SIATE OF COLORADO

BOARD OF MEDICAL EXAMINERS Department of Regulatory Agencies
Susan Miller Joseph AL Garcia
Frogram Administrator Executive Director

1560 Broadway, Suite 1300 ivisi i i
Do droadiway, Suite 13 Division of Registrations

(303 B94-7600 Bruce M. Diouglas, Directar

Roy Romer
Covernor

February 17, 1998

Pamela A. Bock, M.D.

5764 Bloomfield Glens : /
West Bloomfield, MI 48322 Q_S [ 7 9/
Dear Dr. Bock:

At a meeting of the Colorado Board of Medical Examiners held on February 12, 1998,
your application for Colorado medical license was approved. Your license number is
36747 effective February 12, 1998,

Please keep us informed of any address changes as we will be sending, in the near
future, a computer-generated pocket license followed by a wall license in a few
months. {Please note that your preferred mailing address is available to the public.)

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, 1999 - 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,

FORT BOARD OF MEDICAL EXAMINERS
Linda Joy,

Licensing Secretary

FOR THE DEAF AND HEARING IMPAIRED: V/TDD (303) 894-7880
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Division of Registrations 1560 Broadway, Suite 1300 /04[
Denver, Colorado 80202-5140 My
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1
APPLICATION FOR A LICENSE TO PRACTICE MEDICINE 4
READ ALL INSTRUGTIONS PRIOR TO COMPLETING THIS APPLICATION, ALL QUESTIONS ON THIS APPLICATION MUST BE ANSWERED, Al
SUPPORTING DOCUMENTS MUST 8E SUBMITTYED WITH THIS APPLICATION PER INSTRUCTIONS. THE ENCLOSED CHECKLIST IS PROVIDE
YOUR CONVENIENGE. PLEASE TYPE OR PRINT NEATLY. WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF F
YOU MAY REPRODUCE THESE BLANK FORMS AS NEEDED BUT EACH COMPLETED FORM YOU SUBMIT MUST BE IN ORIGINAL INK OR
MAKE SUFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN.

QFFICE USE

1a. Name: Last ~ Fist Midate Degree 1b. Social Security Number PERGON
' % Anne =
B K AMELA nN¢E . 0. Redacted -

2. Other names - mﬂmﬂle_d_nﬂﬂg P
N
Phanes, 3’5\‘ OP\OAJ ;o TAMELA AW'N:.

49y
3. Mailing Address: Number and Streat/Bural Rovte, Apardment Number
5964 BLoon FIeLd  GLENS
cay State Zip Country
WesT BlLoamflerd | MICHIGAN Y324 U.3 A
4, Telephona Number: (A Coce) Day Evaning 5. Date of Bith:  Ma/Day/Vear Place of Bith: L £A S5O,
24F-84- 248-626- Redacted Té&XAS
R o0 Gea? | Submita certified or nolarized copy of your birth certificate of passpont.
6. Sex 7. Mave you ever filed an application in Colorado? ] Yes E No

If yos, give date of pravious application

8. List name and address of college or university whera pre-medical degree was received,

Request an officlal copy of transeripl, with geal of schoo) atfixed, te ke sent directly fram s¢hodl 1o this otflcs.
H transeript i not in English, gend 3 certineda Engtish translation.

Period of attandance

Name of School Address and zip From (oD T e
; DEE\CE Ok (ke (e | STEARL
 Wognasmie Ivee ity | Permo e, o .,fgfm‘zf q / 4+ 3 -1a%2

9. List name and address of the school where professional medical degroe was received.

Requost dn original L2 Farin ([Certiticate of Medlcal Education) and an sMicial copy of transcript with saeal of school affixed.
Ceriificate and Iranscript must be sent directly fram the scheol ta this oftice,

It tranectipt ks not In English, send a cortified English translation

Perigd of attandanse
From {Mo/Yr) To (MorY)

| T € . CAm S EAss - )
:—:LL‘QZ SMWMTJ&&“ ﬁczieﬁw, o R Iony g /quz \o- \Cﬁs:\'

Name of School Addreas and zip

Ory. B/88
Ravised 9/92

Revised 11/95

Reovised 4/96 ‘




10,

Have you taken any of the following written examinations: National Boards, ECFMG, FLEX, LMGC, USMLE, or
state written exam? Yes O No

If yas, roquukt certification of scares from each axamination agency to be sent divectly from examination agency 1o this offlcs. (See "Summary of Requiremanta”).
Provide photocapy of ECFMG Certificata if appllcable. Provide Informition balow:

Extam Location Dister Result

ﬂ_&.a:’mm.\ @-»m;v:_.df_fuu o O br‘.m‘.i.'f', Mchig A M’a{, Py 3 ,,f-J vy R e d aCte d

I

Have you received and/or compieted qualifying postgraduate training approved by the ACGME/AQA in LLS. or
Canadian faciities?

Tl yes T No

1 yos, provide information below. Request an orlginal 13 Fort (Certificate of Complation of ACGME/AQA Poxtgraduate Training) trom each facilily attended for
Internship dnd residency tralning.

Pariod of attendance.

OFFICE USE ONLY

Mame of facilkty Addross and sip Specialty F—Ty v To (Mo/Ya)
Wou e sAgehs Uarinipa/ [WZmy 57, Ad=oneis i , ]
Dy azo Medued bl |PETRavs om segao [Dbsemic and Gineioiogy duly 1993 | Jua 195

19, Are you now or have you ever bean licensed to practice medicing in any siate, territory, district, or country?

N‘YHH

Mo trchude temporary licenses and instructional permits,  Request verification from each to be sent t the Colorada Board

See Instructions. it yos, provide information balow;
Dates of practice In this jurisdiction
State or country Licange numbar Date of isnuee = o ———
rom (Mo '@ {Mao/¥r
. ’ e . - -
(i b o No. 52014 Oubgher 13, %Y f]wi {41 } i Ay
= ’

13, Are you now or have you ever practiced medicine in any state, territory, district, or country, LLS. military, U.S
Fublic Health, or any U.5. government agency? (See L6 Form) Yes O Mo

14. Have you ever been refused malpractice insurance, or has your malpractice insurance ever bean canceiled or
rated at a higher premium due to past clalms experience? _WO . ) yes explain on a separate sheet and
provide verification of same from insurance company or §tate licensing board.

5. Have you ever been notified by any state, territory, district, country, U.S. government agency, state medical/

osteopathic board of any eomplaint against you relative to your license to practice medicine? This includes, but is not
fimited to, any allegations currently pending. [ Yes [ No

It yes, give dotails below:

State Date Charge Dispositian

16.

Maz any digciplinary action ever been taken regarding any healing arts license which you now hold or have
ever held? Include any disciplinary actions by the U.S. military, U.8. Public Health Service, or other U.3, federal
governmental entity. (Disciplinary actions Include, but are not limited to, suspenston, revocation, probation, prac-
tice limitations, reprimand, latter of admonition, sensute, and any allegations currently pending) 0O Ves Bl No

o yes, glve detalls beiow.

State or government agency Datte ’ Charge Disposilion




17. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to
take an examination in any state, country, or L).S. federal jurisdiction?

