DIV, OF REGISTRATIONS

; \ vt mm s
. MARZE6'12/00521
Division of Registrations M ,? & 2 £2r2— ‘}’ Application for Original License
Office of Licensing—Medical S22 s X PHYSICIAN

(303) 894-7800 / FAX (303) 894-7693
WWW. dora stateoo uslrgglstratlon

Q/(’ Fee: 5569

Thoconhmofﬂﬁsapp[lcaﬂon mu&notbodnnoed Ifﬂweon!nm&cl'umed, -
the applicant may be referred to u\ecolomdo sm Atzomey Gcnerah Office brviow!on ofColoMo taw.

Fees may be paid by a check or money order drawn in U.S. dollars on a U.S. bank and made payable to State of Colorado.

, o , s LT U PART 1—APPLICANT INFORMATION . .
Name: Last: g MD | First: ‘ Middle: Olvend Suffix:
Melo DO Julhan o Roxo de

Previous Name(s): N A

Social Security Numser: * JISTYSEYN(=I0 ]| Date of Birth (nmicayyyy: [REICETRENe|Gender: [1male T Femate

Place of Birth (city and state, or foreign country): R“ o de \)Q ﬂd(o %(aa \
Mailing Address: PoBox, Street AN A Kaobhunany Diive
This is a [} Home [J Business ~ City. State, Zip: Honolu 1o H \ 4B \1

] +
Daytime Telephone Number: ( g0 ) TA®- 9657 E-mait Address: I Red Cted '
Preferred method for communication: ] Mail b E-mail

-~ PART 2—EDUCATION/ TRAINING .. .. .

List the name and address of the school where your medical degree was received:

> oog

Name of School Location (address and Z(P) Years Attended (from / to) Year of Graduation
Medical Cb"c%ﬁ of GA , 1110 \5»'5";M¢309m,(£?>(ﬂ\1; JOO‘*! 2008 200%

P If this is an international medical school, please provide the country where the school is physically located:

Have you received and/or completed qualifying postgraduate training approved by the m YES [JNO
ACGME/AOA in U.S. or Canadian programs?

» If YES, provide information below:

Name of Facility _Specialty ¢
unwersl{'j of Hawad bl éuJVI ﬂw

What is your specialty or specialties? ObS‘{'@h’\ csS  ap d é Une COIO ?‘VI
J J

*Social Security Number Disclosure: Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an individual for a license issued
pursuant to the authority set forth in Title 12, C.R.S., by the Depariment of Regutatory Agencies, shall require the applicants Social Security Number. Disclosure of
your Social Secustty Number is mandatory for purposes of establishing, modifying, or enforcing child support under Sections 14-14-113 and 26-13-126, C.R.S.; locating
an individual who Is under an obligation to pay child support as required by Section 26-13-107(3)(a)(1)(A), C.R.S.; and reporting to the National Practitioner Data Bal
pursuant to 45 CFR Sections 60.1 et seq., and the Health Integrity and Protection Data Bank as required by 45 CFR Sections 61.1 6t seq. Failure to provide your
Social Security Numbes for these mandatory purposes will result in the denial of your licensure application. Disclosure of your Social Security Number Is voiuntary for
disclosure to other state regulatory agencies, testing and examination vendors, law enforcement agencies, and other private federations and associations n
professional regulation. Your Sacial Security Number will not be released for any other purposa not provided for by law. ) )

FIEHOSFICEIVSEIONLYETER LICENSE NUMBER: A DATE SSUED:
Physician Original ) _ Page 10f S




APPLICANT NAME: MO N (V\\A\EOX\O\

PART 3—EXAMINATION / CERTIFICATION

List name of licensing exam(s): ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE, LMCC, or state written
exam,

Exam Location Date |

USMLE Sepl A-ugusk:em /2106 ~edgacted
USMLE Siep 3. hken, SC 26/07

USMLE Steo3 Hone bly, H1 2009

P

» If this is an international medical school, please provide the country where the school is physically located:

O yes SxYNo

Are you Board certified by either the American Board of Medical Specialties or the
American Osteopathic Association?

