STATE OF COLORADO
BOARD OF MEDlCAI. EXAMINERS Department of Regulatory Agencles

Thomas ) Beck oseph A. Garcia
Program Admlnislnlm Exetutive Dinecior

1560 Broadway, Suite 1100 Division of Registrations
Denver, CO wioz-s 140 Bruce M, Douglas, Director
Phone: {3011 894-7690

Roy Romer
Caveprnnr

October 20, 198923

Traci Dawn Simms, M.D.
315 Arno S.E.
Albuquerque, NM 87102

Dear Doctor:

At a meeting of the Colorado Board of Medical Examiners held on
October 14, 1593, your application for Colorado medical licensure was
apprroved. -

Your license number is 33124, effective October 14, 1993.

All physician licenses expire during May of each odd numbered year,

and once renewed are good for a two year period. Your license will
expire May 31, 1995 - please note this date. Notice of the Renewal
fee will be sent to you at the last address of record in our files.
it is important to inform the Board of any changes in work or home
address in order to ensure that your renewal packet will reach you in
a timely manner. A second renewal notice is not required by law. It
is the responsibility of each physician to remit the registration fee
to this office, even though the original notice fails to reach the
physician. The Board cannot assume responsibility for changes of
address that do not reach its office.

Sincerely,

FOR THE BOARD OF MEDICAL EXAMINERS

@

(W IV VA

Thomas J. Beckett
PROGRAM ADMINISTRATOR

TJB:173

FOR THE DEAF AND HEARING IMPAIRED V/TDD (303} 594-7880

Babil i L St ke nbvnisighot MDA DN




. BOARD OF MEDICAT, EXAMINERS
 ©3° T 1560 Broddway, SeliEised L o Y
y Colorado B0203-5120 ;

APPLICATION FOR A LICENSE TO PRACTICE MEDICINE

READ ALL INSTRUCTIONS PRIOR 1O COMPLETING THIS APPLICATION. ALL QUESTIONS ON THIS APPLICATION MU

PORTING DOCUMENTS MUST BE SUEBSITTED WITH THIS APPLICATION PER INSTRUCTIONS. THE ENGLOBED CH
CONVYENIENCE. PLEASE TYPE OR PRINT NEATL

REPRODUCE THESE BLANK FORMS AS NEEDE

¥

1a Name: L LA

[
Simms Traci

2. Other names - Indicate # none.

mh_*g Addreassy

Humber and Steeet/Mural Route, Apariment Number

315 Amo S.E.

Cry

Hiale F) Country

Albuquerque New Mexico 87102 usa
4. Tetephone Numher (Ares Coom

Day Erenng | 5. Daio of Bl MoDayryesr . Pirce of Birth:

(505) 766-9299 R . or notarired copy of yobt RS Ak DR LENA
& Sex

7. Have you aver filed an application In Colorado? Ovee [ we
D Made D Female

T& LIst name and address

11 yws, give date Of previous spplication:

ali colleges or univcrsifies where pre-medical Insiruction was recelved Pre-medical
Instruction ia limited 1o that course work required lor entrance to medical achool
% an officiel cotry of trarecTy

Pt with sanl of schoot affized, 19 be sent dirscily frem 1he school W this office,
RHH‘I not In Englicti, ssnd & cortifled Laciiah transialion.

Marme of sohool

Period of stiendance.
Agdress art 1ip ol s

From {Mo/Yn To (MorYr}

University of

Boulder Colorado 80309
COTGTRdD

5/82 6/86

9. List name and addresa of all achools where prolessional medical Insiruction was recoived,

Roguest an originel Cartificate of Medical Education and oificial copy of transcripts,
Cartificaie and transcripts must be sem

with vaal of school affixed, from each school aitended.
directly irom the school ta thhs office. (See Form L2)
W trenwcripty are nol in English, tend 3 ceriffisd English trensletion

Name of school

Period of sttendance
Addrass and 1n

From (MofYr} ¥o (MorYn

University of Colorad: 42 1. 4'ith Ave. 9/86 6/90
Denver Lolorado BUZEZ

10. Doclor of Medicine/Osteopathy Degiee granied by (Submit laglbia photocapy)
I degree b not In English, send a cartitled English trar.siation.
MNams of medical school

University of Colerado
[ \'I ICH

ik Jut .

& .BE ANSWERED; AND ALL SUP-

ECKLIST 1S:FROVIDED FOR YOUR

Y. WHEN SPACE PROVIGED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER. YOU MAY
D, BUT EACH COMPLETED FORM YOU SUBMIT

CIEKT COMES OF ALL FOAMS DEFORE YOU BREGIN.

MUST BE IN ORIGINAL INK OR TYPE! MAXE BUFF

OFFICE USE ONLY
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1.

you andinr compintad quli‘fl_ np postoraciuate tralning aroved by the ACGME/ADA in U8, or <7
wanadian Iacl(ities? i
Yes 0O No :
Lodig mWn b-l:;. Praquest ¢n originel Certificate of Compiation of ACOGME/AOA-spproved Intsmship of residency training g o
Purion of atrendance: -
Mame of fact Addrans Aoacls
bl And ro it From |Mo/Yn To (Mo AL
University of New | 2211 Lomas NE 0B/Gyn 6/90 Present -
e - By e
—Mexico ABQ, NM 87131 il
= /|
13a. Are you now or {aye you evar been licanaad 16 bractics madicins in Any etaia foriney distelst a- tounlrg
fom L4} ol Yo L) No  Include temporary licenses and instr.ctional permits,
W pua, provide intor Dalow: -
St or country Licanse numbe: Date of meue Mated o I ot
From (Mo/YR) To (MayYn
N Meaic P 1 : . :
13k Are you now or have you aver pracliced medicine in any state, territpry, dis!r% of country, Us military, U.S,
H Public Health, or any U.S. government agency? (Ses Form L6) Yas No Fhnphd ot 2
214, Have you ever bsen retused malpractice insurance, or has your r;alprar;tlce insurance ever been cancellad or -
rated at a higher pramium due Lo past claims experionca? Il yes explain on a separzie sheet and
provide verification of same from insurance company or state licensing board, 2
15. Have you ever been notified by any state, territory, district, country, U.S. government agancy, stale medical/ -
ostecpathic board of any complasint against you relative tHhe practice of medicine? This includes, but is not : P 2
Emfted to, any allegations currently pending. L] Yes No _
% yun, give dwtalis below: 3

Sante Date Chatge Diapoardion

168. Hax any disclplinary sction ever been laken regarding any heaiing arts licenas which you now hold or have
@ver heid? Include any disclplinary actions by the U.S. military, U.S. Public Heaith Service, or othar U.S. federal
F governmental antity, {Disciplinary actions include, but are not lImited to, suspansion, revocation, probation, p;
ok tos Bmitations, reprimand, ietter of admonition, censure, and any allegations currently pending® [1 Yas Ne
T ¥ 3, pive detalls below,

Stabw or guesmment sgency Dale Ghargs Cisposition




RN AR *wwﬂwwww

TiGARRA, nArminaion [ practies Tedilng o nnvim'rr haaling arl_ or parmhlhn W0
state, country, or W48, fedaral jurisdiction?

Asason for denial

18. Heave you ever voluniarlly surrendered a 'icanss {o practice in the healing arts in any other state? This does not
Inciude allowing your license to lapse solely due to paymant of the ranewal fees.

0 Yes ® No

¥ wub, skpiain sn & separsis shest. Summuarize helow:

Sion Daie Asason lor surtendet

1. Have you gver had staff privilegea in a hospiial limited or raduced, donlad, suspendaed or ravokad, of have you
resigned {rom a medical stali in lleu of disciplinary actlon?

O Yes EI No

® yos. sxplain on s reparsie sheel. Provide s copy of letier of malanstion or hovensl sction. Bummarize delalls below:

Agorese and pip Dails

Ragson tor Achion

o e e e

20. Do you now have, of have you avar had, a physicat or manial condition which might alfect your ability 1o practice
medicing?

i pus., auplsin on 4 separats sheet. Givs deiea ol onesal, descriLtion of con tion, dascriplion of Iresiment, name and sddress of trester,
ol L.

1. Are you now, or were you in the past. addicted to. abusive of, or in treatment for abuse of any controlied
substancas, habit-lorming drugs, prescription medication or alcohol?

oy, axplain on & Beparata sheat of paper. If treated, give name, sddress and 2ip of woth facliity and trester, dates of tresiment, current
states of ponditton.

22 Have you aver received a deferred prosecution, a deferred judgement. been convicled of, or pled guilty or nolo
contendere to a violation ol any lederal, state. or local law relating tc the manufacture. distribution or dispansing
of controllad substances, or relating to drug abuse, including alcchol?

