529

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

Check O lam applying®or Step 3 of the USMLE in May December
one: | am not (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.

(PERSONAL INFORMATION)

LAST (Surname) FIRST ’ MIDDLE SUFFIX (Jr., 1)
NAME: ——
NUMBER & STREET
ADDRESS:
59%0 Fox TrAce CoorT
CiTY STATE ZIP CODE COUNTRY
Hogea. Hears oOH dsdey] | UsA
AREA CODE & NUMBER AREA CODE & NUMBER
TELEPHONE: BUSINESS: | (437 )as -1 94/ HOME: (93)) a3-3sa9
MO/DAY/YR CITY STATE COUNTRY
BIRTHDATE:| 12/ 12/6s | BIRTHPLACE: (GRasse Pos~TE ) UsH
(MEDICAL OR OSTEOPATHIC EDUCATION)
SCHOOL NAME
MEDICALOR | Lu AYNE sTaTe s -
OSTEOPATHIC UNWERSITY ScHool OF /MEDIc NE
SCHOOL OF STREET ADDRESS
GRADUATION:
CITY STATE COUNTRY
DETZo) T . ) U SA
MO/YR MO/YR
DATESATTENDED: FROM: | 8 /@8 - TO:| big2
DEGREE N DATE MO/DAY/YR
RECEIVED: | Y 1D ) RECEIVED: | b/ Q 192
OVER = =



MD/DO REQUEST FOR APPLICATION FORMS

PAGE 2
OTHER SCHOOL NAME
MEDICAL OR
O
OSTEOPATHIC i NB/
SCHOOLS STREET ADDRESS
ATTENDED
(IF NONE,
ENTER cITY STATE COUNTRY
"NONE"):
MO/YR MO/YR
DATES ATTENDED: FROM: / TO: /
REASON DEGREE NOT RECEIVED AT THIS SCHOOL
SCHOOL NAME
No M2
STREET ADDRESS
CITY STATE COUNTRY
MO/YR MO/YR
DATES ATTENDED: FROM: / TO: /
REASON DEGREE NOT RECEIVED AT THIS SCHOOL
(FIFTH PATHWAY PROGRAM )
FIFTH PATHWAY | HOSPITAL OR INSTITUTION — -
PROGRAM (IF _
NONE, ENTER W ONMS
“"NONE"):
NAME OF MEDICAL SCHOOL
AFFILIATED
WITH: j
CITY STATE
MO/YR MO/YR
DATES ATTENDED: FROM: / TO: /
MO/YR
QUALIFYING EXAM TAKEN: DATE TAKEN: /

-

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")

’7 q 1 Hospital, University or Other: Position & Level of Training
WATVE STATE U iVeRrsTY /) DeTre i1 Department {check one only)
month/year MEDI LA C—Z"’T?:-k
Complete Street Address: @/1 st year
TO E( 2nd year
Street & Number E/
@ g G 3rd year
or above
month/year City State/Country Zip_
Hospital, University or Other: Position & Level of Training
’ Department (check one only)
r\) 7
month/year N o L ‘
Complete Street Address: Q 1styear
TO Q 2ndyear
Street & Number
Q 3rdyear
or above
month/year City State/Country Zip
Hospital, University or Other: Position & Level of Training
e Department (check one only)
month/year N O
Complete Street Address: Q 1styear
TO O 2ndyear
Street & Number
Q 3rdyear
or above
month/year City State/Country Zip
Hospital, University or Other: Position & Level of Training
7
NSO MAS Department (ch?ck one only)
month/year S
Complete Street Address: O 1styear
TO QO 2nd year
Street & Number e
Q 3rdyear
- ofabove. -
month/year City State/Country Zip - :

Noiiw 1

OVER =




MD/DO REQUEST FOR APPLICATION FORMS
PAGE4

(WRITTEN EXAMINATIONS TAKEN)

List each and every written exam (FLEX, National Boards, USMLE, State Board, 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
(MO/YR) (¥ ONEONLY) (v ONE ONLY) (v ONE ONLY)
QAFLEX (PRE-1985) QPartial QFull
mMieiqan’ QFLEX (1985-1994) Component QI QI
(O/C?O ®National Boards Part X1 02 A3 #PASS OFAIL
QUSMLE Step Q1 02 03
QState Board QPartial QFull
awmcce QpPartial QFull
(MO/YR) (v ONEONLY) (v__ONE ONLY) (v _ONE ONLY)
QFLEX (PRE-1985) QPartial QFull
QFLEX (1985-1994) Component QI QI
T eraac /9| | @natonal Boards Part 01 @2 O3 ®PASS OFAL
QUSMLE Step Q1 Q2 Q3
QState Board QPartial  QFull
acwmcce QPartial QFull
(MO/YR) (v~ ONEONLY) (v ONE ONLY) (v ONE ONLY)
QFLEX (PRE-1985) QPartial QFull
OFLEX (1985-1994) Component Q1 QI
Michiaan >/ 3/ 93 ®National Boards Part Q1 Q2 @3 ®PASS QFAIL
QUSMLE Step o1 02 Q3
QO State Board QPartial  QFull
awmcec QOPartial QFull
(MO/YR) (v~ ONEONLY) (v ONE ONLY) (v _ONE ONLY)
QFLEX (PRE-1985) QPartial  QFull
QFLEX (1985-1994) Component QI QI
ONational Boards Part 01 Q2 a3 aPass QOFAIL
QUSMLE Step a1 Q2 03
QO State Board QOPartial QFuil
awmcce QOPartial QFull
(MO/YR) (v~ ONE ONLY) (v ONE ONLY) (v__ONE ONLY)
QFLEX (PRE-1985) _QPartial  QFull
QFLEX (1985-1994) Component 01 QI
QNational Boards Part a1 Q2 4as arass QOFAIL
QUSMLE Step a+ 4z a3
QState Board QPartial  QFull
awmcce QPartial QFull
(MO/YR) (v _ONE ONLY) (v ONE ONLY) (¥ _ONE ONLY)
QFLEX (PRE-1985) Qpartial QFull
QFLEX (1985-1994) Component 01 QI
ONational Boards Part Q1 Q2 4As arPass QFAIL
- QUSMLE Step a1 Q2 Qa3
QO State Board QPartiat  QFull
aLmcc QPartial QFull

CONTINUED =
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(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")

BASIS OF LICENSE

aLMcc Qother:

STATE/PROVINCE | ISSUE DATE | LICENSE # LICENSE CURRENT
(MO/YR) (v ONE ONLY) (v ONE ONLY)
MicHt gans L301059¢2s] ®National Boards QFLEX d@YES aNo
QState Board exam QUSMLE Expiration Date:
OLMCC  QOther: o1/31/8009]
(MO/YR) {v ONE ONLY) (¥ ONE ONLY)
ONational Boards AOFLEX AaYES ONO
(State Board exam OUSMLE Expiration Date:
aLMmcc  Qother:
(MO/YR) (v ONE ONLY) (v ONE ONLY)
ONational Boards QFLEX aYES ONO
QOState Board exam QUSMLE Expiration Date:
aLMmccC  Qother:
(MO/YR) (¥ ONE ONLY) (v ONE ONLY)
ONational Boards QFLEX AYES aNo
QState Board exam OUSMLE Expiration Date:
awmcc  Qother:
(MO/YR) (v ONE ONLY) (v ONE ONLY)
QNational Boards QFLEX aYES anNo
OState Board exam QUSMLE Expiration Date:
awmcc  Qother:
(MO/YR) (¥ ONE ONLY) (v ONE ONLY)
ONational Boards QOFLEX QOYES—- - ONO—
QOState Board exam QUSMLE Expiration Date:
aLMcC  QoOther:
(MO/YR) (v ONE ONLY) (v ONE ONLY)
ONationai Boards QFLEX QYES aNo
-OState Board exam QUSMLE Expiration Date:
aLMcc  Qother:
(MO/YR) (v ONE ONLY) (v ONE ONLY)
QONational Boards QFLEX QYES QNO
QOState Board exam QUSMLE Expiration Date:
aLMcCc  Qother: o
o3 -
(MO/YR) ( ONE ONLY) (¥ ONE ONLY)
QNational Boards QFLEX QYeEs _. ONO
- QState Board exam  QUSMLE Expiration-Date: -

I

OVER =
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PAGE 6
ADDITIONAL ELIGIBILITY INFORMATION FOR
GRADUATES OF NON ACCREDITED LCME/AOA SCHOOLS
ANSWER ALL QUESTIONS ) YES | NO
Do you have a valid ECFMG Certificate? a a
Number: Date Issued: /
MO/YR
Have you held a current and unrestricted license in the U.S. for ;t least five years or more? (Refer a a

fo the TSE section in the Eligibility Packet for more information)

Have you been actively practicing medicine and surgery or osteopathic medicine and surgery a a
(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)

Have you applied for or taken the Test of Spoken English (TSE*) of the Educational Testing Service a d
(ETS)?
Date Taken; / Score:
MO/YR

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

(FEDERATION CREDENTIALS VERIFICATION SERVICE)

YaElﬁ/ NO
Have you completed and forwarded the FEDERATION CREDENTIALS VERIFICATION a
SERVICE (FCVS) application packet to FCVS?

Ifyes, date forwarded: (», APL IR

( CERTIFICATION)

| hereby certify that | am the person referred to in the foregoing Request for Application forms and that
the statements herein are strictly true in every respect.

AN L Aee ag

@a’?uj of Applicant Date

RETURNTO: STATE MEDICAL BOARD OF OHIO
77 SOUTHHIGH STREET, 17THFLOOR
- COLUMBUS, OH 43266-0315

Revised 05/20/97












SEP- 1-98 TUE 5:05 PM

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 aclivities were, such as "vacalion” 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
fenens”, you must list all hospitale where you worked and Include complete dates and addresses. DO NOT SUBSTITUTE ANY
OTHER RESUME FQOR THIS FORM. Be sure to indicate the percentage of working lime spent in clinical gnd ad
-gpacs, pleage altacr)u‘ [s)eparale sheets.

WPAFB, 0B, GYN. CLINIC

FAYL NO,

9372573012

RESUME - MEDICINE OR OSTEOPATHIC MEDICINE

.

Y‘\i tive duties. If
-~

you reqtzr? /o 2 on - '
| Hospital, University or Other: Position & % Clinical
WRIGHT - PATTERSO USAF Department
.7 ql& MEDI AL ce~rTE R '-7 5"
morthwear | 1Y1? mMDs /S604 Deer oF
Complete Street Address: oBj)ayn
A TO
7 HBB) Sugmm MarLe Duug |srare Porsi % Admin
1 |EmEe oAPATIT T
P eV Number & Street SEnices _2- S,
monlnyear | MRiany- PATTERSS~ ACE, N Y5Y33
City State/Country Zip Code
Hospital, University or Other: Position & % Clinical
Butroiy Medicf C"""" ey ‘Department
il 1A S dN-JV;.h/DL,,}, OB /6y~ | Pesihant /OO
' Complete Street Address: Phaysici—~
B TO ’ | ~ ou/ayn)
- 470 >+ Ao~ all % Admin,
é 7 (/ Number & Street
Vehot M| Y320/
City State/Country Zip Code
Hospital, University or Other: Position & % Clinical
;1;] Department
ST T T 7 Complete StreetAddress: T T T - -
o TO
, i % Admin.
I ' I Number & Strest
City State/Country Zip Code
Hospital, University or Other: Position & % Clinical
Department
MONUJy
Complete Street Address: 9 3]
D0 T0 _ Y
%AdriE -}
{ l ' Number & Street .
L ] ) N . - SD;E::
City State/Country Zip Code ‘ § =] =




SEP- 1-98 TUE 5:05 PM  WPAFB, 0B, GYN. CLINIC RAX NO. 9372573012

To: State Medical Board of Ohio
From: Jerome L. Yaklic, MD

RE: Application for state licensure

Attached please find my clinical resums with the addition of the time pexiod from 6/92 to 6/96. T 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, Ohjo 45424-5457

937-236-3598






RESUME - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

Hospital, University or Other: Position & % Clinical
Department
monthlyear
Complete Street Address:
E TO
% Admin.
Number & Street
month/year - .
City State/Country Zio Code
Hospital, University or Other: Position & % Clinical
Department
montnlyear
Complete Street Address:
F TO
: % Admin.
Number & Street
montn/year
City State/Country Zip Code
Hospital, University or Other: Position & % Clinical
Department
montrvyear .
Complete Street Address:
G TO
% Admin.
Number & Street
month/year
City State/Country Zip Code
Hospital, University or Other: Position & % Clinical
Department
month/year
Complete Street Address:
H TO
% Admin.
Number & Street
month/year
City State/Country Zip Code

CONTINUED =



















STATE MEDICAL BOARD OF OHIO

77 Sowuwth High Strest, [Ty Eser o Columdus, Oxio 23283.0315 » (304)3233.5932

[MEDICINE OR OSTEOPATHIC MEDICINE]

[FORM 2 - VERIFICATION OF LICENSEI

| am apolying for a license lo praclice madicine or ostzspathic madicing and surgary in the Statz of Chio.
Tha Stata Madical 8oard of Qhio raquiras that this form be camplatad by each state or Canadian Picvinca
in which | hold or have held licensas, whaihar now currant or acl, Pl2zse comzlata the form and r2iven it

ciractiy to the Stalz Madical 8ozard of Ohio al the abava zddrass,

16AN PMEDICAC Llcewéd’)

@ 6 e e s mm 4 4 s s e mmm e s ——s 4 4 emm e e awe 4 @ e & O w4 0 mum & 8 mmm s 4 mmw 8 S e s e mm e e mm 4 4 mm 4 s mm ¢ 4 mm s s mm s 4 e % 4 mm & s — st =t e 4 e e 4 e e oa

TO BE COMPLETED BY APPLICANT

ama: “fmau (= Secome LomeTTh

" fiest ' midclza Sufix

las(

< Current Addrass: 5? DO Fox Thace CT

Sireet Addrass

License Number,_430)0 596 2, s

HoBar #4TS, oM 45429 oDazoisian_ 12 [12/6S

. City Statz Zp moath/daylyear

Madical/Ostzopathic
School of Graduztion: (M BYNE STATE UMV, SCHoOW OF MEDICAL

MY Hig AN lo fmish

f har2by authorize the licensing agancy of the Statz of
the informaiion beiow {o the Staie Medicai Board of Onio,

@ 8:_;%:6 1998

Dale.