» If YES, list certification information:

PART 4—LICENSE INFORMATION

X'YES [JNO

A. Have you ever been licensed to practice medicine in any state, territory, district, or
country? (include temporary licenses and educational permits)

» If YES, provide a complete list of all medicat licenses (if needed, attach an additional sheet in the same format):

Year license

Disciplinary action

Is this license

Type of license State/Country License Number issued against license? currentactive?

| demporary medical | Hawaii_ MDR- 5458 | 2008 Oves Jno K yes Ono
J Oves ONO O yes EINO

O Yes ONO O YeEs CONO

O ves 5RO

B. Have you ever applied for any type of Colorado health care license prior to this
application?

» If YES, provide application types and license information if applicable:

License Number Month and year license issued

Application type

PART 5—MALPRACTICE INSURANCE CERTIFICATION

You must provide proof of malpractice insurance or an acceptable alternative as required by Colorado law, or claim one of
the exemptions set forth in the enclosed insurance memo. See instructions in the insurance memo, and include proof of
insurance (obtained from your insurance carrier) or include a statement setting forth the basis for the exemption

claimed below.

Exemption Claimed: ltm’rﬂﬂy veside outside of tlovado and claum ﬂtmpﬁm D ser forth'wu

attpched wvle. [qnd,‘r&}'ﬂﬂd I fore lengqy( “wA “"j Wa&(a’f"‘“”“— e
u[orgda. I myst oblmin thae rcquifcd Wwsuand o acagptalbie

u‘us'\(a\m-l'.

Physician Original Page 2 of § 212012




APPLICANT NAME: Md0+dﬂ‘.laﬂ0\

PART 6—SCREENING QUESTIONS

1. Have you ever been notified by any state, territory, district, or country, U.S. government agency, or  [] YES MO
state medical/osteopathic licensing board of any complaint, investigation, or inquiry which is
currently pending?
» K YES, give details below AND request official complaint and/or investigative report be sent directly to the Board from
the licensing body, as well as perscnally submit a namative regarding the complaint.

Agency Date Charpe Disposition

2. Has any healing arts license which you now hold or have ever heid been admonished, reprimanded, [J YES Q’ NO
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 healthcare 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? (Disciplinary actions inciude, but are not limited to, any
allegations currently pending.) Washington licensees must disclose any Stipulation to Informal
Disposition in response to this question.

» I YES, give details below AND request all official disciplinary documents inctuding initial complaint, stipulations, orders
or reprimands be sent directly to the Board, as wefl as a narrative regarding the action taken.

Agency Dato Charge Disposition
3. Have you ever entered intc any agreement with any state, territory, district, country, U.S. ClYES ﬁ NO

govemment agency, and state medical/osteopathic board regarding your medical license?

» If YES, give details betow AND request all official discipiinary documents including initial complaint, stipulations, orders
or reprimands be sent directly to the Board. Also submit your narative regarding the action taken.

Agency Date Reason

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

» I YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason for Denial

5. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts inany [ J YES m'NO
other state, country, or U.S. federal jurisdiction? This does not include allowing your license to
expire solely due to non-payment of the renewal fee.

» K YES, summarize below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reagon

Physician Original Page 3 of § 22012




APPLICANT NAME: MU 0, d ul ; (L 18'%.}

PART 6—~SCREENING QUESTIONS {Continued)

6. Have either your medical staff membership or clinical privileges at any hospital or healthcare facility [] YES K NO
or your DEA registration been voluntarily or involuntarily reduced, limited, placed on probation, not
renewed or relinquished or have either been denied, revoked or suspended? You must answer YES
if any of these actions are currently pending. You must answer YES if you have withdrawn or failed
to proceed with an application for these items.

» If YES, summarize below AND request hospital or DEA to submit a report directly to the Board regarding the action.
Also submit your narrative regarding the aclion taken.

Name of Facility Datp Reason for Action
7. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a (O YES ﬂ NO

deferred judgment and sentence, entered a plea of guilty, entered a plea of nolo contendere, or
been placed on adult diversion for any violation of any law? Note: It is unnecessary to report traffic
offenses that do not involve alcohol or drugs.