O Yes No
If yea, qive details baiow:

State or governmant agency Cate Reason for denial

OFFICE US:

18, Have you ever voluntarily surrendered a license to practice in the healing arts in any othar state? This does not
include allowing your license to lapse solaely due to payment of the ranawai fee.

O ves [¥ No

It yss, oxplain on a separate sheat. Summariza betow:

State Data Reazon for surrendar

19, Have you ever had staff privileges in a hospital limited or reduced, deniad, suspended or revoked, or have you
resigned from a medical staff in lieu of disciplinary action?

Jves [XnNo

If yo3, exptain on a separate sheet. Provide a copy of letter of resignation or hespital action. Summarize detalls betow:

Name of tagility Address and zip Date Reason for Action

20. Within the last five years, have you engaged in any behavior or experienced any mental or physical health

condition that might impair your abiiity to prastice medicine safely and competently?
Redacted

It yes, expialn on a separate shect. Be specific as to date of accurrences, the type of behavior or condition involved,
and what if anything has been done to ¢orrect the behavior or condition,

21. Within the last five years, have you iilegally or excessively used any controlled substance, habit forming

drug, prescription ication, or alcohol?

Redacted

If yos, @Xplain oh 3 separate sheet. Be specific as 10 data of occurrances, the type of behavior invalved,
and what if anything has boen done to correct the bohavior,

22, Have you ever receaived a deferred prosecution, a deferred judgement, been convicted of, or pled guilty or nelo
contandere to a violation of any federal, state, or local law relating to the manufacture, distribution or dispensing
of controlled substances, or relating to drug abuse, including alcohal?

{1 ves Q No

i yes, explain on 3 séparata theet. Summarize balow:

Date Court aagdress and zip Vigkition Penalty or disposition

23. Have you ever received a deferred prosecution, a deferred judgement, been convicted of or pled guilty or nolo
contendere to, any felony in any state, territory, district, the United States, or a foreign country?

O ves [ No

I yoi, givo details balow: Include any conviction that haz been set aside, dismissed, or pardoned under tha Constitution of Colorado. aricla
IV, sactlon 7, ar under any other provision of law,

Date Court addresa and zip Violation Panalty or disposition

24.  You must provide proof of malpraclica instirance or an acoeplabie atemative as required by Colorado law, or clalm one of the seven exemp-
tions set forth in the enclosed Insurance memo. See instructions in application packst, and inciude proaf of insurance (obtained from your
insurance carrier) or include a statement setting forth the basis for an exemption applicatle at the time you submit your application.




| herehy declare under penalty of perjury under
the laws of the State of Colorado, that the photo
of myself attached heretp, was taken

on or about _\ l‘\ Do 1‘3_6\3
| l:?xt] my age then baing —2—-"-‘_35 yeara,
ek color of hair A B2 )
e color of ayes ﬂm_ﬁ::"} , :
| 105 height __‘5_ ,,,,,, o :5 N 1 N
| weight \BD s

identifying marks

‘ NOTE: ALL ITEMS IN THIS APPLICATION ABRE MANDATORY; NONE ARE VOLUNTARY. FAILURE TO PROVIDE ANY OF
THE REQUESTED INFORMATION WILL RESULT IN THE APPLICATION BEING REJECTED AS INCOMPLETE.
The information provided will be used to determine qualification for licensure, per Section 12-36-107 and Section
12-36-111, C.R.S, which authorize the collection of this infarmation. Applicants have the right to review their
application subject to the provisions of the Colorado Open Records Act The Program Administrator of the
Colorado State Board of Medical Examiners is the custodian of records.

1 PMELP* A P)d:?(_f—‘

Stale of Colorado.

in s0 doing, | authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past and present), busincas
and professional assoclations (past and present), and all government agencies (logal, state, federal and foreign) to release to the Golorado State
Board of Madical Examiners or ite successors any informatior, liles of records requested by that Board relative to my quatifications as a physi-

cian and my efigibility for licensure.

PLEASE BE ADVISED THAT IN COLORADD SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE
BY LAW.

hereby make application for 2 license to practice medicing in Ihe

| state under penalty of perjury in the second degree, as defined In 18-8-503, Colorado Revised Statutes, that the information centained in this
application is true and correct to the best of my knowledge.

| understand that under the Colorado Medical Practice Act, providing false information is grounds for denial, suspension ar revocation of & medi-
cal license.

| B Mol 14, 1693

i Signatura Date

L1D




STATE OF COLORADO

v !.,nu
Department of Regul SAPRHOEDTUR I BOARD OF MEDICAL EXAMINERS

Division Of Registration

SIATE OF COLORADO Nw ?‘ﬁsgz S
CERTIFICATE OF MEDICAL EDL! ;e W,

NOV 17 139/ Denver, Colorado 80202-514( ; v G B e g

1560 Broadway, Swite 1300

Phene (303) 894-7690 V/TDD (303} 8441783‘_/

& REGESTHAT 100 G

i ) BT g

THIS SECTION TO BE COMPLETED BY APPLICANT AND FORWARDED TO
SCHOOL WHERE MEDICAL DEGREE WAS RECEIVED

This certifies that

P{-\-{YIELA A, N\uﬂu’m (E::-ug,[c.‘!

of PDW Ui . oy

FULL NAME OF AFPLICANT

ADDRESS WHEN ENROLLED

enrolled in WUUNE SKate. Vaveroly ~Sches) of Medius

FULL NAME OF MEDICAL SCHOOL. ‘ A G 53

Dedhove . M\u\nthm

LOCATION OF MEDICAL SCHOOL,

THIS SECTION TO BE COMPLETED BY PRESIDENT/SECRETARY/DEAN OF MEDICAL
SCHOOL AND FORWARDED TO COLORADO BOARD OF MEDICAL EXAMINERS.
COMPLETE ALL BLANKS IN THIS SECTION OR FORM WILL BE RETURNED.

The undersigned certifies that the records of this institution show that he/she attended this

institution beginning on_29thday of August , 1983 and was granted the degree

Bachelor/Doctor of Medicine or Doctor Osteopathy on 2nd day of _June ,1987.

Signed and the college seal affixed \

thisjﬁnw'ovwber ] o, 19287
, Wi o,
{ ﬂ '_y

7 i
resident, Secretary, Dean

NOT VALID WITHOUT SCHOOL SEAL

NOTE TO REGISTRAR:

IF NO SCHOOL SEAL, PLEASE INDICATE ABOVE NEXT TO
SIGNATURE OF PRESIDENT /SECRETARY /DEAN.

NOTE TO APPLICANT:

TRANSCRIPT OF MEDICAL SCHOQOL CREDITS MAY BE SUPPLIED
UNDER SEPARATE COVER.

