APPLICATIOM FOR A LICENSE TO PRACTICE

) MEDICAL LICENSING|BOARD OF INDIANA
MEDICINE / CSTEOPATHIC MEDICINE IN INDIANA PROFESSIONAL LICENSING AGENCY
State Form 28495 (R17 /5-13) 402 West Washington Street, Room W072

Indianapolis, Indiana 46204
Telephone: (317} 234-2060
E-mall: pla3@pla.IN.gov
www.plal IN.gov

Approved by State Board of Accounts, 2013

* Your Social Security number is being ragucsied by this state agency in accardance wilh Indiuna Code, Disclosure is mandatory and this record cannot|be processed without it.
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Receipt number

License number H License issuance dale fn [T 2E% ]
( s 1 (& ﬁ/ i Q,;L, f ({______
Permit fee Date fee paid {monih, day, ycar)

Receipt number Permit number

Permit issuance date (month, day, yoa

Name of applicant {{ast, first, middis) '
odeo-Bankert, Rhiannor. Rac
ess of practice {number and st-:- o - route)
120 Clearvista Way # 35C0

City, state, and ZIP code

Indianapolis, IN 46256
cf birth fmonth, day, year} Ethnicity ** Race ** Gender ™

Mailing address (number and strac v angd ZIP code) [if different from above!
7120 Clearvista Way # 350 :, o *1’)0“3 IN 46256

E-mail address T Naticnal Provider 1deit fiar 70
e A

Social Security number ¥

ECFMG certificate number

Do you desire a temporary . .. . .. ] ves No

Name of sshool R ) 3 Date of graduation {month, day: year}
Indiana University School c. fiedicine 0612012
Speciglties

OBGYN




List each licensure examinai. .
enclose a separate sheet with .

.. o witernational, you have taken (UL

srepplication and include alf the informalin .- L.

State where Board Exam war. |

FDME, LMCC, efe.). If additional space is necessary, please
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A - i1 medical schoof m::st meot ¢
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DATES ATTENDED {month, day, year)

08/2000-05/2004

= ihe time of graduation.
DATES ATTENDED {month, day, year)

03/2008-06/2012

BriE UNITED STATES OR CANADA
ywSsHips)

.- tirne of enrofiment.

FROM (month, year}| TO {(month, year) Ai%ggéég—gégc

Yes D No
Cves [:] No
Clves [lno
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07/2012 06/2018




|i877 Crestview Avenue, Indianuse o 1N 46
1 Conner Creek Drive, Fishn - 17

L LOCATION

MAME AND A
nfa
[TATE TYPE ( !
IN temporary

(ICAL OR OSTEOPATHIC SCHOOL,

DATE {month, d.

ay, year)

07/2013-current

2007-06/2013

OR OSTEOPATHIC SCHOOL
) DATE (menth) day, yesr)
B& | ICENSED TO PRACTICE
R OF STATUS
< DATE ISSUED CURRENT STATUS
wiuLedd 07/01/2012 active




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

.HGS disciplinary action ever been taken regarding any heaith license, certificate, registration or permit you hold or have held? [dves gl\lo
. Have you ever been denied & license, certificate, registraton or permit to practice medicine, osteopathic medicine or any [:] Yes B’N o
regulated health occupation in any state (including Indiana} or country, or surrendered your license?
3. Do you have any condition or impairment (including a history of alcoho! or substance abuse} that currently interferes, or if left D Yes [jNo
untreated may interfere, with your ability to practice in a competent and professional manner? )
4. Have you ever been the subject of an investigation by a regulatory agency concerning your license? D Yes E’fNo
5. Except for minor violations of traffic laws resufling in fines, and arrests or convictions that have been expunged by a court,

{1} have you ever been arrested;
{2) have you ever entered into a prosscutorial diversion or deferment agreement regarding any offense, misdemeanor,
or felony in any state; DYes B/No
{3} have you ever been convicted of any offense, misdemeanor, or felony in any stats;
{4) have you ever pled guilty to any offense, misdemeanor, or felony in any state; or
(5) have you ever pled nolo contendre to any offense, misdemeanor, or felony in any state?

6. Have you ever been denied staff membership or privileges in any haspital or health care facility or had such membership or D Yes E/NO
privileges revoked, suspended or subjected to any restrictions, probation or other type of discipline or [imitations?
7. Have you ever been admonished, censured, reprimanded or requested to withdraw, resign or retire from any hospital or heaith D Yes gNo
care facility in which you have trained, held staff membership or privileges or acied as a consultant?
8. Have you ever had a malpractice judgment against you or settled any malpractice action? D Yes HNO
9. Have you ever surrendered your DEA registration at any time or had any limitations placed on your DEA registration? DYes E/No
10. Have you ever been terminated or disciplined by your employer while practicing zs a physician or resigned in lieu of discipline? D Yes QNO
11. Have you ever been excluded from being a Medicare / Medicaid provider? D Yes QNO
12, Were any limitations or special requirements imposed on you because of acaZemic performance, incompetence, disciplinary D Yes @/No
problems or any other reason during your medical education or post graduate training / residency program?