Court agdrany Ind to Psnalty or dizposition

23 Have you ever racelved a daterred prosecution, a defarred judgement, bean convictad ot or pled gui!ti or nolo
contendere 10, any falony in any state. territory, district, the United States, or a forelgn country?

O Yes E/No

#f yoa, give detail Include sny convi thai has bsen set sside, diaminsed, or pardonsd under the Constitution of Coloradn, article
V. maction 7, oF undw any other pravision of law

Date Court address and 2 Violalion Penalty ot dispoaition

24. You must provide proof of malpractica insurance or an accapteble altemative as requirad by Colmdo %uw.
state basis lor exemption. See instructions in epplication packet. :
i i ]

0

ki
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identlfylng marke __mnle on nose_

MNOTE: ALL ITEMS IN THIS APPLICATION ARE MANDATORY; NONE ARE VOLUNTARY. FAILURE TO PRUVIDE ANY OF
THE REQUESTED INFORMATION WILL RESULT IN THE APPLICATION BEING REJECTED AS INCOMPLETE.
The information provided will be used to determine qualification lor licensure, per Section 12-36-107 and Sectlon
12-38-111, C.R.S, which authorlze the collection of this informatlon. Applicants have the right to raview thelr
application subject to the provisions of the Colorado Open Records Act The Program Administrator of the
Colorado State Board of Madical Examiners is the custodian ol recorda

L £ 3 haraby make application for o Iicqnae to qpmcﬂca madicine In !ho
State of Cofofada.
: In 30 dolng, | authorize all hospitals, institutions or organizatiuns, my relerences, personal physicians, amployers (past and present); businass
e ard professional asaociations (paat and prasent), and all government agancles (loral, stals, fedecel and foraign) to releasa to the Colorado State
Board of Medical Examiners or its successors any Information, files or records requasted by that Board relative to my qualifications as a physt-
clan and my sfigibility for licensura.

PLEASE BE ADVISED THAT I{N COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE
= BY LAW.

1state under panalty of perjury in the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the information contalned:in this
aspplication is true and correct to the best of my knowledge. }

fundarstand that undar the Colorado Medical Practice Act, providing false information is grounds {or denlal, suspension or revocation of n medl
cal licansa.

. ! y
£ -
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Divislon of Registrations -~ ; 1560 Broadway, Suite 1300
0 Denver, Colorado 80202-5140
ZANN N Phone (303) 894-7690, V/TDD (303) 894-7880
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CERTIFICATE OF MEDICAL EDUCATION

r MEDICAL SCHOOL: DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT 1S NOT ATTACHED BELCW.

This certifies that __ Traci Dawn_Simms

FULL NAMF OF APPLICANT

of 1210 Harrison #9 enrolted in_University of Colorade Medical School
ADDAESS WYEN [NROLLED NAME OF MEDICAL 3CHOOL

Denver Colorado onthe _ 2.5 day of ___August 19 86

LOCATIC YTAW

and was granted tha following credits on aenrollment:

:
f Chucgs nlatydy J!J fngptotinn lQ:.!: zampisiud | Ciedit hwarded
T Ik

5t

The undersigned further certifies that the records of this institution show that S he attended in this institution 216/ WATAREN|

Rumbar of w@ARE
resident instruction, and that:
V4] s/hg was granted the degree Bachelor/Ooctor of Medicine ar Doctor of Ostaopathy, or
O s/he withdrew trom
the above mentioned medical/ostegpathic school on the F CP day of dd a. %ﬁ 19 _2(2

NOTES TO RE RAR AND APPLICANT

1, Medical School Seal MUST Be Imprinted Partlally on the Photograph

2. TRANSCRIPTS OF MEDICAL SCHOOL CREDITS MUST BE SUPPLIED WITH THIS
CERTIFICATE

3 Ench school where professional madical Instruction was recaived MUST complseta one
ol these forma. il mare than one school was attendad, photocopies of thig biank form may
be made and used. Note that photograph and all entries to the lorm mus! be
original. !

NOT VALID WITHOUT SCHOOL SEAL

It no school asal please indicate above next to signeture of Prasident/Secretary/Daan,

L2




STATE OF COLORADO i

ent of Regulatory Agencies "~ BCARU OF MEUiICAL EXAMINERS
of Registrations’ av 1560 Broadway, Sulte 1300
O ¢ Denver, Colorado 80202-5140
Phone (303) 894-7690, V/TDD (303) 694-7680

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL/OSTEQPATHIC SCHOOL GRADUATE COMPLETING POSTGRADUATE
TRAINING IN THE UNITED STATES OR CANADA. DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT 1S NOT ATTACHED i
BELOW, PLEASE TYPE OR PRINT. 4

This is 1o certily that ___Traci Dawn Simms _
NAME OF Am-u(_,nn

University of Colorado Medical School
HAME OF MEDICAL/OSTEQPATHIC SCHOOL

a graduate of

University of New Mexico
HAME AND ADICHRESS OF FACILITY

commenced pastgraduate training n

iy 2211 Lomas NE e}
— e o 22
i fhia Albuquerque NM 87131
¥ #1 Eﬁ}
on >June 24 o seL 1990 _ and satistactorily complatad such training
w111 cowplete on }ﬁ“, 4
19_9 This training consisted of months of actual

cpmcal mstruction and is approvea' by the Accrediled Council for Graduate Meadicai Education (ACGME), the American Osteopathic
Association (AOAL of the Comdmahng Council of Medical Education of the Canadian Madical Association (CCME) and consisted ol the
lojlowing rotalions

I.lil:l.-;|lr‘. and langth of training, i { | | |

] | ER
ROTATION' LENGTH OF ROTATION '!_ it |1
_OB/Gyn residency ™ | | 4 years et L
VVV&{THIS PHYSICIAN'S PERFORMANCE COMPLETELY SATISFACTORY? PLEASE CHECK ONE
ES 1NO

IF NO, PLEASE ATTACH AN EXPLANATION

| hereby daclare under penalty of perjury under the taws of tha State of Colorado that
the abnve sialemenis are irue and correct and the faciiily is approvad bv ihe ACGME/
AQA i tho COME o olier the type ang level of training completed by the applicant
and that the applicant was trained in an gpproved ACGME or CCME program

postlion
y 2V
Ins 0eerd ¢8I Director does not nave
(rrxmstmonenl ) NOT VALID WITHOUT SEAL. 3 soal
ADDHESS 221.1 LOﬂaS BlVd. N lqE ]
Albuquerque, N 87131 =
(50.;1)272 0383
PHONE NUMBER .M;ﬂ ik i Sailiptw
| 8/5/93 s S .
DATE _ :
SIGNATURE U’!OHQ £ oMo MDJ phD

(above) L3
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= . i STATE OF COLORADO

Department of Regulatory Agencies aca_anetcwgmmc I INERS "*%;'na
§ -Dhvision of Registrations - 1560 Broadway, duiie 1333 “Y prr 5B
f Denver, Colorado 802025140 e -
: Phone (303) 8947630, V/TDD {303) 694-7860 Ao P«‘% ek &
ELY G.: MOV i .

CERTIFICATE OF ENDORSEMENT BY STATE LICENSING AGENCY

TO BE COMPLETED BY APPLICANT: 1T NAME tast. theah  imuading T
ll?luu type or print neatly.)

¥ 5 IUDF{E&E Number ard atimalitgtal e Bnchuds srl oo il aav

315 Amno SE

Ty BTATE TP CO0E COuNTAY
Albuquerque New Mexico 87102 USA -
"7 DATE OF BIRTH  mardanys A SEX T 5 STATE LICENSING AGENGY
U remae O wae New Mexico
- B LICENST NG 7 BATE OF 155UANCE. | 6. DA XEIRATION
Permission to practice 6/24/90 a/3n/ad

PILEASE BE ADVISED THAT iN COLCRADO SUPPLYING FALSE INFORMATION IN AN APPLICA- e
TION FOR A LICTHRED 1S PUNISHABLE BY LAW .

| siate under penalty of parjury in the second degree, as detined in 18:8-503, Cuistado Ravised oy
Siptutes the! the nloimalion conlained in this applicatlion is true and colract to the best of
my knowledge.

\/’r; a1 35._/1 »y;—»yv > 3}/3 /’i 3

SIGNATLAE OATE?

affiliated hsps.
Permission to do Residency Program at University of N.M. &

TO BE COMPLETED BY STATE LICENSING AGENCY: (Do nol complate Il photogranh of applicant is not aitached sdave. Plaate type of print.)
Traci D. Simms

| certity that who graduated from
v Natsf OF APPLICANT k
; University of Colorado Resident No. 90-R-66 =
o E on__05/26/90 was granted icense number i
o NAME OF MLINCAL SCHOO0L DATE OF GRACUATION
06/22/90 National Board
v _ onthe basis of
DATE LICENSE 1SSULD FLEX NATICINAL BOARD EXAM, LICENS'NG AGENCY EXAM
MOTE: If the license wal Isausd by written ausmination, complels the following cartitication, otherwise wrile scross the lollowing certification the words: issued on
Cregdentiahs.