L2



STATE OFB@@L”@W@S

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS D EC - 3
Division of Registrations 1560 Broadway, Suite 1300 ]99 f

Denver, Colorado 80202-5140
Phone (303) 894-7690  V/TDD (303) 85+-7380 S’,A]‘E OF COLO

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL/OSTEOPATHIC SCHOOL GRADUATE GOMPLETING POSTGRADUATE
TRAINING IN THE UNITED STATES OR CANADA. DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT IS NOT ATTACHED
BELOW. PLEASE TYPE OR PRINT.

pﬁmebﬂa Brne Maney  (Bede)

NAME OF APPLICANT

N(que Stz Univesity — Sdhest of Me ] i ne

NAME OFf MEDICAL/QSTECPATHIC SCHOOL

Thig {s to certify that

a graduate of

commenced postgraduate training in_\NAINE  STHE VAW ERS VT {'96 TReVT NS ER CaeR

NAME AND ADDRESS OF FACILITY

Y2o\ ST, AvtewE

DETRL v v g ey

) PP AS 117028 st /A 15, PRS0 It 1 AL PRl R o e

on «...&U-\kx \ , 19 %t}'. and satisfactorily completed such training

on JK)\F\CA 5‘3 19 C‘“ . This training consisted of L{,‘Z months of actual

clinical instruction and is approved by the Accreditad Council for Graduate Medical Education (ACGME), the Amarican Ostecpathic
Association (AOA), or the Coordinating Council of Medical Education of the Canadian Medical Association (CGME) and consisted of the
following rotations:

List type and length of tralning.
ROTATION LENGTH OF ROTATION

Doshepico A (Maemluﬁw 4 §ears
i

WAS THIS PHYSICIAN'S PERFORMANCE COMPLETELY SATISFACTORY? PLEASE CHECK ONE

Redacted

IF NO, PLEASE ATTACH AN EXPLANATION.

| hereby daclare under penaity of parjury under the taws of the State of Colorado that
the above statemants are true and correct and the facility is approved by the ACGME/
AOA or the CCME to offer the type and leve! of training completed by the applicant
bad that the applicant was trained in an approved ACGME or CCME program

Mary F. Euth

PROGRAM DIRECTOR

NOT VALID WITHOUT SEAL

4201 5t. Antoine
Detroit, Michigan 48201

RONE NUMBER (313) 745-5146
November 7, 1997

DATE

smmmns%?/, CQ x '9;277{




Department of l?f.egulat:or;-r Agencies

BOARD OF MEDICAE EXAMENERS

Dit f Repisirati 1560 Bmadway', Suife 1300 - -
Psion of Registrations Beaver, Colorado 80202-5140 NOV 13 1997
SEE INSTRUCTIONS ON Hi‘fEESE Phﬂ“& {303} 594-?69& ¥/IDD [303} 3’94 TR80 i
I . . REPORT.OFPRACTICEHISTORY. ... SIATEOF COLURADD
_ _ OHIGIMAL LICENSURE Dales of
- _ o Dales
R Fam‘tityﬂarhe ' : Addressasu:l Zip : Hefe:snce{name&hue} - Fr:rﬁc'io ) NaEuseol P;aellca
um”f‘ﬁ?%ﬁ K'LO)/":ZT' HrTowNg I‘&\“L&G:u. 'Dom%uas&ci , rv@i.;%ﬁ%—-; == “?‘;?G ﬂ
T éﬁn ST paa :.yg—;;_—:.i , Q%\R Deet, c:C n&{@wﬁ‘r 6f : © !
oA A LGE u_g, coinohErcs P ML S BAIRAM . o [{ahe &t‘:'w& TrRee
":::-2'_:" .: : gb&: "["-..h-l'sl-ﬁcz ong 435&2413.—1 .(‘__ﬁkéf ‘—,)EQ"‘ c:(-" Qg{‘::‘fh'i | eS| Qa[eﬁd
) SOTE DR o lwbwm Gevvk, o8& L EEN s ;jﬁs:rwc- swmee
-f----ﬁ&%?\ﬁ#'r’ﬁ;en t"'n-ﬁfml - q.gzgg ~|emcee, Seor. of oalaid | | TRsay o of fewsd
BOTZEC /*(294 ST ﬂv’-"‘-‘*fﬂ*‘f Mr—o&e'u._ Do AB@ow S n-&f'g:a'f‘%;'f Acmve SRS
-3 ;_ _ 'L"T‘: M(, ' L{-&Z_QJ Q&\.E—? :__;_:;Q _::;EB iG:‘f:J ?mbﬁ{f;“h\\ .
SINAL 5 ;‘--_-,--;'-----‘/ﬂfﬁ'-fr W oIt TDRWE. DA S RRS A A | T | ACTNE SEE
' s;ﬁ‘:"s’*’"ﬁ*ﬁ’p% T, ™Ma u(g?_'ss | oee, xR oF u&'l‘;ﬂr-}- agqy °E‘RG‘“"
e
Y 7
s
9.
10.

act o the best of my knowiedge.

JL,_M{:

(  TRBooe )

PLEASE BE AWARE THAT 1M C:DLOﬁADD SUPPL‘!’ENG FALSE IMFOHMA‘I’ION I AN AFPLE{:ATION FOR A LICENSE IS PUNISHABLE BY LAWY,
nder psnalb_.r of parjury in the second degrse as da!‘ ned in 18-8-503, Colorado Revised Stakulss, that ihe information contained in thss appllcahon i

iz \a

i ﬁ-mi under ﬁi Ecal Praclice Act, promdlng false irrk:rmaﬁen is gmunds for denial, suspens&un or rew:acailon ofa madml license.

Print Last Name

DATE |




COLORADO BOARD OF MEDICAL EXAMINERS 1999 LICEN AL QUESTT IRE

LAST NAME ‘ FIRST NAME M SOCIAL SECURITY # { COLORADO
5 DIGIT LICENSE #

Box G SN] Redacted ®

Instructions Print or type name and Social 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.  Make a copy for your records.

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 time of expiration MPLETION OF THIS QUESTI

NOT OPTIONAL Each question must be answered. Answering “yes” to any of these questions will not automat-
ically delay renewal of your license

A) Since you last renewed your Colorado medical hicense, have you - YES

1 had any adverse action taken against you by any licensing agency in another state or country, any peer review body,
any health care mstitution, any professional or medical society or assoctation, any govemmental agency, any law @/
enforcement agency, or any court? D

2 surrendered a license or other authorization to practice medicine 1 another state or jurisdiction or surrendered

membership on any medical staff, medical or professional association or society while under investigation by any of M
these authonties or bodies? D

3 had paid on your behalf any final judgment, settlement or arbitration award for medical malpractice? (Note Please D ‘j
include any payments you have personally made )

4 been denied hability msurance 1 Colorado or had your insurance coverage in Colorado terminated by action of the
nsurance cartier? D IB/

B) Since you last renewed your Colorado medical license, have either of the following been demsed, revoked, suspended, reduced, hmmted,
placed on probation, not renewed, or voluntanly relinquished? You are obligated to answer “yes” to the items below if any of these
same actions are currently pending (Note You must answer yes if you have withdrawn or fatled to proceed with an application for any

of these items )
O o

5 Medical staff membership or chnical privileges at any hospital or health care mstitution”?
6 DEA registration? L_.l D’

C) Since you last renewed your Colorado license, have you
7 had any felony or misdemeanor charges, or any traffic citations involving drugs or alcohol, brought aganst you? I:I @

8 1llegally or excessively used any controlled substance, habit forming drug, prescrniption medication, or alcohol? You [Re=YeFElei(=1e!

may answer NQ 1f the behavior 1s already known to the Colorado Physician Health Program

9 engaged n 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 LICENSE
NUMBER ON EACH ATTACHMENT.

