. DEC 0 1 1994
- ARIZONA BOARD OF MEDICAL EXAMINERS g

1651 E. Morten Avenue, Suite 210
’ - Phoenix, Arizona 85020
. A.C. (602) 255-3751

APPLICATION FOR A LICENSE
TO PRACTICE MEDICINE

= THROUGH
: ENDORSEMENT
f
FOR BOARD USE
DO NOT USE THIS SPACE
S
-
|
!
“
ALL FORMS PROVIDED MUST BE COMPLETED BY THE APPROPRIATE AGENCY AND RETURNED DIRECTLY TO THIS BOARD
INFORMATION
~n All candidates shall provide satisfactory evidence that:
1. He possesses a good moral and professional reputation.
2. He is physically and mentally able to engage safely in the practice of medicine.
3. He has not been found guilty of any act of unprofessional conduct; medical incompetency; or mentally or physically unable to engage
° safely in the practice of medicine.
-

4. He has not had disciplinary action taken against him by any other state, territory, district or country for reasons relating to his ability
N to engage safely and skillfully in the practice of medicine.

NOTE: Applications are processed on a first-come first-served basis; the processing of a routine application can take 10 to 12 weeks.
Applications not fully complete within one year from date of receipt are considered withdrawn.

“ APPLICATION INSTRUCTIONS
- (Read Carefully)

. ‘/ In addition to the appropriate completion of the applicable sections of this application; the applicant will submit the following:

1. Evidence of name and date of birth: (a) a photocopy of birth certificate; or (b) an original Certificate of Naturalization; or (c) other
documentary evidence for consideration. (Visa, green card, Passport, etc.)

2. Certified evidence of any legal name changes other than that shown on certificates filed in accordance with paragraph I above, (e.g.,
marriage certificate). Proof of foreign birth of American parents.

3. Photocopy of M.D. Degree Diploma; OR M.B,, B.S. Degree Diploma for foreign graduates.

4. Photocopy of the DD 214 Form of release from the U.S. military or public health service. OR, if currently serving, have attached
herewith a letter from any Commanding Officer setting forth the dates of active duty, assignments, and anticipated date of release

r from active duty.
J 5. Photocopies of any certificates awarded by any of the American medical specialty boards.
< 6. Photocopies of all certificates awarded upon completion of any internship, residency, fellowship or other post-graduate medical

education undertaken in United States or Canadian hospitals; OR letters of certification of partial; past; or current training.

7. The names and addresses of all your hospital affiliations for the five years prior to filing this application and the Chief of Staff or
Chief of Service for each.

8. A statement of your exact whereabouts and nature of practice or other activities from the date of graduation from medical school to
the present, with specific MONTH AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED.




~ ] -~

+/9. Cashier’s Check or Money Order in U.S. Funds (personal checks not accepted), covering the statutory fee of 3430000 lT?}e‘ré are no
refunds. . T

10. Applicants, whose written examination; FLEX examination; National Board of Medical Examiners (NBME) or Liceising Medical J
Council of Canada (LM CC) certificates, upon which endorsement is sought was received more than ten years preceding the filing of
this application, are required to submit to the Special Purpose Examination (SPEX). -

11. Credentials submitted in foreign languages shall have affixed thereto a certified translation into English.

12. Separated or Mutilated Applications are not acceptable and will require refiling.

13. Requests for exemptions or waivers of any portion of this application will be denied and will delay your consideration for licensure. -
14. NOTE: All credentials submitted must remain the property of the Arizona Board of Medical Examiners and NONE will be returned .

except original Certificates of Naturalization or the applicant’s triplicate copy of Declaration of Intention.
15. Photocopies shall not exceed 8'% inches by 11 inches in size. -

UNITED STATES OR CANADIAN MEDICAL SCHOOL GRADUATES

Graduates of medical schools located in the United States or Canada which were approved by the Council on Medical Education of the
American Medical Association, the Canadian Medical Council, or the Association of American Medical Colleges, will forward forms -

numbered I, II, and III to the appropriate agency with the request that they be completed and returned directly to the Arizona Board of
Medical Examiners.

ALL OTHER MEDICAL SCHOOL GRADUATES

Graduates of medical schools located outside the United States or Canada will forward Forms numbered I, 11, I1I, I1I-A, and 1V as may

be applicable, to the appropriate agency with the request that they be completed and returned to the Arizona Board of Medical
Examiners,

Note: Applications will not be processed nor considered until ALL required forms are completed and returned directly to the Arizona
address provided.

APPLICATION
(To be completed, signed by applicant and notarized. All questions MUST be answered completely.)
\
1. Present Legal Name: fwnts Ronse > ALER/NDER,

PRINT OR TYPE (Last) (First) (Middle)
(a) Other names us i

2. Address: Residence
Office

(City) (Statc)
Month, Day and Year of Birth

4. Inwhatstates or provinces have you applied for or been granted license or registration? If more thantwo, attach separate isting.
license not issued, so state.

3. City and State of Birth

(@)

(Specifly State Board) {(Date of Application) (Result) (Certificate No.)

{Date Issued) (Specify if by Written Examination or on Credentials)

(b)

(Specify State Board) (Date of Application) (Result) (Certificate No.) 4

(Date Issued) (Specify if by Written Examinagon or on Credentials)

5. Have you ever had an application for a license to practice medicine denied or \J‘ .
. . . . 9 YN
rejected by another state/province licensing Board?

(Answer)
6. Have any actions, restrictions, limitations, or probations ever been imposed on
you while participating in any type of training program? N
‘N O

(A
7. Have you ever been charged with a violation of any statute, rule or regulation of Neo
any domestic or foreign governmental agency? T

8. Has there been any action initiated against you by or through any medical board N o <
or association? -

(Answer)
9. Have you ever had a medical license revoked; suspended; limited; restricted;

placed on probation; voluntarily surrendered or cancelled during an investigation N
orinlieu of disciplinary action; or entered into a consent agreement or stipulation? ¢

(Answer) =



o vt 4 Iz " ; -
10. Have} youcucr had hespital privileges revoked; denied; suspended or restricted in |\jb AL R
any way?
11. Have you ever been involved in any malpractice matter which resulted in a }\)0
settlement or judgement against you in excess of $20,000?