1 turther certify that this doctor passed the REGULAR WRITTEN EXAMINATION given by this Board an

DAt
and obtained a generalaverage ol per cent in the {ollowing subjects:
[ L s
)3 this licanse vatid & current? _YES ___ Has it aver been suspended of ravoked? NO __ when does If expire? V6/30/54

dale + el
According {0 your records, are there now or have thare ever been any charges filed againsl this iicansea? s Is thare any investigation

pending regarding this licansee? N0 _______ IF THIS APPLICANT'S RECORD IS NOT COMPLETELY CLEAR IN REGARD TO THESE QUES-
TWONS, PLEASE ATTACH AN EXPLANATION.

NOT VALID WITHOUT SEAL

Imclda Gallegos, Verification &ffice
TeBg (R Pyl NAME AND TITLE UF AGENCY UrFILIAL

8

\AFFIX LICENSING New Mexico Board of Medical Examiners -
AGENCY SEALy -

NAME OF STAIE LICLNSIHG AGENCY

M G@M‘ﬂo&‘ , 491 014 Santa Fe Trail PO Box 2000} :
b URE OF AGENGY OFFIGIAL J 3 Ik ;

TOORESS TEET G i
08/18/93 y Santa Fe, N.M. | B7504 . 1 e -

o 4
DaTE 1

qir- o
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REPORT OF PRACTICE HISTORY 8

o P

""*ft,tht'a!li:t axpedence in madical practice sinos madicat achool including ell tralning programs (alter Intamship). List all hospitals In which you heid privileges for the 1as: five
Coyed "ﬂ'f:ﬂwwwwbwmurnmHbam-lar-em.ﬁuomymenmmwmnondmmmyﬁu}.mﬁmmummmmw-
3 Gaps of one month or greater. # you have not practiced medicine, axplain activities during that tme.

“ur &Mﬁﬂ'mmmdwﬁﬂﬂmhmwgﬂ.mwaaptwica.otanyonmmacﬁwmandlmirﬁmpm:mm(anorhmhip)oranyommdcnl
L pastion hekd during the last five years. Each letter should be written by tho chief of stalt or chiel administrutive olficer (if privata practics. by a1 aszatale o colleague) and must verity
pit dﬂsdm.molm.ammm&dwhhummm:daanwamtlonbfywrskilleval.a;.lih.du.nh'ﬂymmw.andmassaumcmm
] your stifide and behavior toward your colleagues and patents. ——
Presisn
Fom - To
Pactity Mame N Adiress 32| T, Faatyrarsim (fubers 3 Litbe) Motr  WeYr Nature of Practics
ALF < i
Lhivar;ity o!%\ 2211 Lomas NE Dr. Gloria Sarto
New Mexico ] . %
#e Albugquerque New Mexigo 87131 Chairperson Depr OB/Gwn 6/90-7/94 0B/Gyn residency
4 L 2.
i : |
3 “_
.'_. ‘:‘-
1T 5 5. .
- E ; 53 ~
. :'.
7.
a
R | |
i 10.

PLEASE BE AWARE THAT IN COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A UCENSE

TR : IS PUNISHABLE BY LAW. Ny ; c”// ;- Hk

----- | state under penalty of perjury in the secand degree, a3 defined N-18-8-503, Colorado Aevised Statutes, that the informaton SIGNATURE = 7 DATE

. containad in iz appBcation is true and cormect 10 the best of ry knowledge. by . :

F “ Yunderstand that under the Madical Practics Act, provesng lalsg nformanon o grounds for demal, suspension or vocabion . Il'gg] Simms
E < of a medical icensa. PRINT RAME




COLORADO BOARD OF MEDICAL EXAMINERS 1995 LICENSE RENEWAL , L{%‘

PLEASE READ BOTH SIDES OF THIS FORM CAREFULLY BEFORE YOU BEGIN

LICENSE Numm_x.i@_Lli o

LICENSE RENEWAL_OUESTIONNAIRE

PRINT NAME_ | Lac |l oimms

Effcetive May 19, 1988, HB 1340 mandated that a questionnaire be mailed to, and completed by, each physician
wishing to renew his/her license at the time of expiration. COMPLETION OF THIS QUESTIONNAIRE IS NOT
OPTIONAL. You must answer yes if you have withdrawn or failed to proceed with an application for any of the items

following. Each question must be answered.

A) Since you last renewed your Colorado medical licensc, have you: YEE NO
1.  been denied liability insurance in Colorado? I
2.  had your insurance coverage terminated by action of the insurance carrier in Colorado? - _f:if

B) Since you last renewed your Colorado medical hcense, have either of the following {numbers 3&4) been denied,
revoked, suspended, reduced, limited, placed on probation, not renewed, or voluntarily relinguished? You are
obligated to answer “yes” to the items below if any of these same actions are currently in progress and/or have

not yet been resolved.

3 Medical staff membership or clinical privileges at any hospital or health care institution? e

4, DEA registration? —

) Since you last renewed your Colorado license, have you:

5, had any felony or misdemeanor charges, or any traffic citations involving drugs or aleohol,
brought against you?
G, illegally or excessively used any controlled substance, habit forming drug, prescription

medication, or alecohol? You necd not report behavior which 1s already known to the
Colorado Board of Medical Examiners or the Colorado Physician Health Program.

7. engaged in any behavior or experienced any mental or physical health condition that might
impair your ability to practice medicine safely and competently? You need not report
behaviar or conditions which are already known to the Coleradoe Board of Medical
Exarniners or the Colorado Physician Health Program.

[F TOU ANSWERED “YES” TO ANY OF THESE QUESTIONS, PLEASE PROVIDE THE FOLLOWING
INFORMATION. IF YOU NEED TO ATTACH ANOTHER SHEET OF PAPER OR DOCUMENTS, FPLEASE
PUT YOUR NAME AND LICENSE NUMBER ON EACH ATTACHMENT. ANSWERING “YES” TO ANY OF
THESE QUESTIONS WILL NOT AUTOMATICALLY DELAY RENEWAL OF YOUR LICENSE.

Ouestions 1 and 2: Indicate name and address of insurance carrier, date of action, and reasons for action. Attach
copy of notification from carrier.

Questions 3 and 4: Indicate name and address of facility or organization, date of action, and reasons for action.
Attach a capy of notification from agency or organization taking action.

Question 5 Indicate name and address of court of junsdicton, violation charged, date of alleged violation, and
disposition of each violation charged.

Questions & and 7 Provide description of condition, date of onset, dates and description of any treatment, name and
address of all treatment providers, and current status of condition.

OVER PAGE ONE

-]

v

V.-"'
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INSURANCE VERIFICATION FORII

In 1988, The Colorado General Assembly cnacted a law requining all Colorada b enused physicians o maintaln CeriAin
amounts of malpractice covernge.  this law became effective January o 1980 ¢« nart of vour applcation o renew
your heense to practice mediane i Colorade you must indicate how yol ate mee oo e requirements of tins law,

v// ACTIVE LICENSE: | wish to renew my license via ACTIVE STATUS | wneet {m claim exemption fromy the
financial responsmbility standards as indicated below:

1. I mainlain commercial professional liability insurance with a carner authorized to do business in
Colorado, in mintmum mdemnity amounts of at least $500,000 per incdent and $1,500,000 annual

aggrogate per year.

Company: il ¥ COPIC _ _  Doctors Company _. St Pau! o Dther (Specity )
Policy #:

E*

I am covered by individual commercial prefessional Uabolity insurance maintained by an
employer/ contracting agency in accordance with the reguiremen®s noted in 17 above.

3. 1 am cogaged in city, state, or federal civilian or military servicr, and my practice 15 limited solely to
those dutics required by my governmental duty assignment.

4. I am completely and permanently retired from the practice of medicme, inchading prescribing.  (NOTE
You may wish to consider renewing your license via inactive statity. - sue below),

5. 1 do not engage in any paticnt care whatsoever within the state of Colerade, including prescribing.
{(NOTE- You may wish to consider renewing your license via macive status - see below),

5. My medical practice does not invelve any patient care whaetsowver (administrator, researcher,
academician, non-medical endeavor, ¢.g.).

7. 1 provide lismited or occasional, tuncompensated care to patients and [ do not otherwise provide any
compensated patient care whatsoever,

#. I have met the hinancial responsibility standards by the foliowing alternauve method, acceptable to the
Colorado Division of Insurance.