Questions 1 and 2 Indicate name and address of the entity taking the action or nvestigating conduct/allegations, the date of the action and

specify conduct/allegations upon which the action or investigation was 1nittated 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 scttlement, copy of report from National Practitioner Data Bank and a clinical narrative of the case, including patient’s name

Questions 4 Attach copy of notification from msurance carrier

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 orgamzation taking action

Question 7 Indicate name and address of court of jurisdiction, violation charged, date of alleged violation, and a copy of the final disposition

of each violation charged

Questions 8 and 9 Provide description of condition, date of onset, dates and summary of any treatment, name and address of all treatment

providers, and current status of condition —_ OVER —
88145025




1999 RENEWAL INSURANCE VERIFICATION FORM

As part of your application to renew your license to practice medicine 11 Colorado you must mdicate how you are complying with the
requirement to maintam financial responsibality

L 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. 1 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.

D 1 I mamtain commercial professional liabihity insurance with a carner authonized to do business in Colorado, 1n mummum
indemmty amounts of at least $500,000 per mcident and $1,500,000 annual aggregate per year

Company: COPIC D Doctors Company D St. Paul D Other (Specify )
NOTE: Please supply your insurance policy number:

D 2 Tam covered by mdividual commercial professional hability insurance maintained by an employerfcontracting agency in
accordance with the requirements noted 1n “1” above

D 3 Iam a federal civiliant or military physician whose practice 1s limited solely to that required by my federal or military agency
D 4 T am a public employee whose practice 15 limited solely to that covered by the Colorado Governmental Immumty Act

[___l 5 Idonot engage mn any patient care whatsoever within the state of Colorado, 1ncluding prescribing I am, however, engaged in
active medical practice m another state or foreign jurisdiction (NOTE  You may wish to consider renewing your license via
mactive status - see below)

D 6 My medical practice does not involve any patient care whatsoever (e g , admimstrator, researcher, academician, non-medical
endeavor (NOTE You may wish to consider renewing your license via inactive status - sce below )

7 1 provide himited or occasional, uncompensated care to patients and I do not otherwise provide any compensated patient care
whatsoever v oo A0S

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

D Surety Bond D Cash Deposit or equivalent [:l Other Acceptable Secunity

NOTE The Comnussioner of Insurance approves alternatives for financial responsibility Certification from the Insurance Commussion
MUST BE ATTACHED 1if an alternative method 15 used The address of the Commussion Office 1s 1560 Broadway, Suite 850,
Denver, Colorado 80202 (303) 894-7499 -- - -

MAKE CHECKS PAYABLE TO: COLORADO BOARD OF MEDICAL EXAMINERS

INACTIVE LICENSE FEE - $150 __I wish to renew my license via INACTIVE STATUS (NOTE. _thys category 1s primarily
intended for retired physicians and those practicing outside Colorado ) Malpractice insurance 1s not required for inactive license
holders 1 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. I also understand that if I have not actively practiced medicine for 2 years or more and then
wish to reactivate my Colerado medical license, I will be required to demonstrate continued competence pursuant to
Board rules and regulations.

I state under penalty of perjury 1n the second degree, as defined 1n 18-8-503, Colorado Revised Statutes, that the information contained n
this application 1s true and correct to the best of my knowledge I understand that under the Colorado Medical Practice Act nroviding
false mfQrmation 1s grounds for demal, suspension or revocation of a medical license ST T T -

\fAAN\\;A (“ Lod(.____ g Lnas 248 - 26 ~L03 24T - L8y ~2 ook

Signature éf Physician Date Phone # Fax ##

After completing this form, please return it wath 1) the enclosed computer renewal form, 2) the renewal fee, and 3) the Physician Survey
{optional) 1n the enclosed return envelope Direct questions to  (303) 894-7719 Colorado Board of Medical Examiners, 1560
Broadway, Suite 1300, Denver, CO 80202-5140

Page 2



COLORADO BOARD OF MEDICAL EXAMINERS
2001 LICENSE RENEWAL QUESTIONNAIRE

LAST NAME FIRST NAME MI SOCIAL SECURITY # LICENSE #

BoUK | RAMELE A Redacted NN

NOTE: The Colorado Medical Practice Act mandates that ali hicensed physicians wishing to rene Y edical-ienses must
complete this questionnaire and rencwal apphcation D 2 n E

INSTRUCTIONS: Print or type your name, social security number and license number m the bq

A

B)

PLEASE PRINT LEGILBY. KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

hbove Answer each qug below,

and provide the information and documentation requested for each “yes” resppgrse

RESPONDING “YES” TO ANY OF THESE QUESTIONS WILL NOT DELAY RENEWAL QF [RQUR LICENSE.

AN INCOMPLETE OR INACCURATE FORM, HOWEVER, W RESULT IN DELAY OF YOUR RENEWAL. ".Ln_ BOTH SIDES OF THIS FORM.
:l-!’” ‘ '] '-‘.'."fg-

L
il

Since you last renewed your Colorado medical license, have you SYATE 4F COLJAAUO

1

had any adverse action taken aganst you by any hcensing agency in another state or counilly, any peer review boay, health care
facility, professional or medical soctety or association, governmental agency, law enforcement agency, or court of law®

[ YES o
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 stll pending

surrendered a hcense or other authorization to practice medicine 1n another state or jurisdiction, or surrendered membership on
any medical staff, medica} or professional association or society while under investigation by any of these authonties or bocies?

O yves 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 acuon, the date of the action, correspondence from the entity regarding the matter, and whether action 1s still pending

had paid on your behalf any final judgment, settlement or arbitration award for medical malpractice® NOTE Include any payments
you have made personally ] YES ¥'NO

If “YES”, provide a detailed chinical summary of your care and treatment of the patient Include the name of the patient, the amount

and date of settlement, and a current copy of your complete National Practitoner Data Bank report (The Board may request
patient records 1n the matter at a later date )

been dered hiability insurance in Colorado or had your insurance coverage in Colorado terminated by action of the insurance
carrer? O YEs oyNo

If “YES”, provide a copy of the notification from the insurance carrier and a summary of the events, which led to the demual If you
do not have a copy of the notification, contact the insurance carrier to obtain one

had any felony or misdemeanor charges of any kind brought against you® Had any traffic citations involving drugs or alcchol,
brought against you? Regardless of the case disposition, you must answer yes 1if you have been charged
YES NO

If “YES”, provide a detailed 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 citung agency and the
court of junisdiction

ilegally or excessively used any controlled substance, habit-forming drug, prescription medicatign _qraleghgld Vop may answer
“NQ” if the behavior 1s already known to the Colorado Physician Health Program (CPHP, Redacted

If “YES”, provide a detailed summary of the condition or event Include the date of onset, date(s) and summary of treatment(s)
recewved, the current status of your condiuon, and the name and address of ali urecatment provaders

engaged 1n any behavior or suffered any mental or physical health condition that might affect your ability to practice medicine with
skall and safety to “NO” if the behawvior 1s alreadv known to the Colorado Physician Health Program
(criip) ' Redacted

If “YES”, provide a detailed 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 providers

Since you last renewed your Colorado medical hcense, have either of the following been denied, revoked, suspended, reduced, hmited,
placed on probation, not renewed, or veluntanly relinquished? 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 wath an application for any of
these 1tems

1

Medical staff membership or chinical privileges at any hospital or healthcare facility? O YES B/NO

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

DEA registration? [ YES g

If “YES”, provide a detailed summary of the conduct/allegation upon which action was taken Include the notification from DEA I
you_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? [0 ves [ r~o
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 15 a process separate and independent from the renewal process

E/ ACTIVE LICENSE FEE - $315 | wish to renew my license in ACTIVE STATUS | meet (or claim exemption
from) the financial responsibility standards as indicated below You must check at least one.

