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BK:_

DATE:' o^
PG:_ LN:_

FEE: $335.00 PMT:̂ ^

APPLICATION FOR CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

PLEASE TYPE OR PRINT CLEARLY

a Check here if you wish to apply for a Telemedicine certificate

IDENTIFICATION

Your social security number is required to facilitate reporting to the federal Heatthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7e(b),5 U.S.C.

§552a, and 45 C.F.R. pt. 61) and for accurate identificatton under the federal and state child support entorcement law (42 U.S.C. §666and §3123.50.
O.R.C.) II may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.F.R. pt. 60) and for other
investigative/enforcement purposes in compliance wilh Chapters 4730., 4731., 4760. or 4762., O.R.C. or as otherwise required by state or federal law.

U.S. Social
Security
Number

Full Name
(Use no
initials)

1 Last (Sumame)

^ocfc^e^
First'b^y\d Middle

^^Mos
Suffix (Jr., II)

Name (As you | Last (Surname)
prefer it inscribed |
on your Ohio
license)

First Middle Suffix (Jr, II)

|^Av\e^ T)a^A (pvLlv>lo5
Maiden Name | Last (Surname)
orOtherNames !
Used (If none, |
enter "NONE") |

First Middle Suffix (Jr., II)

Current Home
Address
IMPORTANT
Notify the Board
office immediately

i Number and Strest

1^'yuJ^^er <+.
City

in writing of any \ f ^
changeinaddress | U^

State

0[-\

Apt.

Zip Code

43-20fc
Country

USA
Telephone
Number

Area Code & Number
Business: (_L Home (T^T^^^

Birth | month/day/year -, | Birth | _ City

Date I^V /z1/-)^ | Place | Oc^^t
Country

M&-
Physical | Height.,
Descriptionl

! \1

Weight

rz^.
Hair Color

^\oA^-
Eye Color

V^cc>uiV^
Identifying marks

u.?^^
Gender

'^
Male Q Female For statistics onty (optional)

Are you or will you be in an accredited training program in Ohio?

If yes, please identify name of training program and location:

fi\\^^ ^A^^\N^CAJ (o^ y^us)^i
Name of Hospital/Training ^rogram Location

)S3 Yes a No

Starting Date: G\'^l°C?

m^^^iT ^
Jlilt 02003

Redacted



State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine

Page2

WRITTEN EXAMINATION

Indicate which licensing examination(s) you have passed:

Q National Boards (MD or DO)

a FLEX(Pre-1985)

Q FLEX Components 1 & 2

a State Board exam:

USMLESteps 1,2,3

a LMCC

Q Other: explain:.

State & Date Taken (mo/yr)

CONTINUED •=>

^';M?k'<S"if''°"."A <<« ?w,\;Ur;'?v^t" ..'^ y.:-m
JIill 02903

LICENSES IN THE UNITED STATES AND CANADA

List ALL states/provinces in which you hold or have held a license to practice medicine and surgery or osteopathic
medicine and surgery, including a temporary license, training certificate, educational permit, or other license or
certificate, w/ieffter the llcense is current or ngt. K additlonal space is needed, attach an extra sheet. (If none,
enter "N/A"). A Form 2, Verification of License, must be sent to each state listed.

STATE/PROVINCE ISSUE DATE LICENSE N0. LICENSE CURRENT EXPIRE(S)

_0]L
(MO/YR)

\^-CG^O

YES N0

[ 6/7o/^>ilfO^ a ~f

a a
a a
a a
a a
a a
a a
a a

SPECIALTY BOARDS

NAME OF SPECIALT^ BOARD
nfnone.enter-N/A")

YEAR CERTIFIED COUNTRY



State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine

Page3

FEDERATION CREDENTIALS VERIFICATION SERVICE

Ohio requires verification of your core credentials directly through the Federation Credentials Verification
Sen/ice (FCVS).

Have you completed and forwarded the FEDERATION CREDENTIALS
VERIFICATION SERVICE (FCVS) application packetto FCVS?

If yes, date forwarded: -

^T YEs a NO

FCVS Packet ID Number (if known):_

TEST OF SPOKEN ENGLISH
(International Medical School Graduates only)

THE TOEFL. TWE. ECFMG'S ENGLISH EXAM /PRIQR TO 7/1/98). ETC.. ARE NQTEQU1VALENT
AND CANNOT BE SUBSTITUTED FOR THE TEST OF SPOKEN ENGUlH"

Graduates of medical schools located outside the United States and Canada must achieve a score of
at^east 40 (230 if taken prior to 7/95) on the Educational Testing Services Test of Spoken English
(TSE), regardless of citizenship or country of birth, unless you meetone of the following:'

YES | N0-lave you completed two years of undergraduate college work in the United States? a CT

Have you held a current medical license in the United States AND have you been
actively practicing medicine in the United States for the last five vears?

a

Have you been participating in a graduate medical education program and since that
time held an unrestricted license and actively practiced medicine in the United States
for the last five vears?

a

teve you completed a Fifth Pathway program? a
Have you passed the Clinical Skills Assessment examination given by ECFMG on or
afterjulyl, 1998?

a

If you answered NQ to all of the above questions you must take the TSE. Refer to the application
instructions for contacting the Educational Testing Service. The Board cannot waive this requirement.

^^^""•^'•^
l'i""mi -i"GW Revised 3/2/02

ECFMG CERTIFICATE
(International Medical School Graduates only)

ECFMG
Number

Date
Issued

Expiration
Date



RESUME OF ACTIVITIES - MEDICINEOROSTEOPATHICMEDICINE

List ALL activities in chronological order beginning with medical school graduation to the PRESENT time, using MONTH
and YEAR. For any non-working time, you MUST state on the resume exactly what your activities were, such as
"vacation" or "seeking employment", as well as your permanent address. If in private practice, indicate the hospitals where
you hold or have held privileges and include complete dates and addresses. If you worked for a physician staffing group
or did locum tenens, you must list all facilities where you worked and include comptete dates and addresses. DO NOT
SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in
clinical and administrative duties. If you require more space, ptease attach separate sheets.

From

Month/Year

^ / 00

To

Month/Year

Hospital, University or Other

N^. fcvi'l^
Complete Street Address

^^{j} \0^^e^

Col^wbu5 OR '412(0
City State/Country Zip Code

Position &
Departmept

^e^i

Ob)^A-

% Clinical

IDD
% Admin.

From

Month/Year
/

To

MonthA'ear
/

Hospital, University or Other Position &
Department

Complete Streel Address

City State/Country Zip Code

% Clinical

% Admin.

From

Month/Year
/

To

Month/Year
/

Hospital, University or Other Position &
Department

Complete Street Address

City State/Country Zip Code

% Ctinical

% Admin.

From

Month/Year
/

To

Month/Year
/

Hospital, University or Other Position &
Department

Complete Street Address

City State/Country Zip Code

% Clinical

% Admin.

From

Month/Year
/

To

Month/Year
/

Hospital, University or Other Position &
Department

Complete Street Address

City State/Country Zip Code .w?--.^..^^^{,'.ffl

% Clinical

% Admin.

^•' ;>-, .,'''.' ''

^•,,#>

OVER ^



ADDITIONAL INFORMATION
MEDICINE OR OSTEOPATHIC MEDICINE

If you answer "YES" to any of the following questions, you are reguired to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper. You must submit copies of all relevant documentation. such as
court pleadings, court or agency orders, and institutional correspondence and orders. Please note that
some questions require very specific and detaited information. Make sure all responses are complete.

(Please place a 13 in the yes or no box)
T

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

YES

a
N0
w

Have you ever been warned, censured, disciplined, had admissions monitored,
had privileges limited, had privileges suspended or terminated, been put on
probation, or been requested to withdraw from or resign privileges at any hospitat,
nursing home, clinic, heatth maintenance organization, or other similar institution
in which you have trained, been a staff member, or hetd privileges, for reasons
other than failure to maintain records on a timely basis, or failure to attend staff or
section meetings?

•jar

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

JS(

Have you ever resigned from, withdrawn from, or have you ever been warned 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, externship, preceptorship, residency, or
graduate medical education program?

a

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

•a

Have you ever, for any reason, lost specialty board certjfjcation in the U.S. or
elsewhere, or been denied such certification, or denied examination for such
certification?