(Answer)

A . L. . N (Answer)
12. Have you ever been convicted of Medicare or Medicaid fraud; received sanctions,

including restriction, suspension or removal from practice imposed by an agency of M o
the federal government?

e . . L. L. (Answer) !
13. Have you ever had your ability to prescribe, dispense or administer medications

limited, restricted, modified, denied, surrendered or revoked by a federal or state N
agency? °

(Answer)

Note: In the event the response to any of the questions numbered 5 through 13 is YES, the applicant will file with the application a
detailed report concerning the above matters; including, any charge, date of such charge, the complete name and address of all
bodies of junSdlCthl’l the results of any hcarmgs and the dlsposmon of such charge(s). Provide the name and address of
applicant’sinsurance carrier and the name and address of patient’sattorney. IN ADDITION, the appllcant must provide that
certified photocopy(ies) of any hearings, settlements or judgements, together with copies of patient’s hospital and/or office
records, be submitted to this Board.

14. Have you ever been treated for the use of or misuse of any chemical substance or
substances?

15. Have you ever been hospitalized or a patient in a mental or other institution of
confinement, or have you ever been treated or received medication for a mental or
behavioral condition?

16. Are you suffering from any ailment communicable to others?

Note: In the event the response to the questions 14 through 16is YES, the applicant will file with the application a separate detaile
statement concerning the above matter(s); including the name and address of the hospital/rehabilitation center where
treatment was obtained. The applicant shall also obtain and furnish a certified copy of his/her History and Physical
Examination, Consultation Report(s), and Discharge Summary from the hospital/ rehabilitation center. The applicant shall
also have submitted a statement from his/her attending physician or treating therapist setting forth the applicant’s diagnosis,
prognosis and recommendations for continuing care, treatment and supggu

17. Are you presently in good physical and mental health?

(If NO, applicant shall file with this application, a detailed statement of his health, diagnosis and prognosis, supported by report of his
attending physician.) "
s'io

M_ color of hair _M

18. Enter your height here weight L color of eyes

19. List Internships, Residency and Fellowship training; OR, Assistant Professorship (or higher) at approved school of medicine —
chronologically showing institution, address, type of program and dates. Attach separate listing if needed.

[NTE'ANQ'HP ?L\bew\x @.Sul&cﬂ tw O‘o}"l‘(‘hu -+ G\-,n-eto’oggj (P\QOG) , Hav;gp?m v‘«.e,tl-“cé_Q
CM—+W PL\owa X, A‘ 7z
Curtrend: PCM-2 N Texas TecH / Uwwerstty Heatry  Saewces CTr. Lumacul. Texss

o0B/64N
20. Are you certified by an American Board of medical specialties? No Specialty:
21. Have you completed the educational requirements for any of the American Board of medical specialties? __I\_J'i____._ If so,

which?

22. Exact whereabouts and nature of practice or other activities from the date of graduation from medical school to the present, with
specific MONTH AND YEAR listed for each. NO PERIOD UNACCOUNTED FOR IS ALLOWED.

At ?LO%W:Y AE from gl? 3 ' to 3/4\1

City State

A Lulbbock. Tx. com 8[0 o Dresend
City State

At i from to
City State

At i from to |
City State

At i from to '
City State

At from to

City State



- 23 .Sn;thé-:ver‘lt you are successful in obtaining a license to practice medicine by this application, hf;VC‘ yon "s,electefl ii"‘iogaiiosr? .-
NS Where? ' -

Solo or in Association with?_{A¥Sc.RE 1

24. What is your intended specialty practice? O a}‘/ G~ Y AS

25. What branch of the United States Armed Forces have you served with, if any, including USPHS? Noensis

Active duty? From to
Month and Year Month and Year
ffzb\i ALD A EXv DR \/ SFIVEEN -
The applicant iiAbd it “ i

(PRINT OR TYPE) (Name in Full)

being first duly sworn upon his oath deposes and says: that he is the person herein named subscribing to this application; that he has read
the complete application, knows the full content thereof, and declares that all of the information contained herein and evidence or other
credentials submitted herewith are true and correct; that he is the lawful holder of the degree of Doctor of Medicine as prescribed by this
application, that the same was procured in the regular course of instruction and examination, and that it, together with all the credentials
submitted, were procured without fraud or misrepresentation or any mistake of which the applicant is aware and that the applicant is the
lawful holder thereof. Further, I hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers
(past, present and future), business and professional associates (past, present and future), and all government agencies (local, state, federal
or foreign) to release to the Arizona Board of Medical Examiners or its successors any information, files or records, including medical
records, educational records, and records of psychiatric treatment and treatment for drug and/ or alcohol abuse or dependency, requested
by that Board in connection with this application; or any further or future investigation by that Board necessary to determine my medical
competence, professional conduct or physical or mental ability to safely engage in the practice of medicine. I further authorize the Arizona
Board of Medical Examiners or its successors to release to the organizations, individuals or groups listed above any information which is .
material to this application or any subsequent licensure. I further acknowledge that falsification or misrepresentation of any item or
response on this application is adequate to deny the same or to hold a hearing to revoke the same, if issued.

7;/\f '/ZZ ’
Signature of Applicant : ;,7 2 , M.D.
- L
STATE OF __[€X#3
) } ss
County of. Luesocs "
<é(, (NOTARIAL SEAL) 5
37 o, 7Y
Subscribed and sworn to before me this /’ n,g day of W 19
C; - ”: /‘6[ ~
W My Commission expires / / b g 7 ':
' 4
FOR OFFICE USE ONLY N .
N
Application Rec'd 19 Application Processed by . c .\ ¢
Application Completed 19 : Application Checked by - — 7t ‘
Form No. I Rec'd il EORRNT L Application Approved __£ubt.. A% 19 _Zin
1 “ Vi — -t N . ‘[ﬁ' A ? ~
Form No. II Rec’d == 2N -~19 D) By Ayl Ave %._J%ﬁa%é% A B
Form No. III Rec'd . 2 - “-;"»'\{ =19 U 5’ License Issued 57; ;Z 19 77
Form No. III Rec'd o 19 as License No. Q 5 90/
Form No. Illﬂkec’d R Z 35T 19 ?7
r’ | J :" o ’
Form No. IV Recd Lol i 19 i
Investigation Completed 19
Application withdrawn
(Date)




o LN PLEASE RETURN THLS FORM WLTH YOUR APPLLCATLON
: : MAY BE XEROXED IF ADDITIONAL COPIES ARE NEEDED R

ARIZONA BOARD OF MEDICAL EXAMINERS .
OF THE STATE OF ARIZONA

} APPLICANTS: List all hospital affiliations for the past five (5) years, including
| moonlighting and courtesy staff affiliations.