__ Surety Bond Cash Deposit or cquavalent Other Acceptable Security

NOTE: The Commissioner of Insurance approves alternatives for financial responsibility.
Certification from the Insurance Commission MUST DR ATTACHED f an slernative
method 18 usc. The address of the Commission Office 1w 15380 Broadway, Suite 830,
Dienver, Colorado 80202 (303) 894-7499,

_ INACTIVE LICENSE: | wish to renew my Hcense via INACTIVE STATUR. (NOTE: this category is primanly
intended for retired physwians and those practicing outside Colorado) Mepractee nsurancs is not required for
inactive license holders. [ undersiand that | may not practice medicine, .noluding présonbing medadons, m oo
Colorado unless and untl [ comply with the insurance requirements and the Board issues me an active license,

I stale under penalty of peoury in the second degree, as defined m 18-8.504  Uelorado Hoeviged Bratotes, that the
information contained in this application is true and correct to the best of my knwwledze

[ understand that under the Colorado Medical Practice Act, providing false mformation is grounds for demnial,
suspenswon ar revocation of medical license.

A A S é// g / 757 33i09 . (i700243-7907

Signature of Physwcian Déte License ﬂ. Phone #

After completing both sides of this form, please return it with 1) the enclesed competer renewal form, 2) renewal {ee,
and 3} the optional Physician Survey in the enclosed return envelope. Direct questings and other correspondence to:

THE COLORADO BOARD OF MEDICAL EFAMINERS
15600 Broadway, Suite 1300
Denwver, Colorado BO0202-5140
303-894-7090
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PLEASE PRINT OR TYPE

TAST NAME FIRST NAME M LICENSE # SOCIAL SECURITY # )
T S ] rac, DI133,24

BOTH SIDES OF THIS FORM MUST BE TOTALLY AND ACCURATELY COMPLETED OR IT WILL BE RETURNED
TG YOQU AND WILL DELAY YOUR RENEWAL.
Read both sides carefully before you begin.  Make a copy for your records.

COLORADO BOARD OF MEDICAT, EXAMINERS 1997 LICENSE RENEWAL QUESTIONNAIRE

The Colorado Medical Practice Act mandates that a questionnaire be majled 1o, and completed by, each physician wishing to renew hisfher
Heense al the e of expiration. COMPLETION OF THIS QUESTIONNATRE IS NOT OPTIONAL. Fach question must be
answered. Answering “yes” to any of these questions will not automatically delay renewal of your licensa,

YES

Z

. . . 0
A) Since you last renewed your Colorado medical license, have you:

!. hud uny adverse action taken against you by any licensing agency tn another state or country, any peer review body,
any health care institution, any professional or medical society or association, any governmental agency, any law
enforcement agency, ot any court? :

2. surrendered a license or other autherization to practice medicing in another state or jurisdiction or surrendered
membership on any medical staff, medical or professional association or soctety while under investigation by any of
these authorities or bodies?

3. had paid on your behalf any final judgment, scttlement or arbitration award for medical malpractice? (Note: Please
include any payments you have persomally mace.)

AR K

4, heen denied hiability insurance in Colorade or had your tnsurance coverage in Colorado terminated by action of the
msurance carrier?

B) Since you last renewed your Colorado medical license, have either of the following been denied, revoked, suspended, reduced, limited,
placed on probation, not renewed, or voluntarily relinguished? You are obligated w answer “yes” W the ttems below if any of these
sume aclions are currently pending. (Note: You must answer yes it you have withdrawn or failed to proceed with an appiication for any
of these 1tems.)

5. Medical staff membership or clinical privileges at any hospital or health care institution? D IE -
6. DEA registration” D [B"‘

) Since you last renewed your Colorado license, have you:

7. had any {elony or misdemeanor charges, or any traffic citations involving drugs or  alcohol, brought against you?

K. illegally or excessively used any controlled substance, habit forming drug, prescription medication, or alcohol? You
need nol report behavior which is already known to the Colorado Board of Medical Examiners or the Colorado
Physician Health Program

9. engaged in any behavior or soffered any mental or pbysical health condition that might affect vour ability to prac-
tice medicing sately and competently? You need not report behavior or conditions which are already known to the
Colorado Board of Medical Examiners or the Colorado Physician Health Program

IF YOU ANSWERED “YES" TD ANY OF THESE QUESTIONS, PLEASE PROVIDE THE FOLLOWING INFORMATION.
IF YOU NEED TO ATTACH ANOTHER SHEET OF PAPER OR DOCUMENTS, PLEASE PUT YOUR NAME AND EICENSE
NUMBER ON EACH ATTACHMENT.

Questions | and 2: Indicate name and address of the entity taking the action or investigating conduct/allegations, the date of the action and
specify conduct/allegations upon which the action or investigation was initiated. Please include documentation of any charges and/or final
action.

Questions 3 and 4: Indicate name and address of insurance carrier, reasons for action, and date ot alleged conduct. Attach copy ot notifi-
cation from carrier.

Questtons 5 and 6: Indicate name and address of facility or organization, date of action, and specific conduct/allegations upon which
action was taken, Attach a copy of notification from agency or organization taking action.

Question 7: Indicate name and address of court of jurisdiction, violation charged, date of alleged vielation, and disposition of each viols-
tion charged,

Questions ¥ and ¥ Provide deseription of condition, date of onset, dates and summary of any treatment, name and address of all treatment
providers, and current states of condition,

- OVER -

TE14125 4




1997 RENEWAL INSURANCE VERIFICATION FORM -

e e

As part of your application 10 renew your livense w practive medicine in Colorado you must indicate how you are complying with the”
reuirement o maintain financiul responsibility.

I WISH TO CHANGE FROM INACTIVE TO ACTIVE STATUS: FEE - $195.  You must complete a ditferent form. Please

call the Board CfTice at (303} 894-7719 10 request a Reactivation Form.

-
-
ACTIVE LICENSE: FEE - 3195 | wish to renew iy license via ACTIVE STATUS. | meet (or claim exemption from) the
" financial responsibility standards s indicated below: You must check at least one,

D}/l I maintain commercial professional Hability insurance with a carrier authorized w do business in Colorado, in minimum
indemoity wmounts of at leagt $500,000 per incident and $1,500,00¢ annual aggregale per year

Company: COPIC L’_’!f Doctors Company ﬂ St. Paul D Other {Specify )

NOYVE:  Please supply your insurance policy numher:

IJ 2. Fam ¢overed by individual commercial professional liahility insurance maimtained by an employer/contracting agency in
i sceordance with the requirements noted in =1 ahove,

L {3 tum a federal civihan or military physician whose practice is limited solely fo that required by my federat or military agency.
D 4. Tam a public employee whose practice is limited solely to that covered by the Colorado Governmental Timmunity Act,

EJ 3. [do not engage in any patient care whatsoever within the state of Colorado, including prescribing. 1 am, however, engaged in
active medival practice in another siate or foreign jurisdiction. (NOTE: You may wish to consider renewing your licenss via
magtive status - sec below),

[] 6 .My muedical practice does not mvolve any patient care whatsoever (8 g, administrtor, rescarcher, academician, non-medicul
endeavor. (NOTH: You may wish to consider renewing your license via inactive status - see below.)

I. l 7oL provide tinited or occasional, uncompensated care to patients and [do not otherwise provide any compensated patient vare
whitsocver,

D 5. I have met the financial responsibility standards by the following alteenative method, acceptable to the Colorado Division of
fnsurance:

D Surety Bond LJ Cash Deposit or equaivalent D Crther Acceptable Security

NOTE: The Commissioner of Insurance gpproves ahiernatives tor financial responsibility, Certification from the Insurance Commission
MUST BE ATTACHELD 1f an alternative method 15 used. The address of the Commission Otfice is: 1360 Broadway, Suite 850,
Denver, Colorado 80202 (303) 894-7499,

m INACTIVE EICENSE: FEE: $100. | wish to renew my license via INACTIVE STATUS. (NOTE: this category is primarily
) inlended for retived physicians and those practicing outside Celorado.) Malpractice insurance is not required for inactive license
; holders. [ understand that I may not practice medicine, including prescribing medications, in Colorado vnless and unti] I

comply with the insurance requirements and the Board issues me an active license. ¥ anderstand that should I desire to
reactivate my Colorado medical license at some future time, | will be required to complete the reactivation appiication and
pay an additional $95.00. [ also understand that if 1 have not actively practiced medicine for 2 years or more and then
wish {0 reactivate my Colorado medical license, I will be required to demonstrate continued competence pursuant to
doard rules and vegulations,

atate under penalty of perjury in the second degree, as defined in 18-8-303, Colorado Revised Statutes, that the information contained in
this apphcation is true snd correet we the best of my knowledge, T understand that under the Colorado Medical Fractice Act, providing
fadse information 1s grounds Lor deniul, suspension or revocation of a medical leense.

