ASI 660936 8/B7ed.

| 2z2205 -
DISTRICT OF COLUMBIA

BOARD OF MEDICINE APR 2 1 2000
UNT APPLICATION FOR MEDICINE AND OSTEOPATHY

|
{
|
[
i

1 | ] \'n\‘-'\"l d e

'i t i '\ \) \ v seclion of this application (front nnd%ﬁk’iﬁml sufjmit the original application and all required supporting documents.
| | i: f))t application to be processed. If muypd: p.“cc Is nettled Lo fully answer questions, atlach additional sheets with typed
AREN! ‘i iatements will be cause for disciplinary‘action dnd could be cause for criminal proseculion pursuant to DC Code 22-2514,
IT you have any questions, call ASI Customer Service at 888-204-6193,

If five (5) years have passed since this license was active, a new license must be applicd for using a New License Application Form,

This form will be returned unprocessed if the fee is not included or if the fee is less than required. Make check or maney order payable to: Assessment Systems, Inc,
CASH PAYMENTS WILL NOT DE ACCEPTED.

Reinstatement Applicalion for: m’ Medicine and Surgery (MD) I:l Osteopathy and Surgery (DO)

TOTAL FEE DUE = $300.00
MAKE FEE PAYABLE TO: ASSESSMENT SYSTEMS, INC.
A charge of 850.00 will be imposed for dishonored checks (Public Law 89-208)

24, NAMI
Enter your neme exacily a3 it appears on your license,

RO T T T T T L TR T C T

« NAME CHANGE

1f your name has changed since your license was los( active, enter it exactly as It should appear on the license. Be sure o fill in all applicable felds even if only the
first or last name hus changed, You must provide s notarized capy of the legal name change document (marminge certificaies, divorce decrees, or court orders.)

RNRRNNNNRNNRNRRARRRNRR RO RN NNRRNNANRANRRND

o SUPFEX (Jr,Br, cic)

L AOCIAL SECURITY NUMBER

| 20, DATE OF BIRTIH

—

E ORIGINAL LICENSE NUMHER AND EXPIRATION TEAR

(TIT[[4ad3] [

N EXPIRATION YRAR

A sireet address MUST be provided. If applicable, choase anly one box below and write the number in the boxes provided.
Complete ALL fields, even if your address has only partially changed.

[ aearrvent [Jsure [Troom [J mook  numser |
o IR NN R RN

T L
STHEET ADDRUSS LINE 1

LT L LT
e [T %

== SIATE  2IPCODE

.o vUDE  HOME PHONE NUMBER AREA CODE  HOME FAX NUMBER

A street address MUST be provided. If spplicable, choose only one box below and write the nsmber in the boxes provided.
Complete ALL fields, even if your address has only partjally changed’

[ aearmenr (] surrs (] goom (] vwoom NUMBRRI:[E[[I
l7L WAIMPIEIRIE] T Al T T T T T T TTT T IITT]

STREET ATMREAS LINE |

INRANNRRNANARARURNRNNARNARNAR

STULET ANONERS 1)

Rl TTTTTIITTTTTTTITT T ] (Eefeiia- gt
0l FETA-AE  Glol] -8l -l

ARFA CODE  BUSINESS PHONE NUMHER AREA CODE  DUSINESS FAX NUMHER

1€, INDICATE YOUR PREFERRED MAILING ADDRESS

All comrespundence for this license will be senl to the preferred mailing address, M HOME [} BUSINESS

MAIL FORM AND FEE TO:
ASI/DC Board of Medicine = PO Box 13805 » Philadelphia, PA 19(01-3805

" Lindee the duthumy uf Pubtic Law 43 375, Seckan 7 (0), ihe Depariment of Conrunsy e Reulaiiny Mlurs quests yraur Social Secviity NumberdPFIN tn 3ayist o the aiminsisstioe af [ C 15< haos Dischasmue ot nes requned i a4 of 1 feaung procan ol will
001 b piade 3o lable o he public
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DC REINSTATEMENT APPLICATION FOR MEDICINE AND OSTEQGPATHY

4. MEDICAL LICENSES IN OTHER STATES/JURISDICTIONS

i,

List all states and jurisdictions in which you are currently licensed or have been licensed since your Jast DC Renewal. You mus request verification of licensure for
each of these licenyds.

PRSI TN i b e T T LICENSE NUMBER

MARYLAND D 00is778 o
VIRGINIA olgros (880

REASON FOR NOT RENEWING
Provide a written explanation for w {m did not renew your license. 1f more space is required, please attach additional sheets.

Re }m,d'mq 7] ffcf Fo M N’/a-’lr/’?

INTERIM EMPLOYMENT HISTORY

A nt for all employ , periods of ploy , and all medlcal practice since the Jast date of licensure, Indicale the name, business address and

telephone number of such employment and/or medical practices. If more space is required, please attach additional shests. lé:‘» 7323 g
DATES EMPLOYER ADDRESS PHONMI -re0

Apri] 1579 H:w,c,r‘r'f'o un Reproductive 162 West W&r/\ingﬂan £
ko Match X000 Health Services, To,. N agetlcfown, Md A1740-4-77

SUPPORTING DOCLUMENTS
The fellowing d: must be submitted with the application. Please indicate whether they have been enclosed. Keep a phatocopy of all supporting documents
for your records,

A.  Two (2) passport type pholographs. ® vEs 0 No m

B. Venification(s) of licensure - These should be provided in a sealed envelope from the issuing Ki 0
jurisdiction for each medical license held and identified in Section 4. YES 1 No
C. More than 6 months have passed since the expiration of my license and 1 have submitted a
request for Disciplinary [nquiries from Lhe Federation of State Medical Boards, which will E YES 0O nNo
be sent under separate cover.