. Have you practiced as a MD/DO sither clinically or administratively in the Jast three {3) years? R% i DQN’]/ D Yes E/No

APPLICATION AFFIRMATION

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

Signaturs / Date sigfied {month, day, year)
@//// 525 (201t

AUTHORIZATION FOR REL

I hereby authorized, request and direct any person, firm, officer, corporation, assc.iation, organization or institution to release to the Prpfessiona.l
Licensing Agency any files, documents, records or other information pertaining to the undersigned requested by the Agercy, or any of its authorized
representatives in connection with processing my application for medical licens: .

| hereby release the aforementioned persons, firms, officers, corporations, associations, organizations and institutions from any liability with regard to
such inspection or furnishing of any such information.

t further authorize the Professional Licensing Agency to disclose to the aforementioned organizations, persons, and iqstituﬁons any ipformation which is
material to my application, ard | isreby specifically release the Agency ans Bo:. ¢ fre. . any and all liability in connection with such disciosure.

A photostatic copy of this authuorization has the same force and effect as the original.

AFFIRMATION:..
1 hereby W or afW\at | have read the above statements and agree to same.

Date signed (month, day, year}

I o
" :

1 f
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INDIANA UNIVERSITY

DEPARTMENT OF OBSTETRICS AND GYNECOLOGY
Schaol of Medicine

April 12,2016

Health Professionals Bureau
ATTN: Medical License Board
402 W. Washington St

Room W072

Indianapolis, IN 46204

RE: Rhiannon Amodeo-Bankert, MD

Dear Sir/Madame:

This letter is to verify that Dr. Rhiannon Amodeo-Bankert has completed 45
months of residency in an ACGME accredited Obstetrics and Gynecology
Program at Indiana University School of Medicine as of April 12, 2016 fo
period beginning on July 1, 2012 with anticipated ending date of June 30,
2016. -

—4

Thaok you, if you have any questions or concerns please do not hesitate 0
comtact me.

Sincerely yours,
Abigail Litwiller, MD
Residency Program Director

Indiana University School of Medicine
Department of Obstetrics and Gynecology

Residency Program 550 N. University Boulevard Suite 2440 Indianapsfis, IN 45202
(3171 648-5823 fax (317} ©48-7454 shrespern@iasul.ecl

Indiana University-—Purdue Unaersity inciznagolis




APPLICATION FOR INDIANA CONTROLLED SUBSTANCES
. REGISTRATION (CSR) FOR PRACTITIONERS

State Form 34617 {R17 / 6-15}

PROFESSIONA
402 West Washi

W

L. LICENSING AGENCY

hgton Street, Room W072
indianapglis, Indiana 48204
w.pla. IN.gov

.ur Social Security number is being requested by this state agency in accordance with IC 4-1-8-1. Disclosure is mandatory and this record cannot be

processed without it.

INSTRUCTIONS:  Plgase type or print afl information.

FOR QFFICE USE ONLY
Date of issuance {month, day, year)

CSR number

Tl T0F H |22]

Date fee pald {mot day, ye

B‘Ju

Receipt number

5& O 3 ‘ 5 q Application fee (@_ o

)

DO NOT WRITE ABOVE THIS LINE

PRACTITIONERS
{Please check one box)
Cloentist  WPhysician [ Osteopathic Physician (] Podiatrist [ ] Veterinarian ] Advanced Practice Nurse ] Physician Assistant| [ Optometrist
Name of practitioner Specialty
Rhiannon Rae Amodeo-Bankert OBGYN
Telephone number Professional license number Date of birth {month, day year) Social Security number *
{ 11016623a 03/06/1982 I

Name of Facility {if applicoble) E-mail address

Community Health Netwerk

Indiana practice address (number and street {may not be a PO Box], city, state, and ZIP code)

7120 Clearvista Way # 3500, indianapolis, IN 46256

Drug schedules; (Check alf applicable) {Optometrist Only)

