
-91 

Check 0 I am 

one: 1 I am not 

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

REQUEST FOR APPLICATION FORMS 
- MEDICAL OR OSTEOPATHIC 

PLEASE TYPE OR PRINT CLEARLY 

applyinefor Step 3 of the USMLE in May December 

(Fill in year) <- (Fill in year) 

The following information must be completed by ALL applicants, whether or not you are applying to take the USMLE for Ohio. 

NAME: 

ADDRESS: 

PERSONAL INFORMATION 

LAST (Surname) 

Yi61 I C-

FIRST MIDDLE 

t.)r--) CT-1" 

SUFFIX (Jr., II) 

NUMBER & STREET 

5 Fox c-
CITY STATE ZIP CODE COUNTRY 

14-,- ) 6ea- ‘-+T.5 C) ij 5 14 2- v...S 4 

TELEPHONE: BUSINESS: 

BIRTH DATE: 

MEDICAL OR 
OSTEOPATHIC 
SCHOOL OF 
GRADUATION: 

MO/DAY/YR 

12 rz-Ros-

AREA CODE & NUMBER 

(93/ ) A5 -1- I 9q/ 

BIRTH PLACE: 

HOME: 
AREA CODE & NUMBER 

( 93 - ) ) 3s5 s

CITY 

G2 osse Pc, --- -rE 
STATE 

) 

COUNTRY 

L.2.5 aA 

(MEDICAL OR OSTEOPATHIC EDUCATION) 

SCHOOL NAME 

Pril /N-C L.f r•J‘‘.1•Er Z 5 ir I'd 54- - H-0  c:›c- 4:0 D c-

STREET ADDRESS 

CITY 

0 -172-‘7 -r -

STATE 

v- v1 ) 

COUNTRY 

Li S 

DATES ATTENDED: FROM: 
MO/YR 

oies TO: 
MO/YR 

DEGREE DATE MO/DAY/WC 
RECEIVED: 0117 RECEIVED: / 

OVER '4> 

^-1^

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

REQUEST FOR APPLICATION FORMS
MEDICAL OR OSTEOPATHIC

PLEASETl'PE OR PRINT CLEARLY

Check Q^ 1 am applyingfor Step 3 of the USMLE in May

One: 13 lam not (Fillinyear)

December

(Fill in year)

The following information must be completed by ALL applicants, whether or not you are applying to take the USMLE for Ohio.

CPERSONAL INFORMATIOhD

NAME:

ADDRESS:

LAST (Surname)

^l^ilCLI <^

FIRST

Q^or^\l£-

MIDDLE

'^^iS'T'r/^

SUFFIX (Jr., II)

NUMBER&STREET

5~^^o FG^ -T^^^^

CITl'

H-<->&^<?^ ^'<->T5

STATE

01-^

ZIP CODE

^S^-L-f

COUNTRY

^5^

TELEPHONE: BUSINESS:
AREA CODE & NUMBER

(ci^ )AS^-^^/ HOME:
AREACODE&NUMBER

(^3-))A3^-3S<7'3

BIRTH DATE:
MO/DAY/YR

t'2-/ (-^./CpS' BIRTH PLACE:

(MEDICAL OR OSTEOPATHIC EDUCATION^)

MEDICALOR
OSTEOPATHIC
SCHOOL OF
GRADUATION:

SCHOOL NAME

t^A^/^e ST-^j-g ^/^,^g(Z5,r<^ S^^oo<^ o^= ^^ e^K-i/^fc'

STREETADDRESS

CITY

Q£:-p2.c?| •

DATESATTENDED: FROM:
MO/YR

8 /eg

DEGREE
RECEIVED: r^Q

STATE

^->n)

COUNTRY

L^ S^

TO:
MO/YR

f^/^2.

DATE
RECEIVED:

MO/DAY/Yfe
'

(pl ^ 1^_

"". *I

OVER I=>

^o

CITl'

(^ R-O^&^ POI r" Tt

STATE
^n)

COUNTRY

(^3^



MD/DO REQUEST FOR APPLICATION FORMS 
PAGE 2 

OTHER 
MEDICAL OR 
OSTEOPATHIC 
SCHOOLS 
ATTENDED 
(IF NONE, 
ENTER 
"NONE"): 

FIFTH PATHWAY 
PROGRAM (IF 
NONE, ENTER 
"NONE"): 

AFFILIATED 
WITH: 

SCHOOL NAME 

N orNi 

STREET ADDRESS 

CITY STATE COUNTRY 

DATES ATTENDED: FROM: 

REASON DEGREE NOT RECEIVED AT THIS SCHOOL 

MO/YR 
/ TO: 

MO/YR 
/ 

SCHOOL NAME 

NO r\dt5 

STREET ADDRESS 

CITY STATE COUNTRY 

DATES ATTENDED: FROM: 
MO/YR 

/ 

REASON DEGREE NOT RECEIVED AT THIS SCHOOL 

FIFTH PATHWAY PROGRAM) 

TO: 
MO/YR 

/ 

HOSPITAL OR INSTITUTION 

NAME OF MEDICAL SCHOOL 

CITY STATE 

DATES ATTENDED: FROM: 

QUALIFYING EXAM TAKEN: 

MO/YR 
/ TO: 

MO/YR 
/ 

DATE TAKEN: 
MO/YR 

/ 

CONTINUED c> 

MD/DO REQUEST FOR APPLICATION FORMS
PAGE2

OTHER
MEDICALOR
OSTEOPATHIC
SCHOOLS
ATTENDED
(IFNONE,
ENTER
"NONE"):

SCHOOL NAME

^JQO^

STREETADDRESS

CITY STATE COUI^TRY

DATES ATTENDED: FROM:
MO/YR

/ TO:
MO/YR

/

REASON DEGREE NOTRECEIVEDATTHISSCHOOL

SCHOOL NAME

{^or^

STREETADDRESS

CITl' STATE COUNTRY

DATES ATTENDED: FROM:
^40/YR

/ TO:
MO/YR

/

REASONDEGREENOTRECEIVEDATTHISSCHOOL

FIFTH PATHWAY
PROGRAM (IF
NONE,ENTER
"NONE"):

AFFILIATED
WITH:

(FIFTH PATHWAY PROGRAM)

HOSPITAL OR INSTITUTION

^0/M=7

NAME OF MEDICAL SCHOOL

ciTr STATC

DATES ATTENDED: FROM:
MO/YR

1_ TO:
MO/YR

/

QUALIFYING EXAM TAKEN: DATETAKEN:
MO/YR

/

CONTINUED



MD/DO REQUEST FOR APPLICATION FORMS 
PAGE 3 

(GRADUATE MEDICAL EDUCATION) 

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

1 92. 

month/year 

TO 

month/year 

Hospital, University or Other: 
WA .0-0C 5fAJe I ta• 5 I -re / perr2-0 

c, '"r 

Complete Street Address: 

Street & Number 

City State/Country Zip 

Position & 

Department 

Level of Training 
(check one only) 

st year 

2( 2nd year 

l 3rd year 
or above 

month/year 

TO 

month/year 

Hospital, University or Other: 

Complete Street Address: 

Street & Number 

City State/Country Zip 

Position & 
Department 

Level of Training 
(check one only) 

O 1st year 

O 2nd year 

O 3rd year 
or above 

month/year 

TO 

month/year 

Hospital, University or Other: 

(%) 0 

Complete Street Address: 

Street & Number 

City State/Country Zip 

Position & 

Department 

Level of Training 
(check one only) 

O 1st year 

O 2nd year 

O 3rd year 
or above 

month/year 

TO 

Hospital, University or Other: 

NAG 

Complete Street Address: 

Street & Number 

Position & 

Department 

Level of Training 

(check one only) 

O 1St year 

O 2nd year 
-71 

O 3rd year 
or:above, 

month/year City State/Country Zip 

OVER '2.> 

MD/DO REQUEST FOR APPLICATION FORMS
PAGE3

CGRADUATE MEDICAL EDUCATIOfQ

ListALL graduate medical education (internship, residency orclinical fellowship), undertakenln the U.S.or
Canada. If additional space is needed, attach an extra sheet. (If none, enter "NONE")

month/year

TO

month/year

Hospital, University or Other:

/\^0^(^

Complete Street Address:

Street & Number

City State/Country Zip

Position &
Department

Level ofTraining

(check one only)

Q Istyear

Q 2ndyear

Q Srdyear
or above

month/year

TO

month/year 1 City

Hospital, University or Other:

(^JOC-A:.

Complete Street Address:

Street & Number

State/Country Zip

Position &

Department

Level ofTraining

(check one only)

Q Istyear

Q 2nd year

Q Srdyear
or above

month/year

TO

month/year

Hospital, University or Other:

/YAOM^

Complete Street Address:

Street & Number

City State/Country Zip

Position &

Department

Level ofTraining

(check one only)

Q Istyear

Q 2ndyear

a Srdyear
of^bove;.

OVER f=>

"1 CIZ Hospital, University or Other:
r^^ sTAre- ^>^i^t;(i,.,ir^ ^/pe-r-^o <T—

•^^ec?( c-^<- c-tff'-'T^S'i-.

Position &

Department

Level ofTraining

(check one only)

Istyear

2nd year

3rd year
or above

month/year

TO

Complete Street Address:

Street & Number

(a ^

month/year City_State/Country _Zip
'



MD/DO REQUEST FOR APPLICATION FORMS 
PAGE 4 

(WRITTEN EXAMINATIONS TAKEN) 

List each and every written exam (FLEX, National Boards, USMLE, StateBoard, LMCC) taken, whether in Ohio or 

any other state, territory or province. Use one section for each exam portion taken. If additional space is needed, 
attach an extra sheet. 

STATE/PROVINCE DATE TAKEN TYPE OF EXAM SECTIONS TAKEN FINAL RESULTS 

yvl I c-14 I zi AP I

(MO/YR) 

(0i 9 C3

(✓ ONE ONLY) (✓ ONE ONLY) (✓ ONE ONLY) 

OFLEX (PRE-1985) 
OFLEX (1985-1994) 
®National Boards 
OUSMLE 
OState Board 
OLMCC 

OPartial OFull 
Component 01 011 
Part 211 02 03 
Step 01 02 03 
OPartial OFull 
OPartial OFull 

®PASS OFA1L 

rs'l w C.- 14 / en Ot i--1

(MO/YR) 

1/9 1 

(✓ ONE ONLY) (✓ ONE ONLY) (✓ ONE ONLY) 

OFLEX (PRE-1985) 
OFLEX (1985-1994) 
®National Boards 
OUSMLE 
OState Board 
OLMCC 

OPartial OFull 
Component 01 011 
Part 01 El2 03 
Step 01 02 03 
OPartial OFull 
OPartial OFull 

®PASS OFA1L 

rvl k L  ifs t-, ii-r-/ 

(MO/YR) 

5  / 393/ 

( v ONE ONLY) (✓ ONE ONLY) (✓ 
ONE ONLY) 

OFLEX (PRE-1985) 
❑OFLEX (1985-1994) 
®National Boards 
OUSMLE 
OState Board 
OLMCC 

OPartial OFull 
Component 01 011 
Part 01 02 5:13 
Step 01 02 03 
OPartial OFull 
OPartial OFull 

®PASS OFA1L 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) (✓ ONE ONLY) 
OFLEX (PRE-1985) 
OFLEX (1985-1994) 
ONational Boards 
OUSMLE 
OState Board 
OLMCC 

OPartial OFull 
Component 01 011 
Fart 01 02 03 
Step 01 02 03 
OPartial OFull 
OPartial OFull 

OPASS OFA1L 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) (✓ ONE ONLY) 

OFLEX (PRE-1985) 
OFLEX (1985-1994) 
ONational Boards 
OUSMLE 
OState Board 
OLMCC 

OPartial OFull 
Component 01 011 
Part 01 02 03 
Step 01 02 03 
OPartial OFull 
OPartial OFull 

OPASS OFA1L 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) (✓ 
ONE ONLY) 

OFLEX (PRE-1985) 
OFLEX (1985-1994) 
ONational Boards 
OUSMLE 
OState Board 
OLMCC 

OPartial OFull 
Component 01 011 
Part 01 02 03 
Step 01 02 03 
OPartial OFull 
OPartial OFull 

OPASS OFA1L 

CONTINUED 

MD/DO REQUEST FOR APPLICATION FORMS
PAGE4

(WRITTEN EXAMINATIONS TAKEN)

List each and everywritten exam (ELEX, National Boards,.USMLE, StateBoard, LMCC) taken, whether in Ohio or

any other state, territory or province. Use one section for each exam portion taken. If additional space is needed,

attach an extra sheet.

CONTINUED

STATE/PROVINCE DATETAKEN TYPE OF EXAM SECTIONS TAKEN FINAL RESULTS

l^M<-l4)<i/qf^

:;:0

(^ ONEONLY) (^ ONEONLY)
QPartial QFull
Component Ql Qll
Part JS1 Q2 Q3

Step Q1 Q2 03
apartial QFull

QPartial QFull

(^ ONEONLY)
QFLD<(PRE-1985)
QFLEX (1985-1994)
HNational Boards
QUSMLE
QState Board

QLMCC

ISPASS QFAIL

r^t £-W(^,^'^

(MOA'R)

Vil

(^ ONEONLY) (• ONEONLY) (^ ONEONLY)
QFLEX(PRE-1985)
QFLEX (1985-1994)
ISNational Boards
QUSMLE
QState Board

QLMCC

QPartial QFull
Component 01 Qll
Part Q1 B2 Q3

Step Q1 Q2 Q3
QPartial QFull

QPartial QFull

12'PASS QFAIL

ir^^L-^l^/^r^' ^T (^ ONEONLY) (^ ONEONLY)
QPartial QFull
Component Ql Qll
Part Q1 Q2 B3

Step Q1 Q2 Q3
QPartial QFull

QPartial QFull

(^ ONEONLY)
QFLEX(PRE-1985)
QFLD< (1985-1994)
BNational Boards
QUSMLE
QState Board

QLMCC

BPASS QFAIL

(MO/YR) (-' ONEONLY) (^ ONEONLY) (^ ONEONLY)
QFLD<(PRE-1985)
QFLEX (1985-1994)
QNational Boards
QUSMLE
QState Board

QLMCC

aPartial QFull
Component Ql Qll
Part Q1 C]2 Q3
Step Q1 Q2 Q3

QPartial QFull

QPartial QFull

QPASS QFAIL

(MO/YR) (^ ONEONLY) (^ ONEONLY)
apartial QFull
Component Ql Qll
Part Q1 Q2 Q3
Step Q1 Q2 Q3

QPartial QFull

QPartial QFull

(^ ONEONLY)

QPASS QFAIL

QFLEX(PRE-1985)
QFLD< (1985-1994)
QNational Boards
QUSMLE
QState Board

QLMCC

(MO/YR) (/ ONEONLY) (^ ONEONLY)
QPartial QFull
Component Ql Qll
Part Q1 Q2 Q3

Step Q1 02 Q3
QPartial QFull
QPartial QFull

(^ ONEONLY^

QPASS QFAIL

QFLEX(PRE-1985)
QFLEX (1985-1994)
QNational Boards
QUSMLE
QState Board
QLMCC



MD/DO REQUEST FOR APPLICATION FORMS 
PAGE 5 

LICENSES IN THE UNITED STATES & CANADA) 

List  ALL states/provinces, whether the license is current or not, in which you are or have been licensed 

(except temporary, educational permits) to practice medicine and surgery or osteopathic medicine and surgery. 

Indicate the license number, date of issuance and the basis of licensure. If additional space is needed, attach an 

extra sheet. (If none enter "NONE") 

STATE/PROVINCE ISSUE DATE LICENSE # BASIS OF LICENSE LICENSE CURRENT 

I'v I c-141 A A"-,
(MO/YR) 

Li3oio 4,25 
(✓ ONE ONLY) (✓ ONE ONLY) 

giNational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther 

EYES ONO 
Expiration Date: 
0//3//olooi 

(MO/YR) 

. , 

(✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther: 

OYES ONO 
Expiration Date: 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther: 

OYES ONO 
Expiration Date: 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther: 

OYES ONO 
Expiration Date: 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther: 

OYES ONO 
Expiration Date: 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
0State Board exam OUSMLE 
OLMCC 00ther: 

OYES ONO - 
Expiration Date: 

(MO/YR) 

- - 

(✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther 

OYES ONO 
Expiration Date: 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) 
ONational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther: 

OYES ONO 
Expiration Date: 

c _ 

- 

(MO/YR) (✓ ONE ONLY) (✓ ONE ONLY) 
CINational Boards OFLEX 
OState Board exam OUSMLE 
OLMCC 00ther: 

OYES _ _ ONO 
Expiration-Date:' 

-,:-) 
_ ... 

OVER 1* 

MD/DO REQUEST FOR APPLICATION FORMS
PAGE5

(LICENSES IN THE UNITED STATES & CANADA)

List ALL states/provinces, whether the license is current or not, inwhich you are or have been licensed

(except temporary, educational permits) to practice medicine and surgery or osteopathic medicine and surgery.
Indicate the license number, date of issuance and the basis of licensure. If additional space is needed, attach an
extra sheet. (If none, enter "NONE")

OVER ci>

STATE/PROVINCE ISSUE DATE LICENSE* BASISOFLICENSE LICENSE CURRENT

p^tc.H'i^^/^
(MO/YR)

^30/os^<";

f^ONEONLY)
^National Boards QFLEX
QState Board exam QUSMLE
QLMCC QOther:.

(^ ONE ONLY)
tfYES QNO
Expiration. Date:
o'//3//Aoo|

(MOA'R) ^ONEONLY)
QNational Boards QFLEX
QState Board exam QUSMLE
QLMCC QOther:.

(^ONEONLY)
QYES QNO
Expiration Date:

(MO/YR) (^ONEONLY)
QNational Boards QFLEX
QState Board exam QUSMLE
QLMCC QOther:.

(^ONEONLY)
QYES QNO
Expiration Date:

(MO/YR) (^ONEONLY)
QNational Boards QFLEX
QState Board exam QUSMLE
QLMCC QOther:

^ONEONLY)
QYES QNO
Expiration Date:

(MO/YR) f^ONEONLY)
QNational Boards QFLEX
QState Board exam QUSMLE
QLMCC QOther:.

f^ONEONLY)
QYES QNO
Expiration Date:

(MO/YR) (^ONEONLY)
3National Boards QFLEX
^State Board exam QUSMLE
3LMCC QOther:

(^ONEONLY)
QYES QNO
Expiration Date:

(MO/YR) f^ONEONLY)
^National Boards QFLEX
^State Board exam QUSMLE
-1LMCC QOther:

(^ONEONLY)
QYES QNO
Expiration Date:

(MO/YR) (^ONEONLY)
^National Boards QFLEX
DState Board exam QUSMLE
3LMCC QOther:

(^ ONE ONLY)
QYES QNO
Expiration Date:

r_';

(MO/YR) (^ONEONLY)
^National Boards QFLEX
3State Board exam QUSMLE
3LMCC QOther:

^ ONEGNLYV
QYES :: gNO
Expiration-Date::

-rl ;.



MD/DO REQUEST FOR APPLICATION FORMS PAGE 6 
ADDITIONAL ELIGIBILITY INFORMATION FOR CGRADUATES OF NON ACCREDITED LCME/AOA SCHOOLS 
ANSWER ALL QUESTIONS YES NO 

Do you have a valid ECFMG Certificate? 
Number. Date Issued: / 

0 0 

MOLAR 

Have you held a current and unrestricted license in the U.S. for at least five years or more? (Refer 0 0 
to the TSE section in the Eligibility Packet for more information) 

Have you been actively practicing medicine and surgery or osteopathic medicine and surgery 
(approved training included) in the U.S. for at least five years or more? (Refer to the TSE section 

0 0 

in the Eligibility Packet for more information) 

Have you applied for or taken the Test of Spoken English (TSE*) of the Educational Testing Service 
(ETS)? 

Date Taken: / Score: 

0 0 

MO/YR 

*THE TOEFL, ECFMG EXAM, ETC. ARE NOT EQUIVALENT AND CANNOT BE 
SUBSTITUTED FOR THE TEST OF SPOKEN ENGLISH (TSE) 

(FEDERATION CREDENTIALS VERIFICATION SERVICE YES NO 
Have you completed and forwarded the FEDERATION CREDENTIALS VERIFICATION ❑ 

SERVICE (FCVS) application packet to FCVS? 

If yes, date forwarded:  (0 A ea- (3 

(CERTIFICATION)
I hereby certify that I am the person referred to in the foregoing Request for Application forms and that 
the statements herein are strictly true in every, respect. 

tur of Applicant Date 

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

Revised 05/20/97 

MD/DO REQUEST FOR APPLICATION FORMS
PAGE6

ADDITIONAL ELIGIBILITY INFORMATION FOR
.GRADUATES OF NON ACCREDITED LCME/AOA SCHOOLS

^FEDERATION CREDENTIALS^VERIFICATTON SERVICE)

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

Ifyes.dateforwarded: (^ f\^^^>

YE9^ N0
ei a

CCERTIFICATION^)

I hereby certify that 1 am the person referred to in the foregoing Request forApplication forms and that
the statements herein are strictly true in every. respect.