» I YES, summarize below AND submit your narrative regarding the incident as well as court and police records and
information regarding final disposition of the case.

Date Court _Violation Penalty or Dis n

8. Do you now abuse or excessively use, or have you in the last five years abused or excessively Red aCted
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
professionat responsibilities; or b) affected your ability to practice as a physician safely and
competently?

9. In the last five 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 to Question 8 or 9 if the behavior or condition is already known to the Colorado Physician Health Program (CPHP).
“Known to CPHP” means that you have informed CPHP of your behavior or condition and you are complying with all of CPHP's
requirements for evaluation, treatment, and/or monitoring.

If you answer YES to Question 8 or 9, submit detailed information to the Board that will allow the Board to assess your ability to practice
safely, competently, and without impairment to your professional judgment, skill, or knowledge. In addition to that information, you are
required to provide copies of any related records, reports, evaluations, police reports, probation reports, and court records directly to the
Board.

Please be advised that an affimative response to Question 8 or 9 may result in a request from the Board for evaluation by the
Colorado Physician Health Program (CPHP). The CPHP evaluation process could potentially delay consideration of an application.
Therefore, the Board is providing advance notice of this possibility so that applicants may contact CPHP to schedule an evaluation at the
beginning of the application process. By doing so, the application for licensure should not be unduly delayed. An applicant js not required to
contact CPHP in advance of Board consideration of the application. The applicant may choose to wait for a specific decision by the Board
that a CPHP evaluation is necessary. This information is being provided to put applicants on notice with respect to this potental
requirement and afford the applicant the opportunity to expedite the process if he or she so desires. (Colorado Physicians Health Program
— CPHP, 899 Logan Street, #410, Denver, CO 80203; 303-860-0122.)

Physician Original Page 4 of 5 212012



APPLICANT NAME: M&‘O; dl/l h‘a NA

PART 6—SCREENING QUESTIONS (Continued)

10. Within the last five years, has any final judgment, settiement or arbitration award for medical [J YES /& NO
malpractice been paid on your behalf or has any claim been filed which is still pending?

»  If YES, summarize below AND submit to the Board a completed malpractice Ciaims Information Form (attached) and a
clinical narrative regarding your involvement in the case.

Dato Name and Address of Insurance Company Reason for n
11. Have you ever been refused malpractice insurance, or has your malpractice insurance ever been O YEs R’ NO

canceled or rated at a higher premium due to past claims experience?

» I YES, submit to the Board an explanation regarding the cancellation or increase in premiums of the insurance and
verification directly from the insurance company to the Board.

PART 7—SECURITY OF PATIENT MEDICAL RECORDS
By checking this box, | attest that | have developed a written plan to ensure the security of patient medical records
in compliznce with C.R.S. 12-36-140.

ATTESTATION

I hereby make application for a license to practice medicine in the state of Colorado. In so doing, | authorize all hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and professional
associations (past and present), and all govemment agencies (local, state, federal and foreign), which includes state medical
licensing boards and the Federation of State Medical Boards, to release to the licensing Board any information, files or
records requested by the Board in connection with the processing of this application. | further authorize this Board to release
to the organizations, individuals and groups listed above any information which is material to my application or pertinent to
my practice of medicine during the processing of this application and the time that | am a licensee of this Board.

| state under penalty of perjury in the second degree, as defined in C.R.S. 18-8-503, that the information contained in
this application is true and correct to the best of my knowledge. In accordance with C.R.S. 18-8-501(2)(a)(l), false
statements made herein are punishable by law and may constitute violation of the practice act.

