APPLICATION FOR A LICENSE TO PRACTICE '
MEDICINE / OSTEOPATHIC MEDICINE IN INDIANA R OTESSIONAL LICENSNGAGERCY
State Form 20495 (R15 / 3-12) 402 West Washington Street, Roorn WO072
Approved by State Board of Accounts, 2012 I_?gllgghag:gs éq 3234?2%2%1
E-mall: pla la.iN.gov
www.pta.IN.gov

** This information is being requested for workfores statistical purposes only; disclosure Is voluntary.

* our Social Sscunty number is baing requested by this state agency in accordance with Indiana Code. Disclosure is mandatory and 1his racord cannol by processed without #.

s

-

License nur \‘}\S% }\\'\l License issuance date (month, day, year)
gluzaaa g I

Permit fee Date fae paid (marnth, day, year)

Receipt numbsr Application number

Receipt number Permit number

Permit issuance date {month, day, year)

" DO'NOT WRITE ABOVE THIS LINE™ ~ -

APPLICANT INFORMATION
Cheack ong:

Name of applicant {Jest, first, middle)

lopqlb2e?b

/
TWeNERZ, §¥RAH . JULIA Mmoo oo
Address of practice {rnumber and sireet or rural route)
50 BRowDwAM,  SwiTE 350
Clty, stala, and ZIP gode
FoTwWANNE, N, U, D35
Telephone number (daylime) Date of birth {monih, day, year} Ethnicity =~ Race *’ Gender **
03 JZ&,’ 118} _ COL AL ) D Cmate EFemale
Maliing address {(number and strosl, city, siate, and ZIP code) fif different from above]
N i
E-mail address : National Provider identifier number

TEMPORARY PERMIT INFORMATION

Do you desire a temporary permit? [:] Yes E No

DOCTOR OF MEDICINE / OSTEOPATHIC DEGREE GRANTED BY
A foreign medical schoo! must meet LCME standards at the time of graduation

Name of school Location . Date of gradustion {mernth, day, year)
ST GEORGES pUNIVERGTY SomM ST ERGES , (r LENAD Of 1o 201y
Specialties : Board certification (ist ABMS cerfification)
N[

Page iof 4

RECEIVEL

MAR 27 2013

inmiana Protessiona!
Licens“‘g Agenc.‘l




EXAMINATIGN HISTORY

List each ficensure examination, U.S. or international, you have faken (USMLE, NBME, NBOME, LMCC, etc.}. If additional space is necessary, please
enclose a separaie sheet with your application and include all the information below.

State where Board Exam was taken; _STEFP | ~ NY , STEP U Ly - K2 STEP U (S Py, P - i

Most Recent Results "
Examination ?é?j:%t%/%ﬁe%: Pas S:: sult:a“ o %‘tg?:‘;,g{ Examination {gitgrgfaylg;) Passed ”f:ﬂed rﬁ’t?;?ne;tgf
FLEX Pre-1985 NBOME Part I [T
FLEX Component 1 | | NBOME Part i ' 1
FLEX Component 2 11701 COMLEX-USA Level 1 11
LMCC - Single 1111 COMLEX-USA Level 2, CE 1111
LMCC - Parti _ 111 COMLEX-USA Level 2, PE 1]
LMCC - Part I 1 COMLEX-USA Level 3 [ [
NBME Part) Hm COMVEX 1]
NBME Part I C 110 USMLE Step | 1 |2004 [T
NBME Part Il 1 {1 USMLE Step Il. CS Y| 8010 1 \
SPEX 117 USMLE Step I, CK 412010 1]
NBOME Part | 17 USMLE Step Iit nlzerz [T o
PRE-MEDICAL { OSTEOPATHIC EDUCATION e
NAME OF SCHOOL LOCATION DATES ATTENDED (month, day, ysar)

UNWELHITY oF ey | O bue, mi8ertn, (addnon| 411444 - 5 |2004

MEDICAL ¢ OSTEUPATHIC EDUCATION - _

A foreign medical school must meet LCME standards at the time of graduation.