I ALL questions must be completed by all licensees. {f you answer "YES” to any of the questions belew, plaase pravide a pl p on a sep sheet
of paper.
A, Have you withdrawn an application (in DC or any other statefjurisdiclion) to practice medicine? O ves & No
B. Haus any authority laken adverse 4ction against your license or privileges. or informed you of 0 ot
uny pending charges nol previously repoded to this Board? YES X NO
C. Have you been arrested, indicted or cunvicled of a crime (other than minor tratfic viclations) not 0 m
previously reported to the Board? 4 Yes NO
D. Do you owe more than $100 to the Disirict of Columbie Government in back taxes or in fines,
penalties or interest under the Litter Contro! Administration Action of 1985, the Tllega) O yes m NO
Dumping Enforcement Act of 1994 or the Dep of C and Regulatory AfTairs
Civil Infractions Act of 19957
E. Do you have a physical or medical condition that currently impairs your ability to practice your
profession? 0O ves m NO
F, Has the usc of drugs and/or alcohol resulied in an impairment of your ability to practice your
profession? O ves M NO
Have you been involved in a malpractice suit since your last renewal? O vyes & NO
Huove you practiced medicine in the District since your license expired? O YEs X NOo m

This form will be retumed unprocesmj if the form is not signed hy the applicant and notncized. Keep a photocopy of this form for your records,

1, M_rﬂﬁ} t ,S .E‘ N A ?‘D_, beiny duly sworn, depusex and says: That the information given in this application,

including afl weitings and rrM?:.'!r attuched herets, i frue and complete.

,7/.1(9#//93/(7&.&-:1{, 4 '/?"_Qp

APPLICANT'S SIGNATURE DATE
state: e fland
Subseribed and xwarn to before me this ! dar of _ ( f F ii/ 9 v by the affiont, who parsonally

appeared before me.

e ) S [o,
MY COMMISSION EXPIRES

INCOTARY "AL)
1

¥
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CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE

DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D.C. 20537

R i L/ el A

 ARG#63720 J4~30-2302 WNwaaomu
SCHEBULES SUSINESSACTIVITY  DATEISSUED
s3Nphes PRACTITID m.ﬂ om.lm ?,.wu

AASE s MYION mD
HAGERSTOWN REPRITULTION
HEALTH SERVICE

160 WZST WASHINGTIN STREZT
HAGERITOWNy MD 21740
I R
.r....’ i ...

THIS nm_u._._m._0>._.m IS NOT TRANSFERABLE ON OIbzmm OF OWNERSHIP, CONTROL, LOCATION, BUSINESS )0,_._<ﬂ.< OR <>_LU
E‘l_.mm THE EXPIRATION DATE. e AL
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JUAN VW, HAS Y

6606 WEST BROAD STREET

DIRECTOR oo_<__502<<m>_l.—.—._ O—u <=u~hw_z_> m_wo_._zonwﬂ,w%w%maqu
DEPARTMENT OF HEALTH PROFESSIONS .
Oo
O )
~ BOARD OF HMEDICINE
\; CLARKE RUSSe MoDesy PRESIDENT
h‘? EXPIRES

NUMBER
LICENSE TGO PRACTICE 0101
09-30-2000 MEDICINE AND SURGERY 051880

MYRON ROSEs MWD

160 WEST WASHINGTON STREET
SUITE 100

HAGERSTOWNs HD 21740

TO PROVIDE INFORMATION OR FILE A
COMPLAINT ABOUT A LICENSEE, CALL: 1-800-533-1560

(SEE REVERSE SIDE FOR RAME AND ADDAESS CHANGE)

..:\ et off Maglond 63036

= DEPARTMENT OF HEALTH AND MENTAL HYGIENE
Martin P. imwwﬂﬁﬂ:. MD..JD DIVISION OF DRUG CONTROL
4201 PATTERSON AVE. BALTIMORE, MD 21215

THIS CERTIFIES THAT THE APPLICANT LISTED BELOW IS REGISTERED TO

DISPENSE
CONTROLLED DANGEROUS SUBSTANCES AS PER APPLICATION.

This registration is granted pursuant fo Article 27, Sections 276 et seq. of the Annolat
applicable statutes, rules, and regulations regarding Controlled Dangerous Substances.

» as amended, and is subject to all

CDS REG. NO.

~ M14444

MYRON ROSE MD

06/30/00
160 W tb%l.ﬁzm uuﬁuz mﬂmmmu‘ % Expiration Dare
| HAGERSTOMN MD 21740-4778 \\ il &?&Sﬁw \RLNMLP.I
Martin P. Wasserman, M0 J D r\\\ Jack Freedman
Secretary of Health and Mental Hygiene
DHMH 1237

Chief, Division of Drug Cantro}

(Not Transferable) POST IN A CONSPICUOUS PLACE
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DUPLICATE

License No. 4063

GOVERNMENT

s OF THE
mmsmsms DISTRICT OF COLUMBIA

OPLA - 103 (Rev. 9/51)

DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PRQFESSIONAL LICENSING ADMINISTRATION

BOARD OF MEDICINE
. Be it Known that
© MYRON ROSE
has met all requirements prescribed by (aw and regulations and is hereby
., authorized to practice
MEDICINE AND SURGERY
in accordance with D.C. Law 6-99, District of Columbia Health Occupations
. Revision Act of 1985. :

In witness whereof, the said Board caused this
certificate to be granted and attested by the
official seal of the District of Columbia, this
11TH day of _OCTOBER, 1968.

Director
Department of Consumer & Regulatory Affairs




# "\ GOVERNMENT OF THE DISTRICT OF COLUMBIA

BOARD OF MEDICINE
614 H Street, NW, Room 108
Washington, DC 20001

DISCIPLINARY INQUIRIES
Federation of State Medical Boards
400 Fuller-Wiser Road

Suite 300

Euless, Texas 76039-3855

DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATION

4,019

2

The District of Columbia Board of Medicine requests a disciplinary search concerning the following

individual:

ROSE ~ MYRON

5 40673

Name (Last, First, M1)”
o I - |

SSN License No.

$_wr ey
Streer Address (Business)

P L N

I

’

Clty, Stare, Zip Coile
L{n"UE.l“'J"‘})‘ P‘f M‘SKOLLI"I
Colempie , Misspur

Date of Birth

Medical Schoal of !’r'md:mn‘u.-f and Branch Lacation

Please mail the response to the following address:

ASI/DC Board of Medicine
PO Box 13805
Philadelphia, PA 19104-3805

Date of Graduarion

4 -19-0p

“Siguatirg”

Date

NOTE: This Lelter can be folded and mailed to the FSMB in a #10 window envelope. 1/97
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ppeit 20, Looo

\/a-‘"é,.;f);a. Boonrd of Medicine g APRZ 8 2000
Ce06 Wegt Broad Street, & flogr
Richmond VA 23430077

D&M‘ Siey

This letter g te reauesT thet vor Sead, o vwf‘fi-t“'év:“‘?d“”" 0’@ my
1T cencuct tor Assesiment fyxte/m;JI% ot $he -#9fipig(%3,. aAdoress s
Metrs - Plex TT-
8ol Cotpetate Yrive | Surpe 4pp
Lanp over )MD 20785
Atdn.: & lpeio Tenes
T am wpp ‘\/f”}/ for reinSiptemedt »F my lcense in the Digtrict oF
ﬁp'umém_, The fee 15 enclesed .