^

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

a ^-

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?

a

9. Have you ever, for any reason, been denied licensure or relicensure, application
for licensure or relicensure, or the privilege of taking an examination, in any state
(including Ohio), territory, province, or country?

a

^Wp^1^.
13<:fi^:ts^'n1 ;'.'n:' n^f'.!\ •' ' - • <S|VER ^



MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 2

10. Have you ever been requested to appear before any board, bureau, department,
agency, or other body, including those in Ohio, concerning allegations against
you?

YES N0

11. 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, with any board, bureau, department, agency, or other body, including those
in Ohio?

a M

12. Have you ever been notified of any investigation concerning you by any board,
bureau, department, agency, or other body, including those in Ohio, with respect
to a professional license?

a"

13. Have you ever been notified 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?

a jar

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

a-

15. | Have you ever pled guilty to, been found guilty of a violation of any law, or been
granted intervention or treatment in lieu of conviction regardtess of the legal
jurisdiction in which the act was committed, other thah a minor traffic violation?

«

16 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)?

a a

17. Have you been a defendant in a tegat action involving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a claim yourself? If yes, inctude the case name, case number, court and address,
date filed, and a summary of the undertying events. Indicate current status,
including amount of settlement or judgment, if any. In addition, ask your
malpractice insurance carrier(s) to provide a complete claims history report for the
last 10 years to the State Medical Board of Ohio. If your current carrier has
provided coverage for less than 10 years, ask your previous carrier to submit a
claims history report to the Board.

ar

18. Have you ever been denied professional liabitity insurance or coverage, or had
such insurance or coverage canceled, limited, or restricted in anyway?

a s.

19. | Have you ever been denied or relinquished participation in any third party
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended,*or revoked; or
been warned, reprimanded, requested to appear before, or fined by the
responsible body?

20. j Have you ever been denied privileges, or had privileges revoked, suspended,
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

a

te

<ac

•^^^i^^^
CONTI^'^^^fo



nflEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 3

For purposes of questions 23 and 24 the following phrases orwords have the folfowing meaning:

"Ability topractice medicine"\s to be construed to include atl of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and
to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health care
provlders, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition"inc\udes physiological, mental, or psychological conditions or disorders, such as but not limited to
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental illness, specific learning
disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

23. Do you have, or have you been diagnosed as having, a medical condition which in
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? You mav answer "NO" to this auestion if you hold a current training
certificate to pursue training in Ohio and the only such medical condition is
chemical dependency or substance abuse, and you have successfully completed
or are currently receiving treatment at a program approved by this board and have
adhered to all statutory requirements as contained in Sections 4731.224 and
4731.25, O.R.C., and related provisions. Any questions concerning approval can
be directed to the board offices.

YES N0

a

a) Are the limitations or impairment caused by your medical condition reduced
or ameliorated because you receive ongoing treatment or received treatment
in the past (with or without medication) or participate in a monitoring
program?

If you receive such ongoing treatment or participate in such monitoring program the board will make
an individualized assessment of the nature, severity, and duration of the risk associated with an
ongoing medical condition so as to determina whether an unrestricted license should be issued,
whether conditions should be imposed, or whether you are not etlgible for licensure. Have each
treating physician submit a tetter detailing the dates of treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your medical condition reduced
or ameliorated because of the field of practice, the setting^or.ttjemanner in
which you have chosen to practice? il^ijl^^J.:''.:;? ^

OZ9030VER

21. Have you ever been diagnosed as having, or have you been treated for,
pedophilia, exhibitionism, or voyeurism?

YES

a
^w
•a

22. a) Within the last ten years, have you been diagnosed with or have you been
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

a a-

b) Have you, since attaining the age of eighteen or within the last ten years,
whichever period is shorter, been admitted to a hospital or other facility for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

t( you answered "YES" to any part of thls question, please provide details on a separate sheet,
including date(s) of diagnosis or treatment, and a description of your present conditlon. tnclude the
name, current maiting address, and telephone number of each person who treated you, as well as
each facility where you received treatment, and the reason for treatment. Have each treating
physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

a %



MEDICINE OR OSTEOPATAHiC MEDICINE
ADDITIONAL INFORMATION - PAGE 4

^3i)^sf"'-,,:.VWW!SQ^'
^l c:^

"Chemical substances"'is to be construed to include alcohol, drugs, or medications including those taken
pursuant to a vatid prescription for legitimate medical purposes and in accordance with the prescribers
direction, as welt as those used illegally.

24. Do you use chemical substance(s) which in any way impair or limit your ability to
practice medicine with reasonable skill and safety?

YES N0

M

a) Are the limitations or impairment caused by your use of chemical substances
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program?

If you receive such ongoing'treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and'duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

Q Q

b) Are the limitation or impairments caused by your use of chemical substances
reduced or ameliorated because of the field of practice, the setting, or the
manner in which vou have chosen to practice?

a a

For purposes of question 25 the fotlowing phrases or-words have the following meaning:

"Cu/-renf/y" does not mean on the day of, or even in the weeks or months preceding the completion of this
apptication Rather it means recently enough so that the use of drugs may have~an ongoing impact on
one's functioning as a licensee, or within the past two years.
"lllegal use ofcontrolled substance^' means the use of controtted substances obtained illegally (e.g.heroin or cocaine) as well as the use of controlled substances which are not obtained pursuanfto a valid
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

25. Are you currently engaged in the illegal use of controlled substances?

YES

a
N0

T&

a) If "YES," are you currently participating in a supervised rehabilitation program
or professional assistance program which monitors you in order to assure
that you are not using illegal controlled substances.

a a



State Medical Board of Ohio
77S. High St.. 17lhFloor • Coliimbus, 011 43215-6127 • (614)466-3934 * Website: nww.state.oh.us/med/
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„, n.zco^
FORM 1 - CERTIFICATE OF RECOMMENDATION

MEDICINE OR OSTEOPATHIC MEDICINE

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM 18 NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending

physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarfzed by
the recommending physician. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and return directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTQS ARE NOT ACCEPTABLE

I, ^\\\\\ P »i-0^'\U'€-\^Mft a licensed and practicing physician in the state of .^ }*°.
(recommending^)hyslcian, print name) '

\ (state^of residence)

V.niJi^J ^j Wlt^FU_has been known to me personally for Jaffirm that
^

years
(applicant, print name)

and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. 1 offer

the following in support of his/her application for licensure:

^-/ott)^^
V ^ i^v^

I rate his/her medical knowledge and technique as:_

His/her relationship with patients is:_l_i

1 rate his/her ability to work well with peers and medical staff as:.

His/her command of the English language is:_^ ^>^1^,

Additional comments:.

[€^^[1^

I hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.

Address of
Recommending
Physician

NUTKrWetU^w (:lr. e^vNo^
city^. i. V^ . state^li ZJP-code

C^ ilj. m^^
state0

^ ?5<Sio

Telephone
Number
(include
area code) l^aq^5

Signature of Recommending |
Physician (name stamps |
not acceptable) Q .4^-A^S State of

Licensure &
_License Number

]3^-o4>-y/^j-^

Subscribed apd sworn to before me this 1 ^' day of

jj^_,20 O^.

S^we'^^anf ^!^^wc^weol^X^a^B^7 M"p"^=i=n5(p;r^.
"•••^^^^'Taken: '

) /

-01-U6

MoA'r

Notary Public Signatifte

^-[-oL
Date Commission Expires

..•^i^i.5>...
/^l^'^TARY SEAL

TRAGYL.JANOSIK

••<^^^--
iiuidi y ruuiii;, oiaie 01 unio

fc) / My Commission Expires 04-01-06



State IVtedical Board of
77 S. HighSt., 17th Fluor • Columbus, 011 43215-6127 • (614)466-3934 • Websitc: nwwstate.oh.us/med/'

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized by
the recommending physician. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and retum directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHiTE PHOTOS ARE NOT ACCEPTABLE

, ^ M^S^.O
(recommending physician, print name)

affirm that
'^ft.)\C\

VWlC^-/A.^,'

., a licensed and practicing physician in the state Of ^liO

t
(st^te of residence)

has been known 1o me personally for ^j
_years

(appticant, print name)

and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. 1 offer

the following in support of his/her application for ticensure:

I rate his/her medical knowledge and technique as:.