(P TTR Y7708 (70 JVT -0 g

Phone # Fux #4

Sinature of Physician

Alter completing this form, please return it with 13 the enclosed computer renewal fonin, 2) the renewal fee, and 3) the Physician Survey
foptional) in the enclosed return envelope. [Direet gquestions to: (303) 884.7690 Colorado Board of Medical Examiners, 1560
Hroadway, Suaite 1300, Depver, CO 80202-51440
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24/ mé &é 0205480 x//(‘:
g{()ﬁl? %ﬁ/} 0O MEDICAL EXAMINERS 1999?5 ENSI‘%J RE WAL QUESTIONNAIL

[LAST NAME FIRST NAME i SOCIAL SECURITY # | COLORADO
5 DIGIT LICENSE #

Sirmms T roa el D

Instructions Print or type name and Soctal Security Number and license number above Fill in the circle that corre-
sponds to each number of your license number.

BOTH SIDES OF THIS FORM MUST BE TOTALLY AND ACCURATELY COMPLETED OR IT WILL
BE RETURNED TO YOU AND WILL DELAY YOUR RENEWAL.
Read both sides carefully before you begin, keac for your recor

The Colorado Medical Practice Act mandates that a questionnaire be mailed to, and completed by, each physician

wishing to renew his/her license at the tume of expiration  COMPLETION OF THIS QUESTIONNAIRE 1S
NOT OPTIONAL Each question must be answered Answenng “yes” to any of these questions will not automat-

1cally delay renewal of your license

A) Since you last renewed your Colorado medical license, have you

1 had any adverse action taken against you by any licensing agency m another state or country, any peer review body,
any health care mstitution, any professional or medical society or association, any governmental agency, any law Izr
enforcement agency, or any court? D

2 surrendered a license or other authorization to practice medicine m another state or jurnisdiction or surrendered
membership on any medical staff, medical or professional association or society while under mvestigation by any of E’
these authorities or bodies? D

3 had paid on your behalf any final judgment, settlement or arbitration award for medical malpractice? (Note Please @/
mclude any payments you have personally made )

4 been demed hability msurance m Colorado or had your insurance coverage in Colorado terminated by action of the
msurance carmer? D @/

B} Since you last renewed your Colorade medical license, have either of the following been demed, revoked, suspended, reduced, limited,
placed on probation, not renewed, or voluntarily rehinquished? You are obhigated to answer “yes” to the items below 1if any of these
same actions are currently pending (Note You must answer ves 1f you have withdrawn or failed to proceed with an application for any

of these items }
5 Medical staff membershup or chinical privileges at any hospital or health care institution? D lzr
6. DEA registration? D B

C) Since you last renewed your Colorado license, have you
7 had any felony or rusdemeanor charges, or any traffic citations mvolving drugs or alcohol, brought against you?

8 1llegally or excessively used any controlled substance, habit forming drug, prescription medication, or alcohol? You
may answer NQ if the behavior 1s already known to the Colorado Physician Health Program

9 engaged 1 any behavior or suffered any mental or physical health condition that might affect your ability to prac-
tice medicine safely and competently”? You may answer NO 1f the behavior or conditions are already known to the
Colorado Physician Health Program

IF YOU ANSWERED “YES” TO ANY OF THESE QUESTIONS, PLEASE PROVIDE THE FOLLOWING INFORMATION.
IF YOU NEED TO ATTACH ANOTHER SHEET OF PAPER OR DOCUMENTS, PLEASE PUT YOUR NAME AND IICENSE

NUMBER ON EACH ATTACHMENT.

Questions 1 and 2 Indicate name and address of the entity taking the action or investigating conduct/allegations, the date of the action and
specify conduct/allegations upon which the action or mnvestigation was initiated Please include documentation of any charges and/or final
action

Questions 3 and 4 Indicate name and address of insurance carrier, reasons for action, and date of alleged conduct Send copy of final action,
amount of settlement, copy of report from National Practitioner Data Bank and a chinical narrative of the case, including patient’s name

Questions 4  Attach copy of notification from insurance carner

Questions 5 and 6 Indicate name and address of facility or organization, date of action, and specific conduct/allegations upon which action
was taken Attach a copy of notification from agency or organization taking action

Question 7 Indicate name and address of court of junisdiction, violation charged, date of alleged violation, and a copy of the final disposttion
of each violation charged.

Questions 8 and @ Provide description of condttion, date of onset, dates and summary of any treatment, name and address of all treatment
providers, and current status of condition - OVER -

BEIN5025



1999 RENEWAL INSURANCE VERIFICATION FORM . -

As part of your application to renew your license to practice medicine 1n Colorado you must indicate how you are complying with the
requiremnent to maintain financial responsibility.

1 WISH TO CHANGE FROM INACTIVE TO ACTIVE STATUS: FEE - $305. You must complete a different form Please
call the Board Office at (303) 894-7719 to request a Reactivation Form

v

ACTIVE LICENSE: FEE - $305. I wish to renew my license via ACTIVE STATUS I meet (or claim exemption from) the
financial responsibility standards as indicated below You must check at least one.

E/l I maintain commercial professional hability msurance with a carner authonized to do business 1n Colorado, m mimmum
mdemnity amounts of at least $500,000 per incident and $1,500,000 annual aggregate per year.
Company: COPIC B/ Doctors Company D St. Paul D Other (Specify )
NOTE: Please supply your insurance policy number: C.@ F ?5/& Vo é’ M s

D 2 T am covered by mdividual commercial professional liability insurance mammtamed by an employer/contracting agency 1n
accordance with the requirements noted 1 “1” above,

D 3 I am a federal €vihan or mulitary physician whose practice 1s limited solely to that required by my féderal or military agency ~
D 4 T am a public employee whose practice is limited solely to that covered by the Colorado Governmental Immunity Act

I:I 5 Ido not engage 1n any patient care whatsoever within the state of Colorado, including prescribing I am, however, engaged m
active medical practice i another state or foreagn junsdiction (NOTE You may wish to consider renewing your llcense via
inactive status - see below)

L__l 6 My medical practice does not mvolve any patient care whatsoever (e g, administrator, researcher, academician, non-medical
endeavor (NOTE You may wish to consider renewing your license via 1active status - see below )

D 7 I provide imited or oceasional, uncompensated care to patients and I do not otherwise provide any compensated patient care
whatsoever

D 8 Ihave met the financial responsibility standards by the following alternative method, acceptable to the Colorado Division of
Insurance (Must have approval from the Colorado Commussioner of Insurance See note below).

D Surety Bond D Cash Depostt or equivalent D Other Acceptable Security

NOTE The Commusstoner of Insurance approves alternatives for financial responsibility Certification from the Insurance Commussion

MUST BE ATTACHED 1f an alternative method 1s used The address of the Commussion Office 1s 1560 Broadway, Suite 377,
Denver, Colorado 80202 (303) 894-7499,

MAKE CHECKS PAYABLE TO: COLORADO BOARD OF MEDICAL EXAMINERS

INACTIVE LICENSE FEE - $150 I wish to renew my hicense via INACTIVE STATUS. (NOTE this category 1s primarily -
intended for retired physicians and those practicing outside Colorado ) Malpractice insurance 1s not required for inactive license
holders I understand that I may not practice medicine, including prescribing medications, in Colorado unless and until I
comply with the insurance requirements and the Board issues me an active license I understand that should I desire to
reactivate my Colorado medical license at some future time, I will be required to complete the reactivation application and
pay an additional $155.00. T also understand that if I have not actively practiced medicine for 2 years or meore and then
wish to reactivate my Colorado medical license, I will be required to demonstrate continued competence pursuant to
Board rules and regulations.

I state under penalty of perjury in the second degree, as defined 1n 18-8-503, Colorado Revised Statutes, that the information contamed tn
this application 1s true and correct to the best of my knowledge I understand that under the Colorado Medical Practice Act, ;ro~ & -z
false information 1s grounds for denial, suspension or revocation of a medical license,

%@ﬁ.@___— ’5///? /77 ?70‘15)&/5://.%? P70~ QYR -4 77

Signature of Physician Phone # Fax ##

After completing this form, please return 1t with 1) the enclosed computer renewal form, 2) the renewal fee, and 3) the Physictan Survey
(optional) 1n the enclosed return envelope Direct questions to  (303) 894-7719 Colorado Board of Medical Examiners, 1560
Broadway, Suite 1300, Denver, CO §0202-5140

Page 2
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COLORADO BOARD OF MEDICAL EXAMINERS
2001 LICENSE RENEWAL QUESTIONNAIRE

LAST NAME FIRST NAME MI SOCIAL SECURITY # LICENSE #

=M T rae ., D 33,24
PLEASE PRINT LEGILBY. KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

big E n
BO R

g
er each question below,

g

NOTE: The Colorado Medical Practice Act mandates that all icensed physicians wishing to renew their Colorad
complete this questionnaire and renewal application

INSTRUCTIONS: Print or type your name, social securnity number and hecense number m the boxes above {;

and provide the mnformation and documentation requested for each “yes” response /- “

RESPONDING “YES” TO ANY OF THESE QUESTIONS WILL NOT DELAY RENEWAL OF YOUR LICE.