7/}715 )&H&”’ ;! ,9,(.&'0 +p ;n{:prfﬂ You p‘(’ )’7171 Nnew p’{‘@fé@ é—ﬂld,r‘&_é{! &l
follows : 7 Vanderbil¥ Couct

Rockville | #1p 20860 -4 &L
Thﬁﬂk You ‘{lbf" Vour f""ﬂ/)?{’\{/ wj_r{gfbupe/‘

Sincerely

7
“,/%mﬂ O /i;zi’vﬂ 0%,
(Vl)x ~an R“Df‘-’?; M.,

License Np. 010 05880
Eypicotion Date . /20 Jpo



W\ 20, Lov0 BOARY OF PHYSICIAN
hyeil 20, QUALITY ﬁ.séj:f:ner

| Board ot Physician Quali e
Marylanp Bosrd o / uality Rssur ence 2000 KPR 2L AM 9: 48

Pp. Box 1571

W 2pl  Patierson Avenué 2, ‘ 1D
Bafﬁmare, NP 2145 - ‘_ﬂ @;
Deat Sipt

This letter is to TeQuest Hat you send 4 vers bication oF my
licensure to /%‘JJCffmeﬂf Sygtems | Tnc, ot the “pﬂ//owffg/ add tess:
Metr - Plex IL
2101 Cocporate Drive , Suite KOO
Landover MD 20785

Aren.: Gloria Tones
T am opplying ot rein ¢ tatemeat of my lisense in He Bickict

o Columbin, The Fee is encloseh
Ahis lebber ic slsp Yo borm you o my new ot ¥t edAress as

'F’/MW‘{ ; 7 V(a-/’wtﬂ')n' [t Iaipe Court
Rockville , M> 20850 4692

Thaa k oy For vour /rmao‘f AsS iy tunel,

Sincorely
7 )
- A///J),(_{zf-r\_ﬂ, /&34«_,««”"'_’7? TS,
Myeon Reosé ) D
License Ne. D ovi5178
Exp DoNe: /2051



MARYLAND BOARD OF PHYSICIAN QUALITY ASSURANCE
P.O. Box 2571
4201 Patterson Avenue
Baltimore, MD 21215-0095
(410) 764-4777
Fax (410) 358-2252
e-mail: bpqa@erols.com

April 26, 2000
Requested by: DISTRICT OF COLUMBIA

The following is available under the Maryland Public Information Act, State Government Article,
Section 10-617(h), regarding the following practitioner:

ROSE, MYRON
7 VANDERBILT COURT
ROCKVILLE, MD 20850
License Number: D0015175
Date Issued: June 07, 1973
Current Status: Active
Expiration Date: September 30, 2001
Medical School: UNIV OF MO, COLUMBIA SCH OF MED

Licensed By:
Specialty: Obstetrics & Gynecology
Charges: 0

Disciplinary Actions: NONE
No Maryland Health Claims Arbitration Office malpractice claims filed since July 1, 1986

’_' ! - ( -
Verification Clerk
04/26/2000

Date

This is a computer generated form which is acceptable by other states.
Licensing examination scores should be requested directly from the examining authority.

http://mww.docboard.org/md/defauit.htm



¥ DISTRICT OF COLUMBIA -- DEPARTMENT OF HEALTH

=== )

wmmn [EALTH OCCUPATION LICENSE RENEWAL FORM //{ 304 5
=

of ONS: The Information prirted Seetion | of this form shows the curent infarmatinn on record for your Hoense. Complete all sec :l(llh form,

lglhu foe calculation, 1maie space is needed 1o fully answer questions, aitach additional stheets. False or misleaiding statemonts will be caiiso for

sl bo causeo fo inal prosecution. Mall the forn, the required fee, and all supporting documents to: Department of Health, Health Peofessionnl

Banrd of Mediclne, $25 Novth Capltal Street, NE, Sulte 2224, Washington, D.C. 20002, This form Is due back to HPLA by December 31, 2004,

ihe 31" of December ust eantaln wn ddditional late fee of $65,00, If you have any guestions, call HPFLA Customer Service at 1-858-204-619).

CINFORMATION

on the reverse side of this form.

License Number  mndn«<? {p V

*Social Security
MYRON ROSE Birth Date

Internet Pin: NOV 02 2004

Other Address (7. 00un NA 00000

*Pursuant to D.C, Official Code Seclion 3-1205.5 (b) (2001) (Health Occupations Revisions Act), nppll are required to provide o Soclal Security Number

(SSN) on applications for a professional license. Please provide your Social Security Number in Secnon 5 of this form. Ifa Social Security Number is not available, a
swom affidavit slaling that you do not huve a Savial Security Number must be submitted on a e nolarized letter.

*  Your license expires December 31, 2004.

¢« R | applicati bmitied after D ber 31, 2004 will be required to pay a $65.00 late fec.
¢ Ifyouare unahle 10 tonew your liccase by December 31, 2004 or withio the 60-day late renewal period, you will then be required to apply for rei of
your license.

«  [naddition, you must subuniit your pictures no later than the 60-day lato rencwal porivd. Failure 1o do so will result in your licénse lapsing and you will have to
apply (or reinstatemeant of your license, You may not praclice your professton in the Distrlci of Columbla until you relnstate your llcense,

®  You may reinstate your license in Lhe District within 5 years of the expiration date of your license, Once lhe S-year reinslatement period has ended, you must
apply as 2 new applicant. Yau will ceceive o new license sumber upon approval.

IMPORTANT NOTICE: in compllance with 17 DCMR 4001.1(c), please submit two (2) identical, recent passport-size photographs (2x2 Inches In size) on
a plaln background, which are front-vlew and fade-proof. The photas must be originel pholes and cannot be computer-generated coples or paper coples.
In addition, we will nat accept 3x3 or larger Polaroid - type photos. Please be sure to mall in your two pholos and wiite on the back of the photos your full
name and either your license number or Soclal Security Number. Plaase send the photos alang with your Renewal Appilcation form. Photos will be placed
on the pockel license. You will also need {o submit ane (1) such as your valld drlver's license, as
proof of (dentity. Your application |s not complete and your Ilcanse will not be rsnawad untll your photos are recslved.