@ | mantain commercial professional fiability insurance with a carrnier authorized to do business In
Colorado, in minimum indemnity amounts of at least $50G,000 per incident and $1,500,000 annual
aggregate per year

a COPIC Q Doctors Company Q St Paul Q Other (Specify)

NOTE Please supply your insurance policy number

a |am afederal civiian 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

@ 1am a physician who is covered by individual commercial professional hability coverage {or an
alternative which complies with Section 13-64-301(1)(c), (d) or (e)) maintained by an
empioyerfcontracting agency In the amounts set forth above

G}/ | am a physician who provides uncompensated health care to patients, or who does not otherwise
engage Iin any compensated patient care in Colorado

0 | have 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)

Q Surety Bond & Cash Deposit or equivalent 0 Other Acceptable Security

NOTE The Commuissioner of Insurance approves a"“ernatives for financial responsibility  Certification from the
Insurance Commission MUST BE ATTACHED «f an :ternative method 1s used The address of the Commission
Office 1s 1560 Broadway, Suite 850, Denver, Colorado 80202 (303) 894-7498

0 INACTIVE LICENSE FEE - $160 | wish to renew my license in INACTIVE STATUS Malpractice insurance
1s not required for inachive license holders 1 understand that | may not practice medicine, including but
not limited 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 | also understand that if | have not actively practiced med:icine for 2 years or more
and then wish o reactivate my Colorado medical hcense, | wili be required fo demonstrate continued
competence pursuant to Boara rules and regulations

MAKE CHECKS AYABLE TO: COLORADO BOARD OF MEDICAL EXAMINERS

| state under penaity of perjury in the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the
information contained Iin 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
meghcal icense

Signature of Physician Date
TAMmeLa A ok E G
Print name of physician (printed name and hcense number must be legible to process tus form}  License #

After completing this 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) 894-7680 Colorado
Board of Medical Examiners, 1560 Broadway, Suite 1300, Denver CO 80202-5140 Page 2
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Renewal - DR.0036747

Name Pamela Anne Bock
Credential DR.0036747

Fee Details

Renewal Fee $2.00
Renewal Fee $334.00
Renewal Fee $3.00
Renewal Fee $18.00
Renewal Fee $144.00

$501.00

DR Renewal HPPP

Healthcare Professions Profiling Program ACTIVE status only:

All ACTIVE status licensees must maintain a Healthcare Professions Profile with current information. Please note that licensees
are required to update their Healthcare Professions Profile within 30 days of changes or any reportable events. To access your
HPPP account, please go to the HPPP Database by CLICKING HERE and enter your Login ID and Password for the HPPP
system - these may be different from your User ID and password for this account in the Online Services system. Remember, it is
your respons bility to maintain the accuracy of your Healthcare Profile within 30 days of any change. Failure to timely update your
database may subject your license to disciplinary action.

DR Renewal Questionnaire
PART I: MANDATORY RENEWAL QUESTIONNAIRE

You must answer “YES” or “NO” to each question below. If you answer “YES” to a question, you must mail a copy of this
questionnaire and a detailed explanation to include dates, amounts and contact information, to the Board for each “YES” answer
within thirty (30) days of submitting your renewal. If the matter has already been disclosed to the Board, you must send a letter
to the Board providing the case number and identifying information. If no documentation is received, a case may be opened and
a complaint issued for an explanation of each “YES” answer.

SECTION A: SINCE YOU LAST RENEWED YOUR COLORADO MEDICAL LICENSE:

1. Have you been admonished, reprimanded, censured and/or disciplined in any way by any licensing agency in another state or
country, by any peer review committee or body, by any health care facility or committee thereof, by any professional or medical
society or association or committee thereof, or by any governmental agency, law enforcement agency or court of law, whether
involuntary or in lieu of investigation?

No

2. Have you surrendered a license or other authorization to practice medicine in another state or jurisdiction, or surrendered
membership on any medical staff, medical or professional association or society while under investigation by any of these
authorities or bodies?

If you answer YES to question number 2, you must provide a detailed summary of the events which led to the charges or
citation. Include a copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and
from) the citing agency and the court of jurisdiction.

No

3. Have you, in any state, been denied medical liability insurance, or has your medical liability insurance coverage been limited,
restricted or terminated by action of the insurance carrier?

If you answer YES to question number 3, you must provide a copy of the notification from the insurance carrier and a summary
of the events which led to the action by the carrier. If you do not have a copy of the natification, contact the insurance carrier to
obtain one.

No

4. Have you had any felony or misdemeanor charges of any kind brought against you? Have you had any traffic citations
involving drugs or alcohol brought against you? Regardless of the case disposition, you must answer YES if you have been
charged.

If you answer YES to question number 4, you must provide a detailed summary of the events which led to the charges or
citation. Include a copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and
from) the citing agency and the court of jurisdiction.

No

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=350056&key={4FE... 3/18/2019



Renewal - DR.0036747 Page 2 of 3

5. For question 5, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to
proceed with an application for these items.

Has your medical staff membership or clinical privileges at any hospital or healthcare facility been involuntarily or in lieu of
investigation reduced, limited, placed on probation, not renewed or relinquished, or been denied, revoked or suspended?

If you answer YES to questions 5, you must provide a detailed summary to the Board of the conduct/allegation upon which
action was taken.

No

6. For question 6, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to
proceed with an application for these items.

Has your DEA registration been involuntarily or in lieu of investigation reduced, limited, placed on probation, not renewed or
relinquished, or been denied, revoked or suspended?

If you answer YES to questions 6, you must provide a detailed summary to the Board of the conduct/allegation upon which
action was taken. And you must include the notification from the DEA. If you do not have a copy of the notification, contact the
DEA to obtain a copy.

No

SECTION B IN THE LAST TWO YEARS:

7. Do you now abuse or excessively use, or have you in the last two years abused or excessively used, any habit forming drug,
including alcohol, or any controlled substance that has a) resulted in any accusation or discipline for misconduct, unreliability,
neglect of work, or failure to meet professional responsibilities; or b) affected your ability to practice as a physician safely and
competently?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health
Program (CPHP) or you have entered into a Confidential Agreement with the Board. “Known to CPHP” means that you have
informed CPHP of your behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for
evaluation, treatment and/or monitoring.

If you answer YES to question 7, you must provide a detailed summary of the behavior, condition or substance use. Include the
date of onset, date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of
all treatment providers.