S ATON Tuf M 6a~ Y303G

Petrmend~T ADDESS ( AOLSS or? picy
Yoo Ske~Oer prive

R R IR I o R I IR IR B e it R T A L IR B

ARD OR CANADIAN PROVINCE

44 e o 4 o a4 mm e e e s @ e B s e e e wm @ @ A s e ame s s e o ma\g\e

-TO BE COMPLETED BY STAT

State:

Name of Licensas;
micd!l2 sufix

last fiest

License Number: fssuz Dalz;
' rmonth/dayly=ar




FORM 2 - VERIFICATION OF LICENSE
MEDICINE OR OSTEOPATHIC MEDICINE

PAGE TWO

{s the applicant currzntly the subject of a pending investigation by a licansing or disciplinary
authority in your stai2?

QO Yes O No Q Cannot answer under currant stat2 law

If yes, please attach complete detaiis.

Hava formal disciglinary proceedings been initiated against apolicant's licanse by a disciplinary

zuthority in your sizt2?

Q Yes O No QO Cannot answer undar currant stat2 law

‘I yes, please attach complete details.

as the applicant ever been warned, censured or in any other manaer disciplines oc has

'ool(ccn s license been revoked, suspanded, or in any cthar mannar limitad by a licensing or C A
cisciplinary authonty in your stata? . -
. ¢
Q Yes Q No Q Caznnoal answarundDr currant state faw v ﬁ.
l{ yes, please attach complete details. ﬁ
® fJ"
Signaturz
AFFIX BOARD SEAL Title
NOT VALID WITHOUT SEAL
Date

Z MEDICAL BOARD OF OHIO

PETURNTO: STAT
77 SOUTH HIGH SIR_._I 177H FLCOR
Lot mass & BN lplo- O3B 1 5






ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE

PAGE TWO

10.

1. -

12.

13.

14.

15.

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?

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?

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

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

Have you ever been notified of any investigation concerning you by,
or have you ever been notified of, any charges, allegations, orcomplaints
filed against you with, any board, bureau, department, agency, or other
body, including those in Ohio, with respect to a professional license?

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?

Have you ever been a patient (voluntary or otherwise) in any institu-
tion for the treatment of emotional or mental iliness, 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. -

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.

YES
Q

NO

CONTINUED =






JUL= /=98 TUE 1iZ7 PM WPAKB UB, GYN CLINILC FAX KO, 93725730172 P2

State Medical Board of Ohio

. ____ " |
77 S. High Street, 17th Flosr  »  Columbus, Ohlo 43266-0315 o 614/ 466-3938 =  Wabslte: www.slale.oh.us/med/

Direct Dial 614-728-3055
Fax 614-466-4670 OR 614-728-5946

WPAFB June 30, 1998
Dear Doctor:
Dr.___Jerome Lumetta Yaklic who is/vees Staff Physician OB/GYN 7/96 - present

is applylng 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 malled or faxed to our office within two (2) woeks 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) How long have you known himMher? A “1ea-s

(2) What is/was your supervisory capacity? JJ* P=17a% M—e—& sl CL, chcf(?l [4) '€ T{% AWMM
@) Atwhat hospltal?_IN) A6 HT Pﬁrmo@ USAS  Medicac  CinuTarl

(4) How would you rate his/her medical knowledge and techniques? E x C ?/g[ t/t—j‘

(5) In your opinion is he/she a person of good moral and ethical character? )/M
(6) Does he/she work well with peers and medical staff? %/AO

() Does he/she relate well {o patients? /V,w

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

(9) Would you recommend him/er for licensure?, ,‘//»0 , ) % rWT M / 7/‘4/760/)

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

Please return this form o the Ohio State Medical Board
at the above address, or fax response to above number,

Sincerely,

W //ﬂﬂ%
Annette Jones
Licensure Assistant

/ékﬁéy/%/bd”—\\ A

S’lgnature of Physician

JATHL RN /'/7 Mc CﬁULé“[

Name of Physliclan (please type or print clearly)

Madiere  Dynsctad 0/, 9mJ

Position

737-253-/9%/

Telephone number (Include area code)




JUL= /=98 TUE wiZ7 PM WPAFB, OB, GYN, CLINIC FAX NO. 9372573012 P. 1

WRIGHT-PATTERSON MEDICAL CENTER

74h 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

FAX NUMBER: bld — 4bl - (D

.......................................................................................

FROM SGOG/ K MeCaveen o ot

OEFICE NUMBER: 237 - 2832 19% )i
NUMBER OF PAGES: - =(Including COVEr)  -wrororrosvie
COMMENTS: wveveereereeeeeeeeeseseeeeeseeseeeeeeeeseseeseressessseseeeesees e sssrememsss e

---------------------------------------------------------------------------------------------------------------------

.....................................................................................................................

.....................................................................................................................

......................................
...............................................................................

-----------------------------------------------



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 PRSI I e R R
Tel: (817) 8685000
Fax: (817) 868-5099

Physician Information Profile

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. 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



FEDERATION CREDENTIALS VERIFICATION SERVICE
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Section I:

FCVS / FSMB Reports



FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:
Name: Jerome Lumetta Yaklic
Other Name Used: N/A
Gender: Male
Date of Birth: 12/12/1965
Place of Birth: Grosse Point, MI
SSN: Redacted |
Current Address: 5980 Fox Trace Court
Huber Heights, OH 45424-5457
Permanent Address: Same
Telephone Numbers: Bus.: (937) 257-1941
Fax: N/A
Home: (937) 236-3598
Other: N/A
Physical Description: Height: 6'2"
Weight: 205 lbs
Eye Color: Green
Hair Color: Brown
Physical Marks: Location: N/A
Description: N/A

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

Institution: Albion College

Albion, MI 49224
Dates of Attendance: 08/00/1984 - 06/00/1988
Degree Awarded: Bachelor of Arts

Medical Education:

Medical School: Wayne State University School of Medicine
540 East Canfield Street Room 1272
Detroit, MI 48201

Dates of Attendance: 08/22/1988 - 05/31/1992
Graduation Date: 06/02/1992
Degree Awarded: Doctor of Medicine

Unusual Circumstance: None



Post Graduate Medical Education:

Wayne State University Hutzel Hospital
Department of Obstetrics and Gynecology

Institution:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:
Completion:
Accreditation:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:
Completion:
Accreditation:

Unusual Circumstance:

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 1
NBME Part 11
NBME Part II1

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



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

Board Action Databank Search

State Queried For:
Physician’s Name:

Generational Suffix:

Degree:
Date of Birth:

Medical School:

Year of Graduation:

Social Security Number:

ECFMG Number:

Ohio
Yaklic, Jerome Lumetta

N/A

MD
12/12/1965

Wayne State University
School of Medicine
Detroit, Mi

1992

N/A

Results:

WE RAVE 10 UNFAVORASLE Wrommafion
REGARDING THE ABOVE NAWED PRYSIian

EXbuiiyvy VAL D e




FEDERATION CREDENTIALS VERIFICATION SERVICE

Section ll:

Identity



- L.

<

(- O
AFFIDAVIT AND RELEASE FROM APPLICANT
IELOME | JAKUr-

(type/print your complete name)

(]

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

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION"
and have answered ail questions contained in the application truthfully and completely. | 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.

1 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.
14

| 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. | 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.