^ p,C(L ^^
tur^ofApplicant Date

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

Revised 05/20/97

ANSWER ALL QUESTIONS YES N0

Do you have a valid ECFMG Certificate?
Number Date Issued: /

a a

MO/YR

hlave you held a current and unrestricted license in the U.S. for at least five years or more? (Refer
to the TSE section in the Eligibility Packet for more information)

a a

Have you been actively practicing medicine and surgery or osteopathic medicine and surgery
(approved training included) in the U.S. for at least five years or more? (Refer to the TSE section
in the Eligibility Packet for more information)

a a

Have you applied for or taken the Test of Spoken English (TSE*) of the Educational Testing Service
(ETS)?

DateTaken: / Score:
MO/YR

a a

*THE TOEFL. ECFMG EXAM. ETC. ARE NOT EQUIVALENTAND CANNOT BE
SUBSTITUTED FOR THE TEST OF SPOKEN ENGLISH (TSE)



MEDICINE OR OSTEOPATHIC MEDICINE - PRELIMINARY EDUCATION FORM 
TO BE COMPLETED BY ALL APPLICANTS 

NAME: 

HIGH SCHOOL 
OR EQUIVALENT: 

LAST (Surname) FIRST 

Te a_(0 c_-,- 
MIDDLE 

LUin 6-T-T-
SUFFIX (Jr., II) 

SCHOOL NAME 

tPe1.2-:--)A Li LLE yi f11 ',H .5 Ito 
CITY 

C L-1 c- To.-) P ► 

STATE 

) 

COUNTRY 

US A 

DATES ATTENDED: FROM: 

UNDERGRADUATE 
COLLEGE OR 
EQUIVALENT: 

MO/YR 

9 /00 TO: 
MO/YR 

SCHOOL NAME 

LB) oi•-) 
CITY 

rt I-6) O'f`J

DATES ATTENDED: FROM: 

SCHOOL NAME 

CITY 

DATES ATTENDED: FROM: 

MEDICAL OR 
OSTEOPATHIC 
SCHOOL OF 
GRADUATION: 

MO/YR 

/ 

MO/YR 

STATE 
cv1 ) 

COUNTRY 

S Ja 

TO: 

TO: 

MO/YR 

/

MO/YR 

DEGREE RECEIVED 

1.3 r - sT a- 7' 

STATE 

DEGREE RECEIVED 

COUNTRY 

SCHOOL NAME 

st STATE" 1)r -J sc. ft-o ot-- or C`^iii r: 4-1 "%IC-

CITY 

OL 1-0-0 I 
STATE COUNTRY 

Lis 4 -

DATES ATTENDED: FROM: 
MO/YR 
e ieca TO: 

MO/YR 
(0/ 7_ 

DEGREE RECEIVED 

FOR BOARD USE ONLY 

CERTIFICATE OF PRELIMINARY EDUCATION 

JUL u 8 1998 
NO:  Cfc)  DATE ISSUED: 

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 of the State Medical Board of Ohio. 

4-n.«...4 • tr-

t drance xaminer Secretary 

fl

Revised 05/20/97 

: - 
CONTINUED."-* 

/U&-4^
MEDICINE OR OSTEOPATHIC MEDICINE - PRELIMINARY EDUCATION FORM

TO BE COMPLETED BY ALL APPLICANTS

NAME:

HIGHSCHOOL
OR EQUIVALENT:

DATESATTENDED:

UNDERGRADUATE
COLLEGEOR
EQUIVALENT:

SCHOOLNAME

^L-e^o^ C^ol-L^^fS

cm'
ft<-6^o^

DATESATTENDED: FROM:
MO/YR

8/e^ TO:
MO/YR

(^/6S

STATE

iT^ )

COUNTRY

USA
DEGREE RECEIVED

B^- c.y£^<sT*-/

A^^^^
SCHOOLNAME

CPTY

DATESATTENDED: FROM:
MO/YR

/ TO:
MO/YR

/

STATE COUNTRY

DEGREE RECEIVED"

MEDICALOR
OSTEOPATHIC
SCHOOLOF
GRADUATION:

SCHOOL NAME

l^^^lf srt^T^ ^r->)^. s^H-ocx- o^- /—^D/^^tT

cm'
c)£fr<z-oi-f—

DATESATTENDED: FROM:
MO/YR

Sl^{3 TO:
MO/YR(^m.

STATE
t^-^-t /

COUNTRY

us/\
DEGREE RECEIVED

^^ D

FORBOARDUSEONLY

CERTIFICATE OF PRELIMINARY EDUCATION

N0: QU ^^^
JUL U 8 1998

DATE ISSUED:

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

"\^^/
• €•

Erftrance Examiner
LA.) t^^l^^_J,.^f

Secretary
±2- ;.i 7--,

^ 5P;:

Revised 05/20/97 CONTINUED-'^>
o

LAST (Surname) FIRST

T(E(L<o'^-i&f

MIDDLE

Luir^e'r^'r^

SUFFIX(Jr.JI)

SCHOOL NAME

C.H|P^^^- ^^LLfiy ^-^^ 5^yoo^_

cm' STATE

pn^
COUNTRY

L75^>

ED: FROM:

MO/YR

^ /00 TO:
MO/YR

(. /e^f



STATE MEDICAL BOARD OF OHIO 
77 South High Strvet, 17th Floor • Columbus, Ohio 412664015 • (61 ,1)466- i934 
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RESUME - MEDICINE OR OSTEOPATHIC MEDICINE 

List ALL activities in chronological order from the date of 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. For any time in which you worked for an "emergency medical group" or did "locum 
tenens", you must list all hospitals where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY 
OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in clinical nd ad 
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(? ), 

A 

B 

i rative duties. If 1 

J 
University or Other: 

uva-le.wr-- P AT T tr, 0 - 5.0 r..° Li I. A r 
rv-% el 01 444 C.. c..4 f.- 01 .-e — IL 

—141T* r'')DA /5 c, 04 1 . 

--...' Position & 
Department 

Veer o 0 
o$p, i f ev 

'61.4°° Pii.11"-"" 
C..4 41 di ca -.wan e. 

Senim c-e-S 

) Clinical _____, %  Clinical 

- 7 5--7 I 9 (p 11

mont /year 

TO 
Complete Street Address: 

q el 8I 5 c... , e, An. orlAFte- Dit4tie _ % Admin. 
1 

2_ c 
Number & Street 

(Aia-$4•01-- PorrEas.5—' f$A13) OH 14 5 q33 

1 egtief14-r 

mont year 
City State/Country Zip Code 

Hospital, University or Other: 
p c 1--,..7:

k. 
11-
A
ta• , -1 C-c-, U,--/ t."--',.---) .---c 

.5-4-- h /Pct.+ 03/ 1-,7';—' 

Position & 
Department 

V-4-5,,1-4-" " 
ell-Dsic..-i,--- 
\ 1 -, cf.3i3/4,,71.--i 

% Clinical 

/ U 0 
I . 

mont 

TO 

/year 
Complete Street Address: 

1 701 5  4"/ 7)( 14-Lj ' '''j  "C-- % Admin. 

e ------ ----

Number & Street ., ,--,... ill I l-R32-07 ri, 
mont /year 

City State/Country Zip Code 

Hospital, University or Other: Position & 
Department 

% Clinical 

II mont /year 

TO 
complete Street Address: 

% Admin. 
Number & Street 

ii mont /year 
City State/Country Zip Code 

Hospital, University or Other: Position & 
Department 

% Clinical 

...c..) - e 
a.1 

1 mont /year 

TO 
Complete Street Address: 

c.... ,I. 
% Ad rrit( - -. 

0%-- 
7--

. : ......- -,., il
ill" c-,'"Z 

(-4) ---.: c .-c-:) 
-r--

Number & Street 

[ mont /year 
City State/Country Zip Code 

OVER cs-n .c• 

RESUME - MEDICINE OR OSTEOPATHIC MEDICINE

List ALL activities in chronological order from the date of medical school graduation to the PRESENT time, using MONTH and YEAR.
Fcr 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. For any time in which you worked for an "emergency medical group" or did "locum

tenens", you nust list all hospitals where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY
OTHER RESUME FOR THtS FORM. Be sure to indicate the percentage ofworking time spent in clinical gnd adiinini^trative duties. If
you requjre (pore space, plea?e attachseparate sheets.

a /-I'a^ /Y')

cal gnd adiinjni^tr

T\(\~U
Hospital, University or Other:
OUfl.K.Hi-- prtTnfAfc®r-y <-/&A^
«^»<t0ifr<^i- f^ei—'TTC'IL.

T/T^ nop<. /S<,o^, ^
Complete Street Address:

L/Q<SI 5^tf,Art. r^Afce- OiL»^cr
Number & Street

t^fVL^rtr. pttTTyn^s'-' fift-^ c?^ </5'V3?

City_State/Country_Zip Code

Position &
Department

Oe?r o<r
0%/<.V/v

i*rApfi e^i^t^f^
C^tSV O^fpAD^

^ffn.<-><fctf3

[_J % Ctinical
~)^

r~
% Admin.

2-^

B TO

^\%
i/year

Hospital, Univ.ersity or Other:
pct^^'^<j^:r cc^\^-/ t^<^.—t
54-k ^^-^-^^^p^^ C^A/--^

Complete Street Address:

^icn ^ flr^^^c.
Number & Street

pz^o^ rv)i wzoi
City State/Country Zip Code

Position &
Department

^-5><^-^l-
,^^e.(^—

i-. ^Q^i^

% Clinical

/oo
% Admin.

i/year

Hospital, University or Other:

complete Street Address:

Number & Street

City State/Country Zip Code

Position &
Department

% Clinical

% Admin.

D

montn/year

TO

vyear

Hospital, University or Other:

Complete Street Address:

Number & Street

City State/Country Zip Code

Position &
Department

% Ctinical

y£>
CQ

% Adnr^

(-'"I
^.,9

o'-fV,

<-T 0^5

^f
cp

'o
OVERc^ ; ^cA"

"'•'•^
~^>

^^0



SEP- 1-98 TUE 5:05 PM WPAFB, OB, GYN, CLINIC FAX NO, 9372573012 P 2 

RESUME - MEDICINE OR OSTEOPATHIC MEDICINE 

List ALL activities in chronological order from the date of medical school graduation to the PRESENT time, using MONTH end YEAR. 
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SEP- 1-98 TUE 5:05 PM WPAFB, OB,GYN, CLINIC FAX NO, 9372573012 

To: State Medical Board of Ohio 

From: Jerome L. Yaklic, MD 

RE: Application for state licensure 

Attached please find my clinical resume with the addition of the time period from 6/92 to 6/96. I was a resident in 
obstetrics and gynecology during this time period. If you require any further information or confirmation please 
contact me at: 

Jerome L. Yaklic, MD 
5980 Fox Trace Court 
Huber Heights, Ohio 45424-5457 

937-236-3598 

SEP- 1-98 TUE 5:05 PM WPAFB, OB, GYN, CLINIC FAX N0, 9372573012 p, 1
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RESUME - MEDICINE OR OSTEOPATHIC MEDICINE 

List ALL activities in chronological order from the date of 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. For any time in which you worked for an "emergency medical group" or did "locum 
tenens", you must list all hospitals where you worked and include complete 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 ad tratiye duties. If 
you require more space, please attach separate sheets. 
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STATE MEDICAL BOARD OF OHIO 
77 South High Street. 17th Hour • 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 WHICH THE FORM IS 
NOTARIZED. The recommending physician must be sufficiently acquainted with the applicant for at least 
SIX months. Relatives may not serve as recommending physicians. Recommending physician are 
strongly urged to include additional comments. This form must be notarized. 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 insure that certain information is included. 

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

BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE 

I,  /7'7-irk C fig/a/e// 
(recommending physician) 

, a licensed and practicing physician in the state of 

 , affirm that 
(state of residence) 

.5-E2 0 Y 04 IcL, 1 c_ 

(applicant) 

has been known 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 following in,E.

support of his/her application for licensure: 

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

*His/her relationship with patients is: 

yi_cr//-e-zt 
C-11 

4_0 

*I rate rate his/her.ability to work well with peers and medical staff as:  7, - fZ{/f//ett 

*His/her command of the English language is: 

*Additional comments:  / 6/ Dr. 77;)k://c /,c/t-/-)cc, f 
f-x/-7c 1 

I hereby recommend him/her to practice medicine or osteopathic medicine in the State of Ohio. 
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t-0

*1 rate his/her.ability to work well with peers and medical staff as: ^^Z'?$//^^

*His/her command of the English tanguage is: •^/\^-C€ll~€^^
*Additional comments: / ^C^n^n^A^ld Z)r. Y^k/IC /AjrH^C-U^-

he^it^hc^

1 hereby recommend him/her to practice medicine or osteopathic medicine in the State of Ohio.

OVER •=>



FORM 1 - CERTIFICATE OF RECOMMENDATION 
MEDICINE OR OSTEOPATHIC MEDICINE 

Signature of Recommending Physician 
(name stamps not acceptable) 

Telephone Number 
(include area code) 

(,2hff 

41..?4/k C1 6/6.kb/el/ inD 
Name of Recommending Physician 

(please type or print clearly) 

Cliff- Medico e /66lic 

-e./ a4- maple Dr. 
1/t. TA F73 Cu / 4-6-4-53 

Address of Recommending Physician 
(include city, state and zip code) 

State of Licensure & License Number of Recommending Physician 
(please type or print clearly) 

Subscribed and sworn to before me this  I/  day of 

(NOTARY SFAI 

Sign pplicant 

Date Ph 
r;

aken:  '•=3 
Mo/Yr 

199 y 

Notary Public .Sigbattir01. STANNARD 
Notary Public, State of Ohio My Commission Expires 10-4 98 

Date Commission Expires 

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

Revised 09/05/96 

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

Signature of Recommending Physician
(name stamps not acceptable)

^57) ^67-1^^1
Telephone Number

(include area code)

/il^k- e' 8[^cL!€ii ^H/)C>
Name of Recommending Physician

(please type orprint clearly)

U-5AF Ulcdi^l ^c^h^r/<>GrHc

^?J. _^^^//n^p(€/7r,'^PAFBd
Ch/pr'^^^-^

Address of Recorhmending Physician
(include city, state and zip code)

ffhin .^2^^^
State of Licensure & License Number of Recommending Physician

(please type or print clearly)

Subscribed and sworn to before me this
,^

dayof (./-<. _, 199 S'

fNOTARY SEALV

Signe^j^ c^^pplicant

Date Prt aken: :o /^^
Mo/Yr

'.O /^? . ^^K iSt-^^l—T^-.

Notary PubljcM^BtyWf. STANNARD

,N^a2-pub'ic'-sta^'of"^h(o'V!y Commission' Expire.^1 n^'93
Date Commission Expires

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

Revised 09/05/96



STATE MEDICAL BOARD OF OHIO 
77 South High Street. 17th Floor • ('olumbus. Ohio 43266.0315 • 1614)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 WHICH THE FORM IS 
NOTARIZED, The recommending physician must be sufficiently acquainted with the applicant for at least 
SIX months. Relatives may not serve as recommending physicians. Recommending physician are 
strongly urged to include additional comments. This form must be notarized. 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 insure that certain information is included. 

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

BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE 

I,  L- 4 1; 1,--%4- % , a licensed and practicing physician in the state of 
(recommending physicia 

 , affirm that 
(state of residence) 

has been known to me personally for 

2-orse) `T-2Pigt,i C_ 
(applicant) 

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 following in 

support of his/her application for Iicensure: 

*I rate his/her medical knowledge and technique as:  ,E;reer;d---

*His/her relationship with patients is: 

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

*His/her command of the English language is: 

*Additional comments:  &7C2e4 

I hereby recommend him/her to practice medicine or osteopathic medicine in the State of Ohio. 

OVER I* 

STATE MEDICAL BOARD OF OHIO
77 Soulh IIigh Slrcct. 17lh Floor • C'olumhus, Ohio 43266-0315 • (614)466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

IFORM 1 - CERTIFICATE OF RECOMMENDATIONl

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 applicant for at least
SIX months. Relatives may not serve as recommending physicians. Recommending physician are
strongly urged to include additional comments. This form must be notarized. 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 insure that certain information is included.

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

BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

I, /^^cy/^ ^-^>/ ////^^'^:'i^'r^^ , a licensed and practicing physician in the state of
(recommending physiciao^

y^^^i c-:^

(state of residence)

has been known to me personally for

^ affirm that ^ ^lZ-Qnn^

(applicant)

.years and that he/she is of good moral character.

Further, the photograph affixed hereto is a genuine likeness ofthe applicant. 1 offer the following in

support of his/her application for licensure:

*1 rate his/her medical knowledge and technique as:.

*His/her relationship with patients is:_^"^'^^2^

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

*His/her command of the English language is: ;E^/ff<^%-^?'

*Additional comments: _ _ ^?^
<>^^^^//

,^/^^^^'^s'&

00

r^.*?
(s~.>
-•o

/

I hereby recommend him/her to practice medicine or osteopathic medicine in the State of Ohio.

^?

cr> C-*

OVER ^>



FORM 1 - CERTIFICATE OF RECOMMENDATION 
MEDICINE OR OSTEOPATHIC MEDICINE 

.‘::/,..e.,--,,,,-e--oi ..4e--71,114--7 -___,-.e-e->-- 
Signature of Recommending:Mysician 

(name stamps not acceptable) 

(5/ 5' ) YS S /0/e/ 
Telephone Number 

(include area code) 

_5- 6)6 >/?' 

e/•'1,-,77 /9/ 
Name of Recommending Ph sician 

(please type or print clearly) 

y79? ,57,.;-./•-a, 

-

AddressAddress of Recommending Physician 
(include city, slate and zip code) SG? 

State of Licensure & License Number of Recommending Physician 
(please type or print clearly) 

.74; 
Subscribed and sworn to before me this  / 5   day of  2 1(i---6--7-1-e__ 

(NICITARV CRAI 

Signa pplicant 

Date Ph ken: 
Mo/Yr 

Nota Public Signature 

, 199

Date Commission Expires 

AGNES M. STANNARD 
Notary Public, State of Ohio 

My Commission Expires 10-4-98 

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

Revised 09/05/96 

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

^r^se^^ '^^sr^s^-^
--^Tgnature of Recomrhending'^Tysician

(name stamps not acceptable)

(5-^) ^S-S-/O/^
Telephone Number

(include area code)

^^ /^/^/^^ /^^^^/
's

Name of Recommending Ph^ician
(please type orphnt clearly)

^yy^ ^/^^ /r-
Address of Recommending Physician

(includepity^sfateyidzipcod^) .^ ^/<f?^^
/^sy-^^

'^^>^/

^.0 -^s-^^ ^>/9--^
State of Licensure & License Number of Recommending Physician

(please type orprint clearly)

..T^
Subscribed and sworn to before me this /'-^ day of ^^c^>^-^_, 199.

/NDTARV CIFAI \

pplicant

iken: 6/^^
Mo/Yr

>T^-3 /7-^

Notarf Public Signature

Date Commission Expires

; AGNES M. STANNARD

^Notary Public, State of'dhio
My CommissionExpires 10-4-93

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

Revised 09/05/96



State of Michigan 
John Engler, Governor 

Department of Consumer & Industry Services 
Kathleen M. Wilbur, Director 

MICHIGAN BOARD OF MEDICINE 
VERIFICATION OF LICENSURE AS OF 09/15/98 

MEDICAL BOARD 
77 S HIGH ST 17TH FL 
COLUMBUS OH 43266-0315 

Office of Health Services 
Thomas C. Lindsay II, Director 

Ottawa Building 
P.O. Box 30670 

Lansing, Michigan 48909-8170 
Telephone: 517-335-0918 

TDD: 517-373-7489 

Board: 43 Profession 01 ID Number: 059625 Type: R Format: Y 

Name: 
Address: 

JEROME LUMETTA 
40370 SKENDER DRIVE 
CLINTON TOWNSHIP 

YAKLIC 

MI 48038 

MD SSN: 
Birth Date: 12/12/65 

Type: MEDICAL DOCTOR 
License Number: 4301059625 Status: LICENSED 
Qualified By: EXAMINATION 

Disciplinary Action: NONE 
Open Formal Complaints: NONE 

Original Date: 08/03/94 
Expiration Date: 01/31/01 

Fee Received: 09/08/98 

ALIZ 

Tracey(t)eck 

State of Michigan
John Engler, Governor

Department of Consumer & Industry Services
Kathleen M. Wilbur, Director

Office of Health Services
Thomas C. Lindsay II, Director

Ottawa Building
P.0. Box 30670

Lansing, Michigan 48909-8170
Telephone: 517-335-0918

TDD: 517-373-7489

MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF 09/15/9!

