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STATE MEDICAL BOAIID OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

IREQUEST FOR APPLICATION FORMS |
(MEDICAL OR OSTEOPATHIC)

PLEASE TYPE OR PRINT CLEARLY

I hereby submit the foUowing information in order to receive an application:

NAME:
LAST (Sumame) FIRST ^QDPLE

^L^i^^T^ t^M> ^llW
SUFFK(Jr..H)

ADDRESS:
^EET&NUMBER^ ,

3bo~^^r^ tV^V
.STATE f ZIP CODE COUNTRY^^^^^ ,_^i _ ^iii^ __^$^

TELEPHONE: BUSINESS:
AREACODE&NUMBER

(///^) "g^
/^^3 HOME:

AREACODE&NUMBER^^°sw^i
BIRTHDATEj

MO/DAY/YR

//^ /5& BIRTEIPLACE:
OTY STATE COUNTRY

//W/fe^ /|/W-3^^./ {^9

^ CMEDICAL OR OSTEOPATHIC EDUCATION^/

MEDICAL SCHOOL
,. OF GRADUATION:

^

SCHOOLNAME

A^ ^^g?v W^'c^^cHwc
-ferit-

STREETADDRESS

TOO^^e^ <^P(?T
.Kr ^*
^ ^

i. oa:
2-

OTY STATE

<Nf^-^b M-^ l/S^-
COinsTRY

•'r--1

DATES ATTENrDED: FROM:

10/DAY/YR

'/ TO:

10/DAY/YR

'/'<?^

DEGREE
RECEFVED:

/^./>
DATERECEFVED:

MO/DAY/YR

(ffl / l^

Revised 01/11/93 OVER c^>



OTHER MEDICAL
SCHOOLS
ATmNDED:
(IF NONE,
ENTER"NONE")

SCHOOLNAME

NON^
STREETADDRESS

CTTY STATE COUNTRY

DATES ATTENDED: FROM:
MO/DAY/YR

/ / TO:
MO/DAY/YR

/ /

REASON DEGREE NOT RECEFVED AT TfflS SCHOOL:

SCHOOL NAME

STREET ADDRESS

OTY STATE COUNTRY

DATES ATTENDED; FROM:
MO/DAY/YR

/ / TO:
MO/DAY/YR

/ /

REASON DEGREENOTRECErVED AT-TfflS SCHOOL:

CFIFTHPATHWAYJ

FIFTHPATHWAY
PROGRAM AT:
(IF NONE,
ENTER "NONE")

HOSPrTAL OR INSTTTUTION

NOMT

AFFILIATED WFTH:
NAME OF MEDICAL SCHOOL

ADDRESS:
STREET&NUMBER

-aTy
STATE ZIPCODB

DATES ATTENDED: FROM:

MO/DAY/YR

/ /

QUALIFYING EXAM TAKEN:

TO:

MO/DAY/YR

/ /

DATE TAKEN:
MO/DAY/YR

/ /

CONTESUED [^>



1--/
CGRADUATE MEDICAL EDUCATION 3

List ALL graduate medical education (intemship, residency, or clinical fellowship), undertaken in the U.S. or Canada.
If addirional space is needed, please attach an extra sheet. If none, enter "NONE")

Mospital, University or Other:

l^/te^ WM^V< th^Pmonth/year

TO

month/year

Complete Street Address:

^t%<^^^T S-T"
.StreetS Number

Yn^ffl^~1>^ 1^/3
City State/Country Zip

Position &
Department

y\f^
^

Level of Training
(check one only)

B^!

D

^1st

year

2nd
year

D 3rd year
or above

month/year

TO

month/year

Hospital, University or Other:

^ftiYl^
Complete Street Address:

Street & Number

City State/Country Zip

Position &
Department

^-ow
VI

Level of Training
(check one only)

1st
year

year

D 3rd year
or above

month/year

TO

month/year

Hospital, University or Other:

Complete Street Address:

Street & Number

City State/Country Zip

Position &
Department

^^-
CA/

Level of Training
(check one only)

1st
year

D
2nd

year

3rc3rd year
or above

month/year

TO

month/year

Hospital, University or Other:

^'Avptj-
Complete Street Address:

Street & Number

City State/Country Zip

Position &
Department

7

Level of Training
(check one only)

1st

year

2nd
year

3rd year
or above

OVER c^>

3: F>

1:^_

1_s

I: ^

I- ^z
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C WRITTEN EXAMENATIONS TAKEN^

List each and every wntten (FLEX or State Board except National Boards) exam taken whether in Ohio or any other
state, territory orprovmce. Ifadditional space is needed, please attach an extra sheet. (Ifnone, enter "NONE") Refer
to the "Additional Eligibility Information" section for National Board informadon. Do not list Nadonal Board exam
information in this section.

CLICENSES IN THE UNITED STATES & CANADA,)

List ALL states/provinces whether the license is current or not in which you are or have been licensed to practice
medicine and surgery or osteopathic medicine and surgery. Indicate the license number, date ofissuance, and the basis
oflicensure (e.g.,FLEX, state board exam, endorsement ofanother state license, endorsement o^diplpmate^toms^etc.).
If additional space is needed, please attach an extra sheet (If none, enter "NONE").

The American Medical Association (AMA) has recently implemented a National Physician Credentials Verification
Service (NPCVS), which for a fee will verify a physician's possessive credenrials.

Are you currently a member of the AMA'S NPCVS? D YES

For further information contact the AMA at the address below:

FNO

AMERICAN MEDICAL ASSOCIATION
NATIONAL PHYSICIAN CREDENTIALS VEREFICATION SERVICE
515 N. STATE STREET, 4TH ELOOR
CfflCAGO, IL 60610
(312)464-5000

CONTINUED c^>

STATE DATE TAKEN WRITTEN EXAM TAKEN FINALRESULTS TYPEOFEXAM

^f^y/y^ y(z7//^b QELEX a^TATEBOARD Qt^ASS QFAIL BT^ULL Q PARTIAL

/ Q FLEX Q STATE BOARD QPASS QFAIL Q FULL Q PARTIAL

/ Q FLEX Q STATE BOARD QPASS QFAIL Q FULL Q PARTIAL

/ Q H.EX Q STATE BOARD QPASS QFAIL Q FULL Q PARTIAL

STATE ISSUE DATE LICENSE#_ BASISOFLICENSE LICENSE CURRENT

)^r^^'^f MO/YR
^iy/  -0~z£fV7lk ^rft^^ffteO ;S QNO

/

/ QYES QNO

_/_ a YES. g NO •-'

/

"^^"

QYESQNO ^

T'W
AMERICANMEDICALASSOCIATION % W^

NATIONALPHYSICIANCREDENTIALSVERIFICATIONSERVICE j ro



CADDITIONAL ELIGIBELITY INFORMATIQN - ANSWER ALL QUESTIONS 3

Are you a diplomate ofthejrfational Board ofMedical Examiners?.
QPENDING, OT'yES QNR DATE: S^l-V/

^O/YR

Are you a diplomate ofthe National ^eard ofOsteopathic Medical Examiners?
QPENDING QYES 8TNO DATE: /

MO/YR

Are you a licemiate ofthe Medical Council of Canada? Q YES

Are you applying to s^ for the FLEX exam in Ohio?
QYES 0^0 IFYES, Q JUNE. OR Q DECEMBER YEAR: 199_

Do you have a vaUd ^jgFMG Certificate?
Q YES OTNO NUMBER: DATE ISSUED: /

MO/YR

If you are a graduate of a Mexican Medical School indicate degree: (CHECK ONLY ONE)
Q ACTA QTITULO Q MEDICO CIRUJANO

During the five (5) years immediately preceding the date ofyour application have yo^ held an unrestricted license in the
US? (Refer to the TSE section in the Eligibility Packet for more infomiation) aTYES Q N0

During the five (5) years immediately preceding the date of your application have you been actively practicing medicine
and surgery or oste^athic medicine and surgery in the US? (Refer to fhe TSE section in the Eligibility Packet for more
information) S/YES Q N0

Have you applied for^sr taken the Test of Spoken English CTSE)* ofthe Educational Testing Service (ETS)?
QYES QTNO LASTDATETAKENORSCHEDULED /

MO/YR

^ve you achieved a score of at least two hundred ten (210) on TSE* of the ETS?