/137

Applicant’q Sig rg (must be signed in the presence of a notary)

aREIE

Applicant’s Printed Last Name

JErtomg L.

Applicant’s Printed First Name, Middle Initial, and Suffix (e.g., Jr.}

1T may [a9¢g

Date of Signature (must correspond to date of notarization)

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

State of KEA) ‘LLCJQA , County of Wjd /\l

| certify that on the date set forth below'the mdmdual named above did appear personally before me and that | did ldentlfy
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 /o _day of /74/44/1 19

Notary Public signature: \W W
My commission expires: //OZK/EOO [

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

N



S 'By the s&gnature and.seal affixed hereto, the Federatlo' :
‘Credantiale Verification Sendce:cortifios that s pageway
: sopledgirectiy f ﬁ‘pmiée eﬁgm&mm

The Secretury of State
of the United States of America
bereby requests all whom it may concern to permit the citizen/
national of the United States named berein to pass’
without delay or bindrance and in case of need to
gtve all lawful aid and protection.

Le Secrétaive d’Etat
des Etats-Unis d’Amérique
brie par les présentes toutes autorités compétentes de laisser passer
le citoyen ou ressortissant des Etats-Unis titulaire du présent passeport,
sans délar ni difftculté et, en cas de besoin, de lui accorder
toute aide et protection légitimes.

/ SIGNAFPUR OF?& RER/SXGNATLRE DU TITULAIRE
&

y—— —_————— ey 1 - P ~—

UNITED STATES OF AMERICA

PASSPORT Type/Calé-  Codeot issuing / codg du pays PASSPORT NO./NO. DU PASSEPOAT

PASSEPORT p gorie ,s e usa ST 022293639

Surname / Nom

: ’:fPla of birth /- Lisu de naissance

it‘,. I;_CHIGAN, U.S.A.

8 ? " Dateof expu‘aﬁoﬂ /Y Da )e ﬁ e})(piemon9 7
Automa . R - Amendments/
\.S SP 0 R T AGENCY = © Modifications
B SEE PAGE
L CHICAGO - 24

P<USAYAKLIC<<JEROME<KLUMETTA<L<LLLLLLLLLLLLKKK
0222936392USA6512127M9705102<<<<<<<<LLL<<<

e




FEDERATION CREDENTIALS VERIFICATION SERVICE

Section lll:

Medical Education



| RECEIVED JUL 2 01998

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
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 ancther 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: Recordq & ,\oglr,l:'.von
Street Address Wane oo = TETSIY
School of Medicine

L‘: U‘\ = "‘Ar"‘vﬁ'f'

Street Address N atan! -\: .-t-\ ARINA
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 records indicate that ng,qo /)75/ ,((/Mg’ﬁ/a_ %/j /.@

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

attended our medical schooi for total of
dates (mm/ddlyy):

From To
§ o 88 S 26, X9
Y | Rd , 99 5 , & | 90
7 4, 09 , 70 e ;2 U
7 / 0/ / ?/ 5 / -3/ / ?ﬁ&
/ / /
This individual (check one): Eg % E W
\/ was awarded the degree of /W nr: Db/ 02 | T
@ (r?midd
was NOT awarded a degree (please attac ane anatlon) ﬂ =
b
JUN 2 9 1999
FCVS PACKET ID: 7310 MEE i “’*nq  REgRry ! 2

Rev. 6/02/97 IO o ONO 10E
© HEDIG) Ng



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/‘] 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): £ / /E Qﬁ/

Check Courses Taken: é{s/ics Biology/Zoology

Organic Chemistry Inorganic Chemistry

Certification: By my signature, |, (SHNDIQH J @ rl 5(’/@ ( , certify that the above

(type/print name)
information is an accurate account of the above named mdmdu;%ff icial records maintained in this and is true

and correct to my knowledge. @MAM;OQ/
/ r-fs o / (

Signature:

AFFIXINSTITUTIONAL SEAL

HERE
Title: £ co RDEE-
(If your institution does not have an
official seal, this form must be
notarized). Date of Signature: 7/7/% ]

Telephone: (313 )57 74‘/@ @ E

JUN o
oo . 1 93

The Federation Credentials Verification Service is a division of The Federation of State Me&{@&@ggﬁ%@itﬁé‘@% States, | n‘/
F r“/z;g
FCVS PACKET ID: 7310 MEE Pagl DI
Rev. 6/02/97



o

Wayne State University
School of Medicine
Detroit, Michigan 48201

Academic Record of :
YAKLIC, JEROME LUMETTA
40370 SKENDER DR Date Admitted :

Social Security Number

MT CLEMENS, MI 48044 08/22/88
Place of Birth : Date of Birth : Legal Guardian :
GROSSE PTE FRMS, MI 12/12/65 JOSEPH R. YAKLIC
College(s) Attended : Dates Attended : Degree(s) Earned :
ALBION COLLEGE 1984-1988 BA 06/88
Year I : 1988-1989 Year II : 1989-1990
BIOCHEMISTRY S BIOSTATS/EPIDEMIOLOGY S
GENETICS H HEALTH CARE ISSUES S
GROSS ANATOMY S IMMUNOLOGY/MICROBIOLOGY S
HISTOLOGY/EMBRYOLOGY S PATHOLOGY - S
NEUROSCIENCES S PATHOPHYSIOLOGY S
PHYSIOLOGY S PHARMACOLOGY ' S
PHYSICAL DIAGNOSIS S
PSYCHIATRY S

Comprehensive Evaluation S Comprehensive Evaluation S

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

FAMILY MEDICINE S ANESTHESIA 5
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

WL 14 1908 /M%W i

Official transcripts bear the seal and signature of the Registrar



iy,

Y
2, Lty
& q—

§§

giin 3
y,\§\\

Ad

2

a
kg
Secretary, Board of Governors

:
m
4
:

=
iy, & )

g 2
7 E
&
s
b
g
s
=%

12
\\\\x\\\\: )
T Yy

A
Y

2, Loty —~ .
<+ qu— ¥ = H
% St rv it N
\\\\\\\\\\\\\\ I
\\\\\ 2 o m -z ot m “ =
L) m = o = .m 2 2 w
< L X d
G . O =6 w@ Y 8 = o
B 5 = s 5 A A 3.
2 ol 3 o = = @
= it 2 - o ®n < B
M = = ot pod .mt, 2 ,\m
%,
\\.vw\«\\\\\\\\\\ W w = =3 e 3]
g : : B |
St
iy, g m g ~ = v 8 = 2
: = o
= .= &= F . 53 - & g
—, .
RN A o U Iy + b )
n U Sdmed A o=
i - - 5 Bg - i
7 — 0
\\\\\\\\\\ m O et o o a8 & © \.&
/ S ™ @, & ° - =
~
g & B S e
& = B
w4 = / -
g 02 ,
— 2 5 S
Yty = ~ =
iy, N R
e ( 4 & =
1 * s
Tl - ﬂg
O et
L), g 8
- % 3 =
i ™ 3
=




FEDERATION CREDENTIALS VERIFICATION SERVICE

Section IV:

Postgraduate Medical Educatibn



o 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: %707 d;/ 4/7—‘0/,\/5

Street Address
OB/ Eun) Pes/peancy 2FFice

t’ree Address ~— S/
X017 Al R0/
Clty State Zip Code(Postal Code)