His/her relationship with patients is:_^ff,lQ^

<^«^^^

1 rate his/her ability to work well with peers and medical staff as: y^U)

His/her command of the English language is: *T '/s.Lfi-

Additional comments:

.cx^,\-

I hereby recommend the applicant for a license to practice medicine orosteopathic medicine inthe State of Ohio.

Address of
Recommending
Physician

Number & Street

City
nsr^fl&l&w^)

m\)WK, State le,

ti , ^TTH

Telephone
Number
(include
area code)

\W-^-VSL,

Signature of Recommending |
Physician (name stamps |
not acceptable) _:_

State of
Licensure & 1 C~^>U M( U

")<^
License Number I

Subscribe(l and sworn to before me this j5'H1 dayof

^

&[^ ^,04iignatlire'1 v

ut..'ii^, tjldic U| (,S^^^SicaMyCo^;s^n-Exop^M.nO?.06

"•-e.^t2-13hoto Taken: ) / O ^?
Mo/Yr

Notary Public Sign;

M-l-o^'
Date CommissiQp.g^

.^^^sb:.
CITAR^FfteALjANOSIK

Notary Public, State of Ohio
/ *'lr r'"mmiTTinn i"cir Bi1.01iB6v-s

^^^



2 ^'^'/
MEDICINE OR OSTEOPATHIC MEDICINE

PRELIMINARY EDUCATION FORM

TO BE COMPLETED BYALL APPLICANTS
r.3^

Full
Name

Last (Syfrfame)

^{•^^

First

^Q^A
Middte

^\cU0S
Suffix (Jr., II)

High /
School
or
Equivalent

School Name

V\^ t\\\^C\\\^<H/IZ^\^ ^
City ^ t "

fetate
^Sft

Country

Dates
Attended From: i

MO/YR
ii To:

MO/YR

s
Undergraduat^
College
or
Equivalent

School Name

^\\W.€\^6\\OA. IU^W3'^
5ity=!^ 3taie~City

^^\s\)^^K
Dates
Attended From:

MO/YR

^
'^ To:

MO/YR

5 '% Degree
Received

Country

USA

^

School Name

City State Country

Dates
Attended From:

MO/YR
/

To:

MO/YR
/ Degree

Received

Medical or
Osteopathic
School
of
Graduation ^\Y\s\^\^

^^i^o^V-.^cW)\ ^Weckici^
State(i>

Dates
Attended From:

MO/YR

^ /^b To:
MO/YR

^ /'ou Degree
Received

Country

Dsfi
l^L

FOR BOARD USE ONLY

"@^|£r"

CERTIFICATE OF PRELIMINARY EDUCATION '^^ 1

n. SEP 12 2003N0: / O ^OC?<g) DATE ISSUED:.

This is to certify that this applicant has met the preliminary education requirements for study in conformity with the
Stati^ps of Ohio and the regulations ofthe State ^4edical Board of Ohiou^.^^

r^!/(f]^Entrjipgb Examiner Secretary



AFFIDAVIT AND RELEASE OF APPLICANT
MEDICINE OR OSTEOPATHIC MEDICINE

The affidavit and release below MUST be compteted by ALL applicants. The form must be notarized. Failure of any
applicant to submit the affidavit compteted and notarized with the application will result in your application being considered
incomplete.

ss STATE OF:

COUNT< OF:

0\A^'toilillU-
"r^/Di

ncll^cY^IA6<
for a tifcens6 to pradtic

., hereby certify under oath that 1 am the person named in this
applicatidn for a

'tifcens^
to pradtice medicine or osteopathic medicine in the State of Ohio; that all statements 1 have or shali

make with respect thereto are true; that 1 am the originat and lawful possessor and person named in the various forms and
credentials furnished or to be furnjshed to this Board with respect to my application; and that all documents, forms, or
copies thereof fumished or to be furnished with respect to my application are strictly true in every respect.

I acknowledge that 1 have read the general information and instructions for all applicants and that 1 have answered all
questions in compliance with these instructions and understand that the fee 1 submiHed is neither refundable
transferable.

nor

1 further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, 1
hereby authorize and consent to have an Invesllgation made as to my moral charactsr, professional reputation and fitness
for a license to practtoe medicine or osteopathic medicine. 1 agree to glve any further information which' may be required in
reference to my past record. I understand that t 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.

1 further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an
ongoing process. 1 will immediately notify the StateMedical Board of Ohio in writing of any changes to the answers to any
of the questions contained in the ADDITIONAL INFORMATION section of the application if such a change occurs at any
time prior to a license to practice medicine or osteopathic medicine being granted to me by the State Medical Board of Ohio'.
1 further understand that failure to complete this application as requested by the Board withln six months can be considered
abandonment of any request for a license to practice medicine or osteopathic medicine and that any tee I submitted is
neither refundabte nor Iransferable.

1 authorjze and request eyery person, hospital, clinic, governmental agency (local, state, federal or toreign), court,
association, institution, or law enforcement agency having control of any documents, records and other information
pertaining to me to furnish 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 pennit the
State 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 ticensure or practice thereunder.

1 hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person
furnishing information of any and all liabillty of every nature and kind arising out of investlgatlon made by the State'Medical
Board of Ohio. I authorize the State Medical Board of Ohio to retease information, material, documents, orders or the like
relatjng to me or to this apptication to any other governmental 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
based on the truth of the statements and documents contained herein or to be furnished, which if false, can subject me to
denial of said certificate.

^L/^^
Subscribed and sworn to before me this

^s^1111^.
^̂

Signature of Applicant

.dayof ^^\^-)

c;:5Q^i\_ifc^V\

^
20 C> 3

3^\_^V\ (^ , \,^,

^EAL)
o^ta^'pSbTtC'0

_
SignatureofNotaryPublic

^i tn and for'the State of Ohio
My Commlsslon Explres

^^' ^ January 6, 2007

K,,«o?^

ft'i

Date Commission Expires
.^^y'

^^F^
^v

^T^TC-



The Federation ofState Medical Boards ofthe United States, Inc.
Federation Credentials Verification Service

P.0.80x619850
Dallas,Texas 75261-9850
Te]ephone:(817)868-4000

Fax:(817)868-4099
QHiOST^E^GALBO^

S£p 2 9 W

Physician Information Profile

This report is compiled exclusively for:

Name: David Nicholas Hackney
SSN:

DOB: 11/27/1973
Recipient: State Medical Board of Ohio

NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were received
directly fi-om the issuing institution per written request made by FCVS. A11 documents bearing the official FCVS seal are ceritified to be an
exact reproduction ofthe original. Where required, original documents are provided according to the agreements with the institution
issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in the physician's source
file.

Physician Infonnation Profile is compiled and published by the Federation ofState Medical Boards ofthe United States, Inc. as a
reference source for its member boards and other authorized entities. Physician InfoiTnation Profile may not be republished, sold, resold
or duplicated, in who1e or in part, for commercial or any other pui'poses, or for puqioses ofcompiling lists or files without the express
written consent ofthe Federation's Executive Vice President as authorized by its Board OfDirectors. The use ofthis Physician InfoiTnation
Profile to establish independent data files or compendiums or information is strictly prohibited.

Copyright ©2003by the Federation ofState Medical Boards ofthe United States, Inc., PO Box 619850, Dallas, Texas 75261-9850.

Rev. 7/2/02 Request ID: 11380283

Redacted
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used:

Gender:
DateofBirth:
Place ofBirth:
SSN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

Physical Marks:

David Nicholas Hackney
N/A

Male
11/27/1973
Oakland, CA USA

298 East Whittier Street
Columbus, OH 43206

Same

Bus:
Fax:
Home:
Other:

Height:
Weight:
Eye Color:
Hair Color:

Description:
Location:

614-293-4532
614-293-5877
614-445-0373
614-730-6943

6' 02"
230 Ibs
Hazel
Black

N/A
N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution: Carnegie Mellon University, Pittsburgh, PA15213

Dates ofAttendance:
Degree Awarded:

08/1992 - 05/1996
BacheIorofArts

Medical Education:

Current, valid ECFMG N/A
ECFMG Number: N/A
Date Issued: N/A

Medical School:

Dates ofAttendance:
Graduation Date:
Degree Awarded:

University of Pittsburgh School of Medicine
G3 Thackeray Hall
139 University Place
Pittsburgh, PA 15260

08/19/1996 - 05/18/2000
05/27/2000
Doctor ofMedicine

Redacted



Unusual Circumstance: None

Post Graduate Medical Education:

Institution:

Post Graduate Year:
ProgramType:
Department:
Dates ofAttendance:
Completion:
Accreditation:

Post Graduate Year:
Program Type:
Department:
Dates ofAttendance:
Completion:
Accreditation:

Unusual Circumstance:

Ohio State University Hospital
Department of Obstetrics and Gynecology
1654 Upham Drive
507 Means Hall Fifth Floor
Columbus, OH 43210-1228

1
Residency
Obstetrics and Gynecology
07/01/2000 - 06/30/2001
Yes
ACGME

2-4
Residency
Obstetrics and Gynecology
07/01/2001 - 06/30/2004
Yes
ACGME

None

Fifth Pathway:

N/A

Examination History:

Transcripts Enclosed For: USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

A Report ofthe results from a search ofthe Board Action Data Bank is enclosed.