List all employment with medical agencies of employment, e.g., physiclan
placement group; emergency medical group radiology group; etc.

\Y("\F N\)SPITAL Mactcoen Heorcar Cenrea . Tl V. \CQ,UD ; M-

‘ ADDRESS: [ oew x A= 5
} City State Zip Code

DATE OF STAFF MEMBERSHIP: $/93 - 'B/ay
4 [

‘* TYPE OF STAFF MEMBERSHIP: In“‘r,(uu Ol / by —
| 4 /

/\YQ‘ U\HOSPITAL: St. Josepr's ospirac | Jowes Mowen MO

i
} ADDRESS: _ Proemt x . A 35
City State Zip Code

DATE OF STAFF MEMBERSHIP: 8/93 - ?/¢‘f,

TYPE OF STAFF MEMBERSHIP: /w"e/g,\/ 0(«/474,9 . @::\ £. M ém/y&, MDD,
TY‘*\}JW{OSPITAL Texas Teede Weitverri tHrealdl Sioevces CTe.

2 2'7' aooriss: | TC 54, Lulbbock 7 x . 74943 0D

City State Zip Code

DATE OF STAFF MEMBERSHIP: ?/T'—l - /fc;.a‘f
{

TYPE OF STAFF MEMBERSHIP: PG 7-2  Ob /&y e .
/4

4) HOSPITAL:

ADDRESS :

City State Zip Code

DATE OF STAFF MEMBERSHIP:
TYPE OF STAFF MEMBERSHIP:

5) MEDICAL AGENCY OF EMPLOYMENT:
ADDRESS:

City State Zip Code
DATE OF EMPLOYMENT:

M AR

6) MEDICAL AGENCY OF EMPLOYMENT:, Bl E RV

ADDRESS : R
City State ™ -+ Z2ip Code

NATE OW. EMPT.OVMENT -




A

, S.Nm ever known to suffer from any mental health disorders which required treatment, counseling or medications?

* FHoTo on BACK e e
L FORM |
ﬂ . 1 '
MEDICAL COLLEGE CERTIFICATION
In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by the medical school
granting the medical degree. This is your authority to release any information in your files of record, favorable or otherwise, DIRECT

TO THE BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX,
ARIZONA 85020. Your early response will be appreciated.

Remard Alex ANDER Vawrs D

Please Print or Type)

Name:

Address:

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

(] T‘is sxmm Q‘i{ﬁ) BE srﬁw i sf\dq;ﬁp“w 3

Komap Arexanoer Yuwis
(Full Name of Student)

whose photograph is attached hereto, was granted the degree of hOC"(;DF D1p MP dl( C\ e, by

Mond St Sebind 3 udicir o Moy 1R 72

(Full Name of School or College of Medicine as it appears }m the Applicant’s Medical degree diploma)

This is to cemfy that

{
that the date of his/her matriculation in medical school was I{M M LL , 19 ﬁ yand that he/ she-attended

N€Cessar o full courses of mcd:cal lectures compnsmg
(Numbcr)

ghishes ' ok

2. Was applicant ever placed on probation, restricted or limited? _NO  IfYES, please attach written explanation.

3. Was there any reason not to continue applicant in the training program? NO YES, please attach written explanation.

4. Wasapplicant ever known to use or misuse any chemical substance or substances which required treatment or counseling
If YES, please attach written explanation.

f YES, please attach written explanation. , ”

6. Were applicant’s final evaluations in every category rated satisfactory and/or above? [f 2 If NO, please attach certified
photocopy of evalugtion, together with written explanation. /

R 9 oo o
, ‘ . .
Signed . 224 J/y %@ ,M.D. :
' . ' 1 1 1

Dean ) | o< - ~
prescens | o Aot Stana ,l’mQa'” Mediceng
Regnstrg Date

Address: M él{S’QQU’QL LQU“’l &LJ\) E/ /\)\/ (Owﬁ | _ : [

Please return completed form DIRECT to:
Arizona Board of Medical Examiners, 1651 E. Morten Avenue, Suite #210, Phoenix, Arizona 85020

R R R

o RECE‘VED B 0 M E X R P S S ._.\
JUN-9 9% Triae v

’




-

’ . "
' M . ”~
siblan b i s i
must assume the responsibility for completion of this form and is
at it must be fully completed and forwarded to the Arizona Board
bminers before any application may be considered.
i my ' AT ["- T R Y a3 '.: T T .|>!, i1 " i R
1 and/or 2 for additional services. YA 4 I also WiSh twe eive the
PLEm3,3; 4a, and 4b. N [following services (for an
lm lyou e and address on the reverse of \has form 8o that we can retum this e,ma fqe)
0
®Attach.this: form to the front of the mailpiece, or.on the back if space does not- 1. O Addressee’s. Address
permit,
=Write ‘Retum Recaipt Requested” ondhe rnallptéoe below tﬁehmcre er. '
T m Recelpt will show to whom the aricle was delivered and 1 'kuﬁate “? ~ Restricted Delive;y
. i i néult}gos
i

Service Type '

1
{ 3 Registered O Certified
[0 Express Mail O Insured

{0 Retum Receipt for Merchandise ' ' COD

7. Date of Delivery

ddress (Only if requested

— e ——— —— 1 e

uN'S .
_sﬁeﬁmt)n i ¢ N B A
$IEE OFE PRy g ] [N T
PS Form 3811, Decéptber 1994 N ,__;\/)@/?ﬁestic Return Receipt
. . f

Thank you for using Return:ReceiptiService.