NAME OF SCHOGL LOCATION DATES ATTENDED (month, day, year)
- GEOEL S UWERS (T IT- GEDELRES, (RENADA {2007 - b | 204
So™

POSTGRADUATE MEDICAL  OSTEOPATHIC EDUCATION AND TRAINING IN THE UNITED STATES OK CANADA

{irretude ALL internships, residencies and / or fellowships)

Ail programs must have been ACGME accredited at the time of emroliment.
- A RC
NAME OF PROGRAM LOCATION FROM (month, year) | TO (month, yoar} Ai%"é&é&%;é?
FOLT WMAWE WLEDItAL FORT WWINE, MDY 03| 3018 WELENT v
- Yes D No
| Epuredion) PROGYE Am

-DYes D No

E] Yes D No

[:I Yes D No

'RECEIWVED
MAR 27 2083

indiana Professionel
Licensing Agency
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LISTALL PLACES YOU HAVE LIVED SINCE GRADUATION FROM MEDICAL OR OSTEORPATHIC SCHOOL
{if necessary, attach separate pages.)
GENERAL LOCATION DATE {month, day, yes

FORTLIOWMNE, |8 D AW 2o

LISTALL PLACES OF EMPLOYMENT SINCE GRADUATION FROM MEDICAL OR OSTEOPATHIC SCHGOL

{If nccessary, attach separate pages.}

NAME AND ADDRESS OF EMPLOYER RESPONSIBILITIES DATE (monih, day, year)
FO2 T LUAYRIE MEDICUL EDUGATIGR | FEaDENT a3 — et
|20\ AT
PO L Ad P 1 (L AW []zon — 99
LIST ALL STATES, INCLUDING INDIANA, IN WHICH YOU HAVE BEEN LICENSED TO PRACTICE
ANY REGULATED HEALTH OCCUPATICN, REGARDLESS OF STATUS
TYPE OF LICENSE, CERTIFICATE, REGISTRATION OR PERMIT NUMBER DATE ISSUED

— va -

et TEnAP 00 B0 MED (U PER T weleBeR | Cl2ajzell | wTWE
AR 97 2013

wdiana Professions!

Page 3 of 4 Licansing Agency




If your answer is *Yes” o any of the following, explain fully in a signed ang notarized statement, including ali refated detalls. Include the violation, location,
date and disposition. If malpractice, provide name(s) of plaintifi{s}, case information, detailed description of case / events and settliement amount, including
court documents, if applicable. Letters from attorneys or insurance companies are not accepted in lieu of your statement. Falsification of any of the foliowing
is grounds for permanent revocation of a license or permit issued pursuant to this application.

1. Has disciplinary action ever been taken regarding any health license, certificate, registration or permit you hold or have held? D Yos ,E[NG
2. Have you ever been denied a license, certificate, registraton or permit to practice medicing, ostecpathic medicine or any DCves )Zr“"
regulated health occupation in any siate (including Indiana) or sountry, or surrendered your license? .
3. Are you now being, or have ever heen treated for drug or alcohol abuse ar addiction? D Yes ZN."
4. Have you ever been the subject of an investigation by a regulatory agency concerning your license? D Yes QINO
5. Have you ever been convicted of, plead guilty or nolo contendere to, or are charges pending:
A. Aviolation of any Federal, State, or local law relating to the use, manufacturing, distribution or dispensing of controlled E] Yes ZfNO
substances?
B. Any offense, misdemsanor, or felony in any state, or have entered inte a deferral program? (Except for minor violations of [ es MNO
traffic laws resulling in fines.) ‘
6. Have you ever been danied staff membership or privileges in any hospital or health care facility or had such fnembership or D Yes m’m
priveleges revoked, suspended or subjected to any restrictions, probation or other type of discipline or limitations?
7. Have you ever been admonished, censured, reprimanded or requested to withdraw, resign or retire from any haspital or health ves MNO
care facifity in which you have trained, held staff membership or privileges or acted as a consultant?
8. Have you ever had a maipractice judgment against you or settied any malpractice action? D Yes g No
9. Have you ever surrendered your DEA registration at any time or had any limitations placed an your DEA regisiration? D Yes ;ZI’NO
10. Have you ever been terminated or disciplined by your employer while practicing as a physician or resigned in lieu of discipline? Cves E No
11. Have you ever been excluded from being a Medicare f Medicald provider? D Yés HN‘)
12. Were any limitations or spacial requirements imposed on you bacause of academic performance, incompetence, disciplinary D Yeé JZ[ No
problems or any other reason during your medical education or post graduate training / residency program?

APPLICATION AFFIRMATION -

| hereby swear or affirm, under the penalties of perjury, that the statements made in this application are true, complete and correct.

Signature of applicant . Date signad {month, day, year)

e — 318300

X
S

AUTHORIZATION FOR RELEASE OF INFORWMATION

—— R

1 hereby authorized, request and direct any person, firm, officer, corporation, association, organization or institution to relsase to the Prpfessiona_l
Licensing Agency any flles, documents, records or other information pertaining to the undersigned requested by the Agency, or any of its authorized
representalives in connection with processing my application for medical licensure.

| hereby release the aforementioned persons, firms, officers, corporations, associalions, organizations and institutions from any Hability with regard to
such ingpection or furnishing of any such information. '

| further authorize the Professional Licensing Agency to disclose to the aforementioned organizations, persons, and institutions any ipformaﬁon which is |
malerial to my application, and | hereby specifically release the Agency and Board from any and all liability in connectlon with such disclosure.