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

A
Name and complete address .
of affiliated university/college: A A E QS 7HA7C W INELS / ﬂ/
Institution /
08/ 61 /@fs/ Oc‘i.dC/l/ OFEE/CE

StreetAd ess
70 7 7 %J/‘a t ME

Street Address
. E7R0 1T k M jéﬁ?(? /

City State Zip Code(Postal Code)
7 )
ords indicate that dgga AME ) Akl 1c /é/ /)‘

(type/print individua;é name: Last, First, Middte-Suffix)

Enrollment and Participation:

participated in the following:

Program Type PGY Department Dates Attended Completed Accredited By
(Internship,Residency, (1,2,3,4) (Pathology, internal (month/day/year) (Yes/No) (ACGME, RSC, AOCA

Fellowship) Medicine, etc.) or Not Accredited)
From To

/NmeP / ﬂB/ﬁyA/ 7! /7Lé & /@ )./é.s ACEMS

jP&S/MW‘Z é?’jz o5/sn B/ '731¢ '2'g, /85 Aceme
_ / /. i |

FCVS PACKET ID: 7310 MEE Page 1 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 Response
Did this individual ever take a leave of absence or break from their medical education? Yes (\\NQ
Was this individual ever placed on probation? Yes N
Was this individual ever disciplined or under investigation? Yes No
Were any negative reports regarding this individual ever filed by instructors? Yes No
Were any limitations or special requirements imposed on the individual because of Yes No
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.
~ ™
Certification: By my signature below, |, QM/G’(&K kNZ/ZQ , certify that the

(type/print name)

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.

Signature(;%/(__,@/@\ é\ o

- AFFIX INSTITUTIONAL 7@
'SEAL HERE Title: 74 SS0¢iATE NES 1D 8/uc/</ KOGEHY 7 (Recap
(If your institution does not have - 7/ ’ / oV
an official seal, this form must be Date of Signature: : L7 /
notarized.)

Telephone: (3/3 ) 74[51 7292

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

Section V:

Examination History/
Score Transcripts









T THIS PORTION WITH FEE

JMNERAT I

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

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

""“ l“l ||I| DETACH HERE AND REM/
STATE MEDICAL BOARD OF OHIO

CERTIFICATION

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

THAT | 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

ON THIS APPLICATION FOR REREWAL

AL BOARD, AND THAT THE INFORMATION PROVIDED
TRUE AND CORRECT IN EVERY RESPECT.

/15 /79

086 OBSTETRICS & GYNECOLOGY

@ SPECIALTY CODE(S) CORRECT AS LISTED

IF CORRECTIONS ARE NECESSARY, PLEASE |
ENTER ALL SPECIALTY CODES. CODE1 CODE2 CODE3

REPORT ANY CHANGE OF ADDRESS

( [ / (jilerfATUQE OF APPLICANT ) (DATE)
IDENTIFICATIO OUNT DUE DATE DUE
35-07- gg%g%ﬁ:{if)%gos.oo .07/01/99
JEROME L AKLIC,M.D.

5980 FOX TRACE COURT
HUBER HEIGHTS OH 45424

LSERERERE IR

N T O O S
STREET

l%lllllll
ET

lcnl-ylllll"ILLLLLJ‘g-rkTé'erfgsgL—L—)
(EBW%J_J_L_LJ__L_L_I_l_L_L_L_J

N O N N U N T I O Yy |

IS S T U AN T A O N S IS B W |

0935075287 0000030500




PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FROM THE ADDRESS SHOWN (N FRONT: THIS
ADDRESS MUST BE ENTERED AF'EACH RENEWAL.

i1 rw--!u

Street

Il.llllJLLlJiLJ_li“*III[IJLII

~

Street

N T R O T O O O = W I

City

A A L Y I O O HA A B O B

S I
“_.State  Zip Code

Couniy

AT ANY TIME SINCE SIGNING YQUR LAST APPLICATION
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU :

i

YES -NO

i

YES. NO

]

i

YES NO

LA

i

YES NO

LI

.

1.) Been found guilt;g:pf,- or pled guilty or
no contest to, or regeived treatment in lieu
of conviction of, a fe/bny or misdemeanor?

2.) Been found gu:lty_of or pled guilty or no
contest to a federal or 'state law regulating
the possession, d/str/but:on or use of any
dru99 '-.'"

3.) Been addicted to'or dependent upon
alcohol or any chemical substance; or
been treated for, or fisen diagnosed as
suffering from, drug;or:alcohol dependency
or abuse? You may a'r"i'swer 'no" to this
question if you have‘siiccessfully completed
treatment at a progrért approved by this
board and have subgequently adhered to
all statutory requirerffehts as contained in
sections 4731.224 aid’4731.25 O.R.C., and
related prows;ort__s,‘"of?nu are currently
enrolled in a board, dfiproved program. Any
questions concern‘ing "approval can be
directed to the bqariiofflces

4.) Had malprachce insurance cancelled
or limited for other, than failure to pay
premiums? ;__
5 JExcept for actfnns taken by this board,
been notified of &y 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?

[ NSO SR TS T VY SN [ Y RN N N |

SOCIAL SECURITY NUMBER
( Optional for purposes of identification )




11/27/2019

Date Posted: 8/29/2011 2:04:12 PM

Renewal ID 1592512

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

CREDENTIAL MAIL ADDRESS

MAIN

License Information
License Number
License Name

Fees
Relicensure Fee

Medical Board Correspondence Email

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

1032 Whispering Pine Lane
Centerville, OH 45458

Montgomery County
United States of America
(937) 350-5083
jlyaklic@mvh.org

1032 Whispering Pine Lane
Centerville, OH 45458

Montgomery County
United States of America
(937) 350-5083
jyaklic@usa.net

35.075267
Jerome Yaklic

$305.00

Total Fees $305.00

1. Did you provide a Credential email address? Please note this information is

a public record.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1592512

1/5



11/27/2019 Renewal ID 1592512

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?

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?

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

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



11/27/2019 Renewal ID 1592512

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

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

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1592512 3/5



11/27/2019 Renewal ID 1592512

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)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

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

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}

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1592512 4/5



11/27/2019 Renewal ID 1592512

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.

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



11/27/2019

Date Posted: 4/16/2013 2:20:16 PM

Renewal ID 2026503

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

CREDENTIAL MAIL ADDRESS

MAIN

License Information
License Number
License Name

Fees
Relicensure Fee

Medical Board Correspondence Email

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

1032 Whispering Pine Lane
Centerville, OH 45458

Montgomery County
United States of America
(937) 350-5083
jerome.yaklic@wright.edu

1032 Whispering Pine Lane
Centerville, OH 45458

Montgomery County
United States of America
(937) 350-5083
jerome.yaklic@wright.edu

35.075267
Jerome Yaklic

$305.00

Total Fees $305.00

1. Did you provide a Credential email address? Please note this information is

a public record.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2026503

1/5



11/27/2019 Renewal ID 2026503

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?

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?

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?
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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)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2026503 5/5



11/27/2019 Renewal ID 3010402

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.

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?
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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?

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?

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?

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?

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?

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?

Social Security Number

1.

Nurse Collaboration Info

1.

2.

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

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}
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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?

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

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?

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.

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?

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?

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?

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?

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?

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?

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?

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?