M QYES QNO SCORE: DATETAKEN: JL
MO/YR

* CTHE TOEFL. ECFMG EXAM. ETC.. ARE NOT EOUIVALENT AND
CANNOT BE SUBSTITUTED FOR THE TEST OF SPOKEN ENGLISH (TSE^

C CERTEFICATION ^)

^° ^
c^i ^,
3S» 3a.

^ ^
'' s^cn ^s

s Ig•-. .1^^...

'-o cc'
c""'~'"!

IHEREBY C
TION FOR?

HAT I AM TQ^ PERSON REFERRED TO IN THE FOREGOING REQUEST FOR APPLICA-
LTHE SVAT^MENTS HE??EIN ARE STRICTLY TRUE /N EVERY RESPECT.

SIGNATURE

LYT^UEJ'NEVI

^lHl^
1 DATE

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/93 CONTWUED c^>



1.

2.

3.

4.

^ ftfp S

OF OHIO
77 South High Strcet, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

APPLICATION FOR CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICWE

PLEASE TYPE OR PRINT CLEARLY

/-^

u-^ -^'
^/7 ^-3

^>'^

^

/M'

Social Security Numben

Full Name

(Use n.2 initials):
LAST '4^/7^

^^fe^ ^^/
SUFFDC(Jr., H)

Name (As you prefer it
inscribed on your
Ohio license):

Maiden Name Or
Other Names Used
(Ifnone,enter"NONE"):|

fame) FIRST )DLE,

^//^

SUFFDC(Jr., H)

LAST (Sumame)

^fo^'
FIRST MIDDLE SUFFK(Jr.,H)

Current
Address:

STREET & NUMBER -^o ~^o^n^
(A/h/

CTTY,^(^fi)/2d> STATE

^' /^f CODE

t%^
Physical
Description:

Sex:

IDENTIFYJNG MARKSHEIGHT WEIGHT ,, HAIR COLOR EYECOLOR IDENTIFY.ING

^^ 3(6h ^yv (^-;yv A//^
MALE Q FEMALE For statistics only (optional)

City In Ohio Where You
Plan To Practice:

CTTY 'CW^tW^ OR COUNTY

"w^^^ ^ ^ ^^^^
'v

Specialty Boards
(U.S.A.,Canadaand
foreign countries):

..FOR OFFICE USE ONLY Q.34 Q 35. Q Examination Q Endorsement

PAPERCLIP (DO NOT STAPLE) YOUR CHECK OR MONEY ORDER HERE

Name of Specialty Board Board Cenified Year Certified CoiSu-y ..„

^
^.^.

Yes No

iw ^l^ta-1 a

a a "::)

Q a
:.J 1 —.
'•^ • -::?

Redacted



STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WmCH THE FORM IS
NOTARIZED. The recommending physician must be sufficiently acquainted with the applicant for at
least SDC months. Relatives may not serve as recommending physicians. Recommending physicians
are strongly urged to include additional comments. This form must be notarized. ALL que§tions:rr}ust
be answered. This form is not intended to standardize the recommendation or restnct it^ft any ^ay.
However, its form is designed to insure that certain information is included. s

SP

I..

DO NOT COMPLETE UNLESS A COLOR PHOTO OF
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM

BLACK & WHTTE PHOTOS ARE NOT ACCEPTABLE

^w ^^?-^w^.

rr'

,".'s
^ ^^
o c-' ?-

Ssr-
y '^';-"

w c-'
"^y-

, a licensed and practicing physician in the state of
(recommending physician)

^ , affinnthat &^^_ ^y
(state oFresidence) (applicant)

has been known to me personally for / ' C? years and that he/she is ofgood moral character. Further, the

photograph affixed hereto is a genuine likeness ofthe applicant. I offer the following in suppon ofhis/her

application for fuU licensure:

^•I rate his/her medical knowledge and technique as:_^/-x" f .,11^

^His/her relationship with patients is:__-^ c^C^--^"

^l rate his/her ability to work well with peers and medical staff as: s-^i-f-i*

^His/her command of the English language is:.

^•Additional comments:
r

I hereby recommend him/her for full licensure to practice in the State of Ohio.

OVER C^>



FORM 1 - CERTIHCATE OF RECOMMENDATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

'3j^-^:-^^^^

S^gnatul^e ofRecommending Physician
Y (narr^ stamps not acceptable)

'So^
^J C ^<e*L <̂L^- t."^ ^

Name of Recommending Physician
(please type orprint clearly)

( HIZ- ) 2.(?-7- 7^7/ ^

Telephone Number
(include area code)

^ A^ !> &4-i i^. , ^,- £

i'".;<-7. 6 |'\/'L/'-7(4 f^-l.l'i.V S7/'<tc ^

Addrcss ofRecommending Physician
(include city, state and zip code)

State ofLicensure & License Number ofRecommending Physician
(please type orprint clearly)

(NOTARY SEAL)

Si^k::, .S.ub;scpL:bedj&nd-swom to before me this /^5
/""day of L-^^i^ , 199^

igi^ure ofA^pficSAt

^7^y?z/^ /
>ignaturs

^^"/^/w4
Date Commi^siorf Expires

22^22e-^^-

Notarial Seal
Rachel M. Simmere, Notary Publte

Butler.ButlerCounty
MyCommission Expires Feb. 10,1996

Member, PennsylvaniaAssociation of Notariys

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS,OH 43266-0315

Revised 05/26/92



77 Soulh High Street, 17th Floor • Columbus, Ohio 43266-0315 ®(614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

1 FORM 1 - CERTIFICATE OF RECOMMENDATION |

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physician must be sufficiently acquainted with the ap])^cant fgr at
least SDC months. Relatives may not serve as recommending physicians. Reconimendin^hysica-Mis
are strongly urged to include additional comments. This form must be riotarized. ALL questlons n^st
be answered. This form is not intended to standardize the recommendation or restrict it ift'any way.
However, its form is designed to insurc that certain information is included. -3 ^y'-

G>.5

co

I,.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM

BLACK & WfflTE PHOTOS ARE NOT ACCEPTABLE

_, a licensed and practicing physician in the state of
z

(recommendTng physician)

^ _, affirm that C7
(stateo^residence) ^, (applicant)

has becn ki^own to me personally for /^ years and that he/she is of good moral character. Further, the

photograph affixed hereto is a genuine likeness of the applicant. I offer the foUowing in support of his/her

application for full licensure:

-^I rate hisAier medical knowledge and technique as- (_ V

^His/her relationship with patients is:
^^^

,. (^-^°^l rate hisAier ability to work well with peers and medical staffas;

^·His^e^ command of the English language is:_(^jr-£?€>(-/____________-~

^Additional comments://^"^ T^ /rf^'G 3^/f^^ 'T'^^^^-
^^ ^^^ /^cr/c^ /^. r^ ^^^

-TC^^^
'^^ ^^er/!^^-7^

'
r/'c^-r.^c.^/^

I hereby recommend him/her for fuU licensure to practice in the State of Ohio. 4

»

OVER C^>



FORM 1 - CERTIFICATE OF RECOMMENDATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

^SIgnature ofRecrfmmenc
(name stamps not ^ce^table)

/--^^
C^^Lc^ e ^^^c^ ^

Name of Recommending Physician

(please type orprint clearly)

(</^) .^7 37S'?
Telephone Number

(include area code)

^e^^S/^i/^/^

^/ /5r ^ ^-7-C^^
Address ofRecommending Physician

->

(include city, state and zip code) / ^y ^^/

A!£)-^3^-^-e
State ofLicensure & License Number ofRecommending Physician

(please type orprint clearly)

(NOTARY SEAL)

Subscribed and swom to before me this //jt^ day of ^/^V^.^T' , 199 ^

Date Photo Taken : F/^
Mo./Yr/

^^^^^.
/pSTotary Public Signature

Notarial Seal
KayAnn Ecola, Notary Public

Butler.ButlerCounty
M^ommiwion &43irc!; jari'. 22,1004

ipn liv:pire:3SS5n~aS' fSr'esSociai

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS.OH 43266-0315

Re^ised 05/26/92



RESUME - MEDICINE OR OSTEOPATHIC MEDICINE

List ALL activities in chronological order from the date ofmedical school graduation to the present time using MONTH and YEAR. For any
>.,kl..o ^...;, yc-j must state on the resume exacdy what-your activities were, such as "looking for residency program" or "vacation", as well

as your permanent address for this period. If in private pracdce, indicate the hospitals where you hold or have held privileges and include complete
dates and addresses. For any time in which you worked for an "emergency medical group" or did locum tenens, you must list all hospitals where
ycu ,','cr1;;d a:'.d ir.clud; complete dates and addresses. Ifin privatepractice, mdicate the hospitals v.'here you hold orhave heldprivileges and include
complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR TfflS FORM. Be sure to indicate the percentage
of working time spent in clinical and admmistradve duties. If you require more space, attach separate sheets.

A.

B.

month/year

TO

month/year

Hospital, University or Other:

K^-^at /H^i' ')y^
Complete Street Address:

qi/ ^. ^A)/ ^r
Street & Number

^(/r^^2- d)^
City State/Country Zip

Position &
Department

(^^

ibw^
Qw

% Clinical

% Admin.

c.

month/year

TO

^l^
month/year

[f^^^T^
Hospital, University or Oth^r:

/>^—.

Complete Street Address:

9f^ ^o^^i^>
/T7^^

treet §iNurplper

City State/Country Zip

Position &
Department

i^
ftw)^
9^

% Clinical

% Admin.

D.

^-
Jh

Hospital, University or Other:

^(/r^^W/V<^^^^

Position &
Department

t^^^l

ftrt^Of^

/^

% Clinical

l4-
TO

Complete Street Address:

f// ^ ^A)</ $7- % Admin.

_//_ 7^ Street & Number

;IW4YL- ^<—
month/year City Stafe/Country Zip

II GIZ

1_ li

^L ^l

Hospital, University or Other: Position &
Department

% Clinica]
•'J - -~.

A» ^'

.^''^s'~.j --r-T';
month/year

TO

Complete Street Address:

%Admin.r:''

^ U3

•1-» -.17

Street & Number

month/year C'rty State/Country Zip



RESUME- MEDICINE OR OSTEOPATmC MEDICINE
PAGE TWO

E.

F.

G.

H.

Hospital, University or Other: Position &
Department

% Clinical

month/year

TO

Complete Street Address:

% Admin.

Street & Number

month/year City State/Country Zip

Hospital, University or Other: Position &
Department

% Clinical

month/year

TO

Complete Street Address:

% Admin.

Street & Number

month/year City State/Country Zip

Hospital, University or Other: Position &
Department

% Clinica)

month/year

TO

Complete Street Address:

% Admin.

Street & Number

month/year City State/Country Zip

Hospital, University or Other: Position &
Department

% Clinical

month/year

TO

Complete Street Address:

% Admin.
Street & Number

month/year City State/Country Zip



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited
any professional license, certificate or registration issued to you by any
board, bureau, department, agency, or other body; or have you ever
withdrawn any application for licensure, relicensure, or examination, in
any state (including Ohio), territory, province, or country?

5. Have you ever, for any reason, been denied licensure or relicensure, ap-

plication for licensure or relicensure, or the privilege of taking an
examination, in any state (including Ohio), territory, province, or coun-
try?

10. Have you ever been requested to appear before any board, bureau, de-

partment, agency, or other body, including those in Ohio, conceming
allegations against you?

II. Have you ever entered into an agreement of any kind, whether oral or
written, with respect to a professional license, in lieu of or in order to
avoid formal disciplinary action, wiA any board, bureau, department,
agency, or other body, including those in Ohio?

12. Haveyou everbeen notifiedof any investigation conceming you by,
or have you ever been norified of, any charges, allegations, or complaints
filed against you with, any board, bureau, department, agency, or other
body, including those in Ohio, with respect to a professional license?

13. Are you now or have you ever been, addicted to or excessively used al-
cohol, drugs, or other substances which may cause physical or psycho-
logical dependence, or impairment of the ability to practice?

14. Have you ever been a patient (voluntary or otherwise) in any institu-
tion for the treatment of emotional or mental illness, drug addiction
or abuse, or an alcohol problem? If yes, you must have your treating

physician(s) submit a letter directly to the Board on your behalf summa-
rizing dates of treatment, etc.

15. Have you ever been treated but not hospitalized for emotional or men-
tal illness, drug addiction or abuse, or an alcohol problem? If yes, you
must have your treating physician(s) submit a letter directly to the Board
on your behalf summarizing dates of treatment, etc.

16. Have you ever been denied, or surrendered, a state or federal controlled
substance or drug registration; had it revoked, terminated, or restricted in
any way; or been wamed, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

YES N0^
a

a

a

a

a

^

^

a

a

/

a

/

Sr

^-

•^"1

3>
—t
rr-;

"r- m

a

CONTINUED [^>



^DDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINEA

If you answer "YES" to any of the following questions, you are requiredto fumish complete details,
including date, place, reason and disposirion ofthe matter. All afflrmative answers must be thoroughly
explained on a separate sheet ofpaper.

(Please place a •in the yes or no box)

Have.you ever been denied staff membership at any-hospital, nursing.;
home, clinic, health maintenance organization, or similar institution?

Have you ever been wamed, censured, disciplined, had admissions
monitored, had privileges limited, had privileges suspended or termi-
nated, been put on probation, or been requested to withdraw from or
resign privileges at any hospital, nursing home, clinic, health mainte-
nance organization, or other similar institution in which you have trained,
been a staff member, or held privileges, for reasons other than failure to
maintain records on a timely basis, or failure to attend staff or secdon
meetings?