@he Board of Trustees
on reconmendation of the Haculty of

lwwnt Simai Sehud of Wed

of the
@ity Mmiversity of Nefs York
confers upon

Ronald Alexander Punis
the degree of
Boctor of Medicine

In recognition of fulfillment of the requirements for this degree, fith all the
rights, priirileges and honors appertaining thereto.
In testimony thereof, this diploma is duly sealed fuith the seal of the school and signed by
the @hairnum of the Board of Trustees and the President and Bean of
i Moot Jivai Jchool of Medicine and the @hancellor of the
.. | @ity University of Nefo York.

IR Bated at the @ity of Nefo Bork, this eighteenth day of May, nineteen ndred and ninety-three.
r. - -




FORM Il
POSTGRADUATE TRAINING CERTIFICATION
TO WHOM IT MAY CONCERN:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital wherein
I participated in an approved post-graduate training program in the United States or Canada. This is your authority to release any infor-
mation in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX, ARIZONA 85020. Your early response will be appreciated.

Name:_RonaLd Acexanoee Yawr s ,MD. /Q ' ,MD.

lease Print or T

Address:

Date: / Z/ 6/ ?‘f

(DONOT DETACH)

(This section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed (or will complete) a program of approved post-graduate training in the United States or Canada.)

This is to certify that EM‘“‘H'A AL’ EXANDC R y\“\”s | ,  M.D. undertook and
(Name of Applicant in Full)
N o~
satisfactorily completed a full term approved program of 2 months in the: ”’l aMNCop e ‘{ M
(Number) (Full Néme and Complete Address of Hospnlal)

| &Gl E’/PWW/\ M f= .
in the field of O@’d'iwy\ from Qaﬁ, (%0 el 77

(Défe/Anticipated Date)

and that the said program was approved for post-graduate training during that period by the Accrednauan Council for Graduate Medical
Education, or the Royal College of Physicians and Surgeons of Canada. YES L~ NO

1. Was applicant ever required to repeat any segment of training? /% If YES, which part(s)?

N O If YES, please attach written explanation.

No

4. Waﬂvcr known to use or misuse any chemical substance or substances which required treatment or counsel-

2. Was applicant ever placed on probation, restricted or limited?

3. Was there any reason not to continue applicant in the training program? If YES, please attach written explanation.

ing If YES, please attach writien explanation.

5. Was applicant ever known to suffer from any mental health disorders which required treatment or counselmg-f
YES, please attach wnucn explanation. .

‘‘‘‘‘‘‘

' Pholocopy of cval tion, lochhcr with writtcn cxplanation.
Signed Oﬁ"‘*‘t V éﬁé(/] M/D ‘(SEAL_OLHO Sl?ﬂ',’;_)
Title W& f(V‘lMt DVVJ fbﬂ WW TM M (" 0&77{/\ (S0 mdlcalc if none) |

Address i & KWWMWQC iz g@maﬁé‘f",’?{ o?*’\'? ’75 19

LA 5 ¥
~F T
[

—

E

i

¢
Revised 8/89




Phoenix lntegrated Residency In Obstetrics And Gynecology at

Maricopa Medlcal Center and St. Joseph's Hospital And Medical Center

Phoenix, Arizona

Be it known that

Gimald Sevander Ynis, (.

has successfully completed _12 months of
Graduate Medical Education in an

— +

V-

Obstetrics and Gynecology Residency

from _June 23, 1993 to_ June 22, 1994
in Testimony Whereof the undersigned have hereto affixed their signatures this
22nd day of June ,19 o4

(ot V. W/ﬂu@ /é‘m 4@%,

Progrgng Director te Program Director
,/&(A%(/\ / e fee &0 asé&o/

Difgctor of Medical Edud]tton Director of Medical Egaation

ftopa Medical Centm—z St. Joseph's Hospital and Medical Cent
’ \
\‘\ Doy 'ﬂ(/ﬂn ' ¢
President, M70pn Medical Center - sident

St. Joseph's Hospital and Medical Center




FORM ilI
POSTGRADUATE TRAINING CERTIFICATION
TO WHOM IT MAY CONCERN:
In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital wherein
I participated in an approved post-graduate training program in the United States or Canada. This is your authority to release any
information in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX, ARIZONA 85020. Your early response will be appreciated.

Name: RONM/O A Y“‘N‘S ,MD. // " ol ,M.D.

(Signature)

(Please Print or Type)

(DONOT DETACH)

(This section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed (or will complete) a program approved post-graduate training in the United States or Canada.)

Qonm_,b A’k?)(A'NDéHQ_ \1“-'* (RN

This is to certify that
(Name of Applicant in Full)

, M.D. undertook and

satisfactorily completed a full term approved program of _ 11 months in the: _ Texas Tech University Health
{(Number) (Full Name and Complete Address of Hospital)

Sciences Center, Dept. OB/GYN, 3601 4th Street, Lubbock, TX 79430

in the field of Obstetrics and Gynecology from 7/1/94 o  6/3048F——

and that the said program was approved for post-graduate training during that period by the Accreditation Council for Gradu edical

Education, or the Royal College of Physicians and Surgeons of Canada. YES __X NO

1. 'Was applicant ever required to repeat any segment of training? NO  IfYES, which part(s)?

2. Was applicant ever placed on probation, restricted or limited? Llf YES, please attach a written explanation.

3. Was there any reason not to continue applicant in the training program? _No _ IfYES, please attach a written explanation.

4. Did the apgli i itign which in any way impaired or limited his/her ability to safely practice any field of
medicine?

Ability to practice medicine is to be construed to include all of the following:

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

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

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

“Medical condition” includes physiological, mental or psychological conditions or disorders, such as, but not limited to orthopedic,
visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart diseasp, diabetes,

L

Tuwble_ L



mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction and alcoholism.

5. with or treated for bi-polar disorder, schizophrenia, paranoia, or any other psychotic disorder?

