., Paradise, CA 95969. Locum privileges

04/2009 TQ 04/2009
er River Hospital

—

e i

D, Witlis , M.
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P oty
16. Time off for thoughtful consideration of retirement  04/2009 to 05/2010
17. Feminist Women's Health Centers 0772005 10098/2007
1442 Ethan Way, ste 200 and R‘Ec
Sacramento, CA 95825 062010 to Present E/VEQ
- S.
Part-ime employee for abortions. No hospital privileges NE"404 Ep /3 20y
) M, 5 i0 & T‘q T
‘ 4L exfﬁ%ggb or
s
- T 'Z - i
NEY, A6 - 2014
Bt

D, Willis , M. 1.
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Hospitol Action From (Wa/¥r) To (MaJ¥r,)
N . VENIAL BE ;
f'lﬁ?l-ﬁ’gg) ﬁ Firbanlts, AK 95701 Pﬂgljﬁﬁﬁﬁﬂ o,

954 AAMR W FEF

T :
Mkﬂ BLvEA_Uote FaL Pﬁgﬂmf,, A ap al yg-1%, P OF
(AR information caetat hegin on The ppiicalion, I o Space s readed, Flsess aiach suprsle thacl )

- CHILD SUPPORT STATEMENT
mm&mm#mmﬂﬁtaﬁmhMﬁamwmm to provide the following .
Wmmmaamymmwmmmbmdmmmmx
mmmmwm@%h%.%%%mmmmmmm
mmmvwmmﬂmﬂﬂﬂm:@me&mmnhmkmdﬁmﬁam resuftin
denial of your application. ECE‘I\E}ED

VIR o) 12mnoxsubject i a court onder for the support of = chik:

NEVADA STATE BOARD OF

—(b) 1amsubjectioa court onder for the 2Upport of e or more children snd am in CompREIEs Gt the aldar ai- RS
am in complance with & pian approvex by the distiict atiomey or oher pulllic: 2oency erforcing the
repaymant of fhe smotnt owad purstant 10 e onder; OR ; arder for the

© xmwhammmmmdmwmmmmmhmﬁmm

order of & plan spprovad by e Gstict or other -
hg{a sllomey public sgency enforcing the oider for the repayment of the

A1 S0 £ A T IO REGARDENG THE REPORTING wr 10 ASUSE L4 NECGLED LI A S 1

:mmmmnmmummuwmmmmwmm

regarding the abuse or neglect of 2 child, VJ X ves Noo
wwy dorstsfe ne, neMA RO b i} w

Attyderonede roninjectTones Fot TDET stasdarSProcantion him!

Y
Applcant _ e i Date: 2-6-¢ ¥

PAGE -5. : DV L‘J’;HI\SIM’D\
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! O RECEE D

e, P 0 20
COMMUNICATIONS AFFIRMATION mqo,q STATE
o Dic BOA
Consent to accept communications and service of process from the nﬁ%&’d@m R rd of Medical Examiners

{Board) by electronic mail, for physicians and physician assigtants who practice medicine in the state of Nevada via
telemedicine and whoss physical presence exists outslde the state of Nevada or the United States

I hereby agree thst ss a condition of obtaining or maintaining licensure with the Board, | am willing to accept Board
communications to me, to include service of process as defined under Nevada Revised Statute (NRS) 630.344, via electronic
mail {mora commonly known as e-mail). Further, should the slectronic mail address provided below change for any reason, |
agree to apprise the Board in writing of my new electronic mail address within 30 days after the change, and that the failure to
do so may subject me to a fine or disciplinary action as allowed in NRS 630,244,

Printed Name of ApplicantlLicensee: DUONALDN C. Wit 14

t -

£ -

Signature of Appllcart/Licensee; ... - ow o e LN _

- ﬂ?"if al?"‘

Electronic Mall Address: . e g .
pate:__|>-19-20j7

r -

APPLICANT PHOTOGRAPH:

ATTACH A FINISHED PHOTOERAPH OF PASSPORYT QUALITY
OF YOLIR HEAD AND SHDULDERS ONLY,

PHOTQGRAPH MUST HAVE BEEN TAKEN WITHIN THE LAST
SIX MONTHS AND BE AT LEAST 2" v 2" IN'SIZE.

SIGN THE PHOTOGRAPH IN INK ACRDSS THE LOWER
PORTION OF ITS FRONT SI1DE.

‘I\:mereby certify that the attached photograph is & true fikeness of ma taken within the fast six months.