Have you ever resigned from, withdrawn from, or terminated, or have
you ever been requested to resign from, withdraw from, or otherwise
been tenninated from, a position with a medical partnership, professional
association, corporation, health maintenance organization, or other medi-
cal practice organization, either private or public?

Have you ever resigned from, withdrawn from, or have you ever been
wamed by, censured by, disciplined by, been put on probation by, been -

requested to withdraw from, dismissed from, been refused renewal of a
contract by, or expelled from, a medical school, clinical clerkship,
extemship, preceptorship, or graduate medical education?

Have you ever transferred from one graduate medical education to
another?

Have you ever, for any reason, lost specialty-board certification in the
U.S. or elsewhere, or been denied such certification, or denied examina-
tion for such certiflcation?

Has any board, bureau, department, agency or other body, including
those in Ohio, in any way limited, restricted, suspended, or revoked any
professional license, certificate or registration granted to you; placed you
on probation; or imposed a fine, censure or reprimand against you?

YES N0
a-.. a"

a ^

a o^

a a^

a o^

.a..........ar^

a a^

OVER c>



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE THREE

17. Have you ever been convicted or found guilty of a violarion of federal
law, state law, or municipal ordinance other than a minor traffic viola-
tion?

18. Have you ever forfeited collateral, bail,or bond for breach or violation
of any law, police regulation, or ordinance other than for a minor traffic
violation; been summoned into court as a defendant or had any lawsuit
filed against you (other than a malpractice suit)?

19. Haveyou beenadefendantinalegal action involving professional.Ua- . .
bility (malpractice), or had a professional liability claim paid on your. ---
behalf,orpaidsuchaclaimyourself? Ifyes,includethecase name,case
number, court and address, date filed, and a summary of the underlying
events. Indicate current stams, including amount of settlement orjudg-
ment, if any.

20. Have you ever been denied professional liability insurance or cover-
age, or had such insurance or coverage cancelled, limited, or restricted in
any way?

21. Have you ever been denied or relinquished participation in any third
party reimbursement program, whether governmental or private, in-
cluding Medicaid and Medicare; or had such participation limited,
restricted, suspended, or revoked; or been warned, reprimanded, re-

quested to appear before, or fined by the responsible body?

22. Have you ever been denied privileges, or had privileges revoked,sus-

pended, restricted, reduced, or terminated by the Department ofDefense,
the Veteran's Administration, or any of their respective components?

YES N0.
a

a

a ,..

a

a

a .

t-3 C,"
GO •—f

3a» :&-

C-3

'•>.J

2-E,

m
0:S•—tfT-;

Revised 05/26/92



»<-

•<fc£.

^a.,,



AFFIDAVFT AND RELEASE OF APPLICANT

Theaffidavitandreleasebelow MUST be completed by ALL applicants. Theformmustbenotarized. Failureofanyapplicanttosubmit

tlie atfidavit completed and notarizea'w.^h the,application w^ll^esylt 4hyour application being considered as incomplete.

STATE OFss ^wizc^'^^TdW^
COUNTy OF * ^>UY"t''b:^-—

I, L c^/u '"i^^y / vy ^G^f', fifefeby certify under oath that I am the person named in Ais application for a license to practice
medicine or osteopathic medicine in the State of Ohio; that all statements I have or shall make with respect thereto are true, that I am
the original and lawful possessor and person named in the various forms and credentials furnished or to be fumished to this Board with
respect to my application; and that all documents, forms, or copies thereof fumishcd or to be fumished with respect to my application
are strictly true in every respect

I acknowledge that I have read the general information and instructions for all applicants and tliat I have answered all questions in
compliance with these instructions and understand that the fee I submitted is not refundable nor transferable.

I further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, I hereby
authorize and consent to have an investigation made as to my moral character, professional reputation and fitness for the practice of
medicine or osteopathic medicine. I agree to give any furthcr information which may be requu-ed in reference to my past recora. I
understand that I will not receive a copy of any reports or know their contents and I further understand that the contents of any
investigative report will be privileged.

I further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an ongoing
process. I will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any of the quesdons
contained in the ADDITIONAL INFORMATION section of the application if such a change in an answer is warranted at any time prior
to licensure being granted to me by the State Medical Board of Ohio. I further understand that failure to complete this application as
requested by the Board within six monlhs can be considered abandonment ofany request for licensure and that any fee I submitted is
not refundable nor transferable.

I authorizeandrequestevery person, hospital, clinic, govemmental agency (local, state, federal or foreign), court, association, institution,
or law enforcement agency having control of any documents, records and other information pertaining to me to fumish to the State
Medical Board of Ohio any such information, including documents, records regarding charges or complaints filed against me, formal
or informal, pending or closed, or any other pertinent data and to permit the Stote Medical Board of Ohio or any of its agents or
representatives to inspect and make copies of such documents, records, and other information in connection with this application,
subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person fumishing
information, of any and all liability of every nature and kind arising out of investigation made by the State Medical Board of Ohio. I
authorize the State Medical Board of Ohio to release information, material, documents, orders or the like relating to me or to this
application to any other govemmental agency (local, state, federal or foreign); or to any hospital, nursing home, clinic, health
maintenance organization or similar institution; or to any professional association.

I further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered on the tmth
of the statements and documents contained herein or to be fumished, which if fals^an^ubjgct m^ to denial^said certificate.

(NOTARY SEAL)

Subscribed and swom to before me this.J'O dayof

ign^tui;e of Applicant

. JU^^AAM- ^
|Notan/Publipj^@ji^p-

ftob''n,l-.,sin^ak.N°ta^ Ptib'ic
Butler.ButlerCoun^

;inn Fvpir";.: F'.fcrch ?;;

OfNoi^i,;8'

Revised 05/26/92



FOR BOARD USE ONLY

NAME: /f'^U'/e^^' ^.

CERTIFICATE N0

DATE ISSUED:

, L?5r717

^iO .^

APPLICATION FOR CERTIFICATE TO PRACTICE
MEDICINE OR OSTEOPATHIC MEDICINE

FILED:/^/^ ^" ,199

FEE:

DETERMINATION:

BOARDACTION:



WCEiVED .AUG - .9 ^

^TATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor »Columbus, Ohio 13266 0315 « (614) 466-3934

1 MEDICINE OR OSTEOPATHIC MEDICINE |

^

FORM 2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATIQN | Lr:

MAIL TO HOSPITAL OR INSTITUTION OF GRADUATE

MEDICAL EDUCATION IN THE U.S. OR CANADA

3>

^ ^~0 "»•
o.-Ss

3 3goo
s ^^-

Dear Sir:
~—

co

^? .f
I am applying for a license to practice. in the Stnte ofOhio. The State Medical Eoard of Ohic req^es that my

graduate medical education be certified. Please complete the form and retum it dkectly to the State Medical
Board of Ohio.

TO BE COMPLETED BYAPPLICANT

^tw^ ^^b^.
Jame in full (last, first, middle, suffix)

>ft
O^lb/^
Fbii

gGO^^n^^^ 'c^
Complete address (s'treet, city, state & zip) ^

Date of birtlT/(mo/(llay/yr)

/1/(?V
~5^^^ /w^> c^te^,

Medical school ofgraduAion

I HEREBY AUTHORIZE MY HOSPFTAL OR INSTITUTION OF GRADUATE MEDICAL EDU-
CATION TO RJRNISH THE FOLLOWINGR^FORMA^ION TO^ffi STATE MEDICAL BOARD
OF OHIO.