(Dt L, 3/\J1a

nature of Applicant Date

Physlician Original Page 50f 5 212012




Colorado Division of Registrations
Office of Licensing—Medicai
1560 Broadway, Suite 1350

Denver, CO 80202
Phone: (303) 884-7800 / FAX: (303) 894-7693
www.dora state.co.us/reqistrations

REPORT OF PRACTICE HISTORY

(See instructions on following page)

Datos of Practice Address Referonce
From To Facillty Name p " Nature of Practice

mmiyyyy mmiyyy ‘ (Street & Number, City, State, 2IP) (Name and Title}

1 L:'J‘Y/ Univeysiy of Hauwnd 314 Punaou S, Km 834 Dr.Mode Vi ron¥o ol Residen “1
l;b mf-za:ﬁ 20\ Oserics Loloo Horolule, th A2l ?mascmm Dhéecor P‘“”)“““‘
.

2
3
4
1
8
7
8
9
10

Supplying false Information in an application for a license Is punishable by law.

| state under penalty of perjury in the second degree, as defined in Colorado Revised Statutes 18-8-503, that the Information contained in this application Is trus and correct to the best of
my knowledge. | understand that under the Medical Practice Act, providing false Information is grounds for denial, suspenslon or revocation of a medical licensa.

wtrmon L8 Melo ahliy
plicant Signature Applicant Last Name (print) Date

272012

L6
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wx INBOUND NOTIFICATION : FAX RECEIVED SUCCESSFULLY ** ..l o~ f--

TIME RECEIVED REMOTE CSID DURATION  PAGES STATl_lS
March 14, 2612 8:33:41 PM GMT+60:00 868-955-2174 56 1 Received
B0B-955-2174 10:49:34a.m. 03-14-2012 11
Colorado Division of Registrations
Office of Licensing—Medical

15660 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800 / FAX: (303) 894-7693

www.dora.state.co.us/registrations
CERTIFICATE OF MEDICAL EDUCATION

SECTION 1

To be complated by applicant and forwarded to school where medical degrea was recelved,

This certifies that __Juligna ROXO de  Olivesra, W,"

Ful Nama of Appicant
anrolled in H;m!useich of 6earq|a
Augusta, Georaio ontre_ 1 __aayor_ AUQUASE 2004,
Locatide’of School W) Day Month U Year

SECTION 2

To be completed by president / secretary / dean of medical school and forwarded to the Office of Licensing.

The undersigned certifies that the records of this institution show that s/he attanded this institution
beginning on the EI dayof __ YA é % E S t , _&ﬁm_and was granted the degree

Bachelor/Doctor of Medlcme or Doctor of Osteopathy on the Oq dayof__ Y A\ Ul , _Q%
Wonth

Year

Signed and the collage seal affixed

This__15 " day of_L 4D 2012 .
Day  Month Year

NOT VALID WITHOUT SCHOOL SEAL
NOTE TO REGISTRAR:

¥f no schoo! seal, please indicate above next to signature of President/Secretary/Dean. -

L2



Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800
www.dora.state.co.us/reqgisirations

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

SECTION 1

To be completed by applicant and forwarded to the facitity where postgraduate training was received and/or completed.

This certifies that \Jmliana ROXU d(. 0/?&«01'/&\ WLO

Full Name of Applicant

agraduateof_MgdL(af Gollege of 6“""4'“

Full Name of MedicalOsteopathic S¢ihol

commenced postgraduate training at [miersiby of Hawaii 0b[6-m Eea‘doom Pogam, {319 amahw&‘ R 244
Wame and Address of Facility U hnowlv, H1 26826

SECTION 2 :

To be completed by the program director of the facility for ACGME/AQA postgraduate training in the United States or Canada.

on 5!}4 l% | ; QQQ? , and satisfactorily completed or Qill complete guch training on J{.ml; _ 30 | 20l

This training consisted of 4‘g no ""H’LS months of actual clinical instruction and is approved by the Accredited
Council for Medical Education (ACGME), the American Osteopathic Association (AOA), or the Coordinating Council of
Medical Education of the Canadian Medical Association (CCME) and consisted of the following rotations:

List type and length of training.

ROTATION

Opstvics, Gjmetoloﬁi.z) + Wowmens Hﬁw{‘w\ 4e

Redacted

Was this physician’s performance completely satisfactory?