1 M2 ! 2 Narcotic v, ¥ 3 Narcotic 4 ] 4 Limited Practice - Tramadol Only 5
If your answer is Yes to any of the following, explain fully in a signed and notarized statement, including all related details. Include the wolatior}, location, date
and disposition. Letters from attorneys or insurance companies are not accepted in fieu of your statement. Faisification of any of the following is grounds for
permanent revocation of a registration issued pursuant to this application.
1. Has there been an occasion where you have not maintained effective controis against diversion of controlled substances [ Yes B No
into other than legitimate medical, scientific, or industrial channels?
2. Has there been an occasion where you have not been in complete compliance with all state and local Jaws perfaining to O Yes No
controlied substances? ]
3. Have you been convicted, pled guilty, or pled rolo contendere, under any federal or state laws relating to any controlled O vYes o No
slbstances that has not been expunged under IC 35-38-9?
4. Have you had any action, discipline, revocation, or surrender of your Drug Enforcement Registration or entered into any C Yes @ No
'.iettlement or Memorandumn of Understanding (MOU) with respect to said registration?
5. Have you had any action, discipline or revocation or surrender of any professional license in any jurisdiction related fo O Yes @ No
controlled substances?
APPLICATION AFFIRMATION
| hereby swear or affirm under the penalties of perjury, that the statements made in this application are true, complete and correct.
A 2,
Date {month, day, ygan
M / .. 02/20/2016

b £+ At e

T ————

{
f
!
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Person Info
Name:Rhiannon Rae Amodeo-Bankert

Address Info
Street

Email;
Address: .|
7120
Clearvista Way Phone N
#4000
Fax:3179974339
City:Indianapolis
State:IN
Zipcode:46256
Country:United States
County:Marion

Survey Response Summary
lQuestion IAnswer
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, [N
surrendered, disciplined or are formal charges pending in any state?

2.) Since you last renewed, have you been denied a license, v
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 [N
agreement, been convicted of, pled guilty to, or pled nolo contendere
to any offense, misdemeanor, or felony in any state?

4.) Since you last renewed, have you had a malpractice judgment N
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 [N
restriction, probation, or other type of discipline - or have you
resigned in lieu of discipline or termination?

6.) Since you last renewed, have you been excluded from being a N
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 [N
your DEA registration?




Person Info
Name:Rhiannon Rae Amodeo-Bankert
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?




Covington, Darren

- AR
From: Rhiannon Bankert <}
Sent: Monday, August 07, 2017 5:21 PM
To: Covington, Darren
Subject: Re: Positive Response - License Renewal

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

This was an error. | have not had any of those things happen. | must have clicked the wrong response response. Sorry
about that.

Rhiannon Amodeo-Bankert

On Aug 7, 2017, at 10:35, Covington, Darren <DCovington®pla.IN.gov> wrote:

Hello,

Please provide an explanation regarding the below question which you answered yes to on your
license renewal.

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?

Thank you,

Darren R. Covington, 1.D.
Board Director
Indiana Professional Licensing Agency

Medical Licensing Board of Indiana

Indiana Board of Pharmacy

Physician Assistant Committee

Board of Podiatric Medicine

Speech-Language Pathology and Audiology Board
Indiana Dietitians Certification Board

Indiana Midwifery Committee

Committee of Hearing Aid Dealer Examiners

Indiana Government Center South
402 W. Washington St., Rm. W072
Indianapolis, IN 46204

Telephone: (317) 234-2011

Fax: (317) 233-4236
www.pla.in.gov

<image001.png>




Covington, Darren

From: Rhiannon Bankert <G
Sent: Tuesday, August 15, 2017 12:06 PM

To: Covington, Darren

Subject: Re: Positive Response - License Renewal

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

I'm sorry that is a mistake. The correct answer is no.

Rhiannon Amodeo-Bankert

On Aug 15, 2017, at 11:46, Covington, Darren <DCovington@pla.IN.gov> wrote:

Hi Dr. Amodeo-Bankert,

You answered yes to this question on your physician renewal. Was it also answered yes by mistake?

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

Darren

From: Rhiannon Bankert [mailto

Sent: Monday, August 07, 2017 5:21 PM
To: Covington, Darren <DCovington@pla.IN.gov>
Subject: Re: Positive Response - License Renewal

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

This was an error. | have not had any of those things happen. | must have clicked the wrong response
response. Sorry about that.

Rhiannon Amodeo-Bankert

On Aug 7, 2017, at 10:35, Covington, Darren <DCovington@pla.IN.gov> wrote:

Hello,

Please provide an explanation regarding the below question which you answered
yes to on your license renewal.

Since you last renewed, have you had any action, discipline, revocation, or surrender of your Drug Enforcemer
Registration or entered into any settiement or Memorandum of Understanding with respect to said registratio




Thank you,

Darren R. Covington, J.D.
Board Director
Indiana Professional Licensing Agency

Medical Licensing Board of Indiana

Indiana Board of Pharmacy

Physician Assistant Committee

Board of Podiatric Medicine

Speech-Language Pathology and Audiology Board
Indiana Dietitians Certification Board

Indiana Midwifery Committee

Committee of Hearing Aid Dealer Examiners

indiana Government Center South
402 W. Washington St., Rm. W072
Indianapolis, IN 46204
Telephone: {317) 234-2011

Fax: (317) 233-4236
www.pla.in.gov

<image001.png>