2. List the name/names and type of licensure for each nurse with whom you are

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3419798

2/5



11/27/2019 Renewal ID 3419798

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3419798 3/5



11/27/2019 Renewal ID 3419798

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 1 Wyoming 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)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

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

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?

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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Submission Date and Time: 8/28/2019 3:56 PM

License Renewal Application

License Type - Doctor of Medicine (MD)

Per sonal I nformation

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 datais 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 isyour 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




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 professionsis used to enhance the
state’' s capacity for healthcare workforce forecasting, policy development, and research. This datais used to
analyze the supply and demand of the healthcare workforce serving Ohio.

What is your primary employment status

Actively working in aposition(s) that requires this license

Which of the following best describes your five-year employment plan?
Maintain practice hours asis

License Mailing Address

Select alicense mailing address by clicking the appropriate checkbox to the right (thisis the address used for
all postal communications from the Board for thislicense). 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 apublic license mailing address by clicking the appropriate checkbox to the right (thisis 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

| declined to answer these questions

Secondary Email Recipient

Y ou 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 (ABMYS)
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 L ocation(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

Magjor 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 Privilegesfor 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 Gynecol ogy
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 (ABMYS)
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

Magjor 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 - O

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 Y es/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 atimely 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 acohol or any chemical substance; or been treated for, or been diagnosed as suffering from,
drug or acohol dependency or abuse? Y ou 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. Y ou must answer Y ES if you have ever
relapsed.

Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
mal practice 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 - Areyou 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, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substancesin 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 - BY 4640947

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
charactersin 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

| 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, | hereby
swear or affirm that the information | have provided in the application is complete and correct, and that |
have complied with all criteriafor 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 Y aklic

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'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou 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.












Medical Toxicology (Pediatrics)

Medical Toxicology (Prevent. Med.)
Musculoskeletat Oncology
Neonatal-Perinatal Medicine

Nephrology

Neurology

Neurology/Diag. Radiology/Neuroradiology
Neurological Surgery

Neuropathology

Neuroradiology

_ Nuclear Medicine

Nuclear Radiology

Nutrition

Obstetrics

Obstetrics & Gynecology
Occupational Medicine
Ophthalmology

Orthopedic Surgery

Orthopedic Surgery of the Spine
Orthopedic Trauma

Foot & Ankle, Orthopedics
Osteopathic Manipulative Medicine
Otolaryngology
Otology/Neurotology

Pain Management (Anesthesiology)
Pain Medicine

Palliative Medicine

Pediatric Allergy

Pediatric Cardiology .
Pediatric Critical Care Medicine
Pediatric Emergency Medicine (Emer. Med)
Pediatric Emergency Medicine (Pediatrics)
Pediatric Endocrinology

Pediatric Gastroenterology
Pediatric Hematology/Oncology
Pediatric Infectious Disease
Pediatric Nephrology

Pediatric Ophthaimology

Pediatric Orthopedics

DESCRIPTION

Pediatric Otolaryngology

Pediatric Pathology

Pediatric Pulmonology

Pediatric Radioclogy

Pediatric Rheumatology

Pediatric Surgery (Neurology)
Pediatric Surgery (Surgery)
Pediatric Urology

Pediatrics

Physical Medicine & Rehabilitation
Plastic Surgery

Proctology

Psychiatry

Psychoanalysis

Public Health & General Preventive Med.
Pulmonary Critical Care Medicine
Pulmonary Disease

Radiation Oncology

Radiological Physics

Radiology

Radioisotopic Pathology
Reproductive Endocrinology
Rheumatology

Selective Pathology

Sleep Medicine

Spinal Cord Injury .
Sports Medicine (Emergency Medicine)
Sports Medicine (Family Practice)
Sports Medicine (Internal Medicine)
Sports Medicine (Orthopedic Surgery)
Sports Medicine (Pediatrics)

Hand Surgery (Plastic Surgery)
Surgery of the Hand (Surgery)
Surgical Critical Care (Surgery)
Surgical Oncology

Thoracic Surgery

Trauma Surgery

Transplant Surgery

Undersea Medicine

Urology

Vascular & Interventional Radiology
Vascular Surgery

Other (i.e., specialty other than those listed)
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 have held privileges and include complete dates and addresses. For any time in which you worked for an ‘emergency
medical group” or did focum 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 percenta

administrative duties. If you require more space, attach separate sheets.

ge of working time spent in clinical and

Hospital, University or Other: Position & % Clinical
: - Department ‘
(p |20 |
Huton meDicac ce~rTER o 90
month/year | Complete Street Address: poTive me “’ﬁ '
A TO _ SlZa
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month/year City State/Country Zip Code
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HOS.’IT’ﬁ’L .C—o—.s)‘-"‘:‘j ,Oo .
month/year Complete Street Address: « ,
B TO _ mecdie)
3559 PInE sTeET sff % Admin.
» Number & Street
(%e’;ie ~1 ©8)4 ¢~ -
: Reccenviccg ™ H§54927)
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C TO - . .
170 N, cemseoiLes - | ™ “”{‘;‘Z’ % Admin.
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Placo™~  rm | 481ss ©2)g or
month/year City State/Country Zip Code
Hospital, University or Other: Position & % Clinical .
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month/year | Complete Street Address: Corted
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month/year City State/Country Zip Code M DiCsa, o dm I

AUG 35 Jong

OVER =



























CERTIFICATION OF CONTINUING MEDICAL EDUCATION FOR THE PERIOD OF
JULY 2, 2007 - JULY 1, 2009 (T-Z)

100 CREDITS AT LEAST 40 CREDITS MUST
REQUIREMENT: | BE EARNED IN CATEGORY 1.

I certify the following to be true and correct. This form must be completed, signed and returned.

&5 /26 [205 75267

SIGNKN@ DATE (MO/DAY/YR) OHIO CERTIFICATE NUMBER
YA T€ro~E LO~ETTA
NAME LAST FIRST MIDDLE SUFFIX (Jr., I)
22X S oUTEL DLUE___(AD A¥E ) 4 &4 3
ADDRESS NUMBER & STREET CITY STATE ZIP CODE
CATEGORY 1
(YOU MUST ATTACH DOCUMENTATION
NAME OF SPONSOR LOCATION (CITY & STATE) DESCRIPTION DATE(S)| CREDITS
EXAMPLE:
Christ Hospital Cincinnati, Ohio Surgery Residency 08/01/07 50
thru
08/01/08
Aretica— CcollERAG AIPSH (~aTON (D Areol, CcowmaTE 8/3/0’)— | 8'_3
OF 06 /4 v~ proarar Y)3/cA

MEDICAL P~

AIC

Revised 07/24/2009 PLEASE LIST CATEGORY 2 ON REVERSE SIDE -












Page 1 of 1

The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
September 23, 2009

Attn: Richard A. Whitehouse, Esq,
State Medical Board of Ohio

30 E. Broad St., 3rd FL
Columbus, OH 43215

Re: Board Action Query Dated: September 23, 2009
Your Reference Number:
FSMB Batch Number: BQ1673011

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 NO board actions were identified.