^ture of applicant ^k ly 1 ^ D^e

TO BE COMPLETED BY HOSPITAL OR TRAINING INSTITUTION

^

I offer the following in support of his/her applicarion for full licensure:
During his restdency:

I rate his/her medical knowledge and technique as: Above-Average

His/her relationship with patients is: Gooc'

I rate his/her ability to work well with peers and medical staff as: Good

His/her command of the English language is: Exce11ent

Additional comments: Information was denved from Dr. Applegate's personnel file
dunng h1s residency traimng and not trom personai contact.

OVER d^>



FORM 2 - CERTIFICATE OF GRADUATE EDUCATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGETWO

This certifies that ^ has successfully completed
(nameofapplicant)

not less than 48 months of graduate medical education through the: Q 1 st year level
Q 2nd year level
E3 3rd year level or above

asa(n): Q intem
S2f resident in Obstetrics & Gynecology
Q clinical fellow (department)

at MaQee-Womens Hospital 300 Halket Street
(nameofhospital)

from 07/01 /82

(complete street address ofhospital)

to 06/30/86
beginning (mo/day/yr) ending (mo/day/yr)

It is further certified that the above named: Q will be awarded a certificate on}
mo/day/yr

[3 was awarded a certiflcate on}

Q was not awarded a certificate
please explain:

mo/day/yr

and that the training: 131 was accredited by ACGME/AOA
Q was not accredited by ACGME/AOA

I hereby recommend him/her for full licensure to pracrice in the State of Ohio.

(SEAL OF HOSP1TAL)*

*Ifhospital has no seal, please indicate
and have fonn notarized.

//

^

//

%^w>^^^
Sfgnature of Medica^Director or Program Difector
(Original signature only, names stamps will not be
accepted)

wniiam R. Crombleholme, M.D.
Name (please print or type)

September 2, 1993
Date

RETURN TO: STATE MEDICAL BOARD OF OmO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/92



^ECEJVED ,U'G - 9 19S3

STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Coiumbus, Ohio 13265 0313 «• (614) 466-3934

.^-)

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATION

MAILTO HOSPITAL OR INSTITUTTON OF GRADUATE
MEDICAL EDUCATTON IN THE U.S. OR CANADA

Dear Sir:

^^ ^f 01.;^ ^a^,,.--^- -1-.2-. —,I am applying for a license to practice in the StntR o.f Oh'.o. The State Medical Board cf Ohic requircs that my
graduate medical educadon be certified. Please complete the fonn and retum it du-ecdy to the State Medical
Board of Ohio.

TO BE COMPLETED BYAPPLICANT
'T^

^^-^b^. O^ll^/^

•wf'-

t.0 —'
-03-—-^-

^ ^'
q
^

-3
:-jS;,

Name in full Clast, first, middle, suffix)

gCO^Sn^^/^ My^L^t)ft-,
Complete address (s'treet, city, state & zip) /

Date of birth/'(mo/(i[ay/yr) %-s^
/1/(;W

~&%^/ /w^ a-^^
iVfedical school ofgraduAion-T

I HEREBY AUTHORIZE MY HOSPFTAL OR INSTITUTION OF GRADUATE MEDICAL EDU-
CATION TO RJRNISH THE FOLLOWINGJ^FORMAJION TOJ^HE STATE iMEDICAL B OARD

i/.dA
iture of applicant

"
^, 1'' | / D^fe

TO BE COMPLETED BY HOSPITAL OR TRAINING INSTITUTION

f/y^

I offer the following in support of his/her application for full licensure:
During his residency:

I rate his/her medical knowledge and technique as: Above-Average

His/her relationship with patients is: soo<:i

I rate his/her ability to work well with peers and medical staff as: Good

ExceltentHis/her command of the English language is:_

Additional comments: Information was denved from Dr. Applegate's personnel file
dunng h1s residency traimng and not trom personal contacT,.

OVER ^>



FORM 2 - CERTIHCATE OF GRADUATE EDUCATION - MEDICINE OR OSTEOPATHIC MEDICINE- • •'-

PAGE TWO

This certifies that
^_

has successfully completed

(name of applicant)

not less than 48 months of graduate medical educadon through the: Q 1st year level
Q 2nd year level
@ 3rd year level or above

as a(n): H intem
S3 resident
Q clinical fellow

at Maqee-Womens Hospital

in Obstetn'cs & Gynecology

(department)

300 Halket Street
(name of hospital)

from 07/01 /82 to

(complete street address of hospital)

06/30/86
beginning (mo/day/yr) ending (mo/day/yr)

It is further cenified that the above named: Q will be awarded a certiflcate on}
mo/day/yr

(3 was awarded a certificate on} 06/86

Q was not awarded a cenificate
please explain:_

mo/day/yr

*,X3
co
co
m~d

•-^

,'^s*
3:

'v
'.o

3>«-^?
,"r-1

oS-'nr—i'

'a^

and that the training: @ was accredited by ACGME/AOA
Q was not accredited by ACGME/AOA

I hereby recommend him/her for full Ilcensure to pracdce in the State of Ohio.

(SEAL OF HOSPITAL)*

I ,T

*If hospital has no seal, please indicate
and have form notarized.

/^</^>i y^ '^^^^^^^^^
Sfgnature of MedlcaK^irector or'Program Difector
(Original signature only, names stamps will not be
accepted)

W1111am R. Crombleholme, M.D.
Name (please print or typeT

September 2, 199 3
Date-

Revised 05/26/92

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH mGH STREET, 17TH FLOOR
COLUMBUS,OH 43266-0315

TS/SSS'^WdaSK-.yE^etsKSssaEs^es^ai^eKasssEassstfi^itaswsiaite^asEs



SEP-07-1993 16:27 FROM BUTLER MEMORIflL HOSP TO 91614G448112 P.0i

Butler Manorial Ifospital

September 3, 1993

State Medical Board of Ohio
77 South High Straet, 17th Floor
Columbus, OH 43266-0315

Pwt-lt"' brand fax transmittal memo 7671]»oi

[Co.
^. fix5is r^

pff^^:pic^i-^Q^^>

TS?7^^A</^^//s

M Q.^^SHt^
?«7y_^ A<<£M^^
•^/2/2^-^ry^

|
E^5^-^^

ATTENTION: MEDICAL BOARD
Mindy Booth, Licensure Assistant

Dear Ms. Boothi

Per your request, this is to infonn you that Gerald Applegate, M.D.,
is currently appointed to the Medical Staff at Butler Memorial
Hospital,

Stncerely,

^y ^^^^ ^^C
Mary Grace Klehm, CMSC
Medical Staff Coordinator

<:/•"•
i"i~;

mgk

VIA FAX TRANSMITTAL 614/644-8112

?/7/

l^^y,
J)^, ^/'/'^.^(S-^ns- ^rus^-

^ ccer^ y-- ^^^^er^) rv/yr-

y^ D^ ^a—/ffi^^/t/^-

7~^/^ /^^ij^.fiy^i^-^^ a/d

^~//^/€^^^ ^^ ^&T

^e'5 y^/^t^.,

/^. ^ /^.G-^//

911 East Brady Street, Butler, Pennsylvania 16001 (412) 283-6666

VH*A«MamberolVbluniaryHospltalsofAmBrca.lrK.*

TOTAL P.01



COMMONWEALTH OF PENNSYLVANIA

DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS

P.0. BOX 2649
HARRISBURG, PA 17105-2649

•x'
GO
SB.
c=
S")
OJ

i^/ •
""I

£••

GERALD BRIAN APPLEGATE
112 POINTE DRIVE
VALENCIA PA 16059

AUGUST 23, 1993

STATE BOARD OF MEDICINE

GERALD BRIAN APPLEGATE

MEDICAL PHYSICIAN AND SURGEON

TO WHOM IT MAY CONCERN:

THIS IS TO CERTIFX THAT THE ABOVE NAMED PERSON IS LICENSED IN THE COMMONWEALTH
OF PENNSYLVANIA, DEPARTMENT OF STATE, STATE BOARD OF MEDICINE.