A photostatic copy of this authorization has the same force and offect as the oFiginal.

AFFIRMATION

| hereby swear or affirm that | have read the above statements and agree to same.

Signature of applicant Date signed (month, day, year}

e 3/ /2013

[ \

N

"?R’Efé\VED \
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- St.George’s University /m

School of MHedicine

.\@%&\g N&w\\&g @\% |

\§§ Q\\\v\\wg\«\iﬁ\w @\\\\M\g@m\%&m ®\§
and/ by vitive of e aulllority vested i it by 5o Suustons

Y

Poctor of FHlebicine

g%%“&?&\%iﬁ\\\\ @é&&%\&%&«“&\

(\\.&é% 40, 20441

N
| certify that this is a true co
of the original document

Grenady, IR

ry

ommission Expires 2-22-19

Y¢onne L. Niccum, Nota
LS AL

C
Date:




The ECFMG®certifies that

“Sarah .F:chBwH

has successfully passed the required examinations, satisfied all the
requirements of the Commission, and has been awarded this Certificate.

| certify that this is a true copy
AW oper X Vet
Yébnne L. Niccum, Notary

of the original document. -

o aee T T ek MDD

Chalir,-Board of Trustees

Certificate Number 0-778-240-2 _ -
Lol ClstrsniToc A L

Medical Science
USMLE Step 1

July 18, 2009 President and Chief Executive Officer

USMLE Step 2 CK September 22, 2010

Clinical Skills

Date Issued June 24, 2011

USMLE Step 2 CS April 5,2010

o
oy
N
o
~N
724
£
g
|
2
W
R’
=
&
Q
O

b
3
\\)
£
©
o




Fort Wayne Medical Education Program

Family Medicine Residency
Senior Electives » Junior Clerkships
Conttinuing Medical Education

Fort Wayne Medical Saciely Foundation, Inc.
L.utheran Hospital

Parkview Hospital

8t. Joseph Hospital

July 1, 2013
Indiana Professional Licensing Agency
402 West Washington Street Room W072
Indianapolis IN 46204
To Whom It May Concern:

This letter is to certify that on June 30, 2013, Sarah J. Turner, MD, met the
training. Dr. Turner began her graduate training with the Family Medicine Res
resident with a projected graduation date of June 30, 2014.

The Fort Wayne Family Medicine Residency is part of the Fort Wayne Me

Education Program and is dually accredited by the Accreditation Council for G
Medical Education and the American Osteopathic Association.

Zachty L. Waterson, DO, Director
Family Medicine Residency

Sipcers

750 Broadway, Suite 250, Fort Wayne, Indiana 46802 - (260) 422-6573 - FAX (260) 3994242

residency
requirements needed to complete her first two years of graduate medical education

dency

Program in Fort Wayne, Indiana, on July 1, 2011. Dr. Turner is currently a third year

cal
raduate

EIVED




www.pla
Approvad by State Board of Accounts, 2007 -

APPLICATION FOR INDIANA CONTROLLED SUBSTANCES " [ PROFESSIONAL LIGENSIVG AGENCY

REGISTRATION (CSR) FOR PRACTITIONERS I Wﬁﬂ‘:’mﬁ" SI:::f :;gg:‘ woz2.
State Form 34617 (R14 / 6-07) . . 4

IN.gov .

I * Your Social Security number is being requested by this state agency in accordance with IC 4-1-8-1, Disclostwe is mandatory and this record cannat be processed without i.

INSTRUCTIONS: Please type or print af information.

FOR OFFICE USE CNLY

CSR numbeO , U’]M a{ \( ﬂ Date of Issuance %717?67'?%2

Receipt number Appfication fae O Date fee pajd (month, dgt yoar} ,%
—

- NGRS

PRACTITIONERS
{Pleass check one box) )
O pentist  Bdpnysiian (] Osteopathic Physicien [ Podiatist [ IVeterinaian [ Advanced Practice Nurse [ ehysician Assistant
Name of practitioner Specialty ’ :
SARAL  JuOAR TR SR EAALM DV AUNE
Tetephone number Professional license number Date of birth {month, dey year) Sccial Security number *
(343 ) Q24 739> WO L33 031261 4B '