Practitioners Cleared with No Actions as of September 23, 2009

Item  Name DOB School Yr/Grad Request ID

1 yaklic, jerome 12/12/1965 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://s1.fsmb.org/baweb/reports/hcrA964.htm 09/23/2009






LT3y

STATE OF MICHIGAN

JENNIFER M. GRANHOLM JANET OLSZEWSKI
DEPARTMENT OF COMMUNITY HEALTH .
Governor Director

LANSING

VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF 09/21/2009

NAME: Jerome Lumetta Yaklic BIRTHDATE: 12/12/1965

ADDRESS: Lake Huron OB/GYN PLLC
1005 South Van Dyke
Bad Axe MI 484130000

TYPE: Medical Doctor ORIGINAL DATE: 08/03/1994
LICENSE NUMBER: 4301059625 STATUS: Active EXPIRATION DATE: 01/31/2010
OBTAINED BY: Examination

DISCIPLINARY ACTION NONE

OPEN FORMAL COMPLAINTS NONE

This license information was last updated on: 09/21/2009

BUREAU OF HEALTH PROFESSIONS
611 W. OTTAWA e P.O. BOX 30670 ¢ LANSING, MICHIGAN 48909-8170
www.michiaan.aov e (517) 335-0918



Sep 24 2008 3:02PH HP LASERJET FAX P

FEB-14-1996 ©0:58 P.22/83

State Medical Board of Ohio

30 E. Broad Street, 3rd Etoor.~Columbus. OH 43215-6127

Richard A. Whitehouse, Esq. ' . (6:‘ 2;3:;39;3
Executive Director L ' ’ °

THIS FORM MUST BE COMPLETED BY A SUPERVISOR OR THE CHIEF OF STAFF
Huron Medical Center
Medical Staff Office
PLEASE COMPLETE AND FAX TO (614) 644-1464 THEN MAIL ORIGINAL.
September 21, 2009
Jerome L. Yaklic, M.D., who i¢/was Chief of Staff, is applying o restare his/her Ohio license, which
expired {n 2001, We would appreciate your assistance in filling out the following evaluation, so that we can

process his/her docurnents for restoration. Dr. Yaklic smted on his/her restoration application that he/she
was affiliated with your organization from 06/00 to present.

(1) How long have you known the doctor? [ L{j LA

{2) What is your capacity 4t the facility?

(3) Atwhst facility? X M

" N— I
(4) How would you rate this doctor's medical knowledge & techniques?

(5) In your opinion, is this doctor & person of good moral & ethical character? OA

(6) Does this doctor work well with peers and medical staff? _\J ¢ A

(7) Does this doctor relate well to patients? \ LA .

(8) Would you recommend this doctor’s licensa b restored? \vg M

Please indicate any information of a derogatory nature:

Pluase retumn this form to the Ohio State Medical
Board at the above address, Atm: Peri Vest

p,i,- acerely, .
BT Dt QU\% \@&:,IL, . ()ujf)

; ‘ Peri E. Vest
gg q - Q(ﬂ q - / 57 0 Licensure/CME Reniewal Asslstant
Telephone number (include area code) State Medical Board of Ohio

Te aenacr gnd eniunee Uhe hoalth and sl gp D T PAresgn e e St LG semgral i o0 50T
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FEB-14-1996c @B:51 P.B83/83

LICENSE RESTORATION - MEDICINE OR OSTEOPATHIC MEDICINE
' AFFIDAVIT AND RELEASE OF APRLICANT .

' 'f'he'aﬂlaﬁvlt. and rolease balow MUST_ be ddmhigléd by ALL applicants, The form must be notanized. Failure of any
applicant to submit the affidavit completed and notarized with the epplication wil resull in your apphcgtlpn baing copsldared ,

incomplets. - .
ss = STATE OF: miQqu“l
, COUNTYOF:  ___MAre) _ |
|, SERDOME L SR i 1 G _ Hereby certlly under oath that | am the person named in . this

appbcation for restaration to practice medcine or cnstéopathlc madicina in the State of Ohio: that al! s_ia_iamenta‘l havg or
shall make with respect thereto are true; that | am the original and lawhil posspasar and person named In the various forms
and ‘credentials fumished or to be fumished te this Board with raspact to my application; and that ali documents, forms, or
coplas thareof furnished or to be fumishei with respiect to my application are strietly tus in Bvery respect.

" | acknowlédge that | have read the general information and nstructions, and have answered all quastions Ii\"co'fffﬁliénhé”
~ with thase Instructions and understand that the tee | pubmitted Is neither cefunciable nor transterable; .. - 0

['furthér state that by filing this application for restoration to practice medlaine or csteopathic medicine in thé State of Ofiio, |,
héreby authorize and cansent ta have an Investigation made a3 to my moral characler, protessional reputation and fitnass
for a licanse 1o practice medicine or osteopathic medicine, | agree 1o give any further informiation which may be required in
" referenca to my past racord. | understand that ) wilf not recelva a copy of any reports of know their contents and | further
* gnderstand that the cantents of any Inveatigsliva report will be privicged. sl

* ) furthér uniderstand that my application for reatoration to practice rmedicine or osteopathic madicina in the State of Ohio is
&n ongoing process. | will Immediately notify the Stale Medical Board of Ohio in writing of ‘any changes 10 the answers o
any cf the questions contained in the ADDITIONAL INFORMATION saction of the application if such a change ocggurs at
any timé prior to restaratian to praciice medicine ¢ astaspathic medicine being granted o me by the Stata Madica! Board of

. Ofig. | futher understand that failure to complete this application as requested by the Board withifi-siX montha can be

" considared abandonment of any requaest for a license o practica medicine or osteopaihie medicine and that any fes |
submitted is neither refundable nor fransierable. ' ‘ :

I autharize and request every pereon, hespital, clinic, govommental agancy (local, state, federal or foralgn), coun,
azsociation, institution; or law enforcement agency having tamtrl of any documerts; repords: and other information ]
pertaining o mie to fumish to the State Medical Board of Ohlo any such information, inciuding documents, recrds fegarding |
charges or complaints filed against me, forrnal or'Informal, panding or closed, or any other patinent data end to pemit the -
State Medical Board of Ohie or any of lis agents or représentatives 1o inapect and maie coples of such documents, racords,
and other Information In eannsction with s applicatian, subsequant licensure or practice thereundsr, ‘

| heraby relsams, digchargs, and exonerate the State Medical Beard of Ohio, its agents or representatives and gny person
furnishing information of any and &} liablity of every nature and kind arising out of investgation made by the State Madical
. Board of Ohio. | authorize the State Modical Board of Ohio to release information, material, documents, orders or ihe iike
relating to me or to this application to any other govemmental agency (local, siate, federal or toreign); or to any hospital,
nursing home, clinic, hoalth maintenance organization or similar Institution; or to any professional assgociation. :

| further understand that issuance of restoration to practice moedicing or osteopathic medicine jn Ohio will be considersd
based an the truth of the statemerts and documents contained hersin or to be turnished, whicH if false, can subject me ta

- denial of said certificate.
Slgnaturaw
Subscribed and swam to before me this 2 L__I cay of _QA_-(%& 203 9_. ‘

(NOTARY SEAL) Signature of Notary Public
e -
Sl L . Commission Expires
.. :MEDICAL BOA GHARLENE M. MARKS
oot ST Notary Public, State of Michigan
st o UG 31200 County of Huron
- My Comrnission Expires Oct, 1 2013

TOTAL P.@3
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State Medical Board of Ohio

10 €. Broad Street, 3rd Floor, Calumbus, OH 43213-6127
/ L ' -1914
Richard A, Whitehouse, Esq. . (614) 466_ k1

Exacutive Director _ med.ohio.gov

THIS FORM MUST BE COMPLETED BY A SUPERVISOR OR THE CHIEF OF STAFF

Horon Mcdical Center .
Medica) Seaff Office

i
|
i
PLEASE COMPLETE AND FAX TO (614) 644-1464 TREN MAIL ORIGINAL.