THE RECORDS OF THE PENNSYLVANIA STATE BOARD OF MEDICINE SHOW N0 DEROGATORY
INFORMATION AGAINST THIS LICENSE.

ORIGINAL LICENSURE DATE: JULY 08, 1983
EXPIRATION DATE: DECEMBER 31, 1994
LICENSE NUMBER: MD-029271-E

Qeo^e ^. Siie^U^

George L. Shevlin
Commissioner

PREPARED BY CMIC



STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE |

FORM 4 - VERIFICATION OF LICENSE |

t0

s-*3

s

!»0

Tv

m
—^

^-^^••:

I am applying for a license to practice in the State of Ohio. The State Medical Board ofOhio requires that this
form be completed by each state or Canadian Province in which I hold or have held licenses, whether now
current or not. Please complete the form and retum it directly to the State Medical Board of Qhio.

TO BE COMPLETED BY APPLICANT

> ^6'^V7/^ , ^My<^/f^
Name in full (la^t, K&t, middle, suffix) ^ Licen^e number Issue date

^(mo/day/yr)

l^/Sr;/v^/V OJWW^))^ !o/lb/^ •^v^ftF^
Complete address (str|bet, city, ^tat^^. zrp)

H.0<-.
Dateofbirth [edical school of graduatioi'/w\

I H^REBY AUTHORI^E THE LICENSING AGENCY OF THE STATE OR PROVINCE OF
. TO RJRNISH THE INFORMATION BELOW TO THE STATE

I H^REBY AUTHORI^E THE:
^w^i^^^

MEDICAL BOARD OF OHIO.

TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE

State/Province NameofLicensee

License Number Issue Date

Is License current: Q Yes Q No Ifnot, pleaseexplain:_

OVER c^>



FORI^/T 4 - VERIFICATION OF LICENSE - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

Is the applicant currently the subject ofa pending investigation by a licensing or disciplinary authority in your
state?

Q YES Q N0 Q CANNOT ANSWER UNDER CURRENT STATE LAW Ifyes, please attach complete details.

Have formal disciplinary proceedings been initiated against applicant or applicant's license by a disciplinary
authority in your state?

Q YES Q N0 Q CANNOT ANSWER UNDER CURRENT STATE LAW Ifyes, please attach complete details.

Has the applicant ever been wamed, censured or in any other manner disciplined or has applicant's license been
revoked, suspended, or in any other manner limited by a licensing or disciplinary authority in your state?

• Q YES Q N0 Q CANNOT ANSWER UNDER CURRENT STATE LAW If yes, please attach complete details.

(AFFIX BOARD SEAL)
( NOT VALID WITHOUT SEAL)

Signature

Title

Date

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS,OH 43266-0315

^;' fl
^' !]/ ^U(. ^^

fT !;f?^n:
Oi^

Revised 05/26/92



URGENT - LICENSURE PENPING RECEIPT OF TtfIS FORM - PLEASE RUSH

Thwik Vou.

STATE MEDICAL BOARD OF OHR) %
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3^,34

DATE g/79/93

Dear Doctor:

GviCLfd B. Appte.ga.te. who is/was Atte^cU.ng OB/GVN 7/93-8/93Dr.
is applying for licensure in the State of Ohio. We would appreciate your assistahce in filling
out the following evaluation so that we can process his/her application for licensure. Ihis
fonn must be conpleted dnd returned to our office within two (2) weeks to ensure processing
of the doctor's application. Your immediate attention to this matter will be greatly
appreciated by the doctor as well as by us. Information provided is considered confidential
under Section 149.43(A) (2)(a), Ohio Revised Code. Thank you for your time and assistance.

(1) How long have you known the doctor? t S 1-J l-A^t^

(2) What("iS/was your supervisory capacity?

(3) At what hospital? f^> (r^r-'l^ l-H-(jU ^^.'^^

•X^''-^-f- e\ <5\s~ I (y- ^) (•^- o^^tx-K-^-f^

<,^L-(-K~(

(4) How would you rate this doctor's medical knowledge and techniques? i-^i^ (.ijL^.^

(5) In your opinion, is this doctor a person of good moral and ethical character? L, ^j

(6) Does this doctor work well with peers and medical staff?

(7) Does he/she relate well to patients?

^^

^^^

(8) How is his/her coinmand of the English language? (if applicable) 4^^ (^ ( <--K(^ '̂<n ^r

(9) Would you recoinmend this doctor for licensure? •r J

Additional comments, please: (if needed, an extra sheet of paper may be used)

Please return this form to the Ohio State Medical
Board at the above address,
Sincerely,

/•F-. ^ ^

^n^f "w/i
Mindy Boc
Licensure Assistant

Signature of Doctor, please type or print
name legibly beneath

/?- cl Uf. r- f- L^J .
'
F-o ^- V'

'f-(,^&.^t^.^_ C^r ( (^ /) < y-&^-^,,^./-
Position

Telephone No. L/l~^- - 7fc^- /7-^'2- (Include Area Code)



NATIONAI. BOARD OF MEDICAL EXAMINERS®

ENDORSEMENT OF CERTIFICATION

Note: The embossed seal of the National Board of Medical Examiners (NBME®)
in the lower left comer certifies the authenticity of this document.

Diplomate Name: Gerald Brian Applegate, MD

Certification Date: 07/01/1983

Date of Birth: 06/16/1956

Certificate #: 261504

It is certified that the physician named above has successfully completed
the examination, education, and training requirements for certification
by the NBME as of the certification date shown above.

Exam

NBME
PART I

Test Total Min. Pass/
Date Test Pass Fail

Jun 580
1980 85

380
75 PASS

Anat Phys Bioc

605
87

600
87

510
81

Path

615
88

Beh
Micr Phar Sci

555
84

670
91

350
71

NBME Sep 610 290
PART II 1981 86 75 PASS

Med Surg Ob/Gyn PM/PH Ped Psych

635 645
89 89

530
84

495
82

605 600
87 87

NBME Mar 510 290
PART III 1983 82.5 75 PASS

C.<5
£ia
c^
iT?

r^ ?^^
o^

'^m

~*0

-^e
•o

•:.;1

'••..I

m

";'J*».