MEDICAL BOARD
77 S HIGH ST 17TH FL
COLUMBUS OH 43266-0315

Board: 43 Profession 01 ID Number: 059625 Type: R

MD

Formafc:

Name: JEROME LUMETTA YAKLIC
Address: 40370 SKENDER DRIVE

CLINTON TOWNSHIP MI 48038

SSN:
Birfch Date: 12/12/65

Type: MEDICAL DOCTOR
License Number: 4301059625
Qualified By: EXAMINATION

Disciplinary Acfcion: NONE
Open Formal Complaints: NONE

Status LICENSED
Original Dafce:

Expirafcion Date:
08/03/94
01/31/01

Fee Received: 09/08/98

Ixx^at^
Tracey Peck

*.t".)

0:1

o'"?
rn~0

r-o

O't

Ol-];;-.;." {S.m)

Redacted



STATE MEDICAL BOARD . OF OHIO 
77 Souch 17th Elacr • Colum;lus. •••:, 266.0.115 • (6 ti)zii-39:• •! 

MEDICINE OR OSTEOPATHIC MEDICINE i

FORM 2 - VERIFICATION OF LICENSE! 

I am applying for a license to practice medicine or osteopathic medicine and surgery in the State of Ohio. 
The State Medical Board of Ohio 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 return it 
directly to the State Medical Board of Ohio at the above address. 

TO BE COMPLETED BY APPLICANT 

Name: L1)  K—L I L.— 52(2-orv-16. a—Tr ,4 

last first middle suffix 

—Current Address: 59 eio C-ox "TizAtc....6 GT" License Number.  143 0)05142c
Street Address 

1+ vase- !Ars. o )4' 4/ 5 412-`1 Date of Birth:  1 2. //2-14g-
. City State Zip month/day/year 

Medical/Osteopathic 
School of Graduation:  1..") "ef‘16 STATE Sc4fooc— 0 

I hereby authorize the licensing agency of the State of  On )C....14)47 ,q"./  to furnish 
(Ile information below to the State Medical Board of Ohio. 

State: 

Sign 

-TO BE COMPLETED BY STA 

3-oNJE1ei98
cant 

ARD OR CANADIAN PROVINCE 

Name of Licensee: 

License Number. 

last first 

Issue Date: 

middle suffix 

rn , 

month/day/year 

:<_OIC^,

^

1̂
£

1 .<?o ^
-\ p

y
>

l^iii\ll
i?'^'

;o'l
^'I^J

?

:-.i.i STATE MEDICAL BOARD . OF OHIO
\

'^•yfi'^ff.
j 77 Souih Hi;h S;::;:. 17i.li L'so.- • Col.'.-.?'us. O^.ia ^;'2.id.0;> 1 5 • (o 1-;-:;;.3'?;'-

.O.-tlO.

M5DICIN5 OR OST50PATHIC iM£DICINE;

FORM 2 - V5RIFICAT10N OF LICcNSE 1

I 2i~i applying I'or a licsnse to praciice medicine or os;2Gp3t^;c rr.idicine and s'jrgsr/ t'n the State o.'Ohi'o.
The Sia(2 Medical Soard o! Ohio fequifas that this form be corr.pleSsd by sac^ s;ata or Canadian Prcvi.'-.ce
in which 1 hold or have held licsnsss, whsihsr now cu.'i-ini or nct. Plesss cc.-^slate ihe fcrm and fe:'-:n it
dii'sciiy to ihs Staia Medicsl Soard of Oh,;o a; ihe abovs s^di'sss.

TO B£COMPLETED BY APPLICAN1

Name:'TA^-CI^
"
Sc.ft^r^^ L^r^G-rTA-

last ficst rr.iddle suhtx

^-CurrentAddrsss: 5*^ %>"0 (:0^ TPAag C-'T Licensa Numbsr:
LI'^OlQ5e9

C»2.^
;;rpof Aririr^.

^^S6<L^,r^ c>^ </S</2-^ Oat2 o.; 3;^: )-Z//2./6^
. City S;2;e ZJp monih/day/year

Medical/Osisopaihic

School o! Grsduation: L^ ^{^^ STATS' [Jr^\\^, Sc^c?o<-. O^ ^)^0/C//^f

I hereby authorize ihe licensing sgenc/ ol\ha State o/ /^ ^ €^f^)£,i^r^V

^5 in;ormat!on beiowio ihe Siace Medicai soard ofOfJo.
(O I'LTT.I'Sh

;c2n(

^ ^oi^e i<=j<?9
03\S,

-TO BE COMPLETED BY STA ARD OR CANADIAN PROVINCE -

State:_

Name of Licensee:
last first f-,idd!e sufnx

Licsnse Number. ISSU2 Oa';2:
r-.onth/day/year

1,'- l.'-.l -t.... ..._..•_.



FORM 2 - VERIFICATION OF LICENSE 
MEDICINE OR OSTEOPATHIC MEDICINE 
RAGE TWO 

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

0 Yes 0 No 0 Cannot answer under current state law 

If yes, please attach complete details. 

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

0 Yes 0 No 0 Cannot answer under current state 12Y/ 

' Ti yes, please attach complete detail's. 

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

0 Yes 0 No 0 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 1TTH FLOOR 

14-3,A64, — 03 15 

FORM 2 - VERIFICATION OF LICSNSE

M5DICIN£OR 03750PATHIC iMEDICIN;

PAGE ^VO

Is ths applicant currently the subject or' a pending inves;iga{ion by a ficensing oc disciplinary
suthority in your s;s;2?

Q Yes Q No 0 Csnnotanswsrundercurrentstatelav/

I? yes, piease artach complece detaiis.

Ha'/e formal disciplinary procsedings baen initiafsd against applicant's license by a disciplinary

auihoriiy in your slats?

O Yes Q No 0 Cannotanswerundercurrentst2(2t5',v

Ifyes, pfease aKach complete details.

H?.s the applicant ever been warned, censured or in any other msnner disci'plines or has

sooficsni's licsnse besn revoksd, suspended, or in any c;her manner [i.T.tted by a [icensing or

c'isciolinary authority in your siaie?

Q Yes Q No Q Csnnot answerundsrc'jrrent stste la'.v

Ii' yes, plsase atlach complete details.

Signaturs

AFFIX BOARD SEAL
NOTVAL1DWITHOUTSEAL

Title

Dats

R5TURN 70: STATS MEOICAL 30ARO OF OH10

&io^2SHo^^^HoL3%



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE 

If you answer "YES" to any of the following questions, you are required 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. 

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

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

YES NO 
❑ id 

2. Have you ever been warned, 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 section 
meetings? 

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? 

4. 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, or graduate medical education? 

5. Have you ever transferred from one graduate medical education to ❑ 

another? 

6. 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 certification? 

7. 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? 

OVER csr.:> 

ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE

If you answer "YES" to any of the foltowing questions, you are reauired to furnish complete details,
including date, place, reason and disposition ofthe matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper.

(Please place a 14 in the yes or no box)

6.

7.

Have you ever been denied staff membership at any hospital, nursing
home, clinic, health maintenance organization, orsimilarinstitution?

Have you ever been warned, 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 otherthan failure to
maintain records on a timely basis, or failure to attend staff or section
meetings?

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

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 ofa
contract by, or expelled from, a medical school, clinicat clerkship,
externship, 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 certification?

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 NQ
a

^

a ^

a

a ^
^C?
00

a ^^
*^0
—s.

r-v>

OVER(^>



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? 

YES NO 
LI 1 

9. Have you ever, for any reason, been denied licensure or relicensure, 1:1 
application for licensure or relicensure, or the privilege of taking an 
examination, in any state (including Ohio), territory, province, or country? 

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? 

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? 

12. Have you ever been notified of any investigation concerning you by, 
or 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? 

13. Are you now or have you ever been, addicted to or excessively used 
alcohol, drugs, or other substances which may cause physical or 
psychological 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. 

1:1 

1:1 

1:1 

1:1 

1:1 

1:1 

CONTINUED 1=> 

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?

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 anystate (including Ohio), territory, province, orcountry?

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

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

12. Haveyou everbeen notified of any investigation concerning you by,
orhaveyoueverbeen notified of, anycharges, allegations, orcomplaints
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
alcohol, drugs, or other substances which may cause physical or
psychological 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 yourtreating physician(s) submit a letter directly to the Board
on your behalf summarizing dates of treatment, etc.

YES N0,
a

a ^

^

a s^

a a^

a

a

a

CONTINUED 1=>



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE 
PAGE THREE 

16. Have you ever been denied, or surrendered, a state or federal controll-
ed substance or drug registration; 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? 

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

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. Have you been a defendant in a legal action involving professional lia-
bility (malpractice), or had a professional liability claim paid on your 
behalf, or paid such a claim yourself? If yes, include the case name, case 
number, court and address, date filed, and a summary of the underlying 
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. 

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, requested 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 of 
Defense, the Veteran's Administration, or any of their respective compo-
nents? 

Revised 10/21/96 

YES NO 
d 

o 

❑ 

CO 

ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE THREE

16. Have you ever been denied, or surrendered, a state or federat controll-
ed substance or drug registration; 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?

17. Have you ever been convicted or found guilty of a violation of federal
taw, state law, ormunicipal ordinance otherthan a minortrafficviolation?

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, Have you been a defendant in a legal action involving professional lia-
bility (malpractice), or had a professional liability claim paid on your
behalf,orpaidsuchaclaimyourself? Ifyesjncludethecase name.case
number, court and address, date filed, and a summary ofthe underlying
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.

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; orhad such participation limited, restricted,
suspended, or revoked; or been warned, reprimanded, requested 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 of
Defense, theVeteran'sAdministration, orany oftheirrespective compo-
nents?

YES N0^
a

a a<

a

a a^

^

a/

a^
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WPAFB 

Dear Doctor: 

State Medical Board of Ohio 
77 S. High Sired, 17th Floor • Columbus, Ohio 43266-031S • 614/ 466-3934 • Websire: www.slole.oh.us/med/ 

Direct Dial 614-728-3055 
Fax 614-466.4670 OR 614-728-5946 

June 30, 1998 

Dr.  Jerome Lumetta Yaklic  who ishows  Staff Physician OB/GYN 7/96 - present 
is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out the following evaluation so that we 

can process his/her application. This form MUST be completed and mailed or faxed 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 applicant as well 
as by us. Information provided is considered confidential under Section 149.42(A)(2)(a), Ohio Revised Code. Thank you for your time 
and assistance. 

(1) Flow long have you known him/her? 0 1 tel. r -S 

(2) What is/was your supervisory capacity?  wk, cf/. cce kA 

(3) At what hospital? t"\) (it G 141-- PA-TT-Mg o,- ()CA?" (t4V) (CA 0.-C&3 Tq-

(4) How would you rate his/her medical knowledge and techniques? C 

(5) In your opinion is he/she a person of good moral and ethical character? 

(6) Does he/she work well with peers and medical staff?  
1-C

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

(8) How is his/her command of the English language? (if applicable) 

(9) Would you recommend him/her for licensure? 
ix)  

vi I . rwt .O/ t.2) 

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, or fax response to above number. 

Sincerely, 

irmeaidlizeA, 
Annette Jones 
Licensure Assistant 

ignature of Physician 

Rill -74 tfni M. /WC CA ut4 

Name of Physician (please type or print clearly) 

it/114'1C-A 0ie/9,1d 

Position 

Y3?- e5 4-19V/ 
Telephone number (Include area code) 

JUL- i-w rua i3;z7 nu W^AP'ii, UD, (jYN, CLINIC FAX KO, 9372573012 P, 2

State Medical Board of Ohio
77S,HishSlreet, 17lhFloor • Cnliimbui, Ohlo 43266-031S • (14/466-3934 • Wabslte: www.slfltt.oh.us/med/

DirectUial 614-728.3055
Fax 614-466.4670 OR, 614-728-5946

WPAFB June 30, 1998

Dear Doctor:

Dr. Jerome Lumetta Yaklic who IS/WN
is applylng for licensure in the State of Ohio. We would appredato your assistance in filling out the following evaluation so that we

can process his/her application. This form MUST be completed and malled or faxed to our offlce within two (2) weelcs to ensure
processlng of the doctor's application. Your immediate attention to this matter will be greatly appreciated by the applicant as well
as by us. Information provided is considered confidential under Section 149.42(A)(2)(a), Ohio Revised Code. Thank you foryourtime
and assistance.

^ t^ZA^-S

StaffPhvsician OB/GYN 7/98-present

(1) How long have you known him/her?.

(2) What is/was your supervisory capacitv? ^IL ^w\ A^e-efi >'<-^ C'LI •z-c.'frz Ct

(3) Atwhathospltal? K)(2-lGH^T PATT?^.£O^ US>A/^ /[^b(Cfi^ C<t^T^I^

(4) How woutd you rate his/her medical knowledge and (echniques? ^sc C

(5) In your opinion is he/she a person of good moral and ethlcal character?_ \/^7

(6) Does he/she work well with peers and medical staff?_

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

7̂ u^

y>o •
(8) How ishis/hercommandof(heEngtishlanguage?(ifapplicable)_

(9) Would you recommend him/her for licensure?_y^<7 ^) ^. r^T l^t^O/'t'A^^y^-r
Additional comments, plea$e: (If needed, an extra sheet of paper may be used)

MJL

Please return thls form to the Ohio State Medlcal Board
at the above address, or fax response to above number.

SIncerely,

'/me^
Annette Jones
Licensure Assistant

_^D
Sfignature of Physician

/4^T^(-^^ /^. ^cG^UL^^'
Name of Physlclan (please type or prlnt dearly)

^b/cytL 2>/^^c^ Ol^/^^
osition

^?- ^s-^/9//
Position

Telephone number (Include area code)
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WRIGHT-PATTERSON MEDICAL CENTER 

74th MEDICAL GROUP 
4881 SUGAR MAPLE DR. WRIGHT-PATTERSON AFB OH 45433.5529 

OBSTETRICS & GYNECOLOGY 
OFFICE: DSN 787-1941 COMMERCIAL (937) 257-1941 

FAX: DSN 787-3012 COMMERCIAL (937) 257-3012 

TO:  1U1 -bi(cA-L_ 0/1-2-6 o f:2 0 

OFFICE NUMBER: (0 14 - 

FAX NUMBER:  (.0 — 1 - q-

FROM SGOG/  c^ -̀)L-s1 
19((i 

-2_  (including cover) 
OFFICE NUMBER: 

NUMBER OF PAGES: 
COMMENTS:  

TRANSMITTAL DATE:  "3-- 31-1 9 e  TIME: 

JUL-!/-9» TUK b:Z7 ^M WFA11'K, UK, dYN, CL1N1C FAX 9372573012 p. 1

UJ R1GHT-PRTTERSON MEDICRL CENTER

74th MEDICAL GROUP
4881 SUGAR MAPLE DR. WRIGHT-PATTERSON AFB OH 45433-5529

OBSTETRICS & GYNECOLOGY
OFFICE: DSN 787-1941 COMMERCIAL (937) 257-1941

FAX: DSN 787-3012 COMMERCIAL (937 ) 257-3012

TO: STATL M€>b«:^L- Bo/^b oF OlTi o

OFFICE NUMBER: ...(•?..'. .4..^...?. .2: S.77... .^.Q.?.^.

FAX NUMBER: .........(°J...^...-:...l+.b.^...:.,..^..6.1.0.

FROMSGOG/ ....^-.•...^<-.C.A.O.L.^........C<?.^.-..................................-.-...

OFFICE NUMBER; ...J..?..1:...^?..T...(.<?..^..'..

NUMBER OF PAGES: •z- (including cover)

COMMENTS:

TRANSM1TTAL DATE: ....±...?u^.lt............ TIME:.-^..?0.;.



The Federation of State Medical Boards of the U.S., Inc. 
Federation Credentials Verification Service 

Federation Place 
400 Fuller Wiser Road, Suite 300 

Euless, TX 76039-3855 
Tel: (817) 868-5000 
Fax: (817) 868-5099 

Physician Information Profile 

This report is compiled exclusively for; 

Name: 
SSN: 

DOB: 
Recipient: 

Jerome Lumetta Yaklic 

12/12/1965 
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 from the issuing institution per a written request made by FCVS. All documents bearing the official FCVS seal are certified to 
be an exact reproduction of the 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. 

The Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United States, Inc. as a 
reference source for its member boards and other authorized entities. The Physician Information Profile may not be republished, sold, 
resold or duplicated, in whole or in part, for commercial or any other purposes, or for purposes of compiling lists or files without the 
express written consent of the Federation's Executive Vice President as authorized by its Board of Directors. The use of this 
Physician Information Profile to establish independent data files or compendiums of information is strictly prohibited. 

Copyright ©1997 by the Federation of State Medical Boards of the United States, Inc., 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3855 

The Federation ofState Medical Boards ofthe U.S., Inc.
Federation Credentials Verification Service

Federation Place
400 Fuller Wiser Road, Suite 300

Euless,TX 76039-3855 ^: ,;; ^ ,
Tel:(817)868-5000
Fax:(817)868-5099

Physician Information Profile

.,^11^0

This report is compiled exclusively for:

Name: Jerome Lumetta Yaklic
SSN:

DOB: 12/12/1965
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 from the issuing institution per a written request made by FCVS. A1I documents bearing the official FCVS seal are certified 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.

The Physician Information 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. The Physician Information Profile may not be republished, sold,
resold or duplicated, in whole or in part, for commercial or any other purposes, or for purposes 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 Information Profile to establish independent data files or compendiums of information is strictly prohibited.

Copyright ©1997by the Federation of State Medical Boards ofthe United States, Inc., 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3855

Redacted
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FEDERATION CREDENTIALS VERIFICATION SERVICE 

Physician Information Report 

Identity: 

Name: 
Other Name Used: 

Gender: 
Date of Birth: 
Place of Birth: 
SSN: 

Current Address: 

Permanent Address: 

Telephone Numbers: 

Physical Description: 

Physical Marks: 

Jerome Lumetta Yaklic 
N/A 

Male 
12/12/1965 
Grosse Point, MI 

5980 Fox Trace Court 
Huber Heights, OH 45424-5457 

Same 

Bus.: 
Fax: 
Home: 
Other: 

Height: 
Weight: 
Eye Color: 
Hair Color: 

(937) 257-1941 
N/A 
(937) 236-3598 
N/A 

6' 2" 
205 lbs 
Green 
Brown 

Location: N/A 
Description: N/A 

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

Institution: 

Dates of Attendance: 
Degree Awarded: 

Albion College 
Albion, MI 49224 
08/00/1984 - 06/00/1988 
Bachelor of Arts 

Medical Education: 

Medical School: 

Dates of Attendance: 
Graduation Date: 
Degree Awarded: 

Unusual Circumstance: 

Wayne State University School of Medicine 
540 East Canfield Street Room 1272 
Detroit, MI 48201 
08/22/1988 - 05/31/1992 
06/02/1992 
Doctor of Medicine 

None 

FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used:

Gender:
DateofBirth:
PlaceofBirth:
SSN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

Physical Marks:

Jerome Lumetta Yaklic
N/A

Male
12/12/1965
Grosse Point, MI

5980 Fox Trace Court
Huber Heights, OH 45424-5457

Same

Bus.:
Fax:
Home:
Other:

Height:
Weight:
Eye Color:
Hair Color:

Location:
Description:

(937)257-1941
N/A
(937) 236-3598
N/A

6'2"
205 Ibs
Green
Brown

N/A
N/A

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

Institution:

Dates ofAttendance:
Degree Awarded:

Albion College
AIbion, MI 49224
08/00/1984 - 06/00/1988
BacheIorofArts

Medical Education:

Medical School:

Dates ofAttendance:
Graduation Date:
Degree Awarded:

Wayne State University School ofMedicine
540 East Canfield Street Room 1272
Detroit,MI 48201
08/22/1988 - 05/31/1992
06/02/1992
Doctor of Medicine

Unusual Circumstance: None

Redacted



Post Graduate Medical Education: 

Institution: Wayne State University Hutzel Hospital 
Department of Obstetrics and Gynecology 
4704 St. Antoine 
Detroit, MI 48201 

Post Graduate Year: 1 
Program Type: Internship 
Department: Obstetrics/Gynecology 
Dates of Attendance: 07/01/1992 - 06/30/1993 
Completion: Yes 
Accreditation: ACGME 

Post Graduate Year: 2-4 
Program Type: Residency 
Department: Obstetrics/Gynecology 
Dates of Attendance: 07/01/1993 - 06/30/1996 
Completion: Yes 
Accreditation: ACGME 

Unusual Circumstance: None 

Examination History: 

Transcripts Enclosed For: NBME Part I 
NBME Part II 
NBME Part III 

Board Action: 

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

End of Report for: Jerome Yaklic, MD 
Packet ID #7310 

Post Graduate Medical Education:

Institution:

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

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

Unusual Circumstance:

Wayne State University Hutzel Hospital
Department of Obstetrics and Gynecology
4704 St. Antoine
Detroit,MI 48201
1
Internship
Obstetrics/Gynecology
07/01/1992 - 06/30/1993
Yes
ACGME

2-4
Residency
Obstetrics/Gynecology
07/01/1993 - 06/30/1996
Yes
ACGME

None

Examination History:

Transcripts Enclosed For: NBME Part I
NBME Part II
NBME Part III

Board Action:

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

EndofReportfor: Jerome Yaklic, MD
PacketID #7310



FEDERATION CREDENTIALS VERIFICATION SERVICE 

Credentials Discrepancy* Report 

The following information, as explained below, emerged as discrepant in this physician's profile: 

Section of Profile in 
Question 

FCVS Interpretation of Discrepancy Solution to 
Discrepancy 

Premedical Education The applicant did not report complete dates of 

attendance for Albion College (month and year 

only). 