Name of Facility (if applicable) E-mail address
Co QT W€ LVEDIGAL EDUCATon PROG2aus
Indlana practice address {numbsr and streef [may not be a PO Box], city, state, and ZiP codg)

A5 BROADLOWY |\ SUITE RSO | FofT oM@ ( Ind Y P02

Drug sci - Jules: (Chack akt applicable) ) m//
’ ’ oz Mamoﬂc ) M mgmcﬁc M A :

and dispasition. Letters from attorneys or insurance companies are not accepted in lieu of your statement. Falsmcatlon of any of the Toll
permanent revocation of a registration issued pursuant to this application.

if your answer is Yes to any of the following, explain fully in a SIgned and notarized statement, including alt related details. Include the vsotlﬂ'i.an, location, date

ng is grounds for

entered into a Memorandum of Understanding {MOU) on said ragistration?

1. Have you ever been convicted of, ar plead guilly or nolo contendere to: a violation of any federal, state, or focal law relating A
fo the use, manufacturing, distribution, or dispensing of controlled substances or are formal charges pending? . :

2. Have you ever been convicted of, or plead guilty or nolo contenders to; any offense, misdemeanor, or felony, in any state g Iy
{except minor traffic lawsffines) or are formal charges pending? s

3. Have you ever had any action, discipline or revocation on your DEA (US Drug Enforcement Administration) registration or _ T f

APPLICATICN AFFIRMATION

{ hereby swear or affirm under the penalfies of perjury, that the statements made in this appiication are true, complete and correct.

Signature of practitioner : Date {month, day, year)

b

[

/%T/ﬁ—‘_;—*‘—"ﬁ | - A%I*‘a{.zd{}_'z::' |
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Person Info
Name:Sarah Julia Turner

Address Info
Street14704 Brindle Email:

Address;crossing —
Phone SN
Fax:
City:Roanoke
State:IN
Zipcode:46783

Country:United States
County:Allen

Survey Response Summary

@uestion |Answer

Question Response Summary

Question

Answer|

1.) Since you last renewed, has any professional license, certificate,
registration, or permit you hold or have held been disciplined or are
formal charges pending in any state?

N

2.) Since you last renewed, have you been denied a license,
certificate, registration, or permit in any state?

3.) Since you last renewed, have you ever been arrested or convicted
for a crime that has not been expunged by an Indiana court?

4.) Since you last renewed, have you had a malpractice judgment
against you or settled any malpractice action?

5.) Since you last renewed, have you been denied staff membership
or privileges in any hospital or health care facility or have staff
membership or privileges been revoked, suspended, or subject to any
restriction, probation, or other type of discipline - or have you
resigned in lieu of discipline or termination?

N

6.) Since you last renewed, have you been excluded from being a
Medicare or Medicaid provider?

7.) Since you last renewed, have you surrendered your DEA
registration at any time or had any limitations or discipline placed on
your DEA registration?

N




oOVS (SR

Person Info
Name:Sarah Julia Turner
Address Info
Street
Address:

Fax:
City:
State:
Zipcode:
Country:United States
County:

Survey Response Summary
Question Response Summary

Email:

Phone:

Question

Answer

1.) Since you last renewed, has there been an occasion where you
have not maintained effective controls against diversion of controlled
substances into other than legitimate medical, scientific, or industrial
channels?

2.) Since you last renewed, has there been an occasion where you
have not been in complete compliance with all state and local laws
pertaining to controlled substances?

N

3.) Since you last renewed, have you been convicted, pled guilty, or
pled nolo contendere, under any federal or state laws relating to any
controlled substances that has not been expunged under IC 35-38-9?

N

4.) Since you last renewed, have you had any action, discipline,
revocation, or surrender of your Drug Enforcement Registration or
entered into any settlement or Memorandum of Understanding with
respect to said registration?

5.) Since you last renewed, have you had any action, discipline,
revocation, or surrender of any professional license in any
jurisdiction related to controlled substances?

https://mylicenseoffice.in.gov/mlo/viewDocument.do

Page 1 of 1

12/18/2017




Collins, Zharia

From: Moran, Donna on behalf of Group 03
Sent: Thursday, January 12, 2017 10:08 AM
To: Collins, Zharia

Subject: FW: Sarah J. Turner, MD

il 2007

From: Jackson, Erica E [mailto:EJackson3@Lutheran-Hosp.com]
Sent: Thursday, January 12, 2017 8:55 AM