Has the applicant ever been adgi ility for the treatment of bi-polar disorder, schizophrenia, paranoia, or

any other psychotic disorder?

If “YES” to any part of this question, please provide details on a Supplemental Form.

6. Did applicant ever take a leave of absence (other than for pregnancy) during medical school, training or any other practice?
No If YES, please attach a written explanation.

7. Were applicant's final evaluations in every category rated satisfactory and/or above? _YesS If NO, please attach certified
phot y of evaluation, together with wriften explanation.

Signed _3 Qs MJ‘/'/ pa D _

Title Professor/Associate Chairman/Program Director
Texas Tech Univ Health Sciences Center /
Address: 3601 4th St., Dept. OB/GYN, Lubbock, TX 79430 Date L/ 5 19385

)

Revised 295 Reorder # IPS 40169

The applicant must assume the responsibility for completion of this form and is
forewarned that it must be fully completed and forwarded to the Arizona Board
of Medical Examiners before any application may be considered.




FORM HlI .
POSTGRADUATE TRAINING CERTIFICATION
TO WHOM IT MAY CONCERN: ‘
In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital wherein
I participated in an approved post-graduate training program in the United States or Canada. This is your authority to release any

information in your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE OF
ARIZONA, 1651 EAST MORTEN AVENUE, SUITE 210, PHOENIX, ARIZONA 85&% early response will be appreciated.

Name: @0"} ALD A- : Yu NS ,MD.

.MD.

! (DONOTDETACH)

(This section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed (or will complete) a program approved post-graduate training in the United States or Canada.)

This is to certify that Ronald Alexander Yunis, M.D. , M.D. undertook and
(Name of Applicant in Full)
satisfactorily completed a full term approved program of _______months in the: __TeXas Tech University Health
(Number) (Full Name and Complete Address of Hospital)

Sciences Center, Dept. OB/GYN, 3601 4th Street, Lubbock, TX 79430

in the field of Obstetrics and Gynecology

from __7/1/94 to __6/30/97
(Date) (Date/Anticipated Date)
and that the said program was approved for post-graduate training during that period by the Accreditation Council for Graduate Medical
Education, or the Royal College of Physicians and Surgeons of Canada. YES __X NO

1. 'Was applicant ever required to repeat any segment of training? _NO______If YES, which part(s)?

2. Was applicant ever placed on probation, restricted or limited? _NO____If YES, please attach a written explanation.

i

3. Was there any reason not to continue applicant in the training program? __NO____If YES, please attach a written expla"k'.“:ation.
L . [

4. Did the apMon which in any way impaired or limited his/her ability to safely practice ary field of
medicine? SR

Ability to practice medicine is to be construed to include all of the following: =

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

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

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

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

5. MWM or treated for bi-polar disorder, schizophrenia, paranoia, or any other psychotic disorder?

Has the applicant ever been ility for the treatment of bi-polar disorder, schizophrenia, paranoia, or
any other psychotic disorder?

If “YES” to any part of this question, please provide details on a Supplemental Form.

6. Did at:\)]glicam ever take a leave of absence (other than for pregnancy) during medical school, training or any other practice?
If YES, please attach a written explanation.

7. Were applicant's final evaluations in every category rated satisfactory and/or above? _YeS If NO, please attach certified
pho@py of evaluation, together with writtgn explanation.
; \_Q z L
Signed 4 (SEAL OF HOSPITAL)
(So indicate if ncae)

Tine Professor/Associate Chainnan/Program Director
Texas Tech Univ Health Sciences Center ) q
Address: _ 3601 4th St., Dept. OB/GYN, Lubbock, TX 79430 Date & /RO 1077

Revised 2/95 Reorder # IPS 40169

The applicant must assume the responsibility for completion of this form and is
forewarned that it must be fully completed and forwarded to the Arizona Board
of Medical Examiners before any application may be considered.




NATIONAL BOARD OF MEDICAL EXAMINERS® - <

ENDORSEMENT OF CERTIFICATION

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

Diplomate Name: Ronald Alexander Yunis, MD

Date of Birth: _

Certification Date: 07/01/1994 Certificate #: 427522

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

Test Total Min. Pass/ Beh
Exam Date Test Pass Fail Anat Phys Bioc Path Micr Phar Sci
NBME Jun 193 176
PART I 1991 79 75 PASS

Comments

USMLE Sep 195 167
Step 2 1992 80 75 PASS
NBME Mar 405 315
PART III 1994 78 75 PASS
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This NBME Endorsement of Certification may incluce scores for Step 1 and Step 2 of the United States Medica! Licenrsing
Examination™ (USMLE™). The USMLE, established by the Federation of State Medical Boards end the NBME, is a single, uniforin
medical licensure examination system comprised of three Step examinations. USMLE will replace both the current Federation
Licensing Examinaticn (FLEX) and the NBME Parts I, If and Ill. Implementation of USMLE began with the administration of Steps
1 and 2 in 1992. The first administration of Step 3 will occur in June 1994. The NBME aceepts passing scores on Parts I, I, and
111 as meeting the examination requirements for its certification program and the following combinations of passing scores on NBME
examinations and USMLE: Part I or Step 1 plus Part If or Step 2 plus Part {II or Step 3.

INTERPRETATION OF SCORES
NBME Part I and Part If Examinations Prior to June 1991

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

NBME Part | and Parf II Examinations June 1991 and
Thereafter

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

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

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

All NBME Part 111 Examinations

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

Two-Digit Scores

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

National Board of Medical Examiners® 3750 Market Street, Philadelphis, PA 19104

EXPLANATION OF COMMENTS

For USMLE Step I and Step 2, this document is annotaled to
reficct special circumsiances regarding the score report.

If you wish to obtnin further information about individual
examinees who have notaticas under "Comments,” please
write the NBME Supervisor of Examiree Records.

Indeterminate - Results tha! canno! be certified as
representing a valid measure of the examines's knowiedge or
competence as sampled by the examination. Decisions to
classify results as indeterminate may be made on the basis of
factors that include, but are not limited s, inconsistency of
performance within the examination or between
administrations within the same Step. No score is reported.