Left to Board discretion. 

Verification of 

Medical Education 

Wayne State 

University School of 

Medicine 

This institution responded to the premedical 

education requirement by noting "N/A;" 

however, it did report an institution name and 

the courses taken. 

Left to Board discretion. 

Verification of 

Postgraduate Medical 

Education 

Wayne State 

University Hutzel 

Hospital 

The applicant reports Program Type for PGY 1 is 

Residency. The institution reports Program Type 

for PGY 1 is Internship. 

Left to Board discretion. 

* Please call 1-888-ASK-FCVS if you require documentation of any of the above discrepancies. 

FCVS PACKET ID: 0007310 

FEDERATION CREDENTIALS VERIFICATION SERVICE

Credentials Discrepancy* Report

The following information, as explained below, emerged as discrepant in this physician's profile:

Please call 1-888-ASK-FCVS if you require documentation of any of the above discrepancies.

FCVS PACKET ID: 0007310

Section of Profile in
Question

FCVS Interpretation of Discrepancy Solution to
Discrepancy

Premedical Education The applicant did not report complete dates of
attendance for Albion College (month and year
only) .

Left to Board discretion.

Verification of
Medical Education

Wayne State
University School of
Medicine

This institution responded to the premedical
education requirement by noting "N/A;"

however, it did report an institution naae and
the courses taken.

Left to Board discretion.

Verification of
Postgraduate Medical
Education

Wayne State
University Hutzel
Hospital

The applicant reports Program Type for PGY 1 is
Residency. The institution reports Program Type
for PGY 1 is Internship.

Left to Board discretion.



FEDERATION CREDENTIALS VERIFICATION SERVICE 

Board Action Databank Search 

State Queried For: Ohio 

Physician's Name: Yaklic, Jerome Lumetta 

Generational Suffix: N/A 

Degree: MD 

Date of Birth: 12/12/1965 

Medical School: Wayne State University 
School of Medicine 
Detroit, MI 

Year of Graduation: 

Social Security Number: 

ECFMG Number: 

1992 

N/A 

Results: WE HAVE ONFAVIIRANT INIAMAIION 
RECARDINC THE NAME() PHYSIINN 

s vt 

FEDERATION CREDENTIALS VERIFICATION SERVICE

Board Action Databank Search

State Queried For:

Physician's Name:

Generational Suffix:

Degree:

Date of Birth:

Medical School:

YearofGraduation:

Social Security Number:

ECFMG Number:

Ohio

Yaklic, Jerome Lumetta

N/A

MD

12/12/1965

Wayne State University

School of Medicine

Detroit, Ml

1992

N/A

Results:  %i»^ME
REGAROiMG Wc M

A<"^ 1 ii

EXh^Ulu't viu:. . :„.

Redacted



FEDERATION CREDENTIALS VERIFICATION SERVICE 

Section II: 

Identity 

FEDERATION CREDENTIALS VERIFICATION SERVICE

Section II:

Identity



AFFIDAVIT AND RELEASE FROM APPLICANT 

Se12-40-nte" L. 9714 
(type/print your complete name) 

hereby certify under oath that I am the person named in this application, that all statements I have or shall make are true, 
that I am the 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 I furnish with my application are strictly true. 

I acknowledge that I have read and understand the "INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION" 
and have answered all questions contained in the application truthfully and completely. I further acknowledge that failure 
on my part to answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and 
state laws. 

I authorize every person, hospital, clinic, government agency (local, state, federal or foreign), 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 Service any such information, or true and correct copies of documents 
or records. 

I hereby release, discharge, and hold harmless the Federation Credentials Verification Service, its agents or 
representatives and any person furnishing information, records, or documents of any and all liability. I 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. 

Applicant' t be signed in the presence of a notary) 

C._ 
Applicant's Printed Last Name 

Applicant's Printed Printed First Name, Middle Initial, and Suffix (e.g., Jr.) 

12 iM Ali & 
Date of Signature (must correspond to date of notarization) 

(Applicant: Sign your name across either the top or bottom of your photograph.) 

State of  EA) I Q. elo  , County of  /414Rdi 
I certify that on the date set forth b the individual named above did appear personally before me and that I did identify 
this applicant by: (a) comparing his/her physical appearance with the photograph on the identifying document presented 
by the applicant and with the photograph affixed hereto, and (b) comparing the applicant's signature made in my presence 
on this form with the signature on his/her identifying document. The statements on this document are subscribed and 
sworn to before me by the applicant on this  /c 2   day of  MAI  , 19  962.

Notary Public signature: 

My commission expires: //oLc/7200 1 

PACKET ID: 0 0 0 7 3 1 0 Federation Credentials Verification Service, 1997 

^.

AFFIDAVIT AND RELEASE FROM APPLICANT

|, S^fL^^'^ L. ^l^^t^
(type/print your complete name)

~~—~'

hereby certify under oath that 1 am the person named in this application, that all statements 1 have or shall make are true.
that 1 am the 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 1 furnish with my application are strictly true.

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 truthfully and completely may lead to my being prosecuted under appropriate federal and
state laws.

I authorize every person, hospital, clinic, government agency (local, state, federal or foreign), 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 Service any such information, or true and correct copies ofdocuments
or records.

1 hereby retease, discharge, and hold harmless the Federation Credentials Verification Service, its agents or
representatives and any person furnishing information, records, or documents of any and all liability. 1 authorize the
Federation Credentials Verification Sen/ice to release information, material, documents, orders or the like relating to me
or this application to any entity at my request.

;t be signed in the presence of a notary)

Applicant's Printed Last Name

.s'e(l^^€ i^.
Applicant's Printed First Name, Middle Initial, and Suffix (e.g., Jr.)

CL ^ft^ /<^<5'S'
Date of Signature (must correspond to date of notarization)

^VWMCT-r''^^^—-———;

(Applicant: Sign your name across either the top or bottom of your photograph.)

State of ,, Countyof. /^^<A)ICAJ ILL^^
1 certify that on the date set forth below/the individual named above did appear personally before me and that 1 did identify
this applicant by: (a) comparing his/her physical appearance with the photograph on the identifying document presented
by the applicant and with the photograph affixed hereto, and (b) comparing the applicant's signature made in my presence
on this form with the signature on his/her identifying document. The statements on this document are subscribed and
sworn to before me by the applicant on this /cy^ day of /T^A^]_, 19 9'^7.

Notary Public signature: ^SLc-c^c-^C^ . YY\I

My commission expires:_/ /d^> / i^Oo 7

PACKETID: 0007310 Federation Credentials Verification Service, 1997



Credentials Verification Analyst 

The Secretary of State 
of the United States of America 

hereby requests all whom it may concern to permit the citizen/ 
national of the Unh'ed States named herein to pass 
without delay or hindrance and in case of need to 

give all lawful aid and protection. 

Le Secritaire d'Etat 
des Etats-Unis d'Amerique 

prie par les presentes touter autorites compitentes de laisser passer 
le citoyen ou ressortissant des Etats-Una titulaire du present passeport, 

sans dela!' ni difficulte et, en cas de besoin, de lui accorder 
toute aide et protection legitimes. 

PASSPORT 
PASSEPORT 

ARER/SIGNATURE TITULAIRE 

UNITED STATES OF AMERICA 
Type/Cate- Code of issuing / code du pays PASSPORT NO./NO. DU PASSEPORT 

P 
gone 

' State USA '"" 022293639 
Surname / Nom 

YAKLIC 
Giyf.ri-ParneV.Prinoms 

4FAUROPIE LUMETTA 
cam,

GfsitTEcrSTATE -OT. AMERICA 

Da-P;1ifp Date'ile naissance 
.APEP4DEC 65 

-Sex-4; Sexe ' ! .-..)lace Of birth / Lieu de naissance 
.t., -, ",11R,Aipy; I - mi I .ciH1G AN , U.S.A. 

p‘afet issuetrtiate de dallYrance Date of expiration / Date dexpiration 
14:‘MA_Y,ZMAI 87 10 MAY/MAI 97 

AutkrliAAtitorfte ?I'A' Amendments/ 
'R S S PORT AGENCY Modifications 

SEE PAGE 

24 

P<USAYAKLIC<<J ER OME<LUMETTA<<<<<<<<<<<<<<<<< 

0222936392USA6512127M9705102««««««<<<0 

Name:

Title: Credentiats Venflcatibh Analyst

i--=y•..--•I

The Secretary of State
ofthe United States of America

hereby reques^ all wbom it may concem'topermit tbe cztizen/
national of the UnitedStates named berein to'pasF
ivithout delayor bindrance and in case of need'to

give all lawful aid and protection.

Le Secretaire d'Etat
des Etats-Unis d'Amerique

pnepar les presentes toutes autorites comphentes de laisser t,asser
' rltoyenJ'u^s50rt!ssam des, Etats-un^ ^aire du present passepor,

sansdelai ni difficulte et, en cas de besoin,
'de

^acc^
toute aide et protection legitimes.

ARER/SIGNATL'R£ DL'nTL-LAIRE

PASSPORT
PASSEPORT

.UNITED STATES OF AMERICA
Tyf?/^ ':oyn^^S~PA^^^^^SEPO.r

Surnama / Nom •
YAKLIC

[ Giv^n'.pamesY.prfooms

|.!-^E;R^.ME,LUMETTA
NatimtJnt^Nalliinali^,

^U^irre&STATESOF' AMERICA

tf^y^^ 65
B|%|i^?H%»?-U.S.«.
S|K;/str-87'""w%mxT^7v^^'"^

tY/AAutortte'^•RASSPORT AGENCY

CHICAGO

P<USAYAKLIC«JEROME<LUMETTA««
«««<«««

0222936392USA651Z127M9705102«
«<«««««o

Amendments/
Modlfications
SEE PAG6
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FEDERATION CREDENTIALS VERIFICATION SERVICE (FICI
13s)CEl l itlj JUL 2 0 1998

VERIFICATION OF MEDICAL EDUCATION 
(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 authorized your medical school to provide to the Federation Credentials Verification Service (FCVS) any 
and all information pertaining to their education at your institution. Please complete this form and forward it to 
FCVS in the enclosed postage-paid, self-addressed envelope. 

Please note: If your institution processes transcript requests through another office, FCVS has 
likely made such a request under separate cover. If your office also processes 
transcript requests, please attach the individual's official transcript (which 
indicates courses taken, dates and hours of attendance, and scores, 
grades, or evaluation). 

VERIFICATION OF MEDICAL EDUCATION 

Name of Institution: Wayne State University School Of Medicine 

Complete Address: Records & R(.0::trelticn 
Wayne .4..)1.,.au 

School of Medicine 
Street Address 

Street Address 42.201 

City State Zip Code(Postal Code) 

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

Enrollment and Participation: Our recor•s indicate that ciEROR7k-- zvAIE-6a_ $4/il,e, 
(type/print individual's name: Last, First, Middle, Suffix) 

attended our medical school for total of MOM of continuous on-campus education on the following 
dates (mm/dd/yy): 

From 

g / o202-- / 8

7  07  YD 
of / 9( 

This individual (check one): 

Vwas awarded the degree of 

 was NOT awarded a degree (please attac an e anation) 

To 

..2a 1? 
5-- &-/ ?O' 

0.27  / 97 

FCVS PACKET ID: 7310 
Rev. 6/02/97 

MEE 

I 002- / fa-
(71dd/tiy) 

8 JUN 2 9 199

--,-Ine4&%srIztATION OFFICE 

of 2

44(4)/C/Ng 

FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS)

VERIFICATION OF MEDICAL EDUCATION
(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

??! ^t^rized.your
medical school to provide to the Federation Credentials Verification Service (FCVS) any

and all information pertaining to their education at your institution. Please complete this form and forward itto
FCVS in the enclosed postage-paid, self-addressed envelope.

PIease note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. If your office also processes
transcript requests, please attach the individual's official transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION

Name of Institution: Wayne State University School Of Medicine

Complete Address:
Street Address

Street Address

Records & R"g'.c;?rat!on
Wayns Olai.c' '.-•li'yc'iaii.y

SchooiofMediCine
K.T' C r*''r-R'-.!r<

^;t' ?'';-h 4R'?01

city State
-Zip

Code(Postal Code)

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

Enrollment and Participation: Our reco^s indicate that Q^^/T^ ^M^T^/OL ^ ^)/^

attended our medical school fortotal of
dates (mm/dd/yy):

(type/print individual's name: Last, First, Middle, Suffix)
lof continuous on-campus education on the following

From

? c^^- i SS ^

To

^^ n
^ ff^^J r^_ 5' oZ/ ^o
7 0°! fo ^ o2/ ?/

7 oL ^( 5^_, 31 ^

This individual (check one):

. was awarded the degree of ?n^^^/ O^ I toL

was

FCVS PACKET ID: 7310
Rev. 6/02/97

NOT awarded a degree (please attacl^an e^p/anation) /^
ls3 ^ ^

JUN^,Sss 'l"""•"M)sl;"y
MEE



FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS) 

VERIFICATION OF MEDICAL EDUCATION (continued) 

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any 
part of the individual's medical education. Please circle the appropriate response. "Yes" responses to any of 
these questions requires a written explanation. 

Questions Response 

Did this individual ever take a leave of absence or break from their medical education? Yes 

Was this individual ever placed on probation? Yes 

Was this individual ever disciplined or under investigation? Yes 

Were any negative reports regarding this individual ever filed by instructors? Yes 

Were any limitations or special requirements imposed on the individual because of Yes 
questions or academic incompetence, disciplinary problems or any other reason? 

Premedical Education: Does your school have a premedical education requirement? Yes /V/1 No 

If yes, include where your records indicate the individual completed his/her premedical education and the basic 
science courses taken (attach additional pages if necessary): 

Premedical Institution(s):  / Z 1073 

Check Courses Taken: 1.7;  yglcs   Biology/Zoology 

  Organic Chemistry   Inorganic Chemistry 
mm

(SfiniDeR J. s al( 
(type/print name) 

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

Certification: By my signature, I, 

AFFIX INSTITUTIONAL SEAL 
HERE 

(If your institution does not have an 
official seal, this form must be 

notarized). 

Signature: 

Title:  4•• cc, it VE-e—

Date of Signature: 

, certify that the above 

eo 

AECOROS 
The Federation Credentials Verification Service is a division of The Federation of State meett4val ktEff5 si States, 

(304. op , 4/ aziticz
FCVS PACKET ID: 7310 MEE Pag 2/ai/L2 

Rev. 6/02/97 

ETelephone: (3/3  )577-N 1" 

JUN 2 9 la98 

FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS)

VERIFICATION OF MEDICAL EDUCATION (continued)

Unusual Circumstances: The followingquestions apply to unusual circumstances that occurred during

^
°fthe individual's medical education Please circle the appropriate response. "Yes" responses to any^

these questions requires a written explanation.

Questions

Did this individual ever take a leave of absence or break from their medical education?

Was this individual ever placed on probation?

Was this individual ever disciplined or under investigation?

Were any negative reports regarding this individual ever filed by instructors?

Were any limitations or special requirements imposed on the individual because of
questions or academic incompetence, disciplinary problems or any other reason?

Premedical Education: Does your school have a premedical education requirement? Yes No

If yes, include where your records indicate the individual completed his/her premedical education and the basic
science courses taken (attach additional pages if necessary):

Premedical Institution(s):
'a^JL^

Check Courses Taken: Pb-ysics Biology/Zoology

Inorganic ChemistryOrganic Chemistry

Certification: By my signature, I, ( ^i^Dlift-J. U^r^SC^j^_, certify that the above
(type/print name)

information is an accurate accountofthe above named individual's pfficial records maintained in this and is true
and correct to my knowledge.

/fVkU>0^.^3\jUE^^)0_,

AFFIX INSTITUTIONAL SEAL
HERE

(If your institution does not have an
official seal, this form must be

notarized).

Signature:

Title:

7
IS- L^ft^lv/zft d . ^/r/5 (?o <

EC^K^

Date of Signature: 7//^/?7£>

Telephone: (3'/3 )S77~/^ /^=3 ^.

^ J^s
ftsso^ <

The Federation Credentials Verification Service is a division ofThe Federation ofState Mei

MEE

^.Statesjne,

FCVS PACKET ID: 7310
Rev. 6/02/97



Wayne State University 
School of Medicine 

Detroit, Michigan 48201 

Academic Record of : 
YAKLIC, JEROME LUMETTA 
40370 SKENDER DR 
MT CLEMENS, MI 48044 

Social Securit Number : 

Date Admitted : 
08/22/88 

Place of Birth : Date of Birth : Legal Guardian : 
GROSSE PTE FRMS, MI 12/12/65 JOSEPH R. YAKLIC 

College(s) Attended : 
ALBION COLLEGE 

Dates Attended : Degree(s) Earned : 
BA 06/88 1984-1988 

1989-1990 Year I : 1988-1989 

BIOCHEMISTRY S 
GENETICS H 
GROSS ANATOMY S 
HISTOLOGY/EMBRYOLOGY S 
NEUROSCIENCES S 
PHYSIOLOGY S 

Comprehensive Evaluation S 

Year II : 

BIOSTATS/EPIDEMIOLOGY S 
HEALTH CARE ISSUES S 
IMMUNOLOGY/MICROBIOLOGY S 
PATHOLOGY S 
PATHOPHYSIOLOGY S 
PHARMACOLOGY S 
PHYSICAL DIAGNOSIS S 
PSYCHIATRY S 

Comprehensive Evaluation S 

Year III Clerkships: 1990-91 Year IV Electives: 1991-92 

FAMILY MEDICINE S ANESTHESIA S 
MEDICINE H CLINICAL CARDIOLOGY S 
OBSTETRICS/GYNECOLOGY S DIAGNOSTIC RADIOLOGY S 
OPHTHALMOLOGY S EMERGENCY MEDICINE S 
.OTOLARYNGOLOGY S GEN INTERNAL MEDICINE S 
PEDIATRICS S NEUROLOGY S 
PSYCHIATRY S OB/GYN S 
SURGERY S REPRODUCTIVE GENETICS S 

Comprehensive Evaluation S 

Remarks : Doctor of Medicine Degree Granted : 6/02/92 

at 1 4 1998 
Official transcripts bear the seal and signature of the Registrar 

Wayne State University
School of Medicine

Detroit, Michigan 48201

Academic Record of :
YAKLIC, JEROME LUMETTA
40370 SKENDER DR
MT CLEMENS, MI 48044

Social Security Nuinber

Date Admitted :
08/22/88

P^-ace of Birth : Date of Birth : Legal Guardian :
GROSSE PTE FRMS, MI 12/12/65 JOSEPH R. YAKLIC

College(s) Attended
ALBION COLLEGE

Dates Attended
1984-1988

Degree(s) Eai-ned
BA 06/88

Year I 1988-1989

BIOCHEMISTRY
GENETICS
GROSS ANATOMY
HISTOLOGY/EMBRYOLOGY
NEUROSCIENCES
PHYSIOLOGY

s
H
s
s
s
s

Comprehensive Evaluation S

Year III Clerkships: 1990-91

FAMILY MEDICINE S
MEDICINE H
OBSTETRICS/GYNECOLOGY S
OPHTHALMOLOGY S
.OTOLARYNGOLOGY S
PEDIATRICS S
PSYCHIATRY S
SURGERY S

Comprehensive Evaluation S

Year II 1989-1990

BIOSTATS/EPIDEMIOLOGY S
HEALTH CARE ISSUES S
IMMUNOLOGY/MICROBIOLOGY S
PATHOLOGY S
PATHOPHYSIOLOGY
PHARMACOLOGY
PHYSICAL DIAGNOSIS
PSYCHIATRY

s
s
s
s

Comprehenslve Evaluation S

Year IV Electives: 1991-92

ANESTHESIA S
CLINICAL CARDIOLOGY S
DIAGNOSTIC RADIOLOGY S
EMERGENCY MEDICINE S
GEN INTERNAL MEDICINE S
NEUROLOGY S
OB/GYN S
REPRODUCTIVE GENETICS S

Remarks : Doctor of Medicine Degree Granted : 6/02/92

<UL 141998
Official transcripts bear the seal and signature o^ the Registrar

Redacted
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RECEIVED JUL 2 0 1998 
FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS) 

VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION 
(This form must be completed by the Program Director) 

INSTRUCTIONS TO THE PROGRAM DIRECTOR 

The individual identified on the attached Authorization For Release of Information, Documents and Records form has 
authorized your postgraduate training program to provide to the Federation Credentials Verification Service (FCVS) 
any and all information pertaining to their education at your institution. Please complete this form and forward 
it, together with an official copy of the individual's record ( indicating rotations, dates, and hours of training, 
scores, grades or evaluations ), to FCVS in the enclosed postage-paid, self-addressed envelope. 