8. In the last two years, have you been diagnosed with or treated for a condition that significantly disturbs your cognition,
behavior, or motor function, and that may impair your ability to practice as a physician safely and competently, such as bipolar
disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological iliness, or sleep disorder?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health
Program (CPHP) or you have entered into a Confidential Agreement with the Board. “Known to CPHP” means that you have
informed CPHP of your behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for
evaluation, treatment and/or monitoring.

If you answer YES to question 8, you must provide a detailed summary of the behavior, condition or substance use. Include the
date of onset, date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of
all treatment providers.

PART 2: MANDATORY ATTESTATION

9. By submitting this application for renewal of my license, | 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 is true and correct to
the best of my knowledge. | understand that under the Colorado Medical Practice Act, providing false information is
grounds for denial, suspension or revocation of a medical license.

| wish to to renew my license in ACTIVE status, therfore | attest that | meet (or claim exemption from) the financial responsibility
standards as indicated below. (select the correct option A-l) If you are currently in Active status an wish to change to Inactive
status you cannot renew online and must contact the Division at 303-894-2984.

I am currently in INACTIVE status and am exempt from the provisions above. (If so, you must select option "J"). *If you wish to
change to ACTIVE status, you must first renew your license in inactive status, and then submit the reactivation application and
fee. The reactivation application is available on the Medical Board website.

Please select only 1 item below.

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=350056&key={4FE... 3/18/2019



Renewal - DR.0036747 Page 3 of 3

A. | maintain commercial professional liability insurance with COPIC, in minimum indemnity amounts of at least $1,000,000 per
incident and $3,000,000 annual aggregate per year.

KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

Review

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=350056&key={4FE... 3/18/2019
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Renewal - DR.0036747

Name Pamela Anne Bock

Credential DR.0036747

Fee Details

Renewal Fee $2.00
Renewal Fee $238.00
Renewal Fee $18.00
Renewal Fee $162.00

$420.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-
Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States

has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

Affidavit of Eligibility
AFFIDAVIT OF ELIGIBILITY

Pursuant to C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a current Colorado
license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

* The word "licensure"” is used as a general term. While most of the professions and occupations are licensed, others may be

certified, registered or listed. For precise terminology and requirements related to a profession or occupation, please consult the
website of the appropriate board or program.

3. Please enter your Full Legal Name

Affidavit of Eligibility - Section A
Section A: LAWFUL PRESENCE in the United States

4. Select one of the following Lawful Presence types below and click "Next" when done:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1027218&key={8D... 3/18/2019



Renewal - DR.0036747

Affidavit of Eligibility - Section B.1

Page 2 of 6

Section B: SECURE AND VERIFIABLE DOCUMENTS

5. Do you have a State or Federal government issued identification?

These include:

Driver's License or Permit

Government Issued ID Card

Valid U.S. Military Common Access Card
Colorado Department of Corrections Inmate ID
Tribal ID Card

U.S. Passport

Certificate of Naturalization

Certificate of (U.S.) Citizenship

Valid Temporary Resident card

Valid 1-94 issued by Canadian government
Valid 1-94 with refugee/asylum stamp

Affidavit of Eligibility - Section B.1 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

10.

Select one of the following Government Issued Identification:

Enter the name of State or Federal Agency that issued the identification:

Enter your full name as shown on the driver's license or State/Federal issued identification:

Enter the State/Federal government issued license/ID number:

Enter the expiration date of the license/ID:

11. I understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.2

Section B: SECURE AND VERIFIABLE DOCUMENTS

12.

Do you have a Valid I-766 (Employment Identification Card)?

Affidavit of Eligibility - Section B.2 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

13. Enter the issuing Federal Agency:
14. Enter the name as listed on the card:
15. Enter the Alien number (A#):

16. Enter the card number:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1027218&key={8D...

3/18/2019
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17. Enter the Valid From Date:
18. Enter the Expiration Date:

19. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.3
Section B: SECURE AND VERIFIABLE DOCUMENTS

20. Do you have a Valid I-551 (Resident Alien or Permanent Resident Card)?

Affidavit of Eligibility - Section B.3 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

21. Enter the issuing Federal Agency:
22. Enter the name as listed on the card:
23. Enter the Alien Number (A#):

24. Enter the country of birth:

25. Enter the card expiration date:

26. Enter the Residence Since date:

27. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.4

28. Do you have a Valid Foreign Passport with an unexpired Visa with proper classification for work authorization, and an
unexpired 1-947?

Affidavit of Eligibility - Section B.4 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

29. Enter the issuing foreign country:

30. Enter the Passport Number:

31. Enter the Visa Number:

32. Enter the Visa Class (Examples: J-1, P-1 H-1B, etc.):
33. Enter the Date of Entry:

34. Enter the Until Date:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1027218&key={8D... 3/18/2019
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35. lunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.5
Section B: SECURE AND VERIFIABLE DOCUMENTS

36. Do you have a valid foreign passport bearing an unexpired "Processed for I-551" stamp or with an attached unexpired
"Temporary 1-551" visa?

Affidavit of Eligibility - Section B.5 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

37. Enter the issuing foreign country:
38. Enter the Passport Number:

39. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section C
Section C: Attestation

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document. | may also be
required to provide proof of lawful presence.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

40. By entering your full legal name below you attest that you have read and understand the above information.

41. Please enter today's date below:

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

» | understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine,
including but not limited 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. |
also understand that if | have not actively practiced medicine for two (2) years or more and then wish to reactivate my
Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and
regulations.

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1027218&key={8D... 3/18/2019



Renewal - DR.0036747 Page 5 of 6

By renewing my license in ACTIVE status, | attest that:

» | have not abused or excessively used any habit forming drug, including alcohol, or any controlled substance that has: 1)
resulted in any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet professional
responsibilities; or, 2) affected my ability to practice as a physician safely and competently, at any time during the past
two years, up to and including today’s date.

AND

In the last two years, | have not been diagnosed with or treated for an iliness or condition that significantly disturbs my
cognition, behavior, or motor function, and that may impair my ability to practice as a physician safely and competently,
such as bipolar disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological
illness, or sleep disorder

OR

The iliness or condition or the use of substances, as defined above, is: 1) already known to the Colorado Physician
Health Program (“CPHP”) and | have made, or will make known within 30 days, any requisite disclosure to the Board
pursuant to section 12-36-118.5 and any attendant regulations; or, 2) | have entered into a Confidential Agreement with
the Board. For the purpose of this attestation, “Known to CPHP” means that | have informed CPHP of my condition or
use of such substances and | am complying with all of CPHP’s requirements for evaluation, treatment and/or monitoring.

» Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

* Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
| have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

GLOBAL HPPP Renewal Attestation
Pursuant to section 24-34-110, C.R.S., all Active and Retired status licensees must maintain a current Healthcare Professions
Profile. Reportable events and/or changes to information must be made within 30 days. For more information about this Program
and to update your profile, visit www.dora.colorado.gov/professions/hppp.

By renewing your Active or Retired license, you attest to the following:

| have updated my Healthcare Professions Profile to current date and/or | will make any updates within 30 days of any reportable
event or change, and subsequent updates will be made within 30 days. This requirement is in addition to any requirement by a
profession's practice act. Examples of reportable events or changes that must be updated on a profile include, but are not limited
to, location of practice, public actions issued by any jurisdiction, felonies and crimes of moral turpitude, malpractice
settlements/judgments, etc. To update a Healthcare Professions Profile, or for more information on the Healthcare Professions
Profile Program (HPPP) and its requirements, visit www.dora.colorado.gov/professions/hppp or call 303-894-5942.