Omission / Discrepancy Report
Physician Identification:

Name:
DOB:
SSN:
Packet ID:
Request ID:

David Nicholas Hackney
11/27/1973

33816
11380283

REPORT OF OMISSIONS

There are none identified.

REPORT OF DISCREPANCIES
Discrepancy 1:

SectionofProflle:

Discrepancy:

Follow-Up:

Examination History

The applicant reports sitting for USMLE Step 1 in 05/1998. The USMLE transcript
reports the examination date was 06/09/1998.

Left to Recipient's discretion.

MISCELLANEOUS INFORMATION

There are none identified.

Packetld: 33816

End ofreport for David Nicholas Hackney

Requestld: 11380283 Report Created By: MKV

Redacted



Board Action Databank Search

State Queried For:

Physician's Name:

Date ofBirth:

Medical School:

Year of Graduation:

Social Security Number:

ECFMG Number:

State Medical Board of Ohio

Hackney, David Nicholas

11/27/1973

039070 - Univ Pittsburgh Sch Med

2000

N/A

Results:

WEHAVENOUNFAVORABLEINFORMATION
REGARDIN6THEABOVENAMEDPHYSICIAN

SEP 2 4 2003

^. Q—a±-«—
DALE L. AUSTIN

.SENIO.RVICEPRESIDENT
^^niPf ^F'ERWINe OFFICER

REV01/20/03 RequestID: 11380283 PacketlD: 33816

Redacted
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AFFIDAVIT AND RELEASE

I, the undersigned, hereby certify under oath that 1 am the person named in this application, that all statements 1 have or shall make with
respect thereto are true, that 1 am the original and lawful possessor and person named in the various forms and credentials furnished or to
be furnished with respect to my application and that all documents, forms or copies thereof furnished or to be furnished with respect to my
application are strictly true in every aspect.

I acknowledge that 1 have read and understand the "INSTRUCTIONS
FOR COMPLETING THE FCVS APPLICATION" and have answered

all questions contained in the application truthfully and completely. 1 further acknowledge that failure on my part to answer questions truth-
fully and completely may lead to my being prosecuted under appropriate federal and state laws.

1 authorize and request every person, hospital, clinic, government agency (Jocal, state, federal orforeign), court, association. institution or
law enforcement agency having custody or control of any documents, records and other information pertaining to me to furnish to the
Federation Credentials Verification Sen/ice any such information, including documents, records regarding charges or complaints filed
against me, formal or informal, pending or dosed, or any other pertinent data and to permit the Federation Credentials Verification Service
or any of its agents or representatives to inspect and make copies of such documents, records, and other information in connection with
this application.

1 hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or representatives and any person
furnishing information, of any and all liability of every nature and kind arising out of investigation made by the Federation Credentials
Verification Sen/ice. 1 authorize the Federation Credentials Verification Service to release information, material, documents, orders or the
like relating to me or this application to any entity at my request.

^W ^lh^r
Applicant's Signature (must be signed in the presence of a notary)

Applicant's Printed
Ua^
'rinted Last Nartie

^d^l^L^
Applicant's Printed First Name, Middle Înitial, and Suffix (e.g., Jr.)

^lylo^
Date of Signature (must correspond to date of notarization)

State of __&\\_\_&______, county of ^^\^\'\y^

lA.Bourne
!^ Notary Pubtic
iTI in and for the State of Ohlo
/*| My Commission Expires
_^____January 6,2007

1 certify that on the date set forth below the individual named above did appear personal1^ti^e.^^3^at l did identify this applicant
by: (a) comparjng his/her physical appearance with the photograph on the identifying docurfte^'^^^te'S by the applicant and with the
photograph affixed hereto, and (b) comparing the applicant's signature made in my presence on tfi'is form with the signature,op his/her
identifying (^ocument. The statements on this document are subscribed and sworn to before me by the applicant on this

'd7"1'1.
day of

_s^JA^-US_____ , 20 o3 .

Notary Public signature:
'^Oj\j^\\

Q.. i&-u<.'~l_

My commission expires:

Notary:
The Physician has been instructed to sign the front of the photograph.
Your seal (or stamp) must be partly upon the photo and partly upon the

signature of the applicant.
J

Federation Credentials Verification Service
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1 33961 4 CERT[FIED COPY OF VITAL RECORDS
STATE OF CALIFORNIA, COUNTY OF ALAMEDA

This is a true and exact reproduction of the document oflicially registered
and placed on file in the oflice of the Alameda County R^or^er^^n^

^
•^pf—^

p
 (^) ^Gn^-^tjLQ.

DATE ISSUED APR"2T"Z003 PATRICK O'CONNELL
ALAMEDA COUNTC RECORDER

This copy is not valid unless prepared on an engraved border displaying the date, seal and signature of Ihg RBCorder.

WM ^^&iW^isS W M!!» MW»i!^^Mi
;ANYjM.TERATjONORE_RASURE VOIDS THIS CERTIFICATE
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F^^SpATION CREDENTIALS VERIFICATION SERVIC

K -JATION OF MEDICAL EDUL.<tlON
(This form must be completed by the medical school)

INSTRUCTIONS TO THE DEAN
The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authonzed your medical school to provide to the Federation Credentials Verification Service (FCVS)any and all informatlon pertaining to their education at your institution. Please completa thls form and
forward it to FCVS in the enclosed postage-pald, self-addressed envelope.

Please note: If your insUtution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. If your offlce also processes
transcript requests, please attach the indlvldual's officlal transcript (whfch
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluatlon).

VERIFICATION OF MEDICAL EDUCATION

Name of Institution: University of Pittsburgh School of Medicine

Complete Address:

Street Address:

3550 Terrace Street

City: Pittsburgh State: PA ZIP Code (Postal Codel: 15261

If name of institution was different when this individual attended. please note this name below:

Premedical Education:

Years of education required for admission to your medical school: four year imdergraduate degree

Credential/degree presented by the applicant for admission to your medical school: Bachelor's degree

Enrollment and Participation: Our records indicate that Davld Nlcholas Hackney
(type/print Indlvklual's name: Last, Firet, Middte, Suffix)

attended our medical school for total of 171 weeks of medical education on the following dates (mm/dd/yy):

From 08 _/_ 19 / 96
Month Date Year

This individual (check one):

was awarded the degree of_Medlclne

To 05 / 18 _/_ 00
Month Date Year

[_] was NOT awarded a degree (please attach an exptanation)

on 05/27/ 00
MonthDateYear

Certification: By my signature, I, Yvonne A. Harlow ., certify that the above
(type/prinl name)

information is an accurate account of the above named individual'sofficial records maintained in this and is tme
and correct to my knowledge.

Afflx Instltutlonal

Seal Here.
If no seal is

availaMe. this form
must be notarized.

1Signature:

Title: / pchool Registrar

y-^z^r^

SE?
VERIFIED

Date of Sigfagtuj

Phone: (412 )

Email:

August 7, 2003

648-9040 Fax: ( 412 ) 624-0290

The Federation Credentlals Veriflcatlon Servfce is a division of The Federatfcin of Stats Medteal Boards of the Unitod States, Inc.

Rev.08/02A)2 PacketlD: 33816 Rsquest ID: 11380283 LSryi [039070] Pagelof2



FEDERATION CREDENTIALS VERIFICATION SERVICE(FCVS)
; •1"^ (continued) /^s,

VERIFICATION OF MEDICAL EDUCAT1»..<
Unusual Clrcumstances: The following questions appty to unusual circumstances that occurred duringanypartof the
individual's medical education. Please check the appropriate response and provkle dates and requested information. "Yes"
responses to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as
necessary).