Incomplete - The examinee sat for some but not all of the
scheduled test books. Mo score is reported.

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

Score Not Yet Available - Score not avaiiable pending further
review and/or analysis.

Special Testing Accommodations - Following review and
approval of a request from the examinee, special testing
accommodations were provided in the edministration of the
examinatica.
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. BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA
[ ]
_ SATISFACTION OF REQUIREMENTS SUMMARY
N ! ENDORSEMENT
APPLICATION _ |Received February 2, 1995

NAME IN FULL

Current Address

YUNTS ALEXANDER

Telephone -
(Residence) (Office)
BIRTHPLACE ate:
(City) (State) (Country)
CITIZENSHIP  {Check One: XX Kative O Naturalized Declared Intention On
’ 035-47
Y Mt. Sinai School of Medicineof the City University of New York, New York, NY
MEDICAL (Full Name and Location of Medical School)
EDUCATION IM.D. Awarded: May 18, 1993 . Proof Received: April 10, 1995 XX Approved
‘'ECFMG Certificate No. Dated: Proof Received:
FORM 111/photo 1“'“ ORG for 12 months at Maricopa Medical Center, Phoenix, AZ
fee paid (Field of Training) (Name of Institution) '
P rom _July 1, 1993 0 June 30, 1994
: ' ' Texas Tech University
POSTGRADUATE |In_ 0BG for 17 months at Health Science Center, Lubbock, TX
(Field of Training) (Name of Institution)
FORM Illlphotq/pwm July 1, 1994 to Date 1995 (will complete 6/30/97)
in for months at . )
(Field of Training) (Name of Institution)
TRAINING From to
In for months at
(Field of Training) (Name of Institution)
From to )
In : for months at
(Ficld of Training) (Name of Institution)
From ) to
of ) Certificate No. Issued
AMERICAN . None T—
OARD i : .
B -Of . Certificate No. Issued
(Specialty)
PRACTICE Field of OBG
(Current)
SPEX EXAM: None DATE: SCORE: PROOF REC’D
FORM IT- /Fl‘_(ndorscment through  National Board ;No. 427522 ;llssucd 7/1/94 W/E
i (Cenificate) (Date)
_,(None 1 TWIE [ | FLEX | | Recip. With
LICENSES In //E‘LA < O TWIE | I FLEX | ] Recip. With
In NEw \for k. sl IWE [ JFLEX | | Recip. With
T
In 31 1 WIE | JFLEX | ] Recip. With
In [ VWI/E [ 1FLEX | 1 Recip. With
In ' 1 P WIE [ | FLEX |} Recip. With
in s 1T W/E [ 1 FLEX [ ] Recip. With
In sUITW/E | IFLEX | | Recip. With
In s T WIE [ 1 FLEX | 1 Recip. With

(TUMBLE)




SN W
RONALD A.

YUNIS, CONTINUED:
1 l{gk'l\:,lll"l;{'}gv Servedin _ None S From to
H EA‘L'!;H ?ERVICE Honorable Discharge Received Discharge Rank
) In Phoenix.(internship) AZ From June 23, 19 93to June 22,19 94
in Lubbock (residency) TX FromJuly 1, 194 to Date 19 95
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
PREVIOUS In From 19 to 19
PRACTICE In ) From 9 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
in From 19 to 19
In From 19 to 19
In From 19 to 19
FEES I::::'rary $ Receipt # Examination $ Receipt #
Tenens $ Receipt # ~Endorsement$ 450,00 Receipt # A063200
BV IS O T :
JFAMA Approval 2/21/95, ] R(icord Clear, N/D _ . T
AEEd. State 5anaL)h:::'ro'v?all 755/3/agwp§facord Clear, N/D a4
7&1’”5 Board Approval & 3//0/77 qu’_!gﬁi /D
Mew Yok, Board Approva 4/z8]97, _N[D
Board Approval
Board Approval
INVESTIGATION Board Approval
Board Approval
Board Approval
Board Approval
Board Approval
Ass’n Approval
Ass’n Approval
Ass’'n Approval
INTENDED
LOCATION None
i 9
N /P



May 2, 1997

Ronald A. Yunis, M.D.
Dear Dr. Yunis:

Congratulations! Your certificate to practice medicine in the State of Arizona, License No. 25201, issued on May 2, 1997 is enclosed
-with-your wallet registration card-for-the-current-year: — -— = = =+ = —woms oo — s e s s s o e e

Please be advised that annual re-registration is mandatory on a calendar-year basis. Arizona statutes provide that each licentiate
renew registration on January 1st of every year. To maintain a current license, you are required to pay an annual renewal fee.
Notification of renewal will be mailed to your address of record on or about November 1st of each year. Failure to re-register will
result in statutory expiration of your license. It is your responsibility to keep the Board informed of address changes. Arizona
Revised Statutes §32-1435 (B) provides that:

"Each person holding a current license to practice medicine in this state shall promptly and in writing inform the Board of
his current residence and office address and of each change in his residence and office address that may later occur."

Enclosed for your information is the section of the Arizona Medical Practice Act which pertains to Unprofessional Conduct. It is the
responsibility of all licentiates in practice in Arizona to report directly to the Board of Medical Examiners any misconduct,
unprofessional conduct or medical incompetence on the part of your colleagues which may come to your attention. According to
A.R.S. § 32-1451 (A), failure to do so is actionable against your license to practice. You will receive a copy of the Arizona State
Medical Directory published annually by the Board which contains the Arizona Medical Practice Act. It is suggested that you
familiarize yourself with such prior to establishing your practice in Arizona.

In addition, included with this letter is information regarding Continuing Medical Education requirements and Prescription Formﬁl
requirements.

Please contact Becky Drew, Licensing Manager, Extension 7101, should you have any questions.
Sincerely,

BOARD OF MEDICAL EXAMINERS
STATE OF ARIZONA

Elaine Hugunin
Deputy Director

.

Enclosures




e

ls your RETURN ADDRESS completed on the reverse side?

SENDER: L "7
= Complete items 1 and/or 2 for additional services.
= Complete items 3, 4a, and 4b.

| also wish to receive the
following services (for an

® Print your name and address on the reverse of this form so that we can retumthis | gxtra fee):

card fo you.