INTERNET INSTRUCTIONS: This is a reminder that if you declds to register anline, remember to reglsier al> hiip:/iwww.dchealth g qov, You must use
the PIN that has been assigned to you.

If yau renaw online, you are still required lo mall in two (2) 2x2 photographs as stated above. Your Il wlil notbe r d untll your photos are
recalved.

Your PINIs:  233200v2

Be sure (o kecp a copy of this renewal form aod your payment for your records. Remember that you are required by law to noitfy your professional board of any nddress chenge
withln 30 deys of the change. You may send address chsnges (o the address in (he GENERAL INSTRUCTIONS nbove. This will help ensure (hat you recelve your oext renewal nofice
In a Hmely manner.

SE RENEWAL ANIY] Seleet the tvpe al ac 3 ir lieense.
Mease check the appropriste boxes to indicate olher requests you would like to be processed with your license renawal and Ihen total the fee column This form will be
retumed unprocessed if the fee is not included or if the fee is less than required. Make your check or money order payable 10 "Promisyor.” CASH PAYMENTS WILL
| _NOT BE ACCEPTED.

Make check or money order payable to Promissor.

A [0 Reoewal OR [0 Paid Inactive Status Request Mall to:
(SEE #1&2) $ 31200- § 3/2,00  Department of Health
B. [ Cancel License (No Fee) (SEE #3) $ o0po=§ Health ¥ . A
N - Board of Medicine - Renawala
C. [ Late Fee (if postmarked after December 31,2004) (SEE#4) § 65.00= § 825 North Capltol Streat, NE
D. [J Name and/or Address Changed (sec reverse side) $2000=35 Sulte 2224
&, [ Duplicate License Request QTY: x $2600=§ Washington, D.C. 20002
TOTAL FEEDUE = § 12, 50 A Charge of 365.00 witl be imposed for dishonared checks

Pulile Law 89-208)

4. QUESTION ABOLUT YOUR PRACTICH
Tf you have an “MD" or “DO” license prefix, please complete A-D. If you arc a chiropractor ("CH” license prefix), complete A, B and E.
_ Othanwvise, compleie A and B only.

S SPECIALTIES
A, Are you in aclive practice now? (SEE #5 — MDs/DOs Section) ® O
f-—— — AD Administralive Medlclne OR Onrhopedic Surgery
B. [f sq, do you practice in the District of Columbia at all? Yes  No AL Allergy & immunology OT Otolaryngalogy
%  IFYBS, what % of time? % [ AN Anesthesiology PA Pathology
— —esp——————|  CO Colon & Rectal Surgery PE Pedlalrics
DE Dermatology PH Physlcal Medicine
C. MD*s and DO’s Only - If your practice is limited lo a - :
i;u.iunlty, please indicate the code lron (he specially list at the m Er;m{)?:’::g"h::dlc'"e PL ;:S::asbﬂlr';;lr;"
right Code
g IN ntomel Medicine PR Preventive Madicine/
PRy T MG Medical Genellcs Public Healih
D, MD's and DO’s Only — If you arc certified by the American [ Oi ﬁ | NE Neurological Surgery PS Psychlalry & Neurology
Fland of imy specialty, please indicate the coile from the specialty B O Sl NU Nuclsar Medicine RA Radlology
fist it the oght. Code 0B Obstelrlcs & Gynecology SU Surgery
— - g || OP Ophthalmology TH Thoracle Surgery
UR Urolagy
E. Chiropractors Only — Are you aulhorized ta perform oon- Yes No
invasive ancillary procedures? a O

S CONTINUING ERCLUNI Il]:\

Inelude the copies ul'_l:c._'r_tl_l'lum.s ol ¢ letion with this application. o
Physician Assistonts ONLY Chiropractors ONLY
O [ have completed the 40 hours of Calegory [ and 60 hours of O 1 have completed the 24 hours of continuing
Calegory I continuing education required o renew my license educalion required to renew my license,

SEE #5 FOR REQUIREMENT DETAILLS . SEE # 5 FOR REQUIREMENT DETAILS




District of Columbla
DEPARTMENT OF HEALTH — HEALTH PROFESSIONAL LICENSING ADMINISTRATION

LCENSE RENEWAL APPLICATION

I  you i provide kegal documnntsiion o the namo changn A for el @ ooy of menlagn codacatn, dvros
mﬁﬁw D T T O T (D

{r, S, el)

':.”1-: ol G-.I-

M M oo YYyy

CIT]—[11—[TTT]

DATE OF DNETH CORRETTION SSNFER CORRECTION ™ (Required)

T, HOME ADDRESS CHANGY

O APARTMENT OSUME [JAOOR [] POBOX uummD_LD_']

I

LLLLlLLLLIIIfIIIiIIIII 1T

%IYIIII[IIIIIIIIIIIT-IIHI |
-1 (OO - [0 -1 [0 - [0 - [TTT]

STATE P CODE +4 HOME PHONE NUMBER VIOME FAX NUMDET

Please note: This Information wil bs mads avallable to the public.

ANERENESEREERENENENENENEREERENRNRN N
COMPANY NANE

O APARTMENT [1SUTE [IFL0OR [ POBOX  NUMBER (I

I%‘“LL.J&LHJ_LJ_U_HIIH [LLLLL] L[llllllllliu!uummsmﬂ:rmmwmumm
(SENRNERENNRNE] [ ] | [l | l l | | l | I [ ] ]ﬁlmmmm“wmmm

[1 IRTR RN N AN N |
1] [ILIT]-TTIT] LLLI-L11]~[TT1] LI [T1]-01T]
STATE ZiP CODE + 4 HUS PHONE NUNBER BUS FAX FIUMBER

Indicate your profermed imaiing eddmas by plading an "X In he appropiialo box. This will be the address lo which al future llesnaing documents will be

R HOME [1 BUSINESS

N QUESTIONS Apphcaes MUST gnswee o of tha fediossiae gquastions,

MMMRWHWMmThMWMHMEWWu © questiorss A through G belaw, you must provide full Oelal Cals
ahest of paper, Inchuding coples of relavant courl documents, and attach o this form.