1. Do this individual's official records reflect (an) interruption(s) or extension(s) in his/her medical educatton?
Response YES D N0 @

If YES, ptease select the reason(s) for, indicate the dates of the interruption(s) or extension(s) and check whether the
intermption/extension was approved or unapproved.

From Mo/Yr ToMtVYr

Personat/Family

Academic remediation

Health

Financial

Participation in joint degree
Program (e.g., MD/PhD)

Participation in non-research
special study (e.g., feltowship,
international experience)

Participatton in non-degree research

Other

Please Specify:

D

D
D
D

D

D

Unapproved

D

D
a
D

D

D
D

2. Do this individual's offteial records reflect that he/she was ever placed on academic or disciplinary probation
during his/her medical education? Response YES Q N0 @

If YES, please select the reason(s) for the probation, indlcate the date(s) of placement on and removal from probaUon
and attach additional documentatton to this report.

From Mo/Yr To Mo/Yr

Academic Probatkin

Probation for unprofessional conduct/behavioral

Probatton for other reason

Please specify reason:

3, Do this individual's official records reflect that he/she was ever disciplined for unprofesstonal conduct/behavioral reasons by
the medical school or parent university? Response YES Q N0 g]

IfYES, please provide detailed documentation/information aboutthe circumstances and outcome(s):

4. Do this individual's official records reflect that he/she was ever the subject of negative reports or an investigation by the
medical school or parent university? Response YES Q N0 @

If YES, please provide detailed documentation/information about the circumstances and outcome(s):

5. Do this individual's official records reflect thal there were any limitations or special requirements imposed on the Individual
because of questlons of academic imcompetence, disdplinary problems, or any other reason?

Response YES n N0

If YES, please provide detailed documentation/information about the nature of the limitations or special requirements.

The Federation Credentlats Verification Sen/ice Is a divislon of The Federatlon of State Medlcal Boards of the Unlted States, Inc.
Rev.08/02A)2 Packet ID: 33816 Request ID: 11380283 TEMP [039070] Page2of2



r^ .^s

University of Pittsburgh

School ofMedicine
Ojftce ofStudentAffairs

M-218ScaiteHall
3550 Terrace Street

Plttsburgh.PA 15261

412-648-9040
Fax:412-624-0290
E-mail: student_affairs@medschool.pitt.edu

LETTER OF RECOMMENDATION FOR GRADUATE MEDICAL EDUCATION

DAVIDNICHOLAS HACKNEY - CLASS OF 2000

1 to write this letter on behalfofDavid N. Hackney, a^ourth year medicalj^

•campu's radio station, supervising over 100 staffmemberc.j

Medicine in the fall of 1996.



/^

PAGE 2. DAVID NICHOLAS HACKNEY - CLASS OF 2000

^rthSuye^whichshouldprepare him well for his graduate medical education.

excellent candidate for graduate medical education.

Sincerely yours,

Joan Harvey, M.D.
Associate Dean for Student Affairs



/^^

^BS^HCAoSvcMAUSS^O^OFCOMP 

L indeoendent thoughtful analysis. His progress
weiltho^tout and_hem^e

^^^^7^^^SW.:S.S^^^.TS^:i=^:^mTTO;^

FA^nvMF.niCINE (09/08/98 -10/02/98) High Sarisfactory

.,Davidis.nce,e.dpr^o^H^o^^o^D^^^^

PEDIATRIC^ATHQLQGY (10/05/98 - 10/31/98) Honors

^^^^^^c^^^^m^^^^
d^orisTa^ostic histop^tholo^o^ped^^age^^^^^^^^^

?SS^5^^wpSnntof^^^^

PF.niATRK:S (\ 1/02/98 -12/23/98) High Satisfactory

•?anddeuve^.a=;i^=^^^^^^

rfM^Tr^T^sdito?S^^^^

IIZS:5SS?£?S2|^^^toAillsmobtommga,USWJfb,eSSw^^^^^

at Utuiaren^ ""SPltal.ul -, "^^:.,^V^
ni^aaant to work with and conscientious.fin^°bmdwa±c^.^v^^X°aSnm>^^^

knowledge was feUtobe ator_abo^th^S(l I^aTSleTaappiy'informat^n
to clinical

^^tormd'^cw^p^^u^j^^t^

^^^^'s^^^^^^^



/^ ^.

DAVID NICHOLAS HACKNEY - CLASS OF 2000

COMMENTS FROM COURSE EVALUATIONS (cont'd)

PFDIATRICS (cont'd)

member ofthe medical team. He wa_s abletoestablishagood^pport^Ae^ti^^lf^s.uD'avuidre'cAei'vedayade
ofPass for the inpatientrotationofth^pedi^Modc^.Da^d

received agrade ofHigh Pass on the fmal examination and an overall evaluation <

the Pediatric Clerkship."

OBSTETPTrs/GYNECOLOGY (01/04/99 - 02/13/99) High Satisfactory

"Mr. Hackney participated actively in all aspects ofthe Obstetrics and Gynecology^lerteuP^He

took\m^emTeeing7atientsandseemedtobemotivatedtoleam.He
o"uTas7igtmients"He7idanexcellentjobmperformmgahistoryandp^^^^^^^
w^rSu^'and'weifprioritized: He was able to use his ^wlG^basG_Gffe^ m,

fo^muilatingTdifferenti'aldiagnosis. His preceptor in reproductive endocrino;05;,Pom;ed,ou;
L endocrine issueswell aboye^e lev^e

^Pec^rHieuw^Aable~to''perfonn a pelvic exam with'ease. Mr,Hacto5_irtera^eileuJkl;

^erFHe freate'dpatients'withrespertand professionalism. Inhis PBL ywP'hGdGmow^ed^

^^evtoo"wTedgebase'.''His"facilitators felt that he^could be more effective at^applying^s

rto'cUmc°al situations. He was well prepared for sessions and contributed approprii

^AeSussions"His"score on the final examwas among the highest in his group. He is given a

grade ofHigh Pass for the rotation."

PSYCHIATRY (02/15/99 - 03/27/99) High Satisfactory

"COMMENTS FROM TRAINING DIRECTOR: David received a High Pass 8rade m Psychla^

H^mpktedhisinpatientdutiesontheSchizophremaUmtandontheGeriatricsSeryi^Hiss^
^muS7nh7se^ere~independently in the High Pass Range.^ David demonsta-ateddiUgence^d

hirm^rvliewhig"'skiUs~^d'knowledge base cfearly improved during the course of^hisdimcal
lrotorildnlTH'e"^old"ask^nteresting

and suitable questions ^d seemed^to be rcadin^up^abo^t

differentialdiagnoses'about his patients. He was conscientious^inquisitive andsoug

e.~David7sperformancc in the Small Group DiscussionwhichwasaSubstance

Albus^ Se'Conference; was acceptable. Scores from theOutpatientclinic werc inthepass_range

anduh^eceptorAcommente^thathehadsomedifficultywithorgan^mgU^^^^
^ST^Uo^DuavTsueemuedwto^^^^^
^nZtentwithhis'leveloftraining. David-s score on the Nati^B^ofMe^calE^am^

^^atio^as'substmtiaUyabo°veAemean, placing him in the 90* P^entileofanationah^d

^lofumedical'studentswho took a shelfexamination at the end oftheirthirdyear_clerkship^ffisls^
^th7per"fon:naiice-basedvideo examination was wkhin a standard deviatlonbelowAe mew,

^lhis'cllass.^0verail;7goo7performance on his part. No other problems or concems were noted

during his clerkship expenence.'



/^ _-_„„ ^

DAVID NICHOLAS HAC'..J_EY_-CLASS^2000_^^
COMMENTS FROM COURSE EVALUATIONS (cont'd)

GENERALSURG^Z (03/29/99 - 05/08/99) Satisfactory

"David Hackney was assigned to the Trauma and E^crine/General,SWSt^T^^^^

^S^lwS^yT.rcl^o;u(affTctog^^^

AMBUL^npv <;T m-SPRCIALTIES (05/10/99 - 06/19/99) High Satisfactory

"David Hackney performed in an excellent marmer <?uri"gUs_ro_tati^^inJhe^bu^

SdecSSy°»p^^'s"fo:F^"^^^^lae^m'^iUs^"'Aiiother~noted, :Very' bright, knowledgeable student-^Yery,,sfrong

S^ATSfice^Z o^ingvr^"^o^well:^Ue^tod^^^^^^

^^^^^^.^•:^taw^.^^^
^"^bie^to domuchofhead'and neck examination even without prior physical diagnosis

course'."