= Attach this form to the front of the mailpiece, or on the back if space does not

permit.

®Write "Returm Receipt Requasted”’ on the mailpiece below the article number.
sThe Retum Receipt wilt show to whom the article was delivered and the date

delivered.

1. [0 Addressee’s Address
2. [ Restricted Delivery
Consult postmaster for fee.

3. Article Addressed to:

Ronald A. anis, M.D.

4a. Article Number ~ L
Lo 717 722

4b. Service Type

[0 Registered LY Certified
[ Express Mail O insured
[0 Retum Receipt for Merchandise [ COD

7. Date of Delivery
MAY 1 & 1995

5. Received By: (Print Name)

6. Signanjp?ﬂ%e_ss}eeﬁf Y !

8. Addressee’s Address (Only if requésted
and fee is paid)

g p i \ [

PS Form 3811, DecerrWSSM

Domestic Return Receipt

Thank you for using Return Receipt Service.




THE UN‘RSITY”OF THE STATE OF NEW‘)RK
THE STATE EDUCATION DEPARTMENT
DIVISION OF PROFESSIONAL LICENSING SERVICES
CUSTOMER SERVICE UNIT
CULTURAL EDUCATION CENTER
ALBANY, NEW YORK 12230

THIS IS TO CERTIFY THAT ACCORDING TO THE RECORDS OF THE DIVISION
OF PROFESSIONAL LICENSING SERVICES, NEW YORK STATE EDUCATION DEPARTMENT,
ALBANY, NEW YORK, YUNIS RONALD ALEXANDER
WAS ISSUED LICENSE/CERTIFICATE NUMBER 201341 FOR THE PRACTICE OF

MEDICINE ON 11/14/95.
OUR RECORDS AL E THE FOLLOWING INFORMATION:
DATE OF BIRTH:

SCHOOL ATTENDED: NAI SCHOOL MEDICINE

DATE OF GRADUATION: 05/18/93

DEEREE EARNED: MD

- PROGRAM WAS ACCEPTABLE IN ACCORDANCE WITH THE NYS REGULATIONS ‘
'OF THE COMMISSIONER.OF EDUCATION. --REQUIREMENTS- MET AT THE-- ~ — — = -~ = —
TIME OF LICENSURE.

BASIS OF LICENSURE:
NAT BD CERT #427522 DATED 7/1/94
6/91-NBME PART 1: PASS
9/92-USMLE STEP 2: 80
3/94-NBME PART 3: PASS

A LICENSE IS VALID DURING THE LIFE OF THE HOLDER UNLESS REVOKED,
ANNULLED OR SUSPENDED BY THE BOARD OF REGENTS. A LICENSEE MUST
REGISTER PERIODICZ ITH THIS DEPARTMENT TO PRACTICE IN THIS STATE

CURRENTL
ADDRESS :

DEROGATOKY

THIS LICENSEE.
COMMENTS :

I FRANK GEBOSKY, PRINCIPAL CLERK, DIVISION OF PROFESSIONAL
LICENSING SERVICES OF THE NEW YORK STATE EDUCATION DEPARTMENT,
DO HEREBY STATE THAT AS PRINCIPAL CLERK OF SAID DIVISION, I HAVE
LEGAL CUSTODY OF THE OFFICIAL RECORDS OF THE DIVISION OF
PROFESSIONAL LICENSING SERVICES AND TO THE BEST OF MY KNOWLEDGE,
THE AFORESAID INFORMATION IS TRUE AND CORRECT.

Wik f2hset

04/11/97
OP026 044 ‘ PRINCIPAL CLERK

RECEIVED B.OMEX. /;7 / ‘ M
/‘

APR 28 97

SEAL
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THE UNIVERSITY OF THE STATE OF NEW YORK
EDUCATION DEPARTMENT

° BE IT KNOWN THAT
RONALD ALEXANDER YUNIS

HAVING GIVEN SATISFACTORY EVIDENCE OF THE COMPLETION OF PROFESSIONAL
AND OTHER REQUIREMENTS PRESCRIBED BY LAW IS: QUALIFIED TO PRACTICE

MEDICINE AND SURGERY

IN THE STATE OF NEW YORK

IN WITNESS WHEREOF THE EDUCATION DEPARTMENT GRANTS THIS LICENSE
UNDER ITS SEAL AT ALBANY, NEW YORK

= THIS FOURTEENTH DAY OF NOVEMBER, 1995.

o
= < ' )
38 o b JPo1i02.
- O LICENSE NUMBER .
= 201341 ST - SN

EXECUTIVE SECRETARY
A MEDICINE

2930600 Certified copy of original : B




BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA

-1651 EAST MORTEN AVENUE, SUITE #210, PHOENIX, ARIZONA 85020
(602) 255-3751

The Physician must complete and forward thls form to the FEDERATION OF STATE MEDICAL
BOARDS at the address below:

Coordinator. Disciplinary Data Bank . W]AR 03 1997

THE FEDERATION OF STATE MEDICAL BOARDS
400 Fuller Wiser Road
Euless, Texas 76039

The Arizona Board of Medic}Examiners requests a disciplinary search concerning the following
individual:

NAME: y"“‘“ S R NALD A (GRANDER,

(Print or Type)  (Last) (First) (Middley

ADDRESS:

(Ciy) (State)

.A—uc%‘j’ 23

BIRTH DATE:

SOCIAL SECURITY NO.:

Medical School of Graduation /L(OW‘/;VI §//W¥'/ 56 HooL 0F /7/@/6/’/\/5

and Branch Location:

vy, Y
ljate qf Graduation: M"*? /?7}
Physician's Signature: 4“ /(Zx‘/
Date signed by Physician: ;/t’t/ ,ﬂ%z . / 7¥ % -
FEDERATION OF STATE MEDICAL
BOARDS COMMENTS:

WE RAVE NO UNFAVORABLE INFORMATION
REGARDING THE ABOVE NAMED PHYSICIAN

MAR 17 1997

JAMES R. WINN, M.D.
EXECUTIVE VICE-PRESIDENT

Afier completion by the Federation of State Medical Boards return this form directly to: The Board of

Medical I-xaminers of the State of Arizona. 1651 .. Morten Ave. Ste 210, Phoenix. AZ 85020 '.."'-'ﬂ-", .