POSTGRADUATE MEDICAL EDUCATION HISTORY 

Name of Institution: Wayne State Universtiy Hutzel Hospital 

Complete Address: 1 7 0 7(Y7 -:-
Street Address 

6-yA/ Pestv G 
rigeTAddress 

/ 1• 77e0 / /1"/ , 1-1-2. 0 / 
City State Zip Code(Postal Code) 

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

Name and complete address 
of affiliated university/college: 

Enrollment and Participation: 

participated in the following: 

Institution 

10. 6 /A) 

cs;-4.7. )(11,,v4esr,./
Street Ac ess 

7v 7 
Street ddress 

ords indicate that 

State 
ee--1

6,e 0 
(type/print individual' name: Last, First, Midcher'S'uffix) 

Zip Code(Postal Code) 

4.-/L/6-/ 

Program Type 
(Internship,Residency, 

Fellowship) 

PGY 
(1,2,3,4) 

Department 
(Pathology, Internal 

Medicine, etc.) 

Dates Attended 
(month/day/year) 

From To 

Completed 
(Yes/No) 

Accredited By 
(ACGME, RSC, AOA 

or Not Accredited) 

v-T-ERA)..sth p / DB / •yAe 7 /./ ifr_„ , /30 /4 4 ..s. 
46:6-A4z 

Es-02  ,,,) e.;?.._. 0,4_,A, I ,/,,:„ g. ,20,, yEs /466,14E. ,....._ 

/ / / / 

/ / / I 
FCVS PACKET ID: 7310 
Rev. 6/02/97 

MEE Page 1 of 2 

r, RECEIVfiD JUL 2 O 1998
FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS)

VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION
(This form must be completed by the Program Director)

INSTRUCTIONS TO THE PROGRAM DIRECTOR

The individual identified on the attached Authorization For Release of Information, Documents and Records form has

^.th^e?i^r-^?9radu?te
trainin? Prc9ram to Provide to the Federation Credentials Verification

~Service~(F'CVS)

any andall information pertaining to their education at your institution. Please complete this form"and~forward/
it^togetherwith an official copy of the indmdual's record (indicating rotations, dates, and hours~of~training^
scores, grades or evaluations), to FCVS in the enclosed postage-paid, self-addressed

"envelopT

POSTGRADUATE IVIEDICAL EDUCATION H1STORY

Name of Institution: Wayne State Universtiy Hutzel Hospital

CompleteAddress: ^^7 ^J^ /{^r'a^^
street Address2SS 'P^^/j^y^L/

z>/^/=-^&
treetAddress

^2^/<
/

^L ^/^.
cit!^/ stat®

'Zip
Code(Postal Code)

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

/I

Name and complete address
of affiliated university/college: v/h>Ays. cj^r^ ^ /f^/\/<&^r/7-i/

:itution/'/ _
~~7

Institution/'
//^ /&"/Z)^^^-

Street Adcl/ess

Street Address

\^/^p£>/'

^ 7 <35~ 7^/~a/A/^
OFt/=/r^ca.

Enrollment and Participation:

participated in the following:

I
State

¥^0') /'Zip
Code(Postal Code)

^rds indicate that <^Je^^^ /^-^^, ^J\
(type/print individual^ name: Last, First, Midcfter^Suffix)

Program Type

(Internship.Residency,
Fellowship)

PGY
(1,2,3,4)

Department
(Pathology, Internal

Medicine, etc.)

Dates Attended

(month/day/year)

From To

Completed

(Yes/No)
Accredited By

(ACGME, RSC, AOA
or Not Accredited)

^
'/^n^^^/-hp

./ 0B/^̂ / 7l.l /^t|
^ /^/^

^ A^-/^. ^L

^-^ 03 ^ 7 ' / YJ' 6 '^'%
/£S A^SM^

/ / / /

/ / / /

/ / / /

FCVS PACKET ID: 7310
Rev. 6/02/97

MEE Page 1 of 2



FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS) 

VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION (continued) 

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part 
of the individual's medical education. Please circle the appropriate response. 

Questions 

Did this individual ever take a leave of absence or break from their medical education? 

Was this individual ever placed on probation? 

Was this individual ever disciplined or under investigation? 

Were any negative reports regarding this individual ever filed by instructors? 

Were any limitations or special requirements imposed on the individual because of 
questions or academic incompetence, disciplinary problems or any other reason? 

"Yes" responses to any of the questions above concerning unusual 
circumstances require a written explanation. 

f-s)

Certification: By my signature below, I, 
(type/print name) 

Response 

Yes 

Yes 

Yes 

Yes 

Yes 

, certify that the 

information contained in this report is an accurate account of the above named individual's official records 
maintained by this institution and is true and correct to my knowledge. 

AFFIX INSTITUTIONAL 
SEAL HERE 

(If your institution does not have 
an official seal, this form must be 

notarized.) 

Title: S D ci —enicy 7~it° ;eX1/11 

Date of Signature: 

Telephone: (3 / 3 ) 72A--

/17e.c..7)/ 2.)

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc. 

FCVS PACKET ID: 7310 MEE Page 2 of 2 
Rev. 6/02/97 

FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS)

VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION (continued)

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part
of the individual's medical education. Please circle the appropriate response.

Questions

Did this individual ever take a leave of absence or break from their medical education?

Was this individual ever placed on probation?

Was this individual ever disciplined or under investigation?

Were any negative reports regarding this individual ever filed by instructors?

Were any limitations or special requirements imposed on the individual because of
questions or academic incompetence, disciplinary problems or any other reason?

"Yes" responses to any ofthe questions above concerning unusual
circumstances require a written explanation.

Certification: By my signature below, I, ^ <^ ,L
(type/print name)

., certify that the

information contained in this report is an accurate account ofthe above named individual's official records
maintained by this institution and is true and correct to my knowledge.

AFFiX fNSTITUTIONAL
SEAL HERE

(Ifyour institution does not have
an official seal, this form mustbe

notshzed.)

Signature:
-~}fl

L.AT L(6^ ---^

Title: f^SOCf/f-T^ \f-S/i>eAJCV r^O^^^f

Date of Signature:

Telephone: (J'/3 ) 7^' 72^^

]>fcc7?^^

The Federation Credentials Veriffcation Sen/ice is a division ofThe Federation ofState Medical Boards ofthe United States. Inc.

FCVS PACKET ID: 7310 MEE Paae 2 of 2
Rev. 6/02/97
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National Board of Medical Examiners (NBME) 

Total ' • ' ' ---.11 --11----11=11.= 
I =CIIIT II Test Date Pass/Fail Score Scale Score (Min. Pass) ' riT11_1-7-112•01141ii-

71.91- 09/1991.  Pass Three-Digit 194 (167) iiall-.. 1..11:1_ II:74.111= 1 ---._ I 
• j --11-.:;.:11=.:ii:.:,..:ii:'::::)1 Two-Digit 80 . 1..;:- ( I  ,.=.....= ., = „ 7.±.. ._ :_75) - .11=11•'-'11-=-711=--1(7-:=11=11= 

-11111111-11--311 11Trilf =1111111it i R"-"--1; 1 *--1:1-1111r"r1:"4 :1)11111 112:111-41.1r41104 1.111.-1frillili Ti 111._ 1 11 --0 70 7 1-7 17.11=j ::.-. :1 - 11--------11 11 11 11 n=i1=11=11 11-;--7:11 ,II:77:_ 

1-717170 II- 1 -Y.: 11:.•.711= 11=-4=-11:7-7:11=11- 11=-1.1=--11 - --1_-- ---) 
NBME PART III . fr: 7 - 1= 11:=711=-11---7-'11-' -11=-11=111'-'--11=:H- :11114.... 

11- 
Th---.11- 1111- ii --1-111---11- 1T-HT---11=-IF----1 Test Date Pass/Fail Score Scale Score (Min.Pass) ; I  -..., - ";....._:7TI :,..."-,_ ..„:"7 1 -1 7:11-:=11 :11,...,.. 

li 11:= P --11= 11 11 11-= 11 = 11:1-- 1 11 11=--
03/1993 Pass , Three-Digit 495 (315)  _ ii 

1=1 :-L11.  '" Digit 81 :.- _(75) : :---11= 11z=11=11=--11-==l1=-11=11=11=-11'-11-'11'-'11: 
01 -11-=" • '- . - •• • ,I• .. -=-.11=' - Ai w'?..• -• :  -11:::- i - ii'll=11-11=11=11------mt11--11=11-,-11-11=11,=ii= 1----si=11-411-2- 1111-4--H-L-11=11=11---L--,ipv*,-11-J-LikiL0-117H-71!--:HTif711 - 11-7.--1H-111,----11-,-----11,--di----11,----11-11--1=11 4:7,--11=11 11--4:11----1--1)-11:--11-- , 11--1=11-- 11,------11=11-11-I-P:11=7-11T 11---411-7,11,4----11F---17--11-1 -H... END OF DocumENT * * * -11: 1111 11=11-'11=11::---'11--'-

11=-11=11='1=17:11=11=11=711 1-17,;--- 111:;11= 11--11=--11-=11=11=-111-1127:117-11--1 :4'1 
1- 11=--11=11'---4-=:11=11-7r11=11=11'-'7-'11=A1=211: .
':-:11=11------11=0-41=11=0=11'11Z=11:-'11:'-`11=-.11': 
1=11• 11 1kz 11 -11.=-711='---11---11=-11: 11=111=11=

1h-- 11 11 1W-111 11=11'-'11 1r--'11-='--11 11 11-7--7117=-
1 11=11=11 11 -11 112ifilW111f411Tiz11 11f11-T-11-T. .! t..ltritTr411-I117117-7. 77.-7- . -. 117 - 7 is'' I ,
' 11------::ii i1 11--L-di--,L----Hr---114 11,----i-.----, ii---li,----,--il---" -- " ----11=11-- 11----1 di =-11,----ii=p 1-11, --11 ii—il-- 1 ,--1.----11--o---11,-----11= i.,-.11J__-_-11.±,H_-,-to,-7.-117.711.7...„ 

1 I1 Total 

See reverse side for explanation of information reported above. 

=11 
II 
11

 II 
11,----1 11=11--------

II 
11,--11  

II II 
-----11, 11=11=11=11 11 li 11 11=-,

0 .II 11_11. 0 Il 11

01-11060 

NATIONAL BOARD OF MEDICAL EXAMINERS3
'̂iT:lLT!'

Itecord of Scores and Endorsement of Certification ^l^jj^jj

-II^ijh?:lti!
^^!^ii

This document was prepared by
National Board of Medical Examiners (NBME)

3750 Market Street, Philadelphia, PA 19104-3190 - Telephone (215) 590-9592

A.'iT
^ P";t!^:"'ri''*Iru':

,,-,,. ,...,.,,,,.,,.....iSffi1
?I.J--l^l|^il-li^Js^ll^il^Jtii^:
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AFFIDAVIT AND RELEASE OF APPLICANT 

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

ss STATE OF: 
COUNTY OF: 6ACENC 

SE124r‘e e•-• C. , r" , hereby certify under oath that I am the person named in this 
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 furnished to this Board 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 respect. 

I acknowledge that I have read the general information and instructions for all applicants and that 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 cr 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 further information which may be required in 
reference to my past record. 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 questions 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 months can be considered abandonment of any 
request for licensure and that any fee I submitted is not refundable nor transferable. 

I authorize and request every person, hospital, clinic, governmental 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 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 permit 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 licensure or practice thereunder. 

I hereby release, discharge, and exonerate the State Medical Board of Ohio, 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 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 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 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. 

Signat/ire plicant 

Subscribed and sworn to before me this  day of  •"1 

88‘

(NOTARY SE !-)' • .• 

Revised 10/21/96 
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Signature of Notary PqNipAry Public, State of PO 
OOMMSStagn Expires It96 

Date Commission Expires 

AFFIDAVIT AND RELEASE OF APPLICANT

The affidavit and release MUST be completed 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 as
incomplete.

ss STATE OF:
COUNTf OF:

6^1^
6^£€^^

3~£'^Or^tT t- '-/AK-L.IC
. r^O hereby certify under oath that 1 am the person named in this

application for a license to practice medicine or osteopathic medicine in the State of Ohio; 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 to this Board with respect to my application; and that all documents, forms, or
copies thereoffurnished 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 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, 1
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. 1 agree to give any further information which may be required in
reference to my past record. I understand that 1 will not receive a copy of any reports or know their contents and 1 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 questions 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. 1 further understand that
failure to complete this application as requested by the Board within six months can be considered abandonment of any
request for licensure and that any fee I submitted is not refundable nor transferable.

1 authorize and request every person, hospital, clinic, governmental 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 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 permit 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 licensure or practice thereunder.

1 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 Medicat Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application 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 on
the tmth of the statements and documents contained herein or to be furnished, which if false, can subject me to denial of
said certificate.

plicant

Subscribed and sworn to before me this A> day of^^—/^';->^-_199_2_.
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DETACH HERE AND REMIT THIS PORTION WITH FEE 

111111111111 10111111111 
STATE MEDICAL BOARD OF OHIO 

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315 
CERTIFICATION 

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO, 
THAT I HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998.1999 REGISTRATION 
PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE 

OHIO STATE MEDICAL ASSOCIATION 
AND APPROVED BY THE AL BOARD, AND THAT THE INFORMATION PROVIDED 
ON THIS APPLICATION OR R=LL AL TRUE AND CORRECT IN EVERY RESPECT. 

JEROME L 
tff 4a;1 4

E OF APPLI ANT 

OUNT DUE 

ANT) 

DATE DUE 

35-07-5 $305.00 07/01/99 

( DATE ) 

DENTIFICATIO

AKLIC,M.D. 
5980 FOX TRACE COURT 
HUBER HEIGHTS OH 45424 

496969696 21: 

MD & DO SPECIALTY CODES CURRENTLY ON RECORD 

OBG OBSTETRICS & GYNECOLOGY 

X1 SPECIALTY CODE(S) CORRECT AS LISTED 

IF CORRECTIONS ARE NECESSARY, PLEASE 1 1 1 1 1 1 1 1 1 1 1 1 
ENTER ALL SPECIALTY CODES. CODE1 CODE2 CODES 

REPORT ANY CHANGE OF ADDRESS 

is4Ewi i i i i i i i t i i i i i i i i imi 

IsTkaT" I I """" 1
1 1 1 1 1 1 1 1 1 1 

I ""I"I I"1"  ISTATE IZI151COIDEI 
I I 

CI1C 

I I I I I I I 1 1 ' 1 1 1 N

0935075 26 .000000 30 SOO, 



PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT 
FROM THE ADDRESS SHOWN 01 FRONT: THIS 
ADDRESS MUST BE ENTERED ArIACH RENEWAL. 
I l l 1 1 1 1 1 1 1 1 1 1 1 1 1,71° 1 1 1 1 1 1 1 1 1 
Street 

I i l t I i t i t I I I I I I I I i l 
Street 

I 1 1 I I i 
City ''--Slate Zip Code 

County -7--i 
AT ANY TIME SINCE SIGNING Y(RJR LAST APPLICATION 
FOR RENEWAL OF YOUR CERTIPICATE HAVE YOU : ..„ 
YES NO .-7,--

   VI 1.) Been found guilty-ef; or pled guilty or 
no contest to, or received treatment in lieu 
of conviction of, a ferany or misdemeanor? 

YES NO i•- •-
2.) Been found guiltyg, or pled guilty or no 
contest to a federal pr state law regulating 
the possession, distribution or use of any 
drug?

NO ..--., 
3.) Been addicted kkir dependent upon 
alcohol or any chemical substance; or 
been treated for, orSten diagnosed as 
suffering from, drugEprIalcohol dependency 
or abuse? You may fawer "no" to this 
question if you haveriliccessfully completed 
treatment at a program approved by this 
board and have subsequently adhered to 
all statutory requirerOpts as contained in 
sections 4731.224 aim04731.25 O.R.C., and 
related provisions  are currently 
enrolled in a board,gproved program. Any 
questions concerrihrospprova/ can be 
directed to the beirtLeffices. 

4.) Had malpractiCe insurance cancelled 
or limited for other than failure to pay -, 
premiums? 4`,- 

YES 

YES NO 

YES NO 

YES NO 

YES NO 

5.)Except for actpis taken by this board, 
been notified ofiste investigation concerning 
you by, or, been notified of, any charges, 
allegations, or complaints filed against you, 
any board, bureau, department, agency, or 
other body, including those in Ohio, with 
respect to a professional license? This 
includes denial, limitation, restriction, 
suspension, revocation, censure, reprimand 
or fine. 

6.) Surrendered, or consented to limitation 
in any jurisdiction: a) A license to practice 
medicine:OR b) State or federal privileges 
to prescribe controlled substances? 

7.) Had any clinical privileges or other 
authority to practice suspended, restricted 
or revoked for reasons other than failure to 
maintain records or attend staff meetings? 

I I I ' 
SOCIAL SECURITY NUMBER 

( Optional for purposes of identification ) 



11/27/2019 Renewal ID 1592512
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Date Posted: 8/29/2011 2:04:12 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
BUSINESS ADDRESS Wright State Physicians Women's Health Care 

Berry Women's Health Pavilion 
One Wyoming Street, Suite 4130 

Dayton, OH 45409
  Montgomery County
  United States of America
  937-208-6810
  jlyaklic@mvh.org
 
CREDENTIAL MAIL ADDRESS 1032 Whispering Pine Lane 

Centerville, OH 45458
  Montgomery County
  United States of America
  (937) 350-5083
  jlyaklic@mvh.org
 
MAIN 1032 Whispering Pine Lane 

Centerville, OH 45458
  Montgomery County
  United States of America
  (937) 350-5083
  jyaklic@usa.net
 
License Information
License Number  35.075267
License Name  Jerome Yaklic
 
Fees
Relicensure Fee  $305.00

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

 
. . . . . . . 0
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

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



11/27/2019 Renewal ID 1592512

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=1592512 2/5

 
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
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

Redacted
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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.

 
 . . . . . . . Karhryn Lowry-Collins, CNS, NP, Laura Russell NMW, Donna Gau-

Jata NMW, Anne Erickson NMW, Mary Gorniak NMW, NP

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

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 20-24

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

 . . . . . . . 1-4

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.) 

 . . . . . . . 15-19

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 25-29

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

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

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

(out-patient care). 
 . . . . . . . 10-14

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 10-14

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 1-4

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
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Workforce Counties
1.  Enter the first zip code: 
 . . . . . . . 45409

2.  Enter the first county: 
 . . . . . . . Montgomery

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}

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

2.  Single-specialty Group 
 . . . . . . . N/A

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. 
 . . . . . . . Obstetrics and Gynecology

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

3.  Choose specialty from the dropdown list. 
 . . . . . . . {not Answered}
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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: 4/16/2013 2:20:16 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
BUSINESS ADDRESS Wright State Physicians 

Women's Health Care 
One Wyoming Street, Suite 4130 

Dayton, OH 45409
  Montgomery County
  United States of America
  937-208-6810
  jerome.yaklic@wright.edu
 
CREDENTIAL MAIL ADDRESS 1032 Whispering Pine Lane 

Centerville, OH 45458
  Montgomery County
  United States of America
  (937) 350-5083
  jerome.yaklic@wright.edu
 
MAIN 1032 Whispering Pine Lane 

Centerville, OH 45458
  Montgomery County
  United States of America
  (937) 350-5083
  jerome.yaklic@wright.edu
 
License Information
License Number  35.075267
License Name  Jerome Yaklic
 
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
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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
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? 

Redacted
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 . . . . . . . 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.

 
 . . . . . . . Anne Erickson CNM

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

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 20-24

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

 . . . . . . . 1-4

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.) 

 . . . . . . . 15-19

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 25-29

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 1-4

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 1-4

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

(out-patient care). 
 . . . . . . . 10-14

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 10-14

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 1-4

4.  Enter the number of hours per week spent in "Urgent Care". 
 . . . . . . . 1-4

5.  Enter the number of hours per week spent in "Other". 
 . . . . . . . 1-4

 
Workforce Counties
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1.  Enter the first zip code: 
 . . . . . . . 45409

2.  Enter the first county: 
 . . . . . . . Montgomery

3.  Enter the second zip code: 
 . . . . . . . 45435

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

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

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

7.  Do you have more than one practice location? 
 . . . . . . . YES

 
Workforce Practice Address
1.  Please list all practice locations. Include street address, city, state and zip.

Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon. 