OBSTETRICSAOaiGmTERNSHE (06/21/99 - 07/10/99) Honors

"David was described as a hard working team player, who took on extra work to achieve his goal

ofperforming several deliveries.'

AKF.STHRSTOLOGY (08/09/99 - 08/20/99) Satisfactory

"David is a bright, easy-going individual who is diligent m his studies^.^ He^xhib;t^ceu^

^£5sSghm'^S^'g^m^"n.1°rci.tion,:
H.«ffldo well .. sendng his

pFppnnTTFTTVF T.Mnn^TKOLOGY & INFERTmY (08/24/99 - 09/17/99) Honors

"David was an assct to the practice during his 4 weeks. ^ demoss^wc^ph^

oasiT^s^d ruapidVlbegan ^^ntnbutehis suggestions^^^^^^^^

S^Se^sS^vS^^^^ssu^skin^er^e^^^
SS^^^S^Z^en^s~o uim°,.sto^^
^aane^e^uo^aoTtharbesTdiscussions of'this complicated topic the faculty had ever heard."

PF.DTATRIC NP.ONATOLOGY (07/12/99 - 08/07/99) High Satisfactory

"Daviddid.nexcellentjobpresentmghistones/physicak^m^^d^^to^p^

p^aZnT^dpr^s^
rtoTeTal^rwi'A.^He'leaniedmuch as the rotation pro^sedjnd he7m^^xc;^1

S'^l'X^: ^dThr^eTmdp^s^
^e^nde^nuaTpat^su^^^^
^eZt^sTgood^earchonatopic

he was assigned to read. He is a congenial person to N

with."
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DAVID NICHOLAS HACKNEY - CLASS OF 2000
COMMENTS FROM COURSE EVALUATIONS (cont'd)

NEUROLOGY (10/04/99 - 10/23/99) High Satisfactory

"Mr. Hackney did an excqitionaljob with his history and neurological exam and interacted well with
staffwhile working with Associates in Neurology ofPittsburgh."

MICU (11/01/99 - 1 1/24/99) High Satisfactoiy

PLASTIC SURGERY (11/29/99 - 12/23/99) High Satisfactory

"David Hackney's perfbrmance was described as being solid. He was likable and capable. He was
comfortable in clinical situations and was quite dependable. He worked well with his hands."

DIAGNOSTIC RADIOLOGY (01/31/00 - 02/18/00) Honors

"David Hackney was a highly motivated student who performed in an exemplary manner during the
three week course in Diagnostic Radiology and Imaging. A combination of extensive general
medical and surgical knowledge, active and enthusiastic interest in radiology, and the abilityto leam

quickly resulted in a performance well above his colleagues. An Honors grade was merited by his
excellent performance on the written final examination, student case presentation, and active class

performance."

MEDICINE ACTING INTERNSHIP (02/28/00 - 03/25/00) High Satisfactory

"Good fund ofknowledge. Workedhard. Good patient rapport. Excellent potential."

B^ECTIOUS DISEASE/OBSTETRICS-GYNECOLOGY (03/27/00 - 04/22/00) Satisfactory

OB/GYN PATHOLOGY (04/24/00 - 05/18/00) Honors

"David Hackney is an excellent medical student."
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This is to certify that this is a true and accurate copy of the diploma issued
to David Nicholas Hackney by the University of Pittsburgh.

Sincerely,

SE^L
^EFttF'IED

»netKudrav, Supervisor
Transcripts and Certifications

Wi^\s n w @
|n AUG'i 3?003



Section IV
Postgraduate Training



F</^atlon Credentfals Verlflcatlon Service (FCV^
r-ederatOTPIace^P.O. Bpx,61_9850. Dallas, TX 75261-6860

Tet:(817)868-5000 Fax:~(8'i7) 868-50M

Variflcatlon of Postgraduate Medlcal EducationOhio State Unlversity Hospital Program Director
Address: Department ofObstetrics and Gynecology

Columbus, OH 43210-1228

Verification For:

Program

Participation:
Important:

Report Incomplete
postgraduate years (PGY)
separate from
those that were successfully
compteted.

If the postgraduata yean's
currently in progress report
the expected completlon
dateinthe"To"fleld.

Report Intemships,
Residencies and
Feltowshlps separately.

Use one section per
Department/Specialty. Ifthe
Department/Specialty is
rotating or transitional, please
provkle a schedule of
rotatlons.

Name:

SSN:

DOB:

Hackney, David Nicholas

11/27/1973

Individual's Name on Record (If different from above):

PGY:

Internship

y Residency

Fellowship

Research

PGY:,

Internship

vr Residency

Fellowship

Research

PGY:

y.
Internship

Unusual

Circumstances:

Circle the correct response.
Omitted
responses require written
explanation.

If necessary, you may
conlinue your explanation
on a separate sheet of"%EAL
'ERIFIED

Residency

Fellowship

Research

Department/Specialty:

From:
^ / 1 / 9^ifrm To: 6? / &0 / SjfV |

SuccessfullyCompleted?: _^Ves _NO _InProgress
Accreditedby: J^CGME _AOA _LCGME _RSC CFPC

_RCPSC __APPAP _Noneofthese

Department/Specialty:

From:
>S7/

I / 9-ffQ

^!>;Gy.
To: (o/ 3jQ/ Qjcos

No _ In Progress

LCGME _RSC _CFPC

Successfully Completed?: V^Yes

Accredited by: v^ACGME AOA

_RCPSC _APPAP _Noneofthese

DepartmenVSpedalty:

From: ^ / ( /_^£_2. To:_^_/__2&_/__3^&^
SuccessfullyCompleted?:

_Yes _No _l^ln Progress

Accreditedby: ^CGME __AOA _LCGME _RSC CFPC

_RCPSC _APPAP _Noneofthese

1 this space. If
,is availabte,

iuy have t(^cy

Did this individual ever take a leave ofabsence or break from his/her training?
Was this individual ever placed on probation?

Was this individual ever disciplined or placed under investigation?

Were any negative reports ever filed by instructors?
Were any limitattons or special requirements placed upon this individual because
of questions of academic incompetence, disciplinary problems or any other
reason?

Please explain any "Yes"
response from above:

CompteBonrf ^ foltowmg ,3 certification Ihat the informatlon above is an accurate account of this individuars recordsand is true and coroct. This section MUST be signed by the Program Director (M.D./D.O. only).

Name:

^
|f\\ \\

? S^JIVYVJl ^ \S t^A Signalur.:
_J^

^bw t^^U/^ ^fQQ lf(Un ^F. Date of Signature.r] -^c\ --0 3

SSSm^QQ-^r6 ^W^W-SW^ sa^\a.<ffnSg_A

Rev. 07102102
^towaW (^v^^jWfv If^Wji ^.^W- oW^

^uo^e, ^3
-^(.^,Qfc.», "-^^^

1^

Redacted



Section V
Examination History/Score Transcripts



•MLE
United States

Medical
Licensing

Examination

United StateTMedical Licensihg Examination (USMLE )|
C.'.l.li»—l.certifiedTranscript of scoresp,.tf%.i£;l

ITM." ^ ^This Transcript was prepared by the Federation ofState Medical Boards

Federation Credentials Verification Service
II

'/.Y///. '//// •''/// /^/// •"/'// '//. // '// '///// '// ir//

^'|ly ATTN: Ohio|
PacketID: 33816

•^^^^•^^^^j^

Wf: W^/ Wf'. //l^f///, •i%%%? •%^%%' w^. //{W^//. ///// //////. y///. //w///^ ///y////, y//^///^,'//^ ^
-^^^^..^^, ^»,.^^ ,^v^^*u.^ —-^."^..T/

/?USMLE.ID#: 5-036-897-6 •'%^-&-^

gg3|, ll7277l973 y,I,I,^lfl'..ll
?Name(s):" ^^^^^M..^ . M.^iSm/^^iyiy't'ff"iwigiliii¥"'liijipiiiitMif^''"ftt^