» If NO, please attach an explanation.

| hereby declare under penalty of perjury under the laws of the State of Colorado that the above statements are true and
correct and the facility is arpproved by the ACGME/AQA or the CCME to offer the type of level of training completed by the
applicant and that the app a[‘-l as tral F in as wved ACGME or CCME program position.

Program Director m aﬂ(/ HWO-O
Address 15149 ?uvm hW N A 82“" ‘H’V\) |ulm HI A 820
Phone Number Lg O%) (205 ‘05 Jq 040 L‘ nu i 60% Date ?(/{(b/ | 2

Signature ___* lf%‘ Jl,ja 5% é % for MA«Y- Hiveola , 1up
Ssociade Prg

L3



808-955-2174 11:29:08a.m. 03-14-2012 117

Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800 / FAX: (303) 894-7693

www.dora.state.co. us/registrations

PHYSICIAN: To complete your application we must have a report irom the Federation’s National Databank of disciptnary
adkmstahenbystatelinenshgboaMsandloroﬂweraedenﬁalhgagmd&. Note: an unfavorable report does not
automatically disqualify you from licensure in Colorado.

Complete this form and mail directly to:
Federation of State Medical Boards of the United States, Inc.

400 Fuller Wiser Road, Suite 300
Euless, TX 78039-3856

Phone: 817-868-4000
Fax: 817-868-4039

No fee is required.

Physician Name: Last: Mclo

Social Security Number: [l S{ToF-To3(=Yo

Address:  POBax, Steet: 3G Karu' Drive
Cay, Stato. Zp:  Horwloly, H1 90§17

Medical Schook: 4 - | College of Geagion Date of Graduation: MW 2008 I
| hereby authofize and request that the Federation of State Medical Boards of the United States, Inc. qu
history to the following: JVORABLE !

WERVENOUER G D PHYSIRN
Colorado Divigion of Registrations £ABO
Office of Licensing—Maedical
1560 Broadway, Suite 1350
Denver, CO 80202

%M« ﬁQg

EIuD r—"md““am Middle: Q Suffix:
Date of Birth (nmisdyyyy: [l RA=10 P2 1041(=10

ature

272012 L7



Colorado Department of Regulatory Agencies
' Division of Registrations
1560 Broadway, Suite 1350
Denver, CO 80202

Licensee/Applicant Full Legal Name

" Last First Middle Suffix

Mﬁlo J\k\\ AOA QQ’(D de Oliveira

Colorado Professional or Occupational License/Certification/Registration Number:
(if already licensed)

Professional or Occupational License/Certification/Registration type applying for: ME(/\ | CO\ Q

AFFIDAVIT OF ELIGIBILITY

Pursuant to H.B. 06S-1009, 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 ficensed, others may be certified, registered, or
listed. For precise terminology and requirements refated to a profession or occupation, please consult the website of the appropriate board or program.

Section A; LAWFUL PRESENCE in the United States

lam a U.S. citizen. Check one of the acceptable secure and verifiable documents in Section B thal applies and
fully complete the information requested. Complete documentation must be provided upon request.

2. [0 1amnpotal).S. citizen, but | am lawfully present in the U.S. and authorized by the Department of Homeland Security
to be employed in the U.S. Check one of the acceptable secure and verifiable documents in Section B that
applies and fully complete the information requested. Complete documentation must be provided upon request.

3. [ Iam not physically present in the U.S. under 8 U.S.C. sec. 1621 (c)(2)(c) or employed in the U.S. pursuantto 8 U.S.C.
sec. 1621 {c)(2){a). Check one option, a or b below, then skip to Section C. {Do not complete Section B.)

a. [ lamaU.S. citizen, not physically present or employed in the United States.
b. ] 1am a Foreign National, not physically present or employed in the United States.

Section B: SECURE AND VERIFIABLE DOCUMENTS

Select ONE document in this section if you checked 1 or 2 in Section A.