 . . . . . . . One Wyoming Street, Suite 4130, Dayton, Ohio 45409; 725 University
Blvd, Dayton, Ohio 45435

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

2.  Single-specialty Group 
 . . . . . . . N/A

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

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

 . . . . . . . NO

 
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
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ABMS Specialty
1.  Choose specialty from the dropdown list. 
 . . . . . . . Obstetrics and Gynecology

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 
 . . . . . . . 1235164476

 
DEA number
1.  Please enter your DEA number 
 . . . . . . . BY4640947

 
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: 9/17/2015 2:53:58 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
BUSINESS ADDRESS Wright State Physicians 

Obstetrics and Gynecology 
One Wyoming Street, Suite 4130 

Dayton, OH 45409
  Montgomery County
  United States of America
  937-208-6810
  jerome.yaklic@wright.edu
 
License Information
License Number  35.075267
License Name  Jerome Yaklic
 
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. 
 . . . . . . . OTHER (specialty other than those listed)

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
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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? 

 . . . . . . . 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}

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

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 20-24

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

 . . . . . . . 5-9

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. 
 . . . . . . . 20-24

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 5-9

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 1-4

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

(out-patient care). 
 . . . . . . . 10-14

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 10-14

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: 
 . . . . . . . 45409

2.  Enter the first county: 
 . . . . . . . Montgomery

3.  Enter the second zip code: 
 . . . . . . . 45324
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4.  Enter the second county: 
 . . . . . . . Greene

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

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

7.  Do you have more than one practice location? 
 . . . . . . . YES

 
Workforce Practice Address
1.  Please list all practice locations. Include street address, city, state and zip.

Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon. 

 . . . . . . . 1 wyoming St Suite 4130, Dayton, Ohio 45409; 725 University Blvd,
Fairborn, Ohio 45324; 1 Childrens PLaza, Dayton Ohio 45404

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

2.  Single-specialty Group 
 . . . . . . . N/A

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

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

 . . . . . . . NO

 
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. 
 . . . . . . . Obstetrics and Gynecology

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

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

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1235164476

 
DEA number
1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . BY4640947

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

opioid analgesics or benzondiazepines while practicing in Ohio? 
 . . . . . . . YES

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.
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Date Posted: 5/10/2017 11:14:49 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.
Address Information
CREDENTIAL MAIL ADDRESS 1032 Whispering Pine Lane 

Washington Twp, OH 45458
  Montgomery County
  United States
  jerome.yaklic@wright.edu
 
MAIN 1032 Whispering Pine Lane 

Washington Twp, OH 45458
  Montgomery County
  United States
  (937) 350-5083
  jerome.yaklic@wright.edu
 
License Information
License Number  35.075267
License Name  Jerome Yaklic
 
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. 
 . . . . . . . OTHER (specialty other than those listed)

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

 . . . . . . . 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 thanOhio? 

 . . . . . . . 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

Redacted
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collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . Misty Uhl CNP

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

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 20-24

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

 . . . . . . . 1-4

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. 
 . . . . . . . 20-24

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)". 
 . . . . . . . 25-29

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: 
 . . . . . . . 45409
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2.  Enter the first county: 
 . . . . . . . Montgomery

3.  Enter the second zip code: 
 . . . . . . . 45431

4.  Enter the second county: 
 . . . . . . . Montgomery

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

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

7.  Do you have more than one practice location? 
 . . . . . . . YES

 
Workforce Practice Address
1.  Please list all practice locations. Include street address, city, state and zip.

Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon. 

 . . . . . . . Wright State Physicians Ob/Gyn 1Wyoming Suite 4130 Dayton OH
45409, Wright State Physicians Health Center 725 University Blvd Beavercreek

OH 45324, Dayton Childrens Hospital 1 Childrens Plz Dayton OH 45404

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

2.  Single-specialty Group 
 . . . . . . . N/A

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

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

 . . . . . . . NO

 
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
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1.  Choose specialty from the dropdown list. 
 . . . . . . . Obstetrics and Gynecology

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 
 . . . . . . . 1235164476

 
DEA number
1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . BY4640947

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

opioid analgesics or benzondiazepines while practicing in Ohio? 
 . . . . . . . YES

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: 8/28/2019 3:56 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
Jerome
Middle Name
Lumetta
Last Name
Yaklic
Maiden Name
No Response
Social Security Number

Date of Birth
12/12/1965
Email Address
jyaklic@usa.net
Phone Number
(937) 350-5083
Other Phone Number
(937) 208-2850
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
1235164476
Enter home US zip-code. Enter NA if unavailable
45458

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?
None
What is your gender?
Male
In which country were you born?
United States
In which state were you born (if United States)?
Michigan
In which city were you born?
GROSSE POINTE
 

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 requires 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.

1032 Whispering Pine Ln
Dayton
OH
45458-6060
United States
 
 
 

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.



128 E Apple St Ste 3800
Dayton
OH
45409-2902
United States
 
 
 

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?
Yes
If you answered "Yes", are you currently serving in the military?
No
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.

Medical Speciality Certification - American Board of Medical Specialties (ABMS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - null

Medical Speciality Certification - American Board of Medical Specialties (ABMS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - Female Pelvic Medicine and Reconstructive Surgery
 



 
 

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.

Name of Practice Site - Wright State Physicians Obstetrics and Gynecology
Practice Settings - Medical School
Street Address - 400 Sugar Camp Circle
City - Oakwood
State - OH
Zip Code - 45409
Major Area of Focus or Specialty - Obstetrics and Gynecology (ABMS)
Total Hours Worked at this practice site, per Week - 24

Percent of time spent per week in each of the following at this practice site: 
Direct Patient Care - 30
Teaching/Academic - 20
Research - 10
Professional Services - 0
Administrative Activities - 40
Other - 0
Total Hours- 100

Hospital Admitting Privileges for Patients - Yes
Current Employment Arrangement - Salaried
Other Employment Arrangement - null
Intern/Resident Position - No
Employed as Federal Employee - No
Accepting New Patients - Yes

Name of Practice Site - Wright State Phgysicians Obstetrics and Gynecology
Practice Settings - Medical School
Street Address - 725 University Blvd.
City - Fairborn
State - OH
Zip Code - 45324
Major Area of Focus or Specialty - Obstetrics and Gynecology (ABMS)
Total Hours Worked at this practice site, per Week - 4

Percent of time spent per week in each of the following at this practice site: 
Direct Patient Care - 100
Teaching/Academic - 0
Research - 0
Professional Services - 0



Administrative Activities - 0
Other - 0
Total Hours- 100

Hospital Admitting Privileges for Patients - Yes
Current Employment Arrangement - Salaried
Other Employment Arrangement - null
Intern/Resident Position - No
Employed as Federal Employee - No
Accepting New Patients - Yes

Name of Practice Site - Five Rivers Health Center
Practice Settings - Medical School
Street Address - 1 Wyoming Street
City - Dayton
State - OH
Zip Code - 45409
Major Area of Focus or Specialty - Obstetrics and Gynecology (ABMS)
Total Hours Worked at this practice site, per Week - 8

Percent of time spent per week in each of the following at this practice site: 
Direct Patient Care - 100
Teaching/Academic - 0
Research - 0
Professional Services - 0
Administrative Activities - 0
Other - 0
Total Hours- 100

Hospital Admitting Privileges for Patients - Yes
Current Employment Arrangement - Contractual
Other Employment Arrangement - null
Intern/Resident Position - No
Employed as Federal Employee - No
Accepting New Patients - Yes
 
 
 

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 - Yes

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

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

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 - BY4640947

 
 
 

 
 
 

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 - 8/28/2019 3:56 PM
Type your First Name and Last Name as they appear on the application to sign electronically. 
Jerome Yaklic 
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. 
 
 



^.o^
State Medical Board of Ohio

Application for License Restoration - Medicine or Osteopathic Medicine
Page 1

BK:_

FOR BOARD USE ONLY

PG:_ LN:_

DATE:_

APPLICATION FOR LICENSE RESTORATION
MEDICINE OR OSTEOPATHIC MEDICINE

PLEASE TYPE OR PRINT CLEARLY

IDENTIFICATION

Social
Security
Number: Your Social Security number is required to facilitate reporting to the Federal Healthcare Integrity & Protection Data

Bank (42 U.S.C. § 1320a-7e(b), 5 U.S.C. §552a, and 45 C.F.R. pt 61); and accurate identification under the federal and
state child support enforcement law (42 U.S.C. §666 aiid §3123.50, O.R.C.). It also may be used for reporting to the
National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.P.R. pt 60) 4731., 4760. or 4762 O.R.C. or as otherwise
required by state or federal law.

Full Name
(Use no
injtials)

Last (Surname)

Y^^Ll^
First

'5~£Q-or^^

-Middle-

L.^r^e"rr'c\

Suffix (Jr., II)

Maiden Name
or Other Names
Used (If none,
enter "NONE"):

Last (Surname)

\^0^(^

First Middle- Suffix (Jr., II)

Current h4ome
Address
IMPORTANT
Notify the Board
office immediately
in writing of any
change in address

Number and Street

3^ $. o<->T£<2- d
Apt.

t>-\ ud'

City

3'S*P A^<£r

State

r^J:

Zip Code

t/8-</y5

Country

L/SA

Telephone
Number

area code & number
Business: (<i«<i )2.^<?-31Z3

area code & number
Home: (<l»-9 ) 3-fr?-~76'6'fc'

Birth
Date

month/day/year | Birth
''2-//Z./t'ife^l Place

City
^<tcys»^ P«s»r^TIC

State
r^ )

Country
^5^

Physical
Description

Height

^' 2"
Weight
'2-/5-

Hair Color

(3Ao<^'^

Eye Color

c^fl^ee^
Identifying marks

t^Jof^£

Gender S Male Q Female For statistics only (optional)
E-mail

Address ^^"^/•^(O L-'SC». /^e. +~

Plans of practice in Ohio

<r<3^s:^€<--^^ p£is:-h^~^
t-~"-^t- t^-»^5<-'^ S-h-^-<s c^^.^-o-j

r^\^^\ ^cll^-) ih>s/:^.
^^ni^Al.

^l

AUG 3 12009

Redacted



State Medical Board of Ohio
Application for License Restoration - Medicine or Osteopathic Medicine

Page2

CONTINUED <=>

,li,

AUG 3 12009

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, whether the license is current ornot, If additional 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)

p^ iC.r^t^^^'
(MO/YR)

H3ol05^ZS-
YES N0

f/3//^o/o•a a
a a
a a

a a

a a

a a
a a
a a

SPECIALTY BOARDS

NAME OF SPECIALTY BOARD
flfnone.enter"N/A")

YEAR CERTIFIED COUNTRY

t^ f^\e<t-l <-^<~/ loArt.p <3e~

o'a'$T^"Tt-»C5 /»^C> <^. •^/^£T<-J>(-C=><.^' 11^^ U5^



SPECIALTIES

Below you will find a list of specialties for M.D.'s and D.O.'s. Each corresponding specialty is represented
by a code. Please fill in the specialty code number corresponding to your correct specialty/specialties
below. The specialty you indicate below will be printed in the Roster of Registered Physicians and
Podiatrists.

EXAMPLES: Code: AN-Anesthesiology Code: PD - Pediatrics

SPECIALITIES
(please fill in): o 6>yr^ O 85

SPECIALTY CODES

CODE DESCRIPTION

AS Abdominal Surgery
ADM Addiction Medicine
ADP Addiction Psychiatry
AMI Adolescent Medicine (Internal Medicine)
ADL Adolescent Medicine (Pediatrics)
OAR Adult Reconstructive Orthopedics
AM Aerospace Medicine
A Allergy
Al Allergy & Immunology
ALI Clinical Laboratory Immunology (All & Imm)
PTH Anatomic/ClinicalPathology
ATP Anatomic Pathology
AN Anesthesiology
BBK Blood Banking/Transfusion Medicine
ICE Clinical Cardiac Electrophysiology
CTS Cardiothoracic Surgery
CD Cardiovascular Diseases
CDS Cardiovascular Surgery
PCH Chemical Pathology
CHP Child and Adolescent Psychiatry
CHN Child Neurology
CBG Clinical Biochemical Genetics
CCG Clinical Cytogenetics
CG Clinical Genetics
DDL Clinical & Lab. Dermatological Immunology
1LI Clinical & Lab. Immunology (Int. Med.)
PLI Clinical & Lab. Immunology (Pediatrics)
CMG Clinical Molecular Genetics
CN Clinical Neurophysiology
CLP Clinical Pathology
PA Clinical Pharmacology
CRS Colon & Rectal Surgery
CCA Critical Care Medicine (Anesthesiology)
CCM Critical Care Medicine (Internal Medicine)
NCC Critical Care Medicine (Neurological Surg.)
OCC Critical Care Medicine(OB-GYN)
PCP Cytopathology
CODE DESCRIPTION

D Dermatology

DMP Dermatopathology (Pathology)
DMD Dermatopathology (Dermatology)
DS Dermatologic Surgery
DIA Diabetes
DR Diagnostic Radiology
EM Emergency Medicine
END Endocrinology, Diabetes & Metabolism
EP Epidemiology
FPS Facial Plastic Surgery
FP Family Practice ; .
FOP Forensic Pathology , ; :- ; s
PFP Forensic Psychiatry :
GE Gastroenterology
GP General Practice
GPM General Preventive Medicine
GS General Surgery
FPG Geriatric Medicine (Family Practice)
IMG Geriatric Medicine (Internal Medicine)
PYG Geriatric Psychiatry
GYN Gynecology
GO Gynecological Oncology
HS Hand Surgery (Orthopedic Surgery)
HNS Head & Neck Surgery
HEM Hematology (Internal Medicine)
hlMP Hematology (Pathology)
HO Hematology/Oncology
HEP Hepatology
IG Immunology
PIP Immunopathology
ID Infectious Diseases
IM Internal Medicine
MPD Internal Medicine/Pediatrics
LM Legal Medicine
MFM Maternal & Fetal Medicine
MXR Maxillofacial Radiology
MG Medical Genetics
CODE DESCRIPTION

MDM Medical Management
MM Medical Microbiology
ON Medical Oncology
ETX Medical Toxicology (Emer. Med)

W 312009



PDT Medical Toxicology (Pediatrics)
PTX Medical Toxicology (Prevent. Med.)
OMO Musculoskeletal Oncology
NPM Neonatal-Perinatal Medicine
NEP Nephrology
N Neurology
NRN Neurology/Diag. Radiology/Neuroradiology
NS Neurological Surgery
NP Neuropathology
RNR Neuroradiology
NM Nuclear Medicine
NR Nuctear Radiology
NTR Nutrition
OBS Obstetrics
OBG Obstetrics & Gynecology
OM Occupational Medicine
OPH Ophthatmology
ORS Orthopedic Surgery
OSS Orthopedic Surgery of the Spine
OTR Orthopedic Trauma
OFA Foot & Ankle, Orthopedics
OMM Osteopathic Manipulative Medicine
OTO Otolaryngology
OT Otology/Neurotology
APM Pain Management (Anesthesiology)
PDM Pain Medicine
PLM Palliative Medicine
PDA Pediatric Allergy
PDC Pediatric Cardiology
CCP Pediatric Critical Care Medicine
PE Pediatric Emergency Medicine (Emer. Med)
PEM Pediatric Emergency Medicine (Pediatrics)
PDE Pediatrlc Endocrinology
PG Pediatric Gastroenterology
PHO Pediatric Hematology/Oncology
PDI Pediatrlc Infectious Disease
PN Pediatric Nephrology
PO Pediatric Ophthalmology
OP Pediatric Orthopedics

CODE DESCRIPTION

PDO Pediatric Otolaryngology

PP Pediatric Pathology
PDP Pediatric Pulmonology
PDR Pediatric Radiology
PPR Pediatric Rheumatology
NSP Pediatric Surgery (Neurology)
PDS Pediatric Surgery (Surgery)
UP Pediatric Urology
PD Pediatrics
PM Physical Medicine & Rehabilitation
PS Plastic Surgery
PRO Proctology
P Psychiatry
PYA Psychoanalysis
MPH Public Health & General Preventive Med.
PCC Pulmonary Critical Care Medicine
PUD Pulmonary Disease
RO Radiation Oncology
RP Radiological Physics
R Radiology
RIP Radioisotopic Pathology
REN Reproductive Endocrinology
RHU Rheumatology
SP Selective Pathology
SM Sleep Medicine
SCI Spinal Cord Injury
ESM Sports Medicine (Emergency Medicine)
FSM Sports Medicine (Family Practice)
ISM Sports Medicine (Internal Medicine)
OSM Sports Medicine (Orthopedic Surgery)
PSM Sports Medicine (Pediatrics)
HSP Hand Surgery (Plastic Surgery)
HSS Surgery of the hland (Surgery)
CCS Surgical Critical Care (Surgery)
SO Surgical Oncology
TS Thoracic Surgery
TRS Trauma Surgery
TTS Transplant Surgery
UM Undersea Medicine
U Urology
VI R Vascular & Interventional Radiology
VS Vascular Surgery
OS Other (i.e., specialty other than those listed)
US Unspecified



RESUME - LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE

List ALL activities in chronological order from the date your license expired or the last ten years; whichever is shorter 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 "looking for work", as well as your permanent address. If in private practice, indicate the hospitals
where you hold or haye held privlleges 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 you worked and include complete 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, attach separate sheets.

A

B

month/year
TO

P(t<?2J6-'TT

month/year

Hospital, University or Other:

^-uQ^Of^ r^60|c.A<^ <l<£^T2y/L
Complete Street Address:

1/00 So-T^ ^V)^
Number & Street

'3ft? ^ic^ r^i

O^J^f

^^/3
City State/Country Zip Code

Position &
Department

R(-T'^^ r^ eOlc.Ht
ST^P^

o$AY^

c-itA^-'-n.y
C.H-tffC 0' 5TW?(='

% Clinical

^o

12. 2co/

month/year
TO :

P^e^t}

month/year

Hospital, University or Other:
Ocrc-i6.e;/t ^»(^^(T

t^<35^/ riar^

r>^»^^i | T-y

Complete Street Address:

3^$'C1 P)^(= S7^?K-r
Number & Street

C?e-<-<c^/L^Gc<g- rt-1 ^^t12T)
City State/Country Zip Code

Position &
Department

C<y-A^4<-^

r^^e^'c^)

c7gy<^^

month/year
TO

f"L^^r[

month/year

Hospital, University or Other:

Soh^<-><"<^~ ^oy IT/^(_

Complete Street Address:

;
"70

A^. C.^^fi'L-'iLL £5" /2-9
Number & Street

ft^lEo^ ^t H^lss-
City State/Country Zip Code

Position &
Department

Ce3J)-4&5<1

/^e.^''c^)

Oa>)^^r^

/o 2^oy

month/year
TO

er-^^-

month/year

Hospital, University or Other:
W-K-L 5 ^fl^P OI^-LC^

C-Of^^^^^T^ /^05^'T^C
Complete Street Address:

_4^5- H-l^ 5rtfc^r~
Number & Street

^^5J> <I|TY r->) ^^126?
City State/Country Zip Code

Position &
Department

<^>-^4<.2>fc/t

ry^^?<^~

^^i^

% Actmin,

10

% Clinical

/C?Q

% Admin.

% Clinical

loO

% Admin.

% Clinical

|o0

% Admin.

A1JR ;{ ; /'!n(i OVER^

(o Aooc

10 zc»y



RESUME - LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

month/year
TO

pz^se-^-l

month/year

Hospital, University or Other:
H- ^n- e.srL /be /^^^
<L-Or^ ^ry f^s^i-r^-^
Complete Street Address:

2>/o 3. FI^^T s.r^e^^r'
Number & Street

H^^b^^ ^^f^f), r^) ^^^1/
City State/Country Zip Code

Position &
Departmenl

^cy^-*^^

r^-e^'c^J

S-^dj-

^

e?3/^,y/v

% Clinicat

/oo

% Admin.

month/year
TO

month/year

Hospital, University or Other:

Complete Street Address:

Number & Street

City State/Country Zip Code

Position &
Department

1.

Al'P ,'|

% Clinical

4m-
% Admin.

J_ 2^°5

Hospital, University or Other: Position &
Department

% Clinical

month/year
TO
i/year
o

Complete Street Address:

% Admin.
Number & Street

month/year City State/Country Zip Code

Hospital, University or Other: Position &
Department

% Clinical

month/year
TO

Complete Street Address:

% Admin.
Number & Street

month/year City State/Country Zip Code



ADDITIONAL LICENSE RESTORATION 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 detailed information. Make sure all responses are complete.

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

1. Have you ever been denied staff membership at any hospital, nursing home,
clinic,healthmaintenanceorganization,orsimilarinstitution? , , , .

YES
a

N0

2. Have you ever been warned, censured, disciplined, had admissions monitored,
had privileges limited, hacl privileges suspended or terminated, been put on
probation, or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar institution
inwhich 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
section meetings? : y

a (ST

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?

a
~w

4. 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 9S

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

a ^

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

a ^

7. 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?

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|l

a
,n.
UAL.