Ph—mhmmb&'uﬁnﬂyhﬁwwhmsyummmn-lymhkr_ﬂ'-prm‘-llqllnlﬂdMlkpnn-l-"l«‘l
preceed fmmediately to revels your Licenst or Perwit for which you src pow epplyiog, sad fine you onc thousand dollars ($1,000.00), purasmi to D.C. Official Code
§ 47-2B64 (2001),
TF YOU ANSWER “YES™ TO THIS QUESTION, FLEASE SUBMIT PROOF OF THE ARRANGEMENTS YOU HAVE MADE TO PAY THE OUTSTANDING
DEBT. TF YOU DO NOT 1LAVE AN APPROVED PAYMENT SCIIEDULE TO PAY THE AMOUNT YOU OWE OR IF NO APPEAL 1S PENDING, THE LAW
REQUIRES THAT YOUR RENEWAL APPLICATION BE DENIED.
As of this daic, do you owe mare tm e buzutred doliss ($100.00) to the District of Columbia Governmend as a result of my of the following: Yea }g » "
1. Fines, pamltics, ov intorest sz parsomst © D.C. Official Code Titke R, Chapier § (Litker Control Adminixirative Act of 1985), a o
3. Fines or inicrost sssesed parssst 1w D.C. Official Oorde Titic 8, Chapter 9 (Wegal Dumping Enforeesoent Act of 1994);
3. Fines, pemltics, or imtorest s pursmat in D.C. Official Code Titke 2, Chapier 18 (Civit Infractions Act of 1983);
4, Pusl dwo taxes;
5. TPust duc District of Colmmbia Water sl Scwer Authewity sexvice loe; or
6 Fines or pemtion zxyesesd parsssnt 1 D.C. Oficial Code Titke 50, Chapier 23 (Traffic Adjubication)?
i dexd sbarve is for liconware or pormit usder the Clexsy Hardy Sefore Raceiving a
Lnun-orlh-ﬁlddl!“.cﬂhmwﬂlyll 1996[!)(1!.-[] ll!.DQC«hM'IBGIaoq)
B. suumummm.mmh-mwwmm-m(mmnmmummmpmmmwmm VES ao o
C. Sinon your st ninmwal: (1) e you withdomwn sn oppdcation (in 0.C. or any ofhoer o preciicn your profussion’ (2) Has
iy suthonity oF poot review bossd Leken adverss sction agalnel your Boonse or privilegs T (1) A you curenthy undor ivvestigation or YES NO
wommwhmuﬂmﬁyuwmmhwmdaﬂa,m,wmM«)Hasanyaumfwwpm 1. 8]
review hoard informed you of any panding ch nol pe y reporied {o this Boand?
D. Do you hava a phyysical or mental condiion thel cusrently iImpairs your ability to practioa your profsssien? YEDS ao o
E. Sinca your lasi renewel, have you been dingnosed or iresied for mubataiios abuse? YES NO
0O = a
F. Since your ast renewal, have you been Invoived in a malpraction sul? (See #6) YEms ao D
G. MmmhanMhWMWMMUMwMcbhlr*uywricamwmhawm VEDS a‘n a
ranawal?

l hemby affest mai the hﬁrmnﬂon given in this application, including all writings and exhibits attached hersfo, is trus and compiéete to the bast of my
! r

idng of a faise on this flcation, including all writings and i fred hereto, is p hoblo by

criminal penaltles

Hgralors_MYRON ROSEmn J0-27 -04
LICENSEE NAME (Please print) DATE

LICENSEE SIGMATURE




— MYLEILOBOM

*  DISTRICT OF COLUMBIA -- DEPARTMENT OF HEALTH
2! = HEALTH OCCUPATION LICENSE RENEWAL FORM

: i ; £ s form
: fiied Sectlon 1 ol this form shows the cutreal information on record I'or_ your license. Complele all sections of .
w.}:urm::wmum; in needed o fully mswer questions, aitach additional sheels. False or misiending ll?knw:ll': ulu:ll I;:h‘;:rh?ﬂnnlt
| e for eriminal prosecution. Mail the form, ke fequired fec, and all supponting documents to: Department of Health, nrnm“' i
IMedicing, 717 14™ Street NW, 6* Floor, Washinggon, D.C. 20005, This form is due back (v HFLA by December 31, 0 o
ber must eontaln na additlonal late fee of S85.00. If you have any g call HPLAC Service ut 1-4H8-204-

changes on e reverse side ol this form. VTR
License Number it
» “Social Security
MYRON ROSE Birth Date
Other Address
*Pursuant to D.C. Official Code Section 3-1205.5 (b) (2001) (Health Occupations Revisiuns Act) li are required (o provide n Sociul Security Number (SSN) on

cf). apy ) D '

applications for a professional license. Pleese provide your Sociud Security Number in Section § of this form. If a Social Security Number is not svailable, a sworn affidavit

stating that vou do not luve a Socinl Sceusity Number must bo submiticd on 4 seputnte sotwized letter,
IAL INSTRUCTIONS

®  Your license ¢xpires December 31, 2008,
r 5 e bmitted after D ber 31, 2008 will be required to pay u $85.00 late fee.

Heoa

. 1f you are ;nnblc fo renew your license by December 31, 2008 or within the 60-day fele renewal period, you will then be req to apply for rei of your
license.

*  In addition, you must submit your pictures no leter thes the 60-day latc rencwal period. Failure 1o do so will result In your licensc lapsing and you will have to
epply for reinstatement of your license. You muy not practice your prafession in the District of Columbla untll you relnstute your Neense.

*  You may reinstute your liconse in the District within § yews of the expleaion date of your license. Ones the 5-year reinstatement period has ended, you must apply
as g new applicant. You will tegeive o new license numiber upon nppraval. .

ufgggﬁma[ NOTICE: In compliance with 17 DCMR 4001.1(c), please submit two (2) Identicsl, recant passpor-siza photographs (2x2 Inchas in siza) on a

plaln background, which are frant-view and fade-proof, The photos must be original photos and cannet be computer-goncralod coplos or papor coples, In

addition, we will not accept 3x3 of largar Polarold - type pholos, Please be sure fo mall in your iwo photos and wilte on the back of the photos your full nome

and oither your ficense number or Socinl Securily Number, Plaose send the photos long with your Renewal Application form. Pholos will be placed on the
I

pockat ticense, You will also nesd to submit ono (1) slmr_nj\]ﬁmmw_umw such as your valid driver's license, as prool of
Identity. Your application Is nat plete and your llcense will not be renewad until your photos are recelvod.