If your status is Inactive you are not required to maintain a Healthcare Professions Profile, click next to proceed.

You may NOT change your status through online renewal. For information regarding a status change, please contact the renewal
desk at 303-894-7800 or dora_dpo_renewalline@state.co.us.

Click next to proceed.

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1027218&key={8D... 3/18/2019
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Renewal - DR.0036747

Name Pamela Anne Bock

Credential DR.0036747

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $238.50
DR- Peer Fee $162.00

$428.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States
has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited 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. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

» In the past two years | have not abused or excessively used any habit forming drug including, alcohol or any controlled
substance, and | have not been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor
function which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation or
finding of working impaired, diversion of controlled substances or habit -forming medications (including self-prescribing),
sexual contact with a patient, substandard medical practice or patient harm.

OR

In the past two years | have abused or excessively used any habit forming drug including, alcohol or any controlled
substance, or | have been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor function
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which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation, or finding
of working impaired, diversion of a controlled substance or habit-forming medication (including self-prescribing), sexual
contact with a patient, substandard medical practice or patient harm AND | have reported, or will report this information
within 30 days to the Colorado Medical Board.

» Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

* In the last two years, | have not been diagnosed with or treated for an iliness, condition or behavior, that disturbs my
cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a physician,
safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression, schizophrenia or
other major psychotic disorder, a neurological iliness, or sleep disorder.

OR
In the last two years, | have been diagnosed with or treated for an iliness, condition or behavior that significantly disturbs
my cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a
physician, safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression,
schizophrenia or other major psychotic disorder, a neurological illness, or sleep disorder AND:
1) The illness or condition is already known to the Colorado Physician Health Program (“CPHP”) and | have made, or will
make known within 30 days, any requisite disclosure to the Board pursuant to section 12-36-118.5 and any attendant
regulations; OR
2) | have entered into a Confidential Agreement with the Board. For the purpose of this attestation, “Known to CPHP”
means that | have informed CPHP of my condition or use of such substances and | am complying with all of CPHP’s
requirements for evaluation, treatment and/or monitoring; OR
3) | have reported, or will report within 30 days, the iliness or condition to the Medical Board.

* Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
» | have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

HPPP - DR Introduction

Healthcare Professions Profile

Please be aware that this profile is only for your Physician license. Do not provide information for other license types you hold on
this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

HPPP GLOBAL - Location of Practice
Location of Practice

49. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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HPPP GLOBAL - Location of Practice If Yes
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Location of Practice

50. Practice Locations:

Address

City State Zip Code

|Phone Number

108 South Frontage Road West, Suite 101

Vail Colorado 81657

(970) 926-6340

50 Buck Creek Road, Suite 200

Avon Colorado 81620

(970) 926-6340

377 Sylvan Lake Road, Suite 210

Eagle |[Colorado 81631

(970) 926-6340

HPPP - MEDICAL Education and Training

Education and Training

51. School or Education Level:
Wayne State University School of Medicine

52. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

1987

HPPP GLOBAL - Other Licenses

Other Licenses

53. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

Yes

HPPP GLOBAL - Other Licenses if Yes

Other Licenses

54. Other Licenses:

[State License Status

Year Originally Issued

[Michigan Active

1988

HPPP GLOBAL - Board Certifications

Board Certifications

55. Do you hold any current Board Certifications?
Yes

HPPP - MEDICAL Board Certifications if Yes

Board Certifications

56. Board Certifications:
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Certification
Obstetrics and Gynecology

HPPP GLOBAL - Practice Specialties
Practice Specialties

57. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

HPPP - MEDICAL Practice Specialties if Yes
Practice Specialties

58. Practice Specialties:
Specialty
Obstetrics and Gynecology

HPPP GLOBAL - CO Hospital Affiliations
Colorado Hospital Affiliations

59. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

HPPP GLOBAL - CO Hospital Affiliations if Yes
Colorado Hospital Affiliations

60. Colorado Hospital Affiliations:
IHospitaI Affiliation Type City
IVaiI Valley Medical Center IAdmitting Privileges Vail

HPPP GLOBAL - Other Hospital Affiliations
Other Health Care Facilities and Out of State Hospital Affiliations

61. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
Yes

HPPP GLOBAL - Other Hospital Affiliations If Yes
Other Health Care Facilities and Out of State Hospital Affiliations

62. Other Healthcare Facility Affiliations:
Facility Affiliation Type City State
Colorado Mountain Medical, PC Affiliate Vail Colorado
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Business Ownership

63. Do you have a current business ownership interest in any healthcare-related business?
Yes

HPPP GLOBAL - Business Ownership if Yes

Business Ownership

64. Business Ownership:

[Business Name |city

State

[Colorado Mountain Medical, PC |Edwards

Colorado

[Medical Group Ventures | |Avon

Colorado

HPPP GLOBAL - Employer

Employer

65. Do you have an employer in the profession in which you are licensed or are applying for a license?

Yes

HPPP GLOBAL - Employer if Yes

Employer

66. Employer:

|[Employer Name Address City [State Zip Code |Phone Number

[Colorado Mountain Medical,PC PO Box 4330 Avon [Colorado  [81620 |(970) 926-6340

HPPP GLOBAL - Employment Contracts

Employment Contracts

67. Do you have a contract with any business whose mission relates to healthcare services or products where the value is

greater than $5000 annually?
Yes

HPPP GLOBAL - Employment Contracts if Yes

Employment Contracts

68. Employment Contracts:

|[Entity Name Length of Contract

Contract Position

[Colorado Mountain Medical, PC 9/2008 - Present

Employee

HPPP GLOBAL - Disciplinary Actions
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Disciplinary Actions

69. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or
country?

No

HPPP GLOBAL - Restrictions and Suspensions

Restrictions and Suspensions

71. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?

No

HPPP GLOBAL - Healthcare Facility Actions

Healthcare Facility Actions

73. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.

No

HPPP GLOBAL - Termination of Employment

Termination of Employment

75. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's
practice law?

No

HPPP GLOBAL - DEA Registration
DEA Registration Surrender

77. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

HPPP GLOBAL - Convictions

Convictions

80. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

HPPP GLOBAL - Malpractice Claims
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Malpractice Claims

82. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?
Yes

HPPP GLOBAL - Malpractice Claims if Yes
Malpractice Claims

83. Malpractice Claims:
Year |State Claim Type Arbitrator, Mediator or Court
1994 [Michigan Settlement

HPPP GLOBAL - Malpractice Carrier Refusal
Malpractice Carrier Refusal

84. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the
insurance carrier?