Name of state agency Expiration
Government Issued | or federal agency that Full name as shown on driver's License/ID Date
Identification issued the document license or state/federal issued 1D Number (mmidd/yyyy)
[[] ODrivers license or
permit

Government issued
1D card

(]
[ wvalid U.S. military
0

ID/common access
card
Colorado
Department of
Corrections inmate
1D

] Tribal ID card

M U.S. passport vs. DCP"' of Sie Julilr\ﬁ Rovo de Cliveira Melo 407322261 l\[ 5[&?‘6

(] Certificate of
Naturalization

Affidavit of Eligibility -——= -— - Page 10f 2 S Revised 5/2011 - —---



Section B: SECURE AND VERIFIABLE DOCUMENTS (continued)

Name of state agency Expiration
Government Issued | or federal agency that Full name as shown on driver's License/lD Date
Identification issued the document license or stateffederal issued ID Number (mm/ddiyyyy)
[0 Certificate of (U.S.)
Citizenship
[0 valid Temporary
Resident card
[ valid 1-94 issued by
Canadian
govemnmment
] valid I1-94 with
refugee/asylum
stamp
[} valid I-766 (Employment Authorization Card) Issuing federal agency:
Valid from Expires
Name on card Alien Number (A#) | Card Number {mmidd/yyyy) {mm/dd/vyyy)
[0 valid I-551 (Resident Alien or Permanent Resident Card) Issuing federal agency:
Country of Card expires | Resident since
Name on card Alien Number (A#) birth {mm/dd/yyyy) {mm/dd/yyyy)
[] Valid foreign passport with an unexpired visa with proper classification for work authorization, and an unexpired 1-94
Visa Class
Issulng forelgn (ex.: J-1, P-1, Date of entry Untll date
country Passport Number Visa Number H-1B, etc.) (mm/dd/yyyy) (mmiddiyyyy)

[0 Valid foreign passport bearing an unexpired “Processed for |-551" stamp or with an attached unexpired "“Temporary 1-551"
visa
Issuing foreign country: Passport Number:

Section C: ATTESTATION

¢ | understand that this swormn statement is required by law because { have appiied 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 iawful presence.

« lunderstand 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 18-8-503, C.R.S. that the
above statements are true and correct.

« | am the person identified above and the information contained herein is true and cormrect 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.

» iunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon request
and is subject to verification.

Juliang Rewo de O veira Melo

Print Full Legal Name

O tima Zpg 3Nl

Sighature (Full Name) Date

Affidavit of Eligibility Page 2 of 2 : Revised 5/2011



Renewal - DR.0051181 Page 1 of 3

Renewal - DR.0051181

Name Juliana Roxo de Oliveira Melo

Credential DR.0051181

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 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.

Mail all documentation to:

Colorado Medical Board, ATTN: Renewal, 1560 Broadway, Suite 1350, Denver, CO 80202
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

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?

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=353835&key={494A... 5/8/2019



Renewal - DR.0051181 Page 2 of 3

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.

| 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.
G. | am a physician who is covered by individual commercial professional liability coverage (or an alternative which complies
with Section 13-64-301(1)(c), (d) or (e)) maintained by an employer/contracting agency in the amounts set forth above. Choose
this option if your employer provides self insurance or trust coverage, or you are a Colorado State public employee covered
under the Colorado Governmental Immunity Act.

KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS
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DR Renewal HPPP

Healthcare Professions Profiling Program ACTIVE status only:

Healthcare Professions Profile Program (HPPP): All Active status licensees must maintain their Healthcare Professions Profile
with current information. This profile must be updated within 30 days of any change or reportable event.

After you have completed and paid for you renewal please visit www.dora.colorado.gov/professions/hppp if you need to review
and/or update your Profile. Please note: The Profile database is a separate system from our renewal system and uses a different
login and password than the ones you used to renew your license.

If you have questions or technical issues regarding your online profile, contact the Healthcare Professions Profile Program
(HPPP) at: dora_dpo_hppp@state.co.us or (303) 894-5942.

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

Juliana Roxo de Oliveira Melo Aurora, CO 80045

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.0051181 Original Physician Expired 04/25/2012 05/01/2013 | 04/30/2015

Board/Program Actions

Discipline

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

Generated on: 5/8/2019 10:32:04 AM
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