INTERNET INSTRUCTIONS: Thia is a remindar that if you daclde to reglster online, remamber to reglsler at; Dbt v, gty doh, de. oy,

Il you renow aniine, you ase stlil required to mall In lwo {2) 2x2 photographs as stated above. Yaur Il will nut be d untll your photos are
racelved.

He yure 10 keep a cupy of 1his renewal furm sl yuar payment for your records. Remsmber that you are vequirnl by law to aolily yaur professlanal buard of suy address chunge withia 30
wluys of the change, You muy send address chasgres to tha niddrens in the GENERAL INSTRUCTIONS nbovs, Thin will belp emnurs that you receive your nexi repewsl notice In & timely
mARDET.

S LICENSE RENEWAL AND FEES — Select (he e ol action sou swinh (o bk lor vour license,
Pleuse check the sppprinte boxes lo indicite allier requests you would like 1o be processed wilh your license renewal and then itel the fee ealumn, This forn will be
relurncd unprocessed i the fee is not included or if the fee js less than required. Make your cheek or muney grder payable 1o I Tremmurer” CASH PAYMENTS WILL
NOT BE ACCEFTED,

A, [3 Renewal QR [1 Paid Innctive Status Request
B. Renewal License Fecs:

*  Mcdicel Doctors or Doctors of Osteopathy = $500 00

¢ Chiropractors = $203.00
* Chiropractars - Ancillary Proced = $153.00 Make check or money order payable lo DG TREASURER.
¢ Physician Assiaiants =3145.00 Mall to:
*  Acupunclufists = $145.00 Departmant of Health
: ‘ Heaith Professl Lk g Admial
«  Surgical Assistants =$145.00 Bonrd of Medicine ~ Ranewals
¢  Ancsthesiology Assistants =$145.00 717 14 Streot NW, 6 Floor
¢ Naturopathic Physicians =5145.00 Washington, D,C. 20008
Rencwal Fee (Select from the list on *B*) -3 § 00 g0 A Charge of 86500 will be impused for dishonored checks
C. [ Cancel License (No Fec) (SEE 3) $0.00 =g (Public Law 89-208)

D. O3 Lete Fee (if postmarked afler December 31, 2008) (SEE W4 $85.00
E. [J Nemeand/or Address Chunged (sec ravorse side)
F. [ Duplicate License Request QTV: x $34.00 =§

TOTAL FEE DUE <5500, 00

=3$___

4. QUESTION ABOL'Y YOV R PRACTICE
I you have an “MD” or "DO" license prelix,
complete A and B anly.

please complete A-D. I you are a chiropractor (“CH' license prelix), compleic A, B and E. Oiherwise,

T s SPECIALTIES
A. Are you in active practice now? (SEE #5 - MD«/DQy Section) 5 O
AD Admini ive Medl
B. 1£'50, do you practice in the Distsict of Columbia at alf? I OminftsativeiMsdicins ORIGHHGEESIE
% IVES, what % of time? % 0O ® et
AL Allergy & Immunology OT Otalaryngology
. MD’s and BO's Only — If your practice is limited 1o m AN Anesthesiology PA Pathology
apeclalty. pleas fndicats the code from the specialty lish at e e CO Colon & Rectal Surgery PE Pediatrics
nigh : ode
- : DE Dermatology PH Physical Medicine
D. MI)'s and DO’s Only — [f you are certificd by the Amerlcan EM Emergency Medicine & Rehabliltation
IBouni of any specialty, please Indicate the coile from the specialty BA Eail, A el J



e

IN Internai Medictne PR Preventive Medicine/
MG Medical Genetlcs Public Health
E. Chirapractors Only -~ Are you authorized to perform non- NE Neurolagical Surgery PS Psychiatry & Neurology
invasive ancillary procedures? NU Nuclear Madicine RA Radiolagy
08 Obstetrics & Gynecology SU Surgery
Of Ophthalmology TH Thoracic Surgery
UR Urology

Check the box below If you have completed the requited credit hours to renew your license. These courses must hava beon completed botween 11/07 and 12031/08,

" Phyalclan A 18 ONLY Ghiropraciors ONLY
O 1 heve completed the 40 hours of Categary [ ond 40 hours of O 1have compleicd the 24 hours of continuing
Categary 1l continuing cducation required to renew my license, educetion required to renew my license. N
SEE # 5 FOR REQUIREMENT DETAILS SEE #5 FOR REQUIREMENT DETAILS .
MD and DO ONLY Officiat Only
Yes No
1.1 have completed 50 hours of AMA or AOA- eppraved CME since January [, 2007, X ] 0
- Yes  No
2.1 am exempt from the CME requirement because [ am deployed in the amed forces or serving in the US congress, [ O a
T Yes No
3.1 am exempt because 1 elected inactive status and understand that | can not practice in the District of Columbia, ] O O
) Yes No
4.1 am exempt because this Is my first renewal of a licenac oblalned by examination. m) O [
5.1 am exempt because I was enrolled in a ACGME or AOA — approved postgraduate training program during the Yes No
past two yaars. O a
Yes No
6. The Board exempted me due to disability (copy of exemption letter altached). m} a a
Yos No
7. Lhave not completed the required 50 hours of CME since January!, 2007 [} [m} a-

IFyou are changing your name, you must provide legal documentation of the name change. Acceptable documentation for individuals includes a copy of marringe

certificate, divorce decree, or court order.