No

HPPP GLOBAL - Optional Narrative
Optional Narrative

86. Optional Narrative:

HPPP GLOBAL - Attestation
Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

* You are the person identified in this profile; or
« You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

87. Submission Date:
03/17/2017

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0036747

Name Pamela Anne Bock

Credential DR.0036747

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $218.50
DR- Peer Fee $140.00

$386.00

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800. DR have Active and
Inactive options, CDRH has Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited 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. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors
that resulted in the following following OR that | have reported, or will report this information within 30 days to the
Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of your ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in
any discipline for misconduct, failure to meet professional responsibilities, or affecting your ability to practice safely and
competently

» Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs your
ability to practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had an adverse action or administrative/judicial proceeding
and | do not have a pending inquiry or investigation within the last two years by the following OR that | have reported, or will
report this information within 30 days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690:

» A licensing authority - other than the Colorado Medical Board

» A government agency

» Acourt

* An employer

» An educational institution

» A professional organization

» In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability
insurance as required by 13-64-301, C.R.S.

All statuses click Next to proceed.

PDMP Renewal Attestation
By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual
user account with Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.
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(If you have questions about registering or to check if you have registered, please email the PDMP Help Desk at
pdmpingr@state.co.us for assistance.)

Click Next to proceed.

AoE Renewal Update
Affidavit of Eligibility | Renewal Update of Information

1. Since you were originally licensed or since your last renewal (whichever was more recent) has the documentation you
provided proving your legal status in the United States changed?

 If nothing has changed in your legal status or documentation, select "No"
« If your status has changed, or you need to update your documentation, select "Yes" to update your information

No

AoE Attestation
Affidavit of Eligibility | Section C: Attestation

By submitting this Affidavit of Eligibility (AoE) you are attesting that you have read and understand the statements below:

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

96. Please enter today's date below:
03/17/2019

Healthcare Profile - Physician Introduction
Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold
on this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice
Healthcare Professions Profile | Location of Practice

97. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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Healthcare Profile - Location of Practice if Yes

Page 3 of 7

Healthcare Professions Profile | Location of Practice

98. Practice Locations:

Address

City State Zip Code

|Phone Number

108 South Frontage Road West, Suite 101

Vail Colorado 81657

(970) 926-6340

377 Sylvan Lake Road, Suite 210

Eagle |[Colorado 81631

(970) 926-6340

50 Buck Creek Road, Suite 200

Avon Colorado 81620

(970) 926-6340

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training

99. School or Education Level:
Wayne State University School of Medicine

100. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

1987

Healthcare Profile - Other Licenses

Healthcare Professions Profile | Other Licenses

101. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

Yes

Healthcare Profile - Other Licenses if Yes

Healthcare Professions Profile | Other Licenses

102. Other Licenses:

[State License Status

Year Originally Issued

[Michigan Active

1988

Healthcare Profile - Board Certifications

Healthcare Professions Profile | Board Certifications

103. Do you hold any current Board Certifications?
Yes

Healthcare Profile - Medical Board Certifications if Yes

Healthcare Professions Profile | Board Certifications

104. Board Certifications:
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Certification
Obstetrics and Gynecology
Healthcare Profile - Practice Specialties
Healthcare Professions Profile | Practice Specialties
105. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes
Healthcare Profile - Medical Practice Specialties if Yes
Healthcare Professions Profile | Practice Specialties
106. Practice Specialties:
Specialty
Obstetrics and Gynecology
Healthcare Profile - Colorado Hospital Affiliations
Healthcare Professions Profile | Colorado Hospital Affiliations
107. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes
Healthcare Profile - Colorado Hospital Affiliations if Yes
Healthcare Professions Profile | Colorado Hospital Affiliations
108. Colorado Hospital Affiliations:
IHospitaI Affiliation Type City
IVaiI Valley Medical Center IAdmitting Privileges Vail
Healthcare Profile - Other Facility and Out of State Hospital Affiliations
Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations
109. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
Yes
Healthcare Profile - Other Facility and Out of State Hospital Affiliations if Yes
Healthcare Professions Profile | Other State Hospital Affiliations
110. Other Healthcare Facility Affiliations:
Facility Affiliation Type City State
Colorado Mountain Medical, PC Affiliate Vail Colorado
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Healthcare Profile - Business Ownership
Healthcare Professions Profile | Business Ownership

111. Do you have a current business ownership interest in any healthcare-related business?
Yes

Healthcare Profile - Business Ownership if Yes
Healthcare Professions Profile | Business Ownership

112. Business Ownership:

[Business Name |city State
[Colorado Mountain Medical, PC |Edwards Colorado
[Medical Group Ventures | |Avon Colorado

Healthcare Profile - Employer
Healthcare Professions Profile | Employer

113. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

Healthcare Profile - Employer if Yes
Healthcare Professions Profile | Employer

114. Employer:
|[Employer Name Address City [State Zip Code |Phone Number
[Colorado Mountain Medical,PC PO Box 4330 Avon [Colorado  [81620 |(970) 926-6340

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

115. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?
Yes

Healthcare Profile - Employment Contracts if Yes
Healthcare Professions Profile | Employment Contracts

116. Employment Contracts:

|[Entity Name Length of Contract Contract Position
|Co|orado Mountain Medical, PC 9/2008 - Present Employee

Healthcare Profile - Disciplinary Actions
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Healthcare Professions Profile | Disciplinary Actions

117. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or

country?
No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions

119. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?
No

Healthcare Profile - Healthcare Facility Actions
Healthcare Professions Profile | Healthcare Facility Actions

121. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical

staff membership or clinical privileges while the suspension was pending.
No

Healthcare Profile - Termination of Employment
Healthcare Professions Profile | Termination of Employment

123. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's

practice law?
No

Healthcare Profile - DEA Registration

Healthcare Professions Profile | DEA Registration

125. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions
Healthcare Professions Profile | Convictions

128. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude

in any jurisdiction?
No

Healthcare Profile - Malpractice Claims
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Healthcare Professions Profile | Malpractice Claims

130. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?
Yes

Healthcare Profile - Malpractice Claims if Yes
Healthcare Professions Profile | Malpractice Claims

131. Malpractice Claims:
Year |State Claim Type Arbitrator, Mediator or Court
1994 [Michigan Settlement

Healthcare Profile - Malpractice Carrier Refusal
Healthcare Professions Profile | Malpractice Carrier Refusal

132. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by
the insurance carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

134. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

« | am the person identified in this profile; or
« You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

135. Submission Date:
03/17/2019

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Lookup Detail View

Licensee Information
This serves as primary source verification* of the license.

*Primary source verification: License information provided by the Colorado Division of Professions and Occupations, established by 24-
34-102 C.R.S.

Name Public Address

Pamela Anne Bock Vail, CO 816574936

License Information

Some Physician Licensees have converted their Active Physician license to an Active Compact Physician License.
This is noted below by the status label: Transferred to Compact Physician. If this status is present, then you may
verify the license by searching for the license using the prefix "CDRH" and the Licensees Name on our Online
Services page (https://apps.colorado.gov/dora/licensing/Lookup/LicenseLookup.aspx).

License License License License Original Issue Effective Expiration
Number Method Type Status Date Date Date
DR.0036747 Original Physician Active 02/12/1998 05/01/2019 | 04/30/2021

Board/Program Actions

Discipline

There is no Discipline or Board Actions on file for this credential.

Generated on: 3/18/2019 9:46:53 AM

https://apps.colorado.gov/dorallicensing/Lookup/PrintLicenseDetails.aspx?cred=4185208&contact=450936
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