Jh<{A|

^(?ARt
^UU;i

3

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 T



LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 2

OVER
ri>

Q

o im ^
^- i!

o
vs
CO
^a<c

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

YES
~a~

N0
~w

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 ^

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 x

13. Have you ever been notified of any charges, allegations, or complaints filed
against you wlth any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

D
'V

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

a
~w

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

D ^

16 Have you ever forfejted collateral, bail, or bonct for breach or viotation 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
~w

17. Have you been a defendant in a legal action invotving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a ctaim yourself? If yes, include the case name, case number, court and address,
date filed, and a summary of the underlying events. tndicate current status,
inctuding amount of settlement or judgment, if any. tn 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
ctaims history report to the Board.

a
"y

18. Have you ever oeen aeniea protessionai llabllity insurance or coverage, or nad
such insurance or coverage canceled, limited, or restricted in any way?

-a~ -]a-

19. Have you ever been denied or retinquished 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?

a T

20, 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?
^."^o/Ci^"^f'^"^^li^^Liru'^e'^'^^ o P(= ic^/^ ^^-o/^

JU'-Y ItS^-T^t-^ -3LooO, ^: $e'''y^ATt£7 pa^r'. ^(rt.p-o^^fcr i ^ Zox

a
~^T



LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 3

CONTINUED •=>

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

YES
u

N0-X-

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 ^

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?

If you answered "YES" to any part of this question, please provide details on a separate sheet,
including date(s) of diagnosis or treatment, and a description of your present condition. Include the
name, current mailing address, and telephone number of each person who treated you, as well as
each faciiity 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

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

"Ability to practice medicine"\s to be construed to include all 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 devetopments; and

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

3. The physicalcapability to perform medical tasks such as physical examination and surgical procedures, with
orwithout the use of aids or devices, such as corrective lenses or hearing aids. . '

"Medical condition" includes 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"M^i&,dl c'5h9ti'^R@ich in
any way impairs or limits your abilityto practice medicine with reasonable skilland
sa,ety?l,yes,pleaseexp .

Allfi Sl ?009

YES
a

NQ

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 yes, please explain.

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 o( 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.

a

b) Are the limitation or impairments caused by your medical condition reduced
or ameliorated because of the field of practice, the setting, or the manner in
which you have chosen to practice? If yes, please explain.

a



LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 4

OVER ^>

For purposes of question 25 the fotlowing phrases orwords have the foltowing meaning:

"Currently" does not mean on the day of, or even in the weeks or months preceding the completion
of this application. 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 of controlled substances^' means the use of controlted substances obtained illegally (e.g.
heroin or cocaine) as well as the use of controlled substances which are not obiained pursuant to a valfd
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

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.

D ^

W S 12DQ3

Revised 11-20-01

Chemical substances" is to be construed to include alcohol, drugs, or medications including those
taken pursuant to a valid prescription for legitimate medicat purposes and in accordance with the
prescribers direction, as well 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'n' NQ'x

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 individuatized 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
etigible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

a
~w

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 you have chosen to practice?

"TT ~^~



StateAej
30 E. Broad Stp

Richard A. Whitehouse.
Executive Director

-cLof^hio
.OH 43215^1^^

(614)466-3934
med.ohio.gov

.SEP -^

IN WHICH THE FORM IS NOTARIZED.^Jhe
Thls^llo.be comPleted ,by

a,PhysM^n
^.STneltTe^t%^Am^s.vv^tives'may^otsen/e_as^e^m^i^recornm!ndin9.p^s^m^ have'known ^appl>cart^o^l^5^^^^ formmust be_notar^ed^

physicians. Recor'nmTndi'ngphysiciansare strongly urged toJn^ud^cl't'o"Tahiri'o'rlmt;"^
not'lntended'to standardize the

the_l:ecommendin9'"physaician: ALL question^m^s^ .b^^s^^^^;e&that'certaininformation is included.
recommendation orTestri'ctYin any way. However, its form isor restrict it in any way. i-iowtivci,

i, y'L-L'^^Lo^^ a "censed and practicing physician in the state of ~~[^^^

^':Z^SS^^__„^^•o .e pe.on.lly.o,J^_.a.
——is

good .o.1 *a:2;mS^ P^.pK a»«eâ ,3 a ,enu,n. l^ess o, .^ ,pp«c... . o»e,..e» ,̂n

support of his/her application for licensure:

• I rate his/her medical knowledge and technique as:___^U

* His/her relationship with patients is:_ fai.C^i\

• 1 rate his/her ability to work well with peers and medical staff^s:_^<

• His/her command of the English language is:_ -^V^ l/'t-

Additior.ai comments:J10__Il^nfcfc^^^-

q^i-^^ ^O)

. Additior,ai oomments:J10__Cl^nfcfcfc^^—T-^^7^^th^medic Ŝtate of Ohio.
hereby reco^^j^^^orjr^oratbn^^ P^ctice medicine or osteopathic medicine ,n_i

Telephone
Number
(include

Recommending
Physician

State of
Licensure &
License Number

Signature of Recommending
Physidan(nam^-3^p3

Subscribed and sworn to before me this

.m.^\}Q^o
Notary Public Signature

Date Commission Expires

Date F^ ^otoTaken:_8_l^oo<7
Mo/Yr

J^1ARL& 4A-MARKS
Notary Public, State of Michigai

County of Huron
My Commission Expires Oct. 1 2(

NOWR^i'S'EAbiinty of_.yu£c

^^CO^PLETED FORM TO THE STATE »ED,CALBOAKD OP OHIO AT THE ABOVE ADDRESS

-^
^.ct ond ^^»̂ ^^"f'" 'l ^ Pub"c thr°u<" tff"tw ""•""' resulat'°"-



StateJAe<
30 E. Broad Stre

Richard A. Whitehouse, Esq.
Executive Director

•d_Q^LQhio
,OH43215-6127y^^_,, . .- -—

(614)466-3934

SEPl8^^ned'ohio"gov

; RESTORATION - MEDICINE U^'^!EOPATHIC.MEDICINE
LICENSE

^^UKA^^TIFI^TEOTRECOMMENDATION

 s^orj^o.be^pleted.by,^.ps^^n^^nTfso^
recommending.physi^nr.mu~sthaveknomthlaw^
physicians. RecommTndingphysidans are strongly u^ged

^n^a^o^om^^ not";?ntenldedl7o

"st'andardize
the

thl^o^^n^h^n[?^^u^^^^ ^S^'en^t^^-"1^^^^0^^recommendation or'!:estrict it in any way. However, its torm is

I, ^'^•\^/\c ^l^lU^j^L
physician, print name)

affirmthat
'TG'T-o^^-

<,. ^'i°»|u.i<^
(applicant, print name)

/^/cH/4^^ ,
(state of residence)

has been known to me personally for _^__ yearsand that he/she is of

^^c^::';:"lp:::,^ p.o.o.ap.^ .,re>. „ a ,.n.ne «tene»o, .e appllcan,. 1 o^, .Ke ,ollo»,ng.

support of his/her application for licensure:

• I rate his/her medical knowledge and technique as:—f̂ Cr (t-.-f^

His/her relationship with patients is:. (^ ^ —^
,^'

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

His/her command of the English language is:—^>c!':l J-

Additior,a| comments:____^l'^

•

•

/(?// ^ u^^'Qfy-^Address of
Recommending
Physician

Signature of Recommending
Physician (narn^ stamps
not acceptable' ^^'

Telephone
Number
(include
area code)

State of
Licensure &
License Number_

/yifHl^^

^^

Signature o1

Date P*»-i^/Taken:. ^ /Si^cx)
Mo/Yr

Subscribed and sworn 1o before me this.

____^e^em^^-

Notary Public Signature

Date Commission Expires

CHARLENE M. MARKS
Notary Public, State of Michigan

Gounty of Huron NOTARY SEAL

My Commission Expires o^t120

Actina i" ^<s County of±lLLr-QX^

day of

RETUR ^COMPLETED FORM TO THE STATE MEDICAL BOARD OF OHIO AT THE ABOVE ADDRESS

r-<=, pratect and en^nce the he^th^d^^^e puN. throu^ .ffec^e m.d,ca< re^on



LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE
AFFIDAVIT AND RELEASE OF APPUCANT

The affidavit and release below MUST be completed by ALL applicants. The form must be notarized. Failure of any

applicant to submit the affidavit completed and notarized with the appiication will result in your application being considered
incomplete.

ss STATE OF:

COUNT>/ OF:

t^iah^an
-i^ar

I,
•3~&rt-0^6 L.. ^•^IU-.tC^ hereby certify under oath that 1 am the person named in this

application for restoration to practice medicine or osteopathic medicine in the State of Ohio; 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 to this Board with respect to my application; and that atl documents, forms, or
copies thereof furnished 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, and have answered all questions in compliance
with these instructions and understand that the fee I submitted is neither refundable nor transferable.

1 further state that by filing this application for restoration to practice medicine or osteopathic medicine in the State of Ohio, 1
hereby authorize and consent to have an investigation made as to my moral character professional reputation and fitness
for a license to practice medicine or osteopathic medicine. 1 agree to give any further information which may be requjred in
reference to my past record. I understand that 1 will not receive a copy of any reports or know their contents and 1 further
understand that the contents of any investigative report will be privileged.

I further understand that my application for restoration to practice medicine or osteopathic medicine in the State of Ohio is
an ongoing process. 1 will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to
any ofthe'questions contained in the ADDITIONAL INFORMATION section of the application if such a changeoccours at

any time prior to restoration to practice medicine or osteopathic medicine being granted to me by the State Medical Board of
Oh'io. I further understand that failure to complete this application as requested by the Board within six months can be
considered abandonment of any request for a license to practice medicine or osteopathic medicine and that any fee 1
submitted is neither refundable nor transferable.

1 authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), court,
association, institution, or law enforcement agency having control of any documents, records andother 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 permit the
State Medical Board of Ohio 6r 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.

1 hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person
fumishihg information of any and all liability of every nature and kind arising out of investigation made by the State Medical
Board of''0hio. 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 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.

1 further understand that issuance of restoration 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, whic)i if false, can subject me to
denial of said certificate.

Subscribed and sworn to before me this

(NOTARY SEAL)
Or^ilDW ^^.^DOtK-O

Signature of Notary Public

10-l-)"">

IVIEDICAL BOAKBCOmm'^^ ^^^
Notary Public, State of Michigan

AUG 31 V^^ .. _
'

County of Huron
My Commission Expires Oct. 1^2013
A^tinp in thp r^iintv nf^ ^ir-r^



CERTIFICATION OF CONTINUING MEDICAL EDUCATION FOR THE PERIOD OF

JULY 2,2007 - JULY 1,2009 (T-Z)

100 CREDITS 1 AT LEAST 40 CREDITS MUST |
REQuiREMENT: j BE EARNED IN CATEGORY 1.1

I certify the following to be tme and correct. This form must be completed, signed and returned.

^ /Z^ /,2ocS7 ~75-2.<o'7
DATE (MO/DAY/YR) OHIO CERTIFICATE NUMBER

^•/Lo^ (2- ^^-'^ ts'TT-'^
NAME LAST FIRST MIDDLE

3?^^ <>. c^Tl^-^- O'Z.i^ts' <a>/3>^> ^^6 ^)

SUFHX (Jr., II)

^Ml3_
ADDRESS NUMBER & STREET CITY STATE ZIP CODE

Revised 07/24/2009 PLEASE LIST CATEGORY 2 ON REVERSE SIDE ->

CATEGORY1
<YOU MUST ATTACH DOCUMENTATION

NAME OF SPONSOR LOCATION (CFTY & STATE) DESCRIFTION DATE(S) CREDTTS

EXAMPLE:

Christ Hospital Cincinnati, Ohio Surgery Residency 08/01/07

08/01/08

50

fir^e<<-\C.^-' <^oG6<£-<-> <T

0(= 0^1 ^ ^^
(^J^H(/-'^'JD^> OC_ firC^O^ Cot.i^e^t

prL-o^.^^'^

MEDICAl- P" ••

^/?/o-7-

^^jcfil

^D

/^3



CATEGORY2
A MAXIMUM OF 60 CREDITS MAY BE EARNED IN THIS CATEGORY

NAME OF SPONSOR LOCATION (CITY & STATE) DESCRDPTION DATE(S CREDFTS

Examples: Self Instruction Pediatric Journal 10/07
thru
06/08

60+

AUG .1 nm

Revised 07/24/2009



ACOG COGNATE REPORT Page 1 of2

Return to My ACOG :

The American College of Obstetricians
and Gynecologists

.-^""^t<s_ PROGRAM FOR CONTINUING PROFESSIONAL
DEVELOPMENT

ACOG COGNATE PROGRAM

409 12th Street, SW
PO Box 96920

Washington, DC 20090-6920

(800) 673-8444 - (202) 863-2543
fax:(202) 484-1586

e-mail: coanates@acoa.org

TRANSCRIPT

ACOG ID Number: F 0004067991

Jerome L. Yaklic MD
1005 S Van Dyke
Bad Axe, MI 48413 !f^•u?

Cognates Posted August 14, 2009

Activity
Date

Code ACOG/ACCME Approved Category 1 Activity

02/04/2007 4023

05/09/2007 4024

08/08/2007 4025

11/19/2007 4026

12/31/2007 07

12/31/2007 04

03/11/2008 4028

03/12/2008 4027

12/31/2008 07

12/31/2008 04

04/30/2009 4031

04/30/2009 4030

04/30/2009 4029

CU-V6I1-CHEST PAIN

CU-V6I2-PREVENTIVE CARE

CU-V6I3-DERMATOSES

CU-V6I4-THROMBOSIS, THROMBOPHILIA &
THROMBOEMBOLIS

ACOG UPDATE TAPES

ABOG RE-CERTIFICATION EXAM

CU-V7I1-EATING DISORDERS

CU-V6I5-DIABETES

ACOG UPDATE TAPES

ABOG RE-CERTIFICATION EXAM

CU-V7I4-LOWER URINARY TRACT DISORDERS

CU-V7I3-VISION

CU-V7I2-COSMETIC SURGERY

COGNATE
Credits

Cumulative
Total by
Cycle

5.00 5.00

5.00 10.00

5.00 15.00

5.00

21.00

35.00

5.00

5.00

57.00

35.00

5.00

5.00

5.00

20.00

41.00

76.00

81.00

86.00

143.00

178.00

183.00

188.00

193.00

Summary of Category 1 COGNATE AWARD
Credits ELIGIBLE

for Primary Cycle 01/01/2010

Total COGNATE
Reporting Years

credits'

2007

2008

76.00

102.00

Summary of Category 1 COGNATE
Credits

for Secondary Cycle

^^^^^OGHME

2010

2011

0,00

0.00

httn-//www.acnp-nrp/mvacnp/cmeRennrt/in(1ex.cfm 8/23/2009



ACOG COGNATE REPORT Page2of2

2009 15.00

Total COGNATE Credits This Cycle 193.00

2012 0.00

Total COGNATE Credits This Cycle 0.00

©_2009American ColleQe of Obstetricians and Gynecoloqis^

•AUG 3 1 2009

httn://www-acnp.nrp/mvacnp/cmeRennrt/index.cfm 8/23/2009



Page 1 of 1

September 23, 2009

The Federation of State Medical Boards
of the United States, Inc

POBox619850
Dallas.Texas 75261-9850
Telephone: (817)868-4000

FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT

Attn: Richard A. Whitehouse, Esq,
State Medical Board of Ohio
30 E. Broad St., 3rd FL
Columbus,OH43215

Re: Board Action Query Dated: September 23, 2009
Your Reference Number:
FSMB Batch Number: BQ 16730 11

The following is a report of the search results from the Board Action Data Bank as of September 23, 2009 for practitioners
submitted as part of the above-referenced batch for which N0 board actions were identified.

Practitioners Cleared with No Actions as of September 23, 2009

Item Name

1 yaklic, jerome

DOB

12/12/1965

School Yr/Grad Request ID

023040 1992 21393700

LICENSE HISTORY
State Board
MICHIGAN
OHIO

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure
verification but rather an indicator of known states of historical licensure for these individuals. Use of this
information should be limited to cross-reference purposes.

https://s 1 .fsmb.org/baweb/reports/hcrA964.htm 09/23/2009



Search - 100 Results - yaklicjerome Page 1 of 1

LeXisNexJS®Total Research System Switch Client I Preferences j Sian Out | ,'?.HelD

:My Lexis ^ Search^ Research Tasks^Get a Document^ Shepard's®̂ Alerts ^ Transactional Advisor ^
Hisiorv Igi?

Search Wlthin |0rlglnal Results (1 -100)^] F UsingFOCUS Terms F
Semantic Concepts What's this? Advanced...

Source: Leaal >/.../> The Ofticial American Board of Medical Specialties CD
Terms: yaklic jerome (Edit Search)

^Select for FOCUS or Delivery

r
The Official ABMS Director/ of Board Certified Medical Specialists

Copyright ©2008 Elsevier and the American Board of Medical Specialties. All Rights Reserved.
The Official ABMS Directory of Board Certified Medical Spedalists, 2008

JEROME LUMETTA YAKLIC, MD

PRACTICE TYPE: FT-Priv Prac Grp/Prtnrshp

PRIMARY CERTIFICATIONS:
Specialty Board 1: Obstetrics & Gynecology
Board Certified : Active
Certfication Date: November, 1998
Expiration Date: December, 2008
Board Certified 1: Active
Recertification Date 1: December, 2007
Recertification Expiration Date 1: December, 2009

EDUCATION TRAINING:
MD - Wayne State U, 1992

Res: Wayne State U/Detroit MC/Hutzel Hosp, Detroit, MI, 1992-1996, Obstetrics & Gynecology
StaffPhys: Huron Meml Hosp, Bad Axe, MI,2000
Chief: Wright Patterson USAF Med Ctr, OH, 1996-2000, Gynecology
Staff Phys: Miami Vly Hosp, Dayton, OH, 1998-2000
Staff Phys: Deckerville Comm Hosp
Assoc Prof: Wright State U Sch Med, Dayton, OH, 1996-2000

BORN: December 12, 1965, Grosse Pointe, MI

Source: Leaal >/.../> The Official American Board of Medical Specialties ;iJ
Terms: yaklicjerome (EditSearch)

View: Full
Date/Time: Wednesday, September 23, 2009 -11:27 AM EDT

Mv Lexis | Search | Research Tasks | Get a Document | S/ieparc/'s®| Alerts j Transactional Advisor'HStoiyl
Deliverv Manaaer 1 Switch Client 1 Preferences | Sjflafiyt | Ijele

. About LexisNexis 1 Terms & Conditions I Contact Us

LeXISNeXiS CoDvriaht ©2009 LexisNexis, a division of Reed Elsevier Inc. All rights
reserved.

http://www.lexis.com/research/retrieve?y=&doml=&dom2=&dom3=&do... 09/23/2009



JENNIFER M. GRANHOLM

Governor

STATE OF MICHIGAN

DEPARTMENT OF COMMUNITf HEALTH

LANSING

JANET OLSZEWSKI

Director

VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE

VERIFICATION OF LICENSURE AS OF 09/21/2009

NAME:

ADDRESS:

Jerome Lumetta Yaklic

Lake Huron OB/GYN PLLC
1005 South Van Dyke
BadAxeMI 484130000

BIRTHDATE: 12/12/1965

TfPE:

LICENSE NUMBER:

OBTAINED BY:

Medical Doctor

4301059625

Examination

STATUS: Active

ORIGINAL DATE: 08/03/1994

EXPIRATION DATE: 01/31/2010

DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS NONE

This license information was last updated on: 09/21/2009

BUREAU OF HEALTH PROFESSIONS
611 W. OTTAWA . P.0. BOX 30670 • LANSING, MICHIGAN 48909-8170

www.michiaan.aov • (5'\7) 335-0918
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FEB-14-1996 00:53

State Medical Board of Ohio
30 £.Broad Street, 3rd Fioor, Columbus, OH '<3215-&1Z7

Rtchard A. Whitehouse, Esq.
Executlve Director

p.2

P.02/03

(614)466-3934
med.ohl&.aov

THIS FORM MUST BE COMPLETED BY A SUPERVISOR OR THE CHIBF OF STAFF

HiironMedicaI Centcr
MedhMlStorffOfficc

PLEASE COMPLETE AND FAX TO (€U)(44-1464 THEN MAIL ORIGINAL.

Sqrtc>nbe^21,200&

Jcnme L. Ynklic, MJ>., wbo i&fwsis Chieferf Staff. is apPIy1n8 ta restare hiii/kiiroluo lic6"sc' w^1ch

^n200l7wewould apprtdate your assistance in filling out thc fallowing cvaluatioTi, so ttat wc can

procfffi hisAer documenis for resioration. D^Yakl'c sated on his/hcr restoradon application that he/ibe

was affiliated with your organization from 06/00 to presmt.

/ \^/L(1) How long havc you known th<i doctor?

(2) Whit is your capacity ^t tbe facility? L/^ ? ^ ^^U^^ ^-^

(3) AEwhstfaciliQ'?.