Changed to current name by: [ Marriege [0 Divorce [J Court Order

LLLLLEJ[IIIIIIIIII[]DL[HTHTELLL[IIIIIII!II!JIIIFI_IIIIIII

FIRST MAM| LASTNAME  SUFFIX
(Jr, Sr, etc)
M M DD YYYY

OFFICE USE ONLY

DATE OF BIRTH CORRECTION SSN/FEIN CORRECTION * (Required)

SECTIHON TA T ARDRESS CHANGE

C1 APARTMENT [JSUMTE [JFLOOR [J POBOX
NUMBER

Ii,J_J_U_LLLLLiHIl]!III!IIIIiH_IIiH_Ll_l o
HOME STREET ADDRESS | (I applicable, use this ling for sdditional building information, Oflierwise, use this line to indicate STREET NUMBER and STREET
L1

[T LTI T

HOME STREET ADDRESS 2 (1M additional space iz neaded, sa this fine Lo indleate STRERT NUMBER and STREET NAME)

ENRRANNREANNENNNNRRNNR NNy — J

_ 1o Mh- (- [0 O0- 0= [

STATE ZIP CODE +4 HOME PHONE NUMBER HOME FAX NUMBER

SECTIONTH ALSINESS ADDRESS CHANCIE

Plense nate: This information will be made avallnble to the public.

illlILF_IIIIIIIIIIIIIHI'I"'I_ITHII]IIII

COMPANY :
[ APARTMENT [JSUITE [JFLCOR [J POBOX  NUMBER DIII'

[TTT11] .
ﬂL{'l'.l‘I'FJLI‘:’S'IS_ISTﬂ ET M}DR—E%II t!f l l [ | uL tlhbllinlc I'!vrI I l 'ihuiihllinuI information, Otherwise use (hla line fo indicate STREET NUMBER and STREET

LT T LI

[HUSTNESS STREET ADDRESS 2 (If aduitional spice 15 needed, use 1his fine to indicate STREET NUMDER and STREET NAME) l

(OO T Ly L

EMAIL (OPTIONAL)

1[I (70 [T (TTI- [T [T0_ [T [TT71.

BIATE TUS PHONE NUMBER : HUS FAX NUMDER

farred Malling edd by placing "X In the appropriate box. This will be the address {o which all future llcansing documanta will be mailad.

your 1
X HOME [ PUSINESS




Lk  DISTRICTOF COLUMBIA — DEPARTMENT OF HEALTH
=== HEALTH OCCUPATION LICENSE RENEWAL FORM

Plense amrwat quotiing A wemuwm-wlnmupmm Bbaxas, 1§ you anmerar “You' o guestians A ihiough G balow, you musl provide full
Informmion snd compiete detals 0a a Bajarale sheet of papar, Including coples af levam court dotinnents, and nitach &9 (s form,

A
Plasas yead thee informtion bilutw tapelul! bafove tespanding b Lhin yes of R0 quatiod, a say filie lafarmaiben providid raquires thet (ke Deparimint of Hesilh
procend Immadintely to roveke yuse Lh,uurhruli fot which you e naw BTG wid M yow oo tvotsand dotlarn (11,000 001, purtzmal i .C. OMcial Code §
12084 (2001}
NANGEMENTS YOU NAVE MAQETO PAY THE CUTSTARDING

11 YOU ANSWILE =YES™ TO THIS GUESTION, FLEASE ALMIT PRODE OF THE AR
T, 1 YOU DO NOT HAVE AN AFFLOVIED PAYMENT SCHEDULETO PAY THE AMOUNT YGU OWIOR IP ND APPEAL 18 PENUING, THE LAW

DAl
REQUIRES THAT YOUR APFLICATION B8 OENIED.
Azl thls dana, da you cwe more thw ona rundred Mll-lalowlnwdubhuiuofumhhﬂmnm- »

Pices, panalles, of interest assepesd pursunci to D.C. Official Code Titlo 8, Chiagler B (Litier Control Administraiiva Act of 1985);
, Fines of intesarl samcased pursyeni 1o D C OfMelal Code Tiila §, Chapter 9 (Mlega) Dumplng Qiforseman Act of 1994);

Fines, penaliles, of inlarest assesaed pwrsusnt o D.C. Officinl Cada Tille 2, Chapter 18 (Civil Infractions Act of 19is);

Past dus Incas;

st dow Dirrict o Cobumbla Woter ansd Sewes Auitionity sevvicy fres; s

Pl o penaltins ssessnd pursvant fa 0.0, Offieial Coda Tills 30, Cragter 21 (Trallle Adjudizanos)t

rerult of any of e follawing: Yor Ko
o@

o e

T e

Thea prasanted ibve i ! chenid with your spl et undis the Cleun Haudy Bufore Rucaiving o
dcwmin w Parwit et of 1574, effoesive iy 11, 1906 (0.0 Lawe 111 18, DL Cole J47-2001 ot a0 ).
BM:Ihu:mmmbmmﬁmdammmnmaﬂw@h'mmimhﬂhwdllm)mm "Es o J] )
C. Smca your last ranewal:
yes
{1) Have yoy an for 10 prectica your In any u] %0
(mb--wmmmwmwnwmmmwumrmmumm Do
Ew”mhmwmmmmhmww-wwiwrkvwwrrwmbo.uerymnlmnm-lo.Mw;orlncd o ®
(4) Has any suthortly or paer review board Informed you of sny pending o nol previously reparied 10 ts Board? o
D. Do you hava a physical of mantal condlion that cuenlly impairs your abliiy to pracijca your profession’? YES NO
L ¢
E. Shice your lasl ranewad, lirve yoi been disgnoasd of Urealed for substance abuse? YES NO
03 i
F. Since your laal renewnl, hava you besn nvoived n @ malpractice sul? 1t yes, provide date of incident, wkegation, and dispostion of casa VEux ab H
O.Shummlm.mmcwhwmmwuhdhwmmnw VES 3] b
H. Po you cumenidy prectice your profession in ive District of Columble? ' V'Eﬂ &0 ]
1. 1 have eompleled the continuing education bl | required for renswal o Indicated why | am axemsl an Saction 8, @ 0 II;]

1 horaby altest that the information given in this application, including ail writings ead exhibits attached hevelo, Is Inve and complete to the besi of my

Zr;;whh:w. I un:amm that the meking of a faise t on this oppll ding all writling snd exhibits attached hemtv, Is punishable by
LICENSEE SIONATURE LICENSEE NAME (Please print) DATE
) = ot
%ﬁﬁrz MYRow ROSE mp 12/ os




SOy -+~

. 9 2w Foz
¢ BIRTH DATE:
| EXPIRES: 09-19-2010
§ Sex M | HT 800 WT 188
~ Restr: Type N
lasue Date 05-04-2005 75.19-1926