DATE: 08/23/1993

SEE OTHER SIDE FOR SCORE INFORMATION

PAGE; 1 of 1
OH1018



This NBME Endorseinent of Certification may include scores for Step 1 and Step 2 of the United Stotes Medical Licensing
Examination (USMLE"'). The USMLE, established by the Federation ofState Medical Boards and the NBME, is a single, uniform
medical licensure examination system comprised of three Step exammations. USMLE will replace both the current Federation
Licensiiig Examination (FLEX) and the NBME Parts I, II and IH. Implementation of USMLE began with the administration of Steps
1 and 2 in 1992. The first administration of Step 3 will occur in June 1994. The NBME accepts passing scores on Parts I, II, and
III as meeting the examination requirements for its certification program and the following combinations of passing scores on NBME
exaininations and USMLE: Part I or Step 1 plus Part H or Step 2 plus Part TTT or Step 3.

WTERPRETATION OF SCORES

NBME Part I and Part H Examinations Prior to June 1991

The most recent total test and subject scores are reported.
The total test score is based on the total number of questions
answered correctly on the entire examination and is not the
average of the subject scores. There are no minimum pass
requirements for individual subjects within a Part. Scores are
on a three-digit scale with a mean of 500 and a standard
deviation of 100, in increments of 5.

NBME Part
Thereafter

I and Part II Examinations June 1991 and

The most recent total test score is reported. This score is on
a three-digit scale with a meaa of 200 and a standard deviation
of 20, in increments of 1.

Step 1 and Step 2 of the United States Medical Licensing
Examination (USMLE)

The complete USMLE examination history is given. A total
test score is reported on a three-digit scale with a mean of 200
and a standard deviation of 20, in mcrements of 1.

A1I NBME Part m Examinations

The most recent total test score is reported. This score is on
a three-digit scale with a mean of 500 and a standard deviation
of 100, in increments of 5.

Two-Digit Scores

For all examinations, an equivalent value scale score on a two-
digit scale is also provided. The scale score mean is 82 and
the minimum pass total scale score is 75. Scale scores are
reported in mcrements of 1 .

EXPLANATION OF COMMENTS

For USMLE Step 1 and Step 2, this document is annotated to
reflect special circumstances regarding the score report.

If you wish to obtain further information about mdividual
examinees who have notations under "Comments,"

please
write the NBME Supervisor of Examinee Records.

Indeterminate - Results that cannot be certified as
representmg a valid measure of the exaininee's knowledge or
competence as sampled by the exammation. Decisions to
classify results as indeterminate may be made on the basis of
factors that mclude, but are not'limited to, inconsistency of
performance within the examination or between
administrations within the same Step. No score is reported.

Incomplete - The examinee sat for some but not all of the
scheduled test books. No score is reported.

Irregular Behavior - Determination was made by the
USMLE Committee on Irregular Behavior that the examinee
engaged in such behavior. Irregular behavior includes all
actions on the part of applicaats and/or examinees, or by
others when solicited by an applicaat and/or examinee, that
subvert or attempt to subvert the examination process.

Score Not Yet Available - Score not available pendmg further
review and/or analysis.

Special Testing Accommodations - Following review and
approval of a request from the exaininee, special testmg
accommodations were provided in the administration of the
examination.

National Board of Medical Examiners® 3930 Chestnut Street, Philadelphia, PA 19104
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ic%3G
MEDICINE OR OSTEOPATHIC PRELIMINARY EDUCATION FORM

NAME:
LAST (Sumame) FffiST MTODLE

/=f??^€6/^ S^^'^ ^i^
SUFFE>C(Jr., II)

HIGH SCHOOL OR
EQUIVALENT:

SCHOOLNAME CTTY STATE COUNTRY

COW?(A- ^.S. ^iewa^ AJ.T. L^4-
DATES ATTENDED: EROM:| f"/7"/"7/ |^| ^'"/7"/"7^

UNDERGRADUATE
COLLEGE OR
EQUIVALENT:

SCHOOL NAME cnr STATE

$g^ro/V ^u. (//r<V. S)'0^t^^ A/.^. y^
COUNTRY

DATES ATTENDED: FROM;

MO/DAY/YR

qiin^\ To,|_^_v_/7ff| !/:£>;s.'^o^^i/

^^
SCHOOLNAME CTTY STATE COUNTRY

DATES ATTENDED: FROM:

MO/DAY/YR

/ / TO:

MO/DAY/YR

/ /

DEGREE RECEIVED

MEDICAL OR
OSTEOPATHIC
SCHOOL
OF GRADUATION:

SCHOOLNAME CTTY STATE COUNTRY

N^ S'c^^y ^^C/^<SH€^ /V^A)^ AJ .^'. 1/^3-

DATES ATTENDED: FROM:

MO/DAY/YR ^. | | ^MO/DAY/YR | | DEGREE RECEJVED"/7"/7^|
m| ^"//"'/<f-^| i"-^'-^^

FOR BOARD USE ONLY

CERTIFICATE OF
PRELIMINARY EDUCATION

>° y'-~-I

2a. ^-•'—»(
G? rrl

< 0:%
cn "1~1S

Xlr
-%
^

N0: 5^|~75 _. DATC ISSUED: V-
'Bl

-°; ^
'-'-.nCft

••;?•{~^<
•:?T~>.

G:.

I-.-

This is to certify that this applicant has met the preliminary education requirements for study in
conformity with the statutes of Ohio and the regulations ofthe State Medical Board of Ohio.

'^5/A?
^/ °</- C,6^^/xf<;^^-(?:/ v^i-—,_^ O ^C,!-) -.., , /-<. &,
~T

Entrance Examiner Secretary

Revised 05/28/93
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11/7/2019 Renewal ID 38954

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=38954 1/2

Date Posted: 2/9/2005 7:50:46 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
Email Address  
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . GYNECOLOGY

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

2.  Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio? 

 . . . . . . . YES

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

4.  Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you? 
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 . . . . . . . YES

5.  Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings? 

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

Redacted
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Date Posted: 6/20/2007 9:53:17 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
Email Address  jerryapple@comcast.net
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

2.  Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio? 

 . . . . . . . YES

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

4.  Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you? 
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 . . . . . . . YES

5.  Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings? 

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

Redacted
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Date Posted: 2/9/2009 11:12:24 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
Email Address  jerryapple@comcast.net
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

2.  Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio? 

 . . . . . . . YES

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

4.  Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you? 
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 . . . . . . . NO

5.  Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings? 

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

Redacted
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Date Posted: 4/4/2011 8:13:28 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
Address Information
CREDENTIAL MAIL ADDRESS P O Box 402098 

Miami Beach, FL 33140-0098
  Out of State County
  jerryapple@comcast.net
 
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO
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2.  Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio? 

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

4.  Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you? 

 . . . . . . . NO

5.  Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings? 

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . 

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . NO

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

Redacted
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Date Posted: 5/4/2013 10:32:38 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

2.  Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio? 

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
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occurring in any state other than Ohio? 
 . . . . . . . NO

4.  Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you? 

 . . . . . . . NO

5.  Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings? 

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . . 

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . NO

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1255518395

 
DEA number
1.  Please enter your DEA number 
 . . . . . . . Ba2005898

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Redacted
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Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Date Posted: 5/20/2015 10:29:12 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  At any time since signing your last application for renewal of your

certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony? 