1^^ Results for all Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more than _
one day, the test date reHects the day on which the examinatiqwhsgan| SEQ aaEe3'eported Qn two seales. The recommended minimum passing ^
score ("Passing") on each scale is shown in parentheses. ^ ^ ^ ^ ^ ^ :|-^l

Three-Digit
\^^'w^'f^QQ^fJilllliiliiilfc'lSTEP1 t'^-y^.^^^-pass/ _ Three-Digit

^ ^ _
Two-Digit C'»i'"'"w "" WS^S.^

^&^M^¥l^t^j Fail Score (Passing) Score (Passing) I$ C. Comments ^lyl^g1^

.t^^^yy PASS 233 (179) 92 (75) . _....... 3.Sl^ .<?$-' 'i?;

^^STEP2 j^:r|r^|t^"fEest = Pass/ Three-Digit Two-Digit ^^^|,_ ;-?H=^E=-EE=g^||^|^g

%'S^'f! Date Fail Score (Passing) Score (Passing)
y%'^

Comments j^^.^

\yyy^^f""f %;8/2i/i999 PASS 243 (170) 92 (75)
||1STEP3

fl%l^^:lllt t Pass/
State Board Date Fail _ Score (Passing) Score (Passine)

Three-Digit
Score

I;; ^l^^®!^^ 1̂2/10/2002 PASS 227 (182)

Two-Digit
icore

92 (75)

^ 'i
W,m^,.M^.,,M/..^M.MMM:^'<||f^l[^j|l^jj||;g^|y

Co,n»»^iB£B(J

1^^
!'M-%T ^—.-̂^r%—:"^

p't^ J'A search ofthe Board Aetion Data Bank ofthe Federation of State Medical Boards (FSMB) reveals no reported information on the
above-named examinee.. ^...^;i$,,M,.,,^,,,^.,,,,., .-$i^,..^t^ .^i&M.^'. M~, M, .^..^.^-^^ iS?»' .^^~ M .^^

_I%..M^. ^. .^VI€^fe,..M:».I.,;,::I:,':.»IW:»I:"^

pi^^-..... ."^&il^iry^yffyT%-^-^[fL iiw iyiii?iicy

Patflnt 5656&74

Fatw<u SHS 4.00.10 11469087-flyl'll;]--li- Paee: nfi^f^ ^:. TouchSafo®
SEE REVERSE SIDE FOR EXPLANATION OF INFORMATION REPORTED ABOVE.



State Medical Board of Ohio
77 S. High St., 17th Floor . Columbus, OH 43215-6127 • (614)466-3934 • Website: www.state.oh.us/medT

October 3, 2003

David N. Hackney MD
298 E. Whittier St.
Columbus, OH 43206

This is to notify you that you are now licensed to practice medicine or osteopathic medicine and
surgery in the State of Ohio. The Board approved your request and your license number 83363
was issued on October 3, 2003 and will expire on October 1, 2004. A wallet card and wall
certificate will be mailed to you in approximately 3 - 4 weeks.

Please be advised that verification of your Ohio license must be obtained directly from the
Board's website at http://www.state.oh.us/med/. The website is updated approximately 7-10
business days after the date of licensure; therefore, you must maintain this tetter in the interim
for purposes of verifying your Ohio license for hospitals, insurance companies, etc.

The Ohio Medical Board operates a "staggered renewal" system based upon the first letter of
your last name at the time of licensure. Enclosed is a chart and information outlining the
staggered medical license renewal system and continuing medical education (CME) hours
required. Renewal applications are mailed approximately six months prior to the date of
expiration. CME information may also be obtained from the Board's website.

SECTION 4731.281. OHIO REVISED CODE REQUIRES WRITTENJMOTICE TO
THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE.

This notice authorizes you to make application for a U.S. Drug Enforcement Administration
certificate of registration (controlled substance permit). To make such application, contact:

Drug Enforcement Administration (DEA)
431 Howard St.
Detroit, Michigan 48226
(800) 230-6844
www.deadiversion.usdoi.aov/druarea/index.html

Any questions regarding your DEA registration must be directed to the DEA office above.

Sincerely,

< -^^^

Penny E. Grubb
Chief, Licensure





Reda
cted



11/27/2019 Renewal ID 2395298

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=2395298 1/5

Date Posted:

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 11100 Euclid Avenue 

MAC 5034 
Cleveland, OH 44106

  Cuyahoga County
  United States of America
  216-844-3787
 
License Information
License Number  35.083363
License Name  David Hackney
 
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. 
 . . . . . . . MATERNAL & FETAL MEDICINE

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



11/27/2019 Renewal ID 2395298
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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
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? 
 . . . . . . . YES

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.

 
 . . . . . . . Austinson, Katherine CNM; Coleman, Amy CNM; Cunanan, Celina

CNM; Doolos, Ashley CNM; Kay, Rachel CNM; Konkoly, Ann CNM; Ruzga,
Elizabeth CNM; Stroud, Leslie CNM; Winkfield, Mistie CNM.

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . YES

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 

Redacted
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 . . . . . . . 30-34

2.  "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose 

 . . . . . . . 10-14

3.  "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.) 

 . . . . . . . 10-14

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 10-14

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 0

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 0

 
Clinical - Practice setting
1.  Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"

(out-patient care). 
 . . . . . . . 15-19

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 15-19

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 0

4.  Enter the number of hours per week spent in "Urgent Care". 
 . . . . . . . 0

5.  Enter the number of hours per week spent in "Other". 
 . . . . . . . 0

 
Workforce Counties
1.  Enter the first zip code: 
 . . . . . . . 44106

2.  Enter the first county: 
 . . . . . . . Cuyahoga

3.  Enter the second zip code: 
 . . . . . . . {not Answered}

4.  Enter the second county: 
 . . . . . . . {not Answered}

5.  Enter the third zip code: 
 . . . . . . . {not Answered}

6.  Enter the third county: 
 . . . . . . . {not Answered}
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7.  Do you have more than one practice location? 
 . . . . . . . NO

 
Practice Arrangement (size)
1.  Solo practitioner 
 . . . . . . . NO

2.  Single-specialty Group 
 . . . . . . . 5-10

3.  Multi-specialty Group 
 . . . . . . . N/A

4.  Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity) 

 . . . . . . . YES

 
Workforce Language Question
1.  Do practitioners or staff in your practice communicate in sign language or in a

language other than spoken English? 
 . . . . . . . NO

 
ABMS Certified
1.  Are you certified by an ABMS Board? 
 . . . . . . . YES

 
ABMS Specialty
1.  Choose specialty from the dropdown list. 
 . . . . . . . Ob & Gyn-Maternal and Fetal Medicine

2.  Choose specialty from the dropdown list. 
 . . . . . . . {not Answered}

3.  Choose specialty from the dropdown list. 
 . . . . . . . {not Answered}

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1376516211

 
DEA number
1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . BH 8607016

 
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.
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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: 4/24/2016 1:55:13 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 2918 Huntington 

Shaker Heights, OH 44120
  Cuyahoga County
  David.Hackney@UHhospitals.org
 
License Information
License Number  35.083363
License Name  David Hackney
 
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

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . MATERNAL & FETAL MEDICINE

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? 
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 . . . . . . . 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? 

 . . . . . . . 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? 
 . . . . . . . YES

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.

 
 . . . . . . . The following are the members of the midwife division at University

Hospitals Case Medical Center: Leslie, Emily  ; Coleman, Amy L ; Cooper,
Andrea ; Doolos, Ashley  ; Konkoly, Ann  ; Cunanan, Celina   ; Austinson, Katherine  ;

MacGregor, Lauren ; Stroud, Leslie ; Winkfield Hughes, Mistie ; Kay, Rachel

 
Ohio Employment

Redacted
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1.  Do you practice in Ohio? 
 . . . . . . . YES

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 35-39

2.  "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose 

 . . . . . . . 10-14

3.  "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.) 