Person I Facility

First
Name

Numb

s Linel

er

City I State [ —
e

Last

Name

Licens
MD4063
N [ SSN |
er
Addres | Addres I

s Line2

Professio I s
n

License I — vl
Type

Address
Line3

Zip Code

Licens I <Al Status>

e

Status

||

N cear

Search Results
Name / License
Type

Address

ROSE, MYRON

MEDICINE AND
SURGERY

Unknown NA 00000

License
Number

O A Page1of1 O

Hold/Alert

Issue

MD4063

10/11/1968 | 12/31/2010 Expii

All Licenses held by - ROSE, MYRON

License Type Address Sub Type %—_m%

DICINE ANG Unknown VA 00000 MDA4063 xpired
SURGERY 2
MEDICINE AND Unknown NA 00000 MD043975 Active
SURGERY
CONTROLLED CAPITAL WOMEN'S | Practitioner| CS1700591 Active
SUBSTANGE SERVICES - Physician

Washington DC
20011

00~



\_- Archive | Reinstate I Complaints /"

First Name: MYRON
Middle Name:
Last Name: ROSE
Suffix:
Date of Birth:
Place Of Birth:
Gender: M
SSN:
Address Line
Address Line 2:
Address Line 3:
Address Line 4:
Date Deceased:
Registration

Code: 23112511

Facility

Full Name: MYRON ROSE
Personld: 96380
Owner/Manager:
Address Line1: ~ =
Address Line2:
Address Line3:
Address Line4:

License
Number: MD4063

License Type: MEDICINE AND SURGERY
Renewal Id:
Profession; MEDICINE
Sub Type:
Date This
Status: 02/25/2016
Status: Expired
Effective Date: 01/01/2009
Reason
Changed:
Expiration Date: 12/31/2010
Issue Date: 10/11/1968
from Country:
State/Prov:
Application
Recd Date:
Obtained By: National Examination

(English)
Reinstatment

App Recd Date:
Date Last
Renewal:
Disciplinary N

Limit Flag:

Last Reprint

Date:

Expired

12/08/2008

Practice Information [~ |

In Active
Practice Now?:
Practice In DC:
Active Practice
in DC: Hours per
week?:




Employers for License

Last Date Alias Type No Data
Name Changed Label
No Data

Specialties

License Bond

Authority Is Issue | Expiration
Code Label Primary |Date | Date
Obstetrics &

Gynecology -

Board Cert

No Data

Name Status Date

No Data

} Requirements | A |

School | School Date Degree
Name Type Graduated | Certificate
University

of college | 1 06/01/1967 | Doctorate
Missouri LY

CE Credits By Cycle
No Data

Prerequisites

License License

Type Number SledE)

Name

No Data




Schedules

No Data

CBC Override
Date to Override:

Comments:

No Data

Inital/Renewal

Question Answers

Group Name

Group Response

Inspection B
No Data I

No Data

Criminal Background Check | A |
FB! FBI Result | State State

Result Date Result Result Date
Negative | 08/22/2016 | Negative | 08/23/2016

Exam Exam Exam Type— Exam

Date State Label Score

No Data

Person Photo ID [~
N e TR )

Person Or Facility

Document

Uploaded

01/30/2015 Person N

02/25/2016 Person N

Date Description | Category | Amendments




Name Address License License

License Type

Number Status

MYRON ROSE Unknown NA 00000 | MEDICINE AND SURGERY | MD4063 Expired
License Summary

License License from
Profession Type Number Status Country State/Prov| Obtained By | Issue Date

MEDICINE National
MEDICINE| AND MD4063 | Expired Examination | 10/11/1968

SURGERY (English)
Remarks List P A~ |
Date Last updated Remarks gsdated

03/28/2003 10:06:06 AM

3/2/10 SC Boar dof Med 110 Centerview Dr Ste 306 P O B

12517 Columbia SC 29211 arw 4/8/13 NC Board of Medical P O
Box 20007 Raleigh NC arw 06/12/07 - Verification sent to
Georgia Board -- MG Jul 21, 1998 NEW LICENSE Created new
license DC faxed approval 7-21-98, Batch #-86866....VBW Dec
15, 1998 1999 RENEWAL BTRS Record 131227-29; Changed
Home Address. Added Business Address. Renewed License,
Batched MDLICPRT. Dec 01, 2000 RENEWAL/ADDRESS
ADDRESS CHANGE VIA TO FAX/ALSO REQUESTED THAT A
RENEWAL FORM BE SENT OUT TO THIS
INDIVIDUAL.....SMB Dec 04, 2000 PRINT RENEWAL print
renewal on 12/04/00...Is Dec 28, 2000 RENEWAL REQUEST
caller statesd he requested renewal once before one was never
sent out , renewal requested on log sheet plus in arms....LD Dec
29, 2000 PRINT RENEWAL mail renewal on 12/29/00...Ismall
Jan 11, 2001 RENEWAL BTRS Record 265638-12: Inserted
Flag DCPRACTICE. Added Authority SU. Changed Business
Address. Changed Preferred Mailing Address Flag to
BUSINESS. License Renewed , Batched MDLICPRT. Feb 16,
2001 LIC REPRINT caller stated he never rec'vd his
lic/lsubmitted another request for a lic reprint....jm Feb 19, 2001
DUPLICATE LICENSE REQUEST Batch #265638-12 was
entered and closed in BTRS by another processor, according to
ARMS license was mailed out on 01/11/01, license wasn't
received, request duplicate print ..... KDD Feb 21, 2001
LICENSE PRINT per D. Smith, single printing license to be
express out today, licensee is up for review by employer
tomorrow, will send out license once itis brought to me...fam.
Feb 26, 2001 ESCALATED CALL never received any prints
sent.,..ds Feb 27, 2001 UPSET CALLER caller wanted to speak
with Derrick Smith/stated to caller Derrick was on another
line/caller wanted to hold/stated to caller | would give the
message to D.S.; per D.S. stated as soon as he rec've the licin
his had he would mail it out to Dr. Zulu....jm Mar 01, 2001
LICPRT SENT mailed out.....ds Nov 22, 2002 RENEWAL BTRS
Record 389309-5. Added Authority SUA. Added Home Address.
License Renewed , Batched MDLICPRT,




Enforcement Status

Medical Case Log — Pending Action — License MD043975

Rose, Myron - Maryland action 11/29/16 - failed CME audit — Date 8/7/2017 - Bd voted fine via CO. To
Bd 11/29/17. CME recd 11/16/17. CME audit ltr sent 10/13/17. Date 11/29/2017- Status — pending
reciprocal action by the DC board.

There have been no complaints on record for Dr. Myron Rose.