- . [R5 ety
Signature of applicant Date

™~ -
G201l

[y -
. +

-

PAGE -6-

D, Wills , M.,
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@ G o

APPLICATION AFFIRMATION SEp 0 P
N%?D“ 4 o
D TE
ICAL EXA&?}%’Z.RD or

L b'-?/\/ku} CLY N E Wirtyg

{Print your full name)

being duly sworn, depose and say: That the answers to the foregoing questions and statements
made in the above application, as well as any and all further explanations contalned on any
separate attached pages, are true and correct, that { am the person named in the credentials to be
submitted, and that the same were procured in the regular course of instruction and examination
without fraud or misrepresentation. 1 understand that if any of my responses on this application
are faise, fraudulent, misleading, inaccurate, or incomplete, my application for licensure will be

denied.

| am responsible to keep the Board informed of any circumstance or event that would require a
change to my initial responses provided to the Board in my application for licensure, and which
occurs pri?r to my being granted licepsure  to practice medicine in the state of Nevada.

T2 /¥
R . (217203

----- e S il
Signature of applicant Date

HEIDI LANGE
Cormyn, #1915233
OTARY PLBLIC

State of Cﬁhﬁzﬁl@ County of F?ﬂ]q{’
. NOTARY SEAL SUII:éc_Sbed af‘ld sworm o before me ihi? ﬁD ;)42 1 day of
Ntary Rl for the State of (/1 L{EDCON
My Commission Expires: __ Az KSDJL/
Residing at: 1%( adlet R
) City - i Stote

Signature’of Notary

PAGE .7~
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C “

RECHIVED
AUG - & 20 FORM B

NEVADA STATE BOARD OF

LIST OF MALPRACTICE INSURANCE CARMIERS
If you answered affirmatively to questions #12 and/or #12a on the Application for Licensure, list all malpractice carriers.

Name of Insured: DolALp <. [P hbel, A
RALS E R~

Insurance Company: _ N. W . PERMAENTE — £ 08€C-Vphsinars ERMAL MT

Address: ,%'_D_% NE MapltMNoMaAR St , #ioe
PIRTLAND, 0 97233

Phone Number: L2 RIZT IS ED i

Fax Number:

Policy Number: S0  n Suved
Dates: 07~ {530 e O6-(5FY

Insurance Company: U C oyt hm Ay 0w Lo PBrvafs Acera .
Address: 7

Phone Numbet:
Fax Number:
Policy Number: R A A

Dates: L N LA R T [ - R R

Insurance Company:
Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Insurance Company:
Address:

Phorie Number:
Fax Number;
Policy Number:
Dates:

Insurance Company:
Address;

Phone Number:
Fax Number:
Policy Number:
Dates;;

(If more space is needed, please copy this page or aftach a separate sheet )
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o O 4
RECEIVED
ATTENTION APPLICANT!
AlG - § 2014
RESPONSIBILITY STATEMENT \cuan. STATE BOARD OF
MEDICAL EXAMINERS

Please sign and return this statement with your appiication for licensure to:
The Nevada State Board of Medical Examiners
P.0O. Box 7238, Reno, NV 89510
or
1105 Terminal Way, Sto 301, Renio, NV 89502

Because you are applying for the privilege of practicing medicine in Novada, you should know that our state has
some of the most stingent licknsing requirements and comprehansive investigation proframs in the Unfied
States.

Via FBI fingerprinting arid other investigative i88, our icensing spaciafists ars likely to discover if data
you have submitted on your application Is%fronecus or incomplets; therefors, you must answer all questions
truthfully and completely. Specificatly, this includes &ny sanctions or diseiplinary actions you may have
experisncad during madicsl school OF your pesigraduste training, Cranyinvolvamant you may hava had withthe
legal system, either ¢ivil or criminal ~ criminal 1o inciude charges that may have ultimstely boen axpungad,
lessened, or dismissed, and no matter how long sgo the svent(s) ocourred.

Explaining and mmammmmmmwmmuummmmr
veracity before the entire Board of Medical Examiners due to inconsistencies batwasn your application and
incongruent input from outside sources,

ONLY YOU — NOT A LAWYER, DOCTOR, SPOUSE, OR CREDENTIALING COMPANY — ARE
RESPONSIBLE FOR READING AND ANSWERING EVERY QUESTION ACCURATELY AND COMPLETELY.

if you have any questions about your application, ASK YOUR LICENSING SPECIALIST. Our licensing
specialists are here to help you.

o o o Q o

| have read this responsibiiity statement and understand that | alone am accourtable for completing my
application for medical licensure in Nevada,

Print your name D\C)/VAL[S C.-' {/\3 JLtyd
f - )

Sign your name v
- Date (9‘2-"7'/' P o

© e TR TRSDONSES provided to the Board in your application for licensure, and which occurs priorto
T ey iSRG ELSTSUTS 10 Digciice medicine in the state of Nevada,