AN INCOMPLETE OR INACCURATE FORM, HOWEVER, WILL RESULT IN DELAY OF YOUR RENEWAL. COMPLETE BO AN
YT P st et
A) Since you last renewed your Colorado medical hcense, have you N SN _

1 had any adverse action taken agamnst you by any licensing agency 1in another state or country, any p%er-renew body, health care
facility, professional or medical society or association, governmental agency, law enforcement agency, or court of law?
O vES BNo

If “YES”, provide a detailled summary of the events, which led to the adverse action Include the name and address of the entity that
took the action, the date of the action, correspondence from the entity regarding the matter, and whether action 1s still pending

2 surrendered a license or other authonzation to practice medicine 1n another state or junsdiction, or surrendered membership on
any medical staff, medical or professtonal association or society while under mnvestigation by any of these authonties or bodies?
J vES iJ-No
If “YES”, provide a detailed summary of the events, which led to the adverse action Include the name and address of the entity that
took the action, the date of the action, correspondence from the entity regarding the matter, and whether action 1s still pending

3  had paid on your behalf any final judgment, settlement or arbatration award for medical malpractice? NOTE Include any payments
you have made personally [ YEs R0

If “YES”, provide a detailed clinucal summary of your care and treatment of the patent Include the name of the patient, the amount
and date of settlement, and a current copy of your complete National Practiioner Data Bank report (The Board may request
patient records in the matter at a later date )

4  been denied hability insurance in Colorado or had your insurance coverage i Colorado termmated by action of the insurance
carrier? {1 YEs NO

If “YES”, provide a copy of the notification from the mnsurance carnier and a summary of the events, which led to the demal If you
do not have a copy of the notification, contact the misurance carner to obtain one

3 had any felony or misdemeanor charges of any kind brought against you? Had any traffic citations involving drugs or alcohol,
brought against you? Re%;n‘dless of the case disposition, you must answer yes if you have been charged
YES 0]

If “YES”, provide a detanled summary of the events, which led to the charges or citation Include with your summary a copy of the
charges or citation, intake and discharge summary (if applicable}, and all communication with {and from) the aiting agency and the
court of junsdiction

6 illegally or excessively used any controlled substance, habit-forming drug, prescription medication, or alcohol? You may answer
“NO" if the behawvior 15 already known to the Colorado Physician Health Program (CPHP) YES KO

If “YES”, provide a detailed summary of the condition or event Include the date of onset, date(s) and summary of treatment(s)
receved, the current status of your condition, and the name and address of all treatment providers

7 engaged in any behavior or suffered any mental or physical heaith condition that might affect your ability to practice medicine with

skill and safety to patients? You mayv angwer “NO” 1f the behawvior 15 already known to the Colorado Physician Health Program
{CPHP} YES KO

If “YES”, provide a detalled summary of the condition or event Include the date of onset, date(s) and summary of treatment(s)
recewved, the current status of your condition, and the name and address of all treatment provniders

B) Since you last renewed your Colorado med:cal license, have either of the following been demed, revoked, suspended, reduced, himaited,
placed on probation, not renewed, or voluntanly rehinquished? You are obligated to answer “YES” to the items below if any of these
actions are currently pending NOTE You must answer “YES” if you have withdrawn or failed to proceed with an apphcation for any of
these items

1  Medical staff membership or clinical privileges at any hospital or healthcare facility? O YES MO

If “YES”, provide a detalled summary of the conduct/allegations upon which action was taken Include the notification to you from
the hospital(s) or facihity(s) _If you do not have the notification(s), contact the hosmtal(s} or facility(s) to obtain one

2 DEA registration? [J vES NO

If “YES”, provide a detailed summary of the conduct/allegation upon which action was taken Include the notification from DEA  If
vou do not have a copy of the notification, contact DEA to obtain a copy

HAVE YOU PREVIOUSLY REPORTED ANY OF THE ABOVE MATTERS TO THE BOARD? [ ves [ no
IF YES, PROVIDE DOCUMENTATION IN SUPPORT OF YOUR RESPONSE. IF APPLICABLE, PROVIDE A COPY OF THE FINAL
DISPOSITION FROM THE BOARD.



2001 LICENSE RENEWAL QUESTIONNAIRE AND INSURANCE VERIFICATION FORM

As part of your application to renew your license to practice medicine in Colorado you must indicate how you are
complying with the requirement to maintain financial responsibility Please be advised, you CANNOT use this
renewal form to change your status from FROM INACTIVE TO ACTIVE You must complete a reactivation
application to reactivate your license Please call the Board Office at (303) 894-7690 to request a reactivation
application This I1s a process separate and independent from the renewal process

0 ACTIVE LICENSE FEE - $315 1 wish to renew my iicense In ACTIVE STATUS | meet (or claim exemption
from) the financial responsibinty standards as indicated below" You must check at least one.

O | mantain commercial professional iability insurance with a carner authornzed to do business In
Colorado, In minimum indemnity amounts of at least $500,000 per incident and $1,500,000 annual

aggregate per year
@@PIC Q Doctors Company Q St Paul Q Other (Specify)
NOTE Please supply your insurance policy number &Z: ?5/0&/ Q

0 | am afederal civilian or military physician whose practice 1s imited solely to that required by my
federal/military agency

a {am a physician who 1s not engaged in the practice of medicine

Q [am a physician who s covered by individuai commercial professional liability coverage (or an
alternative which complies with Section 13-64-301(1){c}, (d} or (e)) maintained by an
employer/contracting agency in the amounts set forth above

g | am a physician who provides uncompensated health care to patients, or who does not otherwise
engage m any compensated patient care in Colorado

0 | have met the financial responsibiity standards by the following altemative method, acceptable to the
Coiorado Diviston of Insurance (Must have approvai from the Colorado Commussioner of Insurance

See note below)

O Surety Bond Q) Cash Deposit or equivalent U Other Acceptable Security

N. = The Commussioner of Insurance approves alternatives for financial responsibility Certification from the
insurance Commission MUST BE ATTACHED If an alternative method 1s used The address of the Commission
Office 1is 1560 Broadway, Suite 850, Denver, Colorado 80202 ({303) 894-7499

Q INACTIVE LICENSE FEE - $160 | wish to renew my licens= ~ INACTIVE STATUS Malpractice insurance
1s not required for inactive hcense holders | understand the may not practice medicine, including but
not himited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board issues me an active license. | understand that should | desire to reactivate
my Colorado medical license at some future time, | will be required to complete the reactivation application
and pay an additional fee 1 also understand that if | have not actively practiced medicine for 2 years or more
and then wish to reactivate my Colorado medical license, | wi'l be required to demonstrate continued
competence pursuant to Board rules and regulations

MAKE CHECKS PAYABLE TO' COLORADO BOARD OF MEDICAL EXAMINERS

| state under penalty of perjury In the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the
information contained in this application 1s true and correct to the best of my knowledge | understand that under
the Colorado Medical Practice Act, providing false information 1s grounds for denial, suspension or revocation of a

medical icense

T s = ;/af e/ﬁ//y/

Signature of Physician

P .
| raci i mms 3319?‘
Print name of physician (printed name and license number must be legible to process this form)  License #

After completing thus form, please return it with 1) the enclosed computer renewal form, 2) the renewal fee and 3)
the Physician Survey {optional) in the enclosed return envelope Direct questions to  (303) 894-7690 Coiorado
Board of Medical Examiners, 1560 Broadway, Suite 1300, Denver CO 80202-5140 Page 2




STATE OF COLORAD

BOARD OF MEDICAL EXAMINERS Department of Regulatory Agencies
Susan Miiler M. Michael Cooke

Program Administrator Executive Director

1560 Broadway, Suite 1300 Division of Registrations

Denver, Colorade 80202-5140

Phone: (103) 894-7690 Bruce M. Dauglas, Director

Fax: (303) 894-7692
V/TDOD (303) 894-7880 8ill Owens
hitp:/www.dora.state.co.us/medical/ Cavemnor

VIA CERTIFIED MAIL
January 13, 2000
Case # 5199020580

Traci D, Simms, M.D.