Seplember 21, 2009

Jeroae L. Yaklic, MDD, who is’was Chief of Siaff, is applying to restore his/her Ohio license, which
expired in 2001. We would appreciate your assistance i filling out the following evaluation, so that we can
his/her documents for restoration. Dr: Yaklie stated on hisher restoration application that he/she

process
was affilisted with your organization from 06/00 to prescat. :

(1) How long have you known the doctor? Swneg., 2°°°

(2) What is your capacity at the facility? f@'_ WEE §E gg@ T &ﬁeaj»vv@
) Atwhatfacitiyr __ lhunen Meoluwd  Cemder ; Booh buc M/
(4) How would you rate this doctor’s medical knowledge & techniques? é}a &d{ﬁ_ﬂﬂ

(5) In your opinion, is this doctor a person of good moral & cthical character? Yé’o

(6) Doea this doctor work woll with pesrs and medical siaff? MHeo
(7) Does this doctor retale well to parients? yf/J
(8) Would you recommend this docior’s licisnss be restored? Yen

Please indicate any information of a devogatory nature:

THIS FORM MUST BE COMPLETED BY A SUPERVISING PHYSICIAN

. M
St 987 Please return his form to the Ohlo Stae Medical
Signature of Persun Completing Form Board at the above address, Aun: Peri Vest
Name of Person Completing Form
(please print or type)

xS tho 336 MO Iy,

Traamae.duik fosk Oneef ) &y TR AL CJ . Uut)

Peri E. Vest
4894~ 269-9LLS Licensure/CME Renewal Assistant
Telephone sumber (include area code) State Medical Baard of Ohio
~ o prgrert gird snhoice the Mealdin and safelv oF e ool D b et es el donil eraaiation W
TOTAL. P.@3
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State Medlcal Board of Ohio

30 €, Broad Street, 3rd Floor Columbus, OH 43215-6127

Richard A. Whitehouse, Esq. : . (6'1" ?d 42&-::3:

Executive Director

THIS FORM MUST BE COMPLETED BY A SUPERVISOR OR THE CHIEF OF STAFF

Horon Medical Center
Medical Staff Office

PLEASE COMPLETE AND FAX TO (614) 644-1464 THEN MAIL ORIGINAL.
September 21, 2009

Jerome L. Yaklic, M.D., who is/was Chief of Staff, is applying (o restore his/her Ohio license, which
cxpired in 2001. We would appreciate your assistance in filling out the following evaluation, so that we can
process his/her documents for restoration. Dr. Yaklic stated on his/her restoration application that he/she
was affiliated with your organization from 06/00 to present.

(1) How long have you known the doctor? S wagpz 2P0

(2) What is your capacity at the facility? PM’i’ C/W\(//L ﬂ 546%\ T Csll Uj”'“&
(3) At what facility? oo Meolieok CW Bk Axe "y

(4) How would you rate this doctor’s medical knowledge & techniques? E,)o a&awf

(5) In your opinion, is this doctor a person of good moral & ethical character? Yeﬂ

(6) Does this doctor work well with peers and medical staff? Yeo
(7) Does this doctor relate well to patients? yf‘ﬁ
(8) Would you recommend this doctor’s license be restored? \/ e

Please indicate any information of a derogatory nature:

THIS FORM MUST BE COMPLETED BY A SUPERVISING PHYSICIAN

M‘J »Z*M M 9l 1 Please return this form to the Ohio State Medical

" Signature of Person Completing Form Board at the above address, Arn: Peri Vest
Name of Persan Complcting Form
(please print or type)

p&f’sf ho (3L MP \ﬁcerely.

osition

boamadok ok Oneef O 540, T2 A ) (,)ut')

Peri E. Vest

48~ 269-9%65 Licensure/CME Renewal Assistant

Telephone number (include area code) State Medical Board of Ohio
Vooasgiect gnd snhance B lwalin and zadedv oF e ool o e e e v Dal v et SamL

TDTQL P.83
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LICENSE RESM“DN + MEDICINE OR OSTEOPATHIC Hmc!NE
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Fax Call Report

Job Date Time Type Identification Duration Pages Result
685  9/30/2009  12:11:03PM Send 716146441464 0:53 1 0K

FEB-21-199 21:19 P.B3/83

State Medical Board of Ohio
10 €. Broad Street, wg Floar, Cﬁll{ﬂMl, OH 4)213-6127
Rt o ; s

‘THIS FORM MUST BE COMPLETED BY A SUFERVISOR OR THE CHIEF OF STAFF
Horon Medical Cester .
Medica) Stalt Office i
!
|
PLEASE COMFLETE AND FAX TO (§14) 644-1464 THEN MAIL ORIGINAL.
Seplouber 21, 2009

Jeroam L. Yakdic, MD)., who ishwas Chief of StafF, is applying to rextoce hisher Ohlo license, which
expired in 200). We would sppreciste your msisince in filling out ibe following evaluation, 10 tal we can
peocces histher documents for restorstion. Dr; Yaklic staied on hisher restontioa application thet he/sho
was offiliated with your onganizstion from 06/00 to prescat,

(1) How long have you kmown tha docior? Svivwg. 2°°°

{2) Whak Is your capachsy st the faciliy? &g C/M# 5_& g% T &flujw‘—
"y

@ Arwharacitiyr s Medioh  Comder @k Axe

(4) How would you rase this doctoe’s medical knowledge &  Brncllt
(5) In your opinion, is this doctor & parson of good mart) & eihical characte? __Z%_
(6) Doos trls doctor work woll with poers and medical w7 Meo
(7 Doss s dctor eiats weld o parients? Yeo
(8) Would you recommend this doctor's licunss b resored? Veo

Please indicasc any infe on of aphue:

PFORM MUST BE COMPLETED BY A SUPERVISING PHYSICIAN

LA 9hdl) Please resun thls form 0 the Obio Stazo Medical
Signature of Persurn Complating Form Baoard st the sbove address. Ann; Peri Vest
Name of Person Completing Form
pxs m""‘“&"&'&?" Mo
D ¢ iaporely,
Podton . \p’"
Invosaadisk fosk Oncefy ) {0\, TTZANAL O . U.ud'.")
is Peri B. Vest
489—269-9%6S LicansuraCME Renewal Assistant
Telephone sumber (include area code) Saste Medical Board of Ohlo

71 orotect apd rnhcice bie healti and sadely oF e zlie 3wyl et vy e Al Rl o S
TOTAL P.03







State Medical Board of Ohio

30 E. Broad Street, 3rd Floor, Columbus, OH 43215-6127

Richard A. Whitehouse, Esq. : (614) 466'-3934
Executive Director : med.ohio.gov

October 13, 2009

Jerome Yaklic, M.D.
329 S. Outer Dr.
Bad Axe, 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
of Oct. 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,

WOJ/»L,E:) (oo

Peri E. Vest
License/CME Renewal Assistant
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