R qr\" ~
- .
. PR AR



Texas State Board of Medical Examiners

333 Guadalupe * Tower3 * SuITE610 * MAILING ADDRESS: P.O.Box 2018 + AusTin, Tx 78768-2018
PHONE (512) 305-7010

ARIZONA STATE BOARD OF MARCH 5, 1997
MEDICAL EXAMINERS

1651 EAST MORTEN AVENUE

SUITE-210

PHOENIX, AZ 85020

For: ARIZONA STATE BOARD OF MEDICAL EXAMINERS

In response to a recent request, we verify the following
information:

khkhkhkhkhkkkkhkkkhkhkhkkhkdkhkhhkhkhhhhhhhhkhkkhkhkkhhkkhkhkhkhhkhkhkdhkhhkkddrhkhhxdhkhhhkkkk

Physician: RONALD ALEXANDER YUNIS, MD

License: K1735 :

Date Issued: 11-16-96

Licensed By: i ity with NEW YORK

Date of Birth:

Medical School: MOUNT SINAI SCH OF MED, CITY UNIV OF NEW YORK, NEW Y
Graduation Year: 1993

Permit Expires: 05-31-97

Registration Status:

This is to certify that the above-named physician is
licensed to practice medicine in Texas.

Disciplinary Status:

The board has not filed any formal complaints or
statements of charges against this physician.

Investigation Status:

Not applicable.

A RS S S RS RS SR RS SEERSSSER SRS R SR S R EE R R RS RRREE SRR R R EE LRSS

If you have any further questions, please contact the Verification
division.

T
Sincerely, '

&-Ua

Verificatio

BOARD .SEAL

RECEIVED B.0.M.E.X.
LR 10 S7




Priup E. Keen, MD

CHAIRMAN .
PAMELA RanpoLpPH, RN, MSN

VICE-CHAIRMAN

Ram R. Krisina, MD
SECRETARY

MARK R. SPEICHER
. EXECUTIVE DIRECTOR
ELAINE HuguNIN
DEPUTY DIRECTOR

ARIZONA BOARD OF MEDICAL EXAMINERS

1651 East Morten, Suite 210 ¢ Phoenix, Arizona 85020 ¢ Telephone (602)255-3751 * FAX (602) 255-1848

February 5, 1997

Ronald Alexander Yunis, M.D,

Dear Dr. Yunis:

Enclosed please find the forms required to update your application for licensure in
the state of Arizona.

ification of licensure from the state of Texas > ! [0 lq—7
Verification of licensure from the sjate of New York. 7-2 §-97
Physician Profile from the AMA 2 'L‘f
Disciplinary Search from the Federation of State Medical Boards. 3/2§'
Hospital affiliation forms.
Form lll Postgraduate Training Certification from Texas Tech University, 2/-&4
Lubbock, TX for the period July 1, 1995 to anticipated date of completion. A2

Please provide this Board with a list of all hospital affiliations within the past five
years, excluding postgraduate training. Please advise.

If you have any questions regarding this communication, | can be reached at
extension 7103.

Sincerely,

BOARD OF MEDICAL EXAMINERS
STATE OF ARIZONA

Marie Slaughter
Assistant Manager, Licensing

Enclosures



Priur E. Keen, MD

CHAIRMAN .
PameLa Ranoorpi, RN, MSN

VICE-CHAIRMAN

Ram R. Krisina, MD
SECRETARY

MaRrk R. SPEICHER
EXECUTIVE DIRECTOR

ELaINe HuGgunin
DEPUTY DIRECTOR

ARIZONA BOARD OF MEDICAL EXAMINERS

1651 East Morten, Suite 210 ¢ Phoenix, Arizona 85020 * Telephone (602) 255-3751 « FAX (602) 255-1848

January 22, 1997

Ronald A. Yunis, M.D.

Dear Dr. Y‘unis:

This will acknowledge receipt of you initial registration card.
Please be advised that your application for licensure in the state of Arizona was officially

withdrawn in December 1996. One year after you were notified that your application was
approved for licensure.

If it is still your desire to obtain an Arizona license, you will need to request in writing
that your application be reactivated. At that time we will advise you of necessar
updates. /M/

Please be advised that the statutory fee of $450.00 will need to be submitted.

If you have any questions regarding this communication, I can be reached at extension
7103.

Sincerely,

BOARD OF MEDICAL EXAMINERS
STATE OF ARIZONA

Marie Slaughter
Assistant Manager, Licensing




Fire SvumaTon ARIZ%NA BOARD OF ME’ICAL EXAMINE'RS

_GOVERNOR
RicHaro.D._Zonis, M.D.

T —— X,
p/HAIHMAN\‘Qx
g T N
Priup ‘E KEEN,\M‘.D.
11 vice CHARMAN; |
[ y 4 )
E?gﬂsufﬂmoo,ugu, RN, MSN
‘SECRETARY"~
M
Mark R. SPEICHER
EXECUTIVE DIRECTOR

ELaine Huc

Ane Husui AD CAREFULLY - THIS CAN SAVE YOU MONEY

December 21, 1995

Dear Doctor Yunis:

The Board of Medical Examiners, State of Arizona, is pleased to inform you that your application and credentials
for a license to practice medicine in the State of Arizona has been approved.

Arizona Revised Statutes provide for an initial registration of each licentiate and the certificate of license may not be

issued until this is in hand. Please complete the enclosed card and return it to the Board of Medical Examiners,

State of Arizona, 1651 E. Morten Avenue, Suite 2 10, Phoenix, AZ 85020. In order for your license to be issued,

this card must be received by Thursday of each week. Your license may then be issued the following day, Friday.
Q) NOT COMMENCE THE PRACTICE OF INE E STATE QF ARIZONA UNTI

A LICENSE NUMBER HAS BEEN ISSUED TO YOU.

Please note that the Arizona Revised