% Women's Health Care

2525 N, 8w St., Ste. 202 )
Grand Junction, CO 81201 .

Dear Dr. Simms:

Board rccords_ reflect that prior to your involvement, 15 year-old obstetrical patient
D.B.- had received poor prcnata.l. care and had a questionable date of conception. A

presented to you, you appropriately offered amniocentesis, which the patient and her
father declined. You then appropriately decided to proceed as if.this was a post-date
pregnancy and ordered a non-stress test, which was non-reactive, and a biophysical
profile, which was scored at 6 out of 8. You then properly recom.r::lended that D.B. be

At Community Hospital, pitocin induction was performed. The patient made slow but
gradual progress throughout the labor course, At the time that D.B. reached complete
dilatation and began pushing, fetal bradycardia occurred, and an internal scalp
electroc.le was placed, confirming this bradycardia. You attempted multiple vacuum
extractions and then a forceps delivery. After those attempts were unsuccessful you
performed an emergency cesarean section. The infant had apgars of 0, 4, and 4.'

There have been medical experts who determined that your care of D.B. met the

applicable stapdarcls of care and other medical experts who determined that it did not
meet the applicabie standards of care.



Letter to Traci D. Simms, M.D.
Case No. 5199020580
January 13, 2000

Page 2

The Panel has found that your labor management of D.B. during the second stage of
labor constituted ur.lprofessional conduct. Specifically, the Panel found that you
should have immediately called the cesarean section when the first vacuum attempt
did not result in de]_.ivery Or a reassuring fetal heart pattern. Instead, there was a
significant delay prior to deciding to proceed with a Cesarean section. There was also
delayed ability of the operating room staff to respond due to the rural setting. Your
delay in Iadequatel}.f recognizing fetal distress was one of the several factors that
contributed to the infant being significantly neurologically compromised.

B:V th.isf letter, the P.apcl hereby admonishes you and cautions you that complaints
disclosing any repetition of such practice may lead to the commencement of formal
d.}scﬁna.zy pr OCceilngS aga:inst your license to practice medicine, wherein this letter
of admonition may be entered into evidence as aggravation. You have agreed to accept
this letter of admonition. 2 = &r ceep

You are advised .t.hat you have the right within twenty (20) days after receipt of this
letter to make written request that formal disciplinary proceedings be initiated against
- you to adjudicate the propriety of the conduct upon which this letter of admonition is
based. If such request is timely made, this letter of admonition will be deemed
vacated, and the matter will be processed by means of a formal complaint and

hearing, in accordance with the provisions of the Medical Practice Act governing th
discipline of licensed physicians. - g S

Very truly.yours,

FOR THE BOARD OF MEDICAL EXAMINERS
INQUIRY PANEL B :

el T b Apnd "
Pamela L. Kimbrough, M.D.
Chair - '

PK/de

H:\med\eccleston\ panelb\011300.doc{ch)



BEFORE THE STATE BOARD OF MEDICAL EXAMINERS
STATE OF COLORADO

CASE NUMBER 2004-003627-B

STIPULATION AND FINAL AGENCY ORDER

IN THE MATTER OF THE DISCIPLINARY PROCEEDING REGARDING THE LICENSE
TO PRACTICE MEDICINE IN THE STATE OF COLORADO OF TRACI D. SIMMS M.D.,,
LICENSE NUMBER 33124,

Respondent.

IT IS HEREBY STIPULATED and agreed by and between Inquiry Panel B (“Panel”) of
the Colorado State Board of Medical Examiners (*Board”) and Traci D. Simms, M.D.,
(“Respondent”) as follows:

JURISDICTION AND CASE HISTORY

1. Respondent was licensed to practice medicine in the state of Colorado on October
19, 1993 and was issued license number 33124, which Respondent has held continuously since
that date.

2. The Panel and the Board have jurisdiction over Respondent and over the subject
matter of this proceeding.

3. On November 19, 2004, the Panel reviewed case number 2004-003627-B. The
Panel thereupon referred the matter to the Attorney General pursuant to § 12-36-118(4)(c)(IV),
CR.S.

4. It is the intent of the parties and the purpose of this Stipulation and Final Agency
Order (“Order”) to provide for a settlement of all matters set forth in case number 2004-003627-
B without the necessity of holding a formal disciplinary hearing. This Order constitutes the
entire agreement between the parties, and there are no other agreements or promises, written or
oral, which modify, interpret, construe or affect this Order.

5. Respondent understands that:

a. Respondent has the right to be represented by an attorney of the
Respondent’s choice, and Respondent is so represented in this matter;

b. Respondent has the right to a formal disciplinary hearing pursuant to § 12-
36-118(5), CR.S,;



c. By entering into this Order, Respondent is knowingly and voluntarily
giving up the right to a hearing, admits the facts contained in this Order, and relieves the Panel of
its burden of proving such facts; and

d. Respondent is knowingly and voluntarily giving up the right to present a
defense by oral and documentary evidence and to cross-examine witnesses who would testify on
behalf of the Panel.

6. Respondent specifically admits and agrees that:

a. Respondent is a physician specializing in obstetrics and gynecology who
followed patient S.0. for prenatal care from the 26" week of S.0’s pregnancy.

b. S.0. was admitted for induction and delivery at 41 2/7 weeks.

c. S.0. had slow but adequate progress to complete dilation with a delivery
lasting approximately 2 % hours to include silastic vacuum extraction.

d. During the early part of labor, the fetal heart rate tracing supported fetal
well being,

e. During the later part of the labor, the fetal heart tracing showed repetitive
variable decelerations with pushing.

f. The infant required resuscitation after delivery and developed multiple
organ failure.

g The infant died four days after birth following the withdrawal of life
support.

7. It is alleged that during the later part of delivery, the fetal heart tracings were non-
reassuring, and that Respondent did not document an adequate assessment of the condition of the
fetus. This allegation is one of unprofessional conduct as defined in § 12-36-117(1)(p), C.R.S.

8. Based upon the above, and with the consent of the Respondent, the Panel is
authorized by § 12-36-118(5)(g)(II), C.R.S. to order probation and such conditions upon
Respondent’s practice that it deems appropriate.

PROBATIONARY TERMS

9. Respondent’s license to practice medicine is hereby placed on probation for a
period of five years commencing on the effective day of the Order. All terms of probation shall
be effective throughout the probationary period and shall constitute terms of this Order.

10.  The probationary period may be tolled and extended beyond five years in the
event that a practice monitor is not providing timely monitoring of Respondent’s practice as set
forth below in this Order.



CPEP EDUCATION PROGRAM

1. Within 30 days of the effective date of this Order, Respondent shall contact the
Center for Personalized Education for Physicians (“CPEP”) to schedule an assessment (“CPEP
Assessment”). Respondent shall complete the CPEP Assessment and sign the written assessment
within 120 days of the effective date of this Order.

12. The CPEP Assessment will determine whether CPEP recommends that
Respondent undergo any education plan or other remedial education or training program.
Hereinafter, the term “Education Program” shall refer to any education plan or other remedial
education or training program recommended by CPEP.

13, If the CPEP Assessment indicates Respondent should undergo an Education
Program, Respondent shall enroll in the recommended Education Program within 180 days of the
effective date of this Order. If the CPEP Assessment indicates that Respondent need not undergo
any Education Program, then Respondent shall be deemed to have satisfied fully this condition, and
shall have no further responsibilities with regard to CPEP.

14.  Respondent shall timely and successfully complete any recommended Education
Program, including any post-education evaluation recommended by CPEP (“Post-Education
Evaluation”), within the time set out by CPEP unless the Panel determines in its discretion that a
different time frame is appropriate.

15.  Respondent shall cause CPEP to send a copy of the assessment and any
recommended Education Program to the Panel. Respondent shall sign any and all releases
necessary to allow CPEP to communicate with the Panel, and Respondent shall not revoke such
releases prior to successful completion of any recommended Education Program, including
successful completion of the Post-Education Evaluation. Any failure to execute such a release or
any premature revocation of such a release shall constitute a violation of this Order.

16.  All instructions issued by CPEP shall constitute terms of this Order. Respondent
shall comply with all CPEP instructions within the time periods set out by CPEP and/or the
Panel,

17. Respondent shall complete successfully a Post-Education Evaluation within six
months of successful completion of the activities recommended within the Education Program.

18.  Inorder to complete successfully the Post-Education Evaluation, Respondent’s
performance on the above-referenced Post-Education Evaluation must, in the opinion of CPEP,
demonstrate that Respondent has successfully completed the objectives of the Education
Program and has integrated this leamning into Respondent’s medical practice and into
Respondent’s clinical thinking,

19. Respondent shall provide the Panel with written proof from CPEP upon
successful completion of the recommended Education Program, including successful completion



of the Post-Education Evaluation as defined above. The CPEP Assessment, Education Program,
Post-Education Evaluation and all associated CPEP documents are confidential pursuant to the
provisions of C.R.S. § 12-36-118(10).