 . . . . . . . 20-24

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 5-9

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 0

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 0

 
Clinical - Practice setting
1.  Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"

(out-patient care). 
 . . . . . . . 15-19

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 15-19

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 0

4.  Enter the number of hours per week spent in "Urgent Care". 
 . . . . . . . 0

5.  Enter the number of hours per week spent in "Other". 
 . . . . . . . 0

 
Workforce Counties
1.  Enter the first zip code: 
 . . . . . . . 44120

2.  Enter the first county: 
 . . . . . . . Cuyahoga

3.  Enter the second zip code: 
 . . . . . . . {not Answered}

4.  Enter the second county: 
 . . . . . . . {not Answered}
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5.  Enter the third zip code: 
 . . . . . . . {not Answered}

6.  Enter the third county: 
 . . . . . . . {not Answered}

7.  Do you have more than one practice location? 
 . . . . . . . NO

 
Practice Arrangement (size)
1.  Solo practitioner 
 . . . . . . . NO

2.  Single-specialty Group 
 . . . . . . . 5-10

3.  Multi-specialty Group 
 . . . . . . . 10+

4.  Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity) 

 . . . . . . . YES

 
Workforce Language Question
1.  Do practitioners or staff in your practice communicate in sign language or in a

language other than spoken English? 
 . . . . . . . NO

 
ABMS Certified
1.  Are you certified by an ABMS Board? 
 . . . . . . . YES

 
ABMS Specialty
1.  Choose specialty from the dropdown list. 
 . . . . . . . Ob & Gyn-Maternal and Fetal Medicine

2.  Choose specialty from the dropdown list. 
 . . . . . . . {not Answered}

3.  Choose specialty from the dropdown list. 
 . . . . . . . {not Answered}

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1376516211

 
DEA number
1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
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 . . . . . . . BH 8607016

 
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)? 
 . . . . . . . YES

 
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: 8/19/2018 5:58 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.

Title
Dr.
First Name
David
Middle Name
Nicholas
Last Name
Hackney
Maiden Name
No Response
Social Security Number

Date of Birth
11/27/1973
Email Address
david.hackney@uhhospitals.org
Phone Number
(412) 334-3055
Other Phone Number
 No Response
 

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 Response
What is your gender?
Male
What is your ethnicity?
White
In which country were you born?
United States
In which state were you born (if United States)?
California
In which city were you born?

Redacted



OAKLAND
 

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.

2918 Huntington
Shaker Heights
OH
44120
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.

2918 Huntington
Shaker Heights
OH
44120
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
Has your spouse served in the military?
No
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: 
dnhackney@hotmail.com



 
 
 

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.

Medical Speciality Certification - American Board of Medical Specialties (ABMS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - Maternal and Fetal Medicine
 
 
 

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 ever been
denied a license to prescribe, dispense, administer, supply, or sell a controlled substance by the drug
enforcement administration or appropriate issuing body of any state or jurisdiction, based, in whole or in part,
on inappropriate prescribing, dispensing, administering, supplying or selling a controlled substance or other
dangerous drug?
Answer - 
Question - At any time since signing your last application for renewal of your certificate have you ever had a
restriction of a license issued by the drug enforcement administration or a state licensing administration in
any jurisdiction, under which you could prescribe, dispense, administer, supply or sell a controlled substance,
that was restricted, based, in whole or in part, on inappropriate prescribing, dispensing, administering,
supplying, or selling a controlled substance or other dangerous drug?
Answer - 
Question - At any time since signing your last application for renewal of your certificate have you ever been
subject to disciplinary action by any licensing entity that was based, in whole or in part, on inappropriate
prescribing, dispensing, diverting, administering, supplying or selling a controlled substance or other
dangerous drug?
Answer - 
Question - Have you completed at least two hours of continuing medical education, annually for the past two
years, that were certified by the Ohio State Medical Association or the Ohio Osteopathic Association, that
assist physicians in diagnosing qualifying medical conditions and treating these conditions with medical
marijuana including the characteristics of medical marijuana and possible drug interaction.
Answer - 
Question - At any time since signing your last application for renewal of your certificate do you have an
ownership or investment interest in or compensation agreement with any medical marijuana entity or
applicant?
Answer - 
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 - 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
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?
Answer - No

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 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 - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - Yes

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - Yes

Question - Primary NPI Number
Answer - 1376516211

Question - Primary DEA Number
Answer - BH8607016

Question - What is your current employment status?



Answer - Actively working in a position that requires the license I am renewing

Question - Do you currently possess an active license other than that for which you are renewing?
Answer - Yes

Question - Please provide the following information for each license you currently possess: License Type,
License Number, Status, Region, County of Issue, Date of Initial Issuance, Expiration Date.
Answer - MD 60945

Question - On average, how many hours per week do you work under the license for which you are currently
applying or renewing?
Answer - 60

Question - How many locations are you currently working in that require the license you are renewing?
Answer - 3

Question - Please provide the following information for up to 3 locations in which you use the license you
are renewing, beginning with the locations you spend the most time: Facility Name, Address, City, State, Zip
Code, Health Care Facility Type
Answer - University Hospitals Cleveland Medical Center, SounthWest General Hospital, LakeHealth
Hospital (Tripoint)

Question - Do you have hospital privileges?
Answer - Yes

Question - Which of the following best describes your five-year employment plan?
Answer - Maintain practice hours as is

Question - Please select a language, other than English that you personally use to communicate with patients.
Do not include a language that you use with the help of an interpreter or language software.
Answer - Not Applicable

Question - What is your U.S. residency status related to your employment?
Answer - U.S. Citizen

Question - Do you consider yourself Hispanic, Latino/a or of Spanish origin?
Answer - No

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes



 
 
 

 
 
 

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 - 8/19/2018 5:58 PM
Type your First Name and Last Name as they appear on the application to sign electronically. 
David Hackney 
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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Contact Audit Trail for HACKNEY DAVID
Date User Table Field New Old
5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS COUNTYID Cuyahoga Franklin

5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS COUNTRYIDNT United States of
America

5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS PHONE 216-844-3787

5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS ZIPCODE 44106 43210

5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS ADDRESS2 MAC 5034 1375 PERRY
STREET 5TH FLR
RM 588

5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS CITY Cleveland COLUMBUS

5/6/2014
1:01:38
PM 

Bates, J CONTACTADDRESS ADDRESS1 11100 Euclid Avenue C/O OSU HOSPS-
MED EDU DEPT

8/6/2012
1:14:44
PM 

Vest, P CONTACTADDRESS ADDRESS1 2918 Huntington 184 Glen Ellyn

8/6/2012
1:14:44
PM 

Vest, P CONTACTADDRESS CITY Shaker Heights Rochester

8/6/2012
1:14:44
PM 

Vest, P CONTACTADDRESS STATECODE OH NY

8/6/2012
1:14:44
PM 

Vest, P CONTACTADDRESS ZIPCODE 44120 14618

8/6/2012
1:14:44
PM 

Vest, P CONTACTADDRESS PHONE (412) 334-3055

8/6/2012
1:14:44
PM 

Vest, P CONTACTADDRESS COUNTYID Cuyahoga Out of State

8/6/2012
1:14:18
PM 

Vest, P CONTACTADDRESS ACTIVE Deleted Active

6/21/2012
8:56:31
AM 

Vest, P CONTACTADDRESS CITY Rochester COLUMBUS

6/21/2012
8:56:31
AM 

Vest, P CONTACTADDRESS STATECODE NY OH

6/21/2012
8:56:31
AM 

Vest, P CONTACTADDRESS ZIPCODE 14618 43206

6/21/2012
8:56:31
AM 

Vest, P CONTACTADDRESS PHONE (412) 334-3055

6/21/2012
8:56:31
AM 

Vest, P CONTACTADDRESS COUNTYID Out of State Franklin

6/21/2012
8:56:30
AM 

Vest, P CONTACTADDRESS ADDRESS1 184 Glen Ellyn 298 E WHITTIER ST

6/21/2012
8:55:51
AM 

Vest, P CONTACTADDRESS ADDRESS1 184 Glen Ellyn 298 E WHITTIER ST

6/21/2012
8:55:51
AM 

Vest, P CONTACTADDRESS CITY Rochester COLUMBUS

6/21/2012
8:55:51
AM 

Vest, P CONTACTADDRESS STATECODE NY OH

6/21/2012
8:55:51
AM 

Vest, P CONTACTADDRESS ZIPCODE 14618 43206

6/21/2012 Vest, P CONTACTADDRESS PHONE (412) 334-3055
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8:55:51
AM 
6/21/2012
8:55:51
AM 

Vest, P CONTACTADDRESS COUNTYID Out of State Franklin

6/21/2012
8:46:55
AM 

Vest, P CONTACT COMMENTS Received application
for license
restoration
06/01/2012.
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