To: Group 03 <pla3@pla.IN.gov>

Subject: Sarah ). Turner, MD

**** This is an EXTERNAL email. Exercise caution. DO NOT open attachments or click |
unknown senders or unexpected email. ****

inks from

I am requesting an Indiana license and CSR change of address on the following provider:
Sarah J. Turner, MD

SS#

DOBIIN/ 1951
IN License # 01072924A
IN CSR # 010729248

CSR Old Address:

Fort Wayne Medical Education Program
750 Broadway suite 350

Fort Wayne, IN 46802

CSR New Address:

St Joseph Medical group, inc
2622 Lake Ave

Fort Wayne, iN 46805

IN license old address:
Roanoke, IN 46783

IN License New Address:
Fort Wayne, IN 46805

If you have any questions please feel free to call me at 260-479-3516

Thank you so much for your help in this matter.

Thanksy




Erica Jackson | Credentialing Coordinator | MedPartners | 6920 Pointe Inverness Way, Suite 200
Fort Wayne, IN 46804 | Phone: 260.479.3516 | Fax: 260.479.3520 | ejackson3@Ihn.net

Disclaimer: This electronic message may contain information that is Proprietary, Confidential, or legally privileged or protected. lg is intepded only for the use of
the individual(s) and entity named in the message. If you are not an intended recipient of this message, please notify the ser_1der' |mm_edlately and _deiete the )
material from your computer. Do not deliver, distribute or copy this message and do not disclose its contents or take any action in refiance on the information it
contains.

Disclaimer: This electronic message may contain information that is Proprietary, Confidential, or legally
privileged or protected. It is intended only for the use of the individual(s) and entity named in the message. If
you are not an intended recipient of this message, please notify the sender immediately and delete the material
from your computer. Do not deliver, distribute or copy this message and do not disclose its contents or take any
action in reliance on the information it contains.

Disclaimer: This electronic message may contain information that is Proprietary, Confidential, or legally
privileged or protected. It is intended only for the use of the individual(s) and entity named in the message. If
you are not an intended recipient of this message, please notify the sender immediately and delete the material
from your computer. Do not deliver, distribute or copy this message and do not disclose its contents or take any
action in reliance on the information it contains.



Person Info
Name:Sarah Julia Turner

Address Info
Street

Email:
Address: 2022 Lake Ave T
Phon <

Fax:
City:Fort Wayne
State:]N
Zipcode: 46802
Country:United States
County:Allen

Survey Response Summary

|Question |Answer

Question Response Summary

Question

Answer]

1.) Since you last renewed, has any health profession license,
certificate, registration or permit you hold or have held been denied,
surrendered, disciplined or are formal charges pending in any state?

N

2.) Since you last renewed, have you been denied a license,
certificate, registration, or permit in any state?

3.) Since you last renewed, and except for minor violations of traffic
laws resulting in fines and arrests or convictions that have been
expunged by a court, have you been arrested, entered into a diversion
agreement, been convicted of, pled guilty to, or pled nolo contendere
to any offense, misdemeanor, or felony in any state?

N

4.) Since you last renewed, have you had a malpractice judgment
against you or settled any malpractice action?

5.) Since you last renewed, have you been denied staff membership
or privileges in any hospital or health care facility or have staff
membership or privileges been revoked, suspended, or subject to any
restriction, probation, or other type of discipline - or have you
resigned in lieu of discipline or termination?

N

6.) Since you last renewed, have you been excluded from being a
Medicare or Medicaid provider?

7.) Since you last renewed, have you surrendered your DEA
registration at any time or had any limitations or discipline placed on
your DEA registration?

N
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Person Info
Name:Sarah Julia Turner
Address Info
Street
Address:

Fax:
City:
State:
Zipcode:
Country:United States
County:

Survey Response Summary
Question Response Summary

Email:

Phone:

Question

Answer

1.) Since you last renewed, has there been an occasion where you

substances into other than legitimate medical, scientific, or industrial
channels?

have not maintained effective controls against diversion of controlled N

2.) Since you last renewed, has there been an occasion where you
have not been in complete compliance with all state and local laws
pertaining to controlled substances?

N

3.) Since you last renewed, have you been convicted, pled guilty, or
pled nolo contendere, under any federal or state laws relating to any
controlled substancesthat has not been expunged under IC 35-38-9?

4.) Since you last renewed, have you had any action, discipline,
revocation, or surrender of your Drug Enforcement Registration or
entered into any settlement or Memorandum of Understanding with
respect to said registration?

5.) Since you last renewed, have you had any action, discipline,
revocation, or surrender of any professional license in any
jurisdiction related to controlled substances?

https://mylicenseoffice.in.gov/mlo/viewDocument.do

Page 1 of 1

12/18/2017