PRACTICE MONITORING

20.  During the probationary period, a “practice monitor” shall monitor Respondent’s
medical practice. Within 30 days of the effective date of this Order, Respondent shall nominate,
in writing, a proposed practice monitor for the Panel’s approval. The nominee shall be a
physician licensed by the Board and currently practicing medicine in Colorado. The nominee
shall have no financial interest in Respondent’s practice of medicine. The nominee must be
knowledgeable in Respondent’s area of practice. If Respondent is board certified in an area of
practice, it is preferred, but not required, that the nominee be board certified by that same board.
If the Respondent has privileges at hospitals, it is preferred, but not required, that the nominee
have privileges at as many of those same hospitals as possible. The Board shall not have
disciplined the nominee.

21.  Respondent’s nomination for practice monitor shall set forth how the nominee
meets the above criteria. With the written nomination, Respondent shall submit a letter signed
by the nominee as well as a current curriculum vitae of the nominee. The letter from the
nominee shall contain a statement from the nominee indicating that the nominee has read this
Order and understands and agrees to perform the obligations set forth herein. The nominee must
also state that the nominee can be fair and impartial in the review of the Respondent’s practice.

22. Upon approval by the Panel, the practice monitor shall perform the following:

a. Each month, the practice monitor shall visit all the offices at which
Respondent practices medicine and review at least five charts maintained by Respondent. The
practice monitor shall make reasonable efforts to insure that Respondent has no notice of which
charts will be selected for review. The practice monitor is authorized to review such other
medical records maintained by Respondent as the practice monitor deems appropriate.

b. Each month, the practice monitor shall review at least five hospital charts
of patients whom Respondent has admitted to, evaluated at, or treated at hospitals. If
Respondent has admitted, evaluated, or treated fewer than five patients, the practice monitor
shall review all the patients so admitted, evaluated, or treated, if any. The practice monitor shall
make reasonable efforts to insure that Respondent has no notice of which charts will be selected
for review. The practice monitor is authorized to review such other hospital charts as the
practice monitor deems appropriate.

C. The practice monitor shall submit quarterly written reports to the Panel.
d. The practice monitor’s reports shall include the following:
1. a description of each of the cases reviewed; and



ii. as to each case reviewed, the practice monitor’s opinion whether
Respondent is practicing medicine in accordance with generally accepted standards of medical
practice.

23.  If at any time the practice monitor believes Respondent is not in compliance with
this Order, is unable to practice with skill and safety to patients, or has otherwise committed
unprofessional conduct as defined in § 12-36-117(1), C.R.S., the practice monitor shall
immediately inform the Panel.

24, Ttis the responsibility of Respondent to assure that the practice monitor’s reports
are timely and complete. Failure of the practice monitor to perform the duties set forth above
may result in 2 notice from Board staff requiring the nomination of a new practice monitor.
Upon such notification, Respondent shall nominate a new practice monitor according to the
procedure set forth above. Respondent shall nominate the new monitor within 30 days of such
notice. Failure to nominate a new monitor within 30 days of such notification shall constitute a
violation of this Order.

TOLLING OF THE PROBATIONARY PERIOD WHEN PRACTICE MONITORING IS
NOT IN EFFECT

25.  Ifapractice monitor nominated by Respondent and approved by the Panel does
not commence practice monitoring within three months of the effective date of the Order, the
period of probation shall be tolled for the time the Order is in effect and Respondent’s practice is
not being monitored by the practice monitor. Additionally if the Respondent is required to
nominate a new practice monitor, the period of probation shall be tolled for any period of time
during which a practice monitor is not monitoring Respondent’s practice.

26.  Respondent must comply with all other terms of the Order and all other terms of
probation. Unless otherwise specified, all terms of the Order and all terms of probation shall
remain in effect, regardless of whether the probationary period has been tolled, from the effective
date of this Order until the date probation is terminated.

EARLY TERMINATION FROM PRACTICE MONITORING and PROBATION

27.  Afier successful completion of the CPEP education plan or other remedial
training or educational program, including any final evaluations, but no sooner than after
successful completion of three years of probation, Respondent may petition the Panel for early
termination of practice monitoring and probation. The parties agree that the Panel’s decision
regarding such a petition shall be made at the sole discretion of the Panel, Respondent is
waiving the right to appeal the Panel decision on this issue.

OUT OF STATE PRACTICE

28.  Respondent may wish to leave Colorado and practice in another state. At any time,
whether to practice out of state or for any other reason, Respondent may request that the Board
place Respondent’s license on inactive status as set forth in § 12-36-137, CR.S. Upon the approval



of such request, Respondent may cease to comply with the terms of this Order. Failure to comply
with this Order while inactive shall not constitute a violation of this Order. While inactive,
Respondent shall not perform any act in the state of Colorado that constitutes the practice of
medicine, nor shall Respondent perform any act in any other location pursuant to the authority of a
license to practice medicine granted by the state of Colorado. Unless Respondent’s license is
inactive, Respondent must comply with all provisions of this Order, irrespective of Respondent’s
location. The probationary period will be tolled for any period of time Respondent’s license is
inactive.

29.  Respondent may resume the active practice of medicine at any time as set forth in
§ 12-36-137(5), CR.S. With such request, Respondent shall nominate a practice monitor as
provided above and, unless Respondent has already provided proof of successful completion of all
CPEP requirements under this Order, Respondent must provide a report by CPEP regarding the
status of Respondent’s progress with CPEP. Respondent shall be permitted to resume the active
practice of medicine only after approval of the practice monitor and review and, if applicable,
approval of CPEP’s report.

TERMINATION OF PROBATION

30.  Upon the expiration of the probationary period, Respondent may request restoration
of Respondent’s license to unrestricted status. 1f Respondent has complied with the terms of
probation, and if Respondent’s probationary period has not been tolled, such release shall be granted
by the Panel in the form of written notice,

TERMS OF THE ORDER
31.  The terms of this Order were mutually negotiated and determined.

32.  Both parties acknowledge that they understand the legal consequences of this
Order, both parties enter into this Order voluntarily, and both parties agree that no term or
condition of this Order is unconscionable.

33.  This Order shall be effective upon approval by the Panel and signature by a Panel
member. Respondent acknowledges that the Panel may choose not to accept the terms of this
Order and that if the Order is not approved by the Panel and signed by a Panel member, it is
void.

34.  All costs and expenses incurred by Respondent to comply with this Order shall be
the sole responsibility of Respondent, and shall in no way be the obligation of the Board or
Panel.

35.  Respondent shall obey all state and federal laws during the probationary period.

36.  So that the Board may notify hospitals of this agreement pursuant to § 12-36-
118(13), C.R.S., Respondent presently holds privileges at the following hospitals:



St. Mary’s Hospital, Grand Junction

Community Hospital, Grand Junction

Veteran’s Hospital, Grand Junction

37.  This Order and all its terms shall have the same force and effect as an order
entered after a formal hearing pursuant to § 12-36-118(5)(g)(11I}, C.R.S., except that it may not
be appealed. Failure to comply with the terms of this Order may be sanctioned by the Inquiry
Panel as set forth in § 12-36-118(5)}(g)(IV), C.R.S. This Order and all its terms also constitute a
valid board order for purposes of § 12-36-117(1)(u), C.R.S. In addition to any other sanction
that may be imposed, failure to comply with the terms of this Order shall toli the probationary
period.

38.  This Order shal! be admissible as evidence at any future hearing before the Board.

39.  During the pendency of any action arising out of this Order, the obligations of the
parties shall be deemed to be in full force and effect and shall not be tolled.

40.  Upon becoming effective, this Order shall be open to public inspection and
publicized pursuvant to the Board’s standard policies and procedures. Additionally, this Order
shall be reported the Federation of State Medical Boards, the National Practitioner Data
Bank/Healthcare Integrity and Protection Data Bank and as otherwise required by law,

Traci D. Simms, M.D.

The foregoing was acknowledged before me this /5 day of

é 24‘ % , 2005 by Traci D. Simms, M.D.
W
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THE FOREGOING Stipulation and Final Agency Order is approved and effective this

/8 # day of A-w;us‘l-'

FOR THE COLORADO STATE BOARD OF
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INQUIRY PANEL B
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ROBERT SPENCER, 8801 o~
Montgomery Little & McGrew

The Quadrant

5445 DTC Parkway

Suite 800

Greenwood Village, Colorado 80111
Telephone: (303) 773-8100

FAX: (303) 220-0412

JOHN W. SUTHERS
Attorney General
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ILENE WOLF MOORE, 28898*

Assistant Attorney General
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Attorneys for the Colorado Board of Medical
Examiners , Inquiry Panel B

1525 Sherman Street, 5th Floor
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*Counsel of Record



	1993_Orig_App
	1995_Renewal-p0001 - p0002
	1997_Renewal-p0001 - p0002
	1999-Renewal-p0001 - p0005
	2001_Renewal-p0001 - p0002
	Simms, Traci D., M.D., LOA 1-13-00
	Simms, Traci D., M.D., Stipulation and Final Agency Order 8-18-05