 . . . . . . . NO

2.  At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio? 
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 . . . . . . . NO

3.  At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio? 

 . . . . . . . NO

4.  At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you? 

 . . . . . . . NO

5.  At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings? 

 . . . . . . . NO

6.  At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . NO

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1255518395

 
DEA number

Redacted
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1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . Ba2005898

 
OARRS Registration
1.  Since signing your last renewal have you prescribed or personally furnished

opioid analgesics or benzondiazepines while practicing in Ohio? 
 . . . . . . . NO

2.  Are you registered with the Ohio Automated Rx Reporting System (OARRS)? 
 . . . . . . . NO

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Date Posted: 3/6/2017 11:15:54 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.065717
License Name  GERALD APPLEGATE
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  At any time since signing your last application for renewal of your

certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony? 

 . . . . . . . NO

2.  At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio? 
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 . . . . . . . NO

3.  At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio? 

 . . . . . . . NO

4.  At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you? 

 . . . . . . . NO

5.  At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings? 

 . . . . . . . NO

6.  At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . NO

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1255518395

 
DEA number

Redacted
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1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . BA2005898

 
OARRS Registration
1.  Since signing your last renewal have you prescribed or personally furnished

opioid analgesics or benzondiazepines while practicing in Ohio? 
 . . . . . . . NO

2.  Are you registered with the Ohio Automated Rx Reporting System (OARRS)? 
 . . . . . . . NO

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.



Submission Date and Time: 6/5/2019 12:20 PM      

License Renewal Application

License Type - Doctor of Medicine (MD)

Personal Information

Provide the necessary personal information in the fields to the right. All fields with (*) are required and must
be completed to continue the application process. Demographic and workforce data collected for some
licensed healthcare professions is used to enhance the state’s capacity for healthcare workforce forecasting,
policy development, and research. This data is used to analyze the supply and demand of the healthcare
workforce serving Ohio. If you do not have an Individual Provider Identifier (NPI) number please enter nine
zeroes.

Title
Dr.
First Name
Gerald
Middle Name
Brian
Last Name
Applegate
Maiden Name
No Response
Social Security Number

Date of Birth
6/16/1956
Email Address
jerryapple@comcast.net
Phone Number
(412) 849-7821
Other Phone Number
(305) 285-6999
What is your U.S. Residency status related to your employment?
United States Citizen
Do you consider yourself Hispanic, Latino/a or of Spanish origin?
No
What do you consider your race?
White
List languages you personally use to communicate with patients excluding an interpreter or software
English
Other Language
No Response
Individual National Provider Identifier - if N/A enter all zeroes
1255518395
Enter home US zip-code. Enter NA if unavailable
33137

Redacted



 

Additional Information

Provide the necessary additional information in the fields to the right. All fields with (*) are required and
must be completed to continue the application process.

Do you have other aliases?
No
What is your gender?
Male
In which country were you born?
United States
In which state were you born (if United States)?
New Jersey
In which city were you born?
NEWARK
 

Employment Status

Demographic and workforce data collected for some licensed healthcare professions is used to enhance the
state’s capacity for healthcare workforce forecasting, policy development, and research. This data is used to
analyze the supply and demand of the healthcare workforce serving Ohio.

What is your primary employment status
Actively working in a position(s) that does not require this license
Which of the following best describes your five-year employment plan?
Maintain practice hours as is
 

License Mailing Address

Select a license mailing address by clicking the appropriate checkbox to the right (this is the address used for
all postal communications from the Board for this license). To add a new address, click Add Address,
complete the required fields, and click Save.

P O Box 402098
Miami Beach
FL
33140-0098
null
 
 
 

License Public Address

Select a public license mailing address by clicking the appropriate checkbox to the right (this is the address
that will be viewable by the public). To add a new address, click Add Address, complete the required fields,
and click Save.



P O Box 402098
Miami Beach
FL
33140-0098
null
 
 
 

Military Service

If you have served in the military, provide the information for the type of service and duration of the service.
Also, provide proof of your service.

Have you served in the military?
No
If you answered "Yes", are you currently serving in the military?
 No Response
Has your spouse served in the military?
No
If you answered "Yes", are they currently serving in the military?
 No Response
I declined to answer these questions

 

Secondary Email Recipient

You may define another email recipient for all automated emails you receive related to your license. You
may change this recipient at any time from your dashboard.

Secondary Email Address: 

 
 
 

Specialty Tracking Component

Please list any American Board of Medical Specialties, American Osteopathic Association, or Council on
Podiatric Medical Education specialty and/or subspecialty certifications that you currently hold.

 
 
 

Current Employment Location(s)

Please provide the following information for all practice sites where you use this license, beginning with the
locations in which you spend most of your time. If you are not actively working or volunteering in a position
that requires this license (e.g. student or recent graduate) employment location information is optional.



Employment location information helps improve the accuracy and efficiency of Health Professional Shortage
Area Designations and enables Ohio to identify healthcare workforce distribution.

 
 
 

Questions

Answer the following questions by selecting the Yes/No option for each question. Once completed, click
Save and Continue.

Question - At any time since signing your last application for renewal of your certificate have you had any
clinical privileges or other similar institutional authority suspended, restricted, revoked or placed on
probation for reasons other than failure to maintain records on a timely basis or to attend staff meetings? 
Answer - No

Question - At any time since submission of your last application for renewal have you been addicted to or
dependent upon alcohol or any chemical substance; or been treated for, or been diagnosed as suffering from,
drug or alcohol dependency or abuse? You may answer NO to this question if you have successfully
completed treatment at, or are currently enrolled in, a program approved by this Board and have adhered to
all statutory requirements during and subsequent to treatment. You must answer YES if you have ever
relapsed.
Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
malpractice awards been paid by you or on your behalf for acts occurring in any state other than Ohio? 
Answer - No

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - No

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - No

Question - At any time since signing your last application for renewal of your certificate has any board,
bureau, department, agency, or any other body, including those in Ohio other than this board, filed any
charges, allegations or complaints against you? 
Answer - No



Question - At any time since signing your last application for renewal of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatment or intervention in lieu of conviction of, a
misdemeanor or felony? 
Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, a license to
practice any healthcare profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio? 
Answer - No

Question - Do you currently supervise one or more Physician Assistants?
Answer - No

Question - Do you prescribe controlled substances?
Answer - Yes

Question - Primary DEA Number
Answer - BA2005898

 
 
 

 
 
 

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment button(s).
If uploading an attachment as a submission, it is necessary that the name of the file attachment is less than 80
characters in length for it to be received successfully. The character limit does include the file attachment
extension, such as (.doc) and (.pdf). The (.exe) and (.html) file extensions are not supported for submissions.
For documentation that needs to be submitted directly to the Board or by hardcopy, please acknowledge by
clicking the Attest button(s). If no attachment or attestation items appear, please click the Save and Continue
button.

 
 
 

Review + Submit



Once the review has been processed, the license application will be completed.

Application Review - Completed 

Attestation 
I understand that submitting a false, fraudulent, or forged statement or document or omitting a material fact in
obtaining licensure may be grounds for disciplinary action against my license. Under penalty of law, I hereby
swear or affirm that the information I have provided in the application is complete and correct, and that I
have complied with all criteria for applying.

Consent to Electronic Signature - Consented
Date/Time Stamp - 6/5/2019 12:20 PM
Type your First Name and Last Name as they appear on the application to sign electronically. 
Gerald Applegate 
Submit your Application -After clicking the ‘Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'S BACK BUTTON AS THAT MAY

If you want to return to your application, simply log out and log back in.OVERWRITE YOUR DATA. 
If this application requires payment you will be prompted to begin the payment process. You must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application. 
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