,r capacity ^t tbe facility? {_ A <? A \^Wf^^ ^t^

iiity?^Ajure^ fTLe(L^£

(4) How would y<?u r^te this doctor's medical knowtedge & techruquus'r,

(5) In your opinion. is thls doctor a pcrson ofgood rtioral & eAical character? _^

(6) Docs ihis doetor work wc]l with pcers ond mediol fttfff \/,f,A

(7) Does this doctor relate wdl to patiente? \J €A

(3) Would you recommend thls doctor's liainse be resiored?

Please indicate any infcrmation of a derogatory narture;

\/£A

/^(gn&tureofl
ifiuncofPcnonCo;

THIS : MUST BE COMPLETED BY A SUPERVISING PHYSICTAN

^A^OA^/^TTP-
;ompl

leting Fonn

^iT'SK'^j
r.^.^4^^^
^.^-tSl6

Telephone number (include area codc)

Pltiase retum (his fonn to the Ohlo State Mcdical
Soard at thc above address, Attn: Peri Vc»(

-Q^O.OM^
Pwi E. Vest
Liasnsure/CME Renewal Asslsuint
State Medicai Bo&rtl of Ohlo

";•• •2'-^e;; a's^ y^h'.:!!'." l'^ h'.'si.t''' cm^ iu;'-1;.;.- <;; .''11. r.i','': L:;'''?./!;'; .'•'7- ':(il.i: ,^^'i:(;;:i ••-^i;^;;;-;: .^^;-
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FEB-14-1996 00:51

p.3

P. 03^03

TlCENSE RESTORATION • MEDICINEOR OSTEOPArHjC MEDICINE
AFFiDAVlt AND RELEASE OF APPUCANT'^s^y^^y^s^A-^^^^y^s^^^

incomplets. .

ss STATE OF:

COUNTfOF:

inrMQH-.

,. ^I^K^K^._, hereby oerflly under oath that ^am th9 pBrson named^ln.thls

?15r'rMtoraii<wrto pracrttca madtoin& M ost'eopat'hic mfldicjna ir> the Stato af O^.'hRt^llstatBnwrrts^haw^or

^aTS ^h^p^h^7^"erthatTam,^^^^
^S^tTate' ^m^hed'SrwbTfuml9hgdto1h'fs"B<ia>dwlth"r8sp*<;t tomy^ppl>oatton^nd_th^all_documente. taims. or

M'Dlas''ttw'^oHumishBd or'to'b8fumi»hedwlthrespacl to my applteation are strlotly truB In Bvery reepBOt.
l, .^. • .. , ..

l BBknowAadae that 1 have read the gensr&l intormatlon and instructions, and have answered all qusstlons In c&mprianc^

wHh"thB6BrTOt^cflonaandunde(stand1hfltthet9BleubiTirttedl?nelthBrrefunciabtenortrans1eraAle;
',. ..' :

1 further rtate Ihat by (Bing this appllcation tor rwlo^ion to practibo medtelne OL°steop-athtem^°nB.irLth>istete-°I&^"and'^fiIrr?to''?iIav'B"an
invertigaton maA»aa to my^ral ^a''actw-.P">te"i?"a!.rflPulfltionandfit"es8

S^^^»ctice^c^^^°pathic^d^^
r^ur»ri'ce'^rhy^paTrttM^d.'^lundarstand^hatlwlllTkitrfcelTO of any rsports or kno'vy theh-contonte and 1 furthBr

undere^rirfthatth»CBntentgofflnylnvMtlgailverepbrtwillbeprlv1lBgBd.
••::.

1 hirther uridemland ftat my applicaUon for restorBtl&n to pracliBB ""6«?lcl"8.oi'ast90.Pa1hteJnedi.clflB,ln, esteteofohtote
anu%nuprociw." rwil)"[mmediatBTy notlfyito StaUe_MBdk^Board dl Ohio in ^"S^.anychanBM^Hw answsre

^,
^"aTThe^'^o^ contelned'Tn'me'AbDmONALTNFO"r8StorBtiart'to-prac11cB

msdlcine or osteopathlc meciidne being grantad to me by It'ieJiifltB MBdicai_Boan:l
E>hro'!"Tfu'i5ie'r'underaiand ttiflt/ailureto completB thlaappllcaiBan as requested by iha Boarti wllhln BlxjnonthB^ta^bt
oona<dewd'~abando(wientof-anyrequa3t for a llcsnse <o practica mediclnB ar osteopalhfc medicinB and that any tes 1

$ubmlttedisneithBrrB{undab(enor1nanB(erab|B. . .¥,;>'.

1 aillhorizB and requaat every pereon, hospital, clinlc, govemmBntBl aganoy (tocal, state, tedB"al,o^'orolan),>_oourt;
aaaocKttion,

"iristitudon;
or law enforoement agwcy hevlng cantrol of any dticuments, rebords and ptfiw fftal'matifln

pertaIn?n'B'to mfi'to^umish to'ttie State Medkial Board of Ohlo any suoh intormatlon, Indudlng documB^te^ '•»cords^re9ari^n8
98 orcompiaiOtefiledagalnstmB, Tormal 6r Informnl. pgndjng or closed, orany other partlnont dnto B"d toPB"n1t tha

StotoMBdcai'Boaitl'orbhto'orany of It'e agantB or represontathrwTlo inapeot and matig coplBs af Buch docuinanta, Teconfe,
and'other'informatlon In oonnecilah wltn UKs appltoatlan, subssquant llcensure orpractiw thereundBr,

1 hwabyrelBaBB, dlachargB, and Bxonerato fte State Medlcal Board of Ohio. its agenls or ''&pr?se"tatlyB^a^6"y.PBreon
fu'miahlng'intormafion of any and alt KabUtty ofevery nature and tand arislng out oflnvesilgatlon made tiy tha^StatB MBcacal
Board'ofi'6hio."i-authDriza'th8 StatB Mtedical Board cfOhto to releaae iiifamniation, materlal. documw?ta, oriBra orlhe lito
relaltog ta me or iathTa appliealion to any Gffi»rgovemtnftntal agmcy (local, st&te, federal or fareigri); or to any hospftal,
nurslng hcm&, clinic, hBalth'maintonaiwe organlzation or slmllar Instltutlon; or to any protosalonal assoriadon.

J further underetand t^iat resuance of restoratlon to practtoe mBdlcing ar osteopathlc madIcinB^n Ohib will be eon^dwBd
basBd on Ihe Iruth of the statBmerrts end documerita cortlainBd herein w to be 1umi9hBd, whlq^ i( fatee, can gubjeot me te
denial of said oertiRBBte.

SiibBoribed and swam to before ms <his IA±.

(NOTARY.SSAl.)
^FQAlGm. (^n.^naLK/^

Signatunr of Notary Publlc

iO-H^
,, -^t^ A i Q^Aeilncommlsslon Expires-IV^DIC^L BUWU CHARLENE M, MARKS

Notary PuWic, State o( Michlgan
AU& 31^00^ _

'
County^of Huron

My Commlsslon Exptrqs[pct_1^a01S
Artlnnin thB^nimhfftf 44< iFffln

TDTfiL P.03
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FEB-21-1996 21; 19
P.03//B3

p.1

State Medicat Board of Qhio'3~o7.
BrMdStrfret, 3rd Flwr, Colurttbut, OM <3215-fr127

RkhardA. WhftehousB, E*q.
Exscutlvd Directar

(614) 466-3934
med.trfno.gov

THIS FORM MUST BE CDMPLETCD BY A SUteRVISOR OR THE CHIEF OF STAFF

BBIVB Mcdkd Cnitcr i
MidtaiIStaffOffiw

FLEASB COMPLETO AND FAX TO ((14) 644.14(4 THEN MAIL OMGNAL.

SepunbBr21,t019

Juu—L. YaUk. MJl^ who is^ns Chiaf of Siaff, is ap^y^S 10 nau>? .t»*/herOM<> ticensc'_whlc11..
^pIi^in^OoTwcwBultlappnaaate your atrisuncc in iriUint oul tbc followine waluMion.»Artwun

P^ocu MiJhwdanmcntefoTnatonrion. D^YaUie *t>bs<l on'hitAer  ttofaDiOB|appl»MtioBAat he^he

wie affilidwl with yo«rCTBKniation ftom 06/00 to prwcnl.
.?..». ^ ^ .000

(1) How lonj have you known Ihc doctor?
~>\fv\v£^—f^.

Wh^i.yaur^.c.iyKheftdl.ly?
^

^^^
^ r^ / r ^fiefa^

(3) Atwh^teiliiy? l^^v A?^^^. ^/-^ ^ (^^ ^ ^

(4) How wouM yw»rate thii doctoc'a medical towwlsdge A (echnlquc*? —F^^'^^W

(5) IB your opiition. ii thi»doctor »penon of good moral & ctUid chanctcr? —^!&a-

(6) DocathitdoctorworkwoltwittipeenaitdmedlcalUJiff?.

f7) Does diu docior nlauiweU to panienu? .._, ^ fro.-

Yco

(8) Would you recommend diit docior'ii ^WMS h? nswansd?.

Plcue indictic »nytnlonnBtion otf"»4e»x>gatoiyntfuFe:

y<^

[I

^

roRM MUST BE COMPUETEDBY A SUPERVISING PHYSKXAN
r^

^^ Plcwt nwrn ihlB fomn to thc OhtoSwc Mcdtcd
Board «tthe abovc addnw. Ann: Peri VetSlgnatutie <rf Pttnun Completing Rxm

Namc of PBdion Complcting Fbmi
(pieatepriatortypc)

_^.^ o 13^-^ ^° ^ ^wt^
ra^j^ Ca^ e^^^^^^-^j^ U .

Pcri E. Vwt
4&1'-Z6?'-<:?z-bS LiwnBuiB/CMEIlcnewalAsrisunt

TelephonftBuml>er(inclwlcNmcodc) Suic Medlcat Board ofOhia

i'."SK":
7: s>.-oi9{.'t dird ."n^,,<p ^-•i! h'Fafin ana i(i;etv <.'s ,>';* .;.;';ii'.-. ''a"'^v- ^-'.'ii.'> ;•;'-•.:.';. f!-^;!:..'^^^ ^'v£'
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State AAecjJcat Board of Ohio
30 E. Broad Street, 3rd Floor, Cotumbus, OH 43215-6127

Richard A. Whitehouse, Esq.
Executive Director

(614)466-3934
med.ohio.gov

TfflS FORM MUST BE COMPLETED BY A SUPERVISOR OR THE CHmF OF STAFF

Huron Mediuil Center
McdicalStaffOffice

PLEASE COMPLETE AND FAX TO ((14) 644.14(4 TUEN MAIL ORIGINAL.

Septetaber21,2009

Jwame L. Yakllc, MJ)., who is/was Chiefof Staff, is applying to rcsiore hisVher Ohio license, which
cxpired in 2001. We would apprcciate your assistance in filling out the following evaluation, so that we can
proccss his/hcr documcntii for restoradon. Dr. Yaklic stated on his/hcr resloralion application that he/she
was affiliated with your organization from 06/00 to prcscnt.

S^v\/\\<c e^ 2/c<:>c>
,^-e-

(1) How long have you known the doctor?

(2) What is your capacity at the facility? ^?-T C/\^<^
^

•^^ ,
tY' ^lie^^^

(3) At what facility? l^VAp<v /v/?e<?6t'^ Cfc^<^ ^-D^ ^C

(4) How would you rate this doctor's medical knowledge & techniques? _K.^)

(5) In your opinion, is this doctor a person ofgood moral & ethical character? Y^3

(6) Does this doctor work wcll Mvith pccrs and mcdical stat'f? _V<°^>

C7) Does (his doctor relate well (o patienis?

(8) Woutd you (ecommend this doctor's liuin.se be restored?

Plcase indicate any infonnation ofa derogatory nature:

y<^

[S FORM MUST BE COMPLETED BY A SUPERVISING PHYSIQAN
'.,W^)

11^t]
Signature of Peraun Complering Fomi

Name ofPerson Complcting Fomi
(please print or typc)

^Si-no fQ^,f^~^0
'I^'^A^

^^_ ^K^^., .r

^Bcl' Zfc?-c?2-fc$"
Telephone number (include area code)

PIease rettim (his form to the Ohio State Medical
Board at the above address, Ann; Peri Vest

[(jserely,

o, o^y
Peri E. Vest
Licensure/CME Renewal Assistant
State Mcdical Board ofOhio

7: :?.-o; °<:•? •7;-3 .?riA';i:':E' t:-^ .'i'fa/^ii of?a^(Tt;{k'^;' .;';•' ^•;;i'.'. '';'^^Y:; ;•,'.':•!•;,'.'> ;?^^.:.;;.' i';-.^:^;;.';.^ ''^S^
TOTflL P.03
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P.02/03
^,»yv3

ricENSE ReSTOKA-nON - «"EpJCINEORp83EOPATHJCMEDttlNE-T '^uir
^nWLEABe OF APPUCANT'^^x^^^^^^^s^^'s^s

'tlWlTOllNB''' • • _ i_

gs 8TATE OF:
GOUNri'OF:

J^§^

5?^^'^u^ti'r»7orKto1;B"hm3»hiidwtthni^BDt'tomy Wllartton af »WXIytiua In »myiNprtil.

•^ffiS^S.S^^SfSAV^^!^^^^
^r^^AIK,?ffsS^n^S3SSS^s^ffis'

^1sw>5^S5^3^^^Sj3^HS
any~aFlh«'<|ui>NtonBBBntaln«Nt ln <w ^)0,r
u\y Un* pKor 10 m«emUonto pntctjes nwiM

i3 ffu»Uiarund<»rtand(twt f«Ku»ta COmpW^
oonKC—llabtMwm^Bnt.of.wy (iWM-t fora
aubinBtod bneWm- ffundlAto nertnlintWbl".

I aUthartBB •nd nquNt wary pwan.hcy^l
on, hitinnton. wtew •''to"?!"^'

^
dWc. aowmninW.agamyttocrt.^BC. ^"*l,"rJflwS"),LB2ii£'hiiw^g

contml of «nydBOuiiw*. "N"'*- •"d.t>fw,!1!!"?"!
pSCB'iB (riTnftn^«D~th?StaWMk^^^̂ o WB<i?jn(erm«lonjricl^gdwm "̂S'*1.'"9!?^
^^.w'comi»ii<n».ftBd~^wmi,Tar^^^
aiwi&diair'BaBSdof'CTTtoorany of iili •a< «twnNN^ftwtojnapBOt and imita capiu ri •utAt dodumnof, meBna,
aMl«ft5r1n(urmiuon~inoa'nniciianwtth ttito iwXWrtaBn, •uba^iNM«•oen«uroor pnctiw wamundar,

1 hwaby'mlMM. dtohaigB, and. awparato »*»SW  dl<al Bnard «».OWo._to_BB^^^^^J"Uvn^wN^ny^m^
fufl^^lSS^KoT^^ ZTu>flty oTewiTnafcnandlwd wi*flou[gT'lwM«tta<lon'nudB_»y«fs!-"•<»•'
Siiri^"dhio;''r^BT^»»»'St«t»M^8«^^
mi^Vw'flr^<hte^J«io(Ttoany~o^^o^^ ^^_<l»WW-tonllBrtLW-toMy ho^ftal>
nuiiiing himis»«lnie.'(rlft'imiinft»wma»Buttea1tonar •ImUar hullhillon; or to «wpnohulonal aMwciatoo.

) fufllrr undwstand Uiat wuanos ot watnmlon 10 pmrtlw madlcfna or oaiflop«hlo_madIoln»JnpWa«Ubewnrtdnid
bawdf «n-1h«Inilh o»ttia •tatwwnto Birt <focumfl»tt»aontnlrwd hemin or »obe luroiahrt. whl^t «(atr,cm •u
dBnlal.ofNld BertfflBdc.

SubBeKbad nnd awnm to bribn ma ihit s^_ ijlS..

(NOTAftyjteAls)

dnyor
({Hijj^r^ ^y\ .\JmojL)U^

BlgnrtuwofNotBlyPubdO

10-1-1'a>
,.^DICW.BOARBCUn"S;^«.M*nK8
..:;.- . _... NofryPuWic.StatoafMichlflan'^

AUG 312008 "
'

CwntyoTHuren
j_aoia

Arilnn In <tr lnnimki irf ^Mllt

TOTRL P.03
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StateMectJcalBpardofOhio
101. Braxl Strwt, hll F.loor, Qilunitul, OH 4121)-i127

likhTdt.WllUlimif.Eiq.
ExKutlrt OlrectDT

(8M) 4it.)»14
nitd.ohto.tov

•miS PDIUlf MUST BE OOMftETm »YA SUrtRVBOR OR THE CUBf OF »T*FP

ltonm>WlcdCnt«r
Mrfiniaunoiik. [

nEASB COMPUTB *HP t*X TO ItU) <«4.1««TUBi MAU. OMGmAl.

Jn—1.VikBc, »U).»fa>iriwn CUd oTSulF, it «n>l>i"tt»"t°"h'^l'" Olito llanit. ihteh
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wi •aiiBd •ill] xxir oumialion fton IXAKI toinucnl.

^v 2,000(1) Haw tonf bavc you taom Ibi dotUt?.

<2) W1»cl.y<n>,«|»dv.i*.ftd|],y?
^-

0^'^ S^ -S^, ,
-r &ff<T"a'

(3) Al«tair«il.iyt , t+VW /^edA-t^- &^*^ /Ao^. A-^ ^l/

(4) Ha»wM yni TU«]Nl docuc'l medtal knowkiltc »lacknlqun? &tgC^tLw^'

(5) ta»«ui]i(>luon,itllii»ilo€>oiipen»«of(<«]dn>nl<iuUcildinncf?__yS2-

(6) D(]ciiMi<liiai>rwi»k\»ll»M]po«nudm8dk«luin_^<^

f?) Doetltd»dacu>rnwwntoprtmu7^^ - )^^

(1) Would y»uinoilimeid «u>*xm't licania b«nuomn.

Pteue indicuc any infcnwtion of»dcnnatoiy nlun:
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State Medical Board of Ohio
30 £.Broad Street, 3rd Ffoor, Columbus, OH 43215-6127

Richard A. Whitehouse, Esq.
Executive Director

(614)466-3934
med.ohio.gov

THIS FORM MUST BE COMPLETOD BY A SUPERVISOR OR THE CHffiF OF STAFF

Huron Medica] Center
MedicalStaffOffice

PLEASE COMPLETE AND FAX TO (614) 644-1464 THEN MAIL ORIGINAL.

September 21,2009

Jerome L. Yaklic, MJ)., who is/was ChiefofStaff, is applying ta rcstore his/her Oliio licensc, which
expired in 2001. We would appreciate your assistance in filling out thc following evaluation, so that wc cafl
process his/her documents for restoration- Dr. Yaklic stated on his/her restoration application that he/she
was affiliatcd with your organization from 06/00 to present.

(1) How long have you known thc doctor?

cility? FA J? A ^OjLV^t' ^ W2>

r? / //^ /f

(2) What is your capacity ^t the facility?,

^LLTWV l^dL/AJ? (!mt?r(3) At what facility?

(4) How would you rate this doctor's medical knowledge & techniques? C^/Cj?,
1

(5) In your opinion, is this doctor a person ofgood moral & ethical character? \/(LA

(6) Docs this doctor work well with peers and medical $taff? \/C A

(7) Does this doctor relate welt to patients? \j ^A

(8) Would you recommend this doctor's licensti be riisiored?

Please indicate any infomiation of a derogatory nature;

stored? \/ tb

TfflS FQRM MUST BE COMPLETED BY A SUPERVISNG PHYSICIAN

Pleas<* rttum this form to the Ohio State Mcdical
Board at the above address, Attn: Peri Vest

^AM/L^I
^Signalure of Person Compl

'o^i'pleting Form

-J^<\b(.(p^gK'^3
FffmA^s^i^ C<^
^<?.a^ /^o

Telephone number (include area code)

,cerdy,

G. u^y
Peri E. Vest
Licensure/CME Renewal A^sistant
State Medical Board ofOhio

ncT~^2onci
~:': •:;•.•;•,.£;:•a;'i':' f:'h'..n,e l.hf !'r.'a:i



State Medical Board of Ohio
30 E. Broad Street, 3rd Floor, Columbus, OH 43215-6127

Richard A. Whitehouse, Esq.
Executive Director

(614)466-3934
med.ohio.gov

October 13, 2009

Jerome Yaklic, M.D.
3295.0uterDr.
BadAxe,MI 48413

Dear Dr. Yaklic:

Please be advised that your Ohio medical license #75267 has been restored as of October
13, 2009. Enclosed please find your wallet identification card bearing the expiration date
ofOct. 1,2011.

Should you have any questions, you may contact me at (614) 466-9255 or e-mail me at
Peri.Vest@med.state.oh.us.

Sincerely,

^^0 .U^t^
Peri E. Vest
License/CME Renewal Assistant

'i
O pfV'-C'C'. (.!?)(•• <'lihi.'tii..e t'<(" 'ji'ai';, an?'' ^RK-^V <^ aic i.'-uliii:- liii(i'",'l! •::!/f-'.-:.^.i\^ n". ?.'.•'«' ;'.'(",'; MO;.') '-iSS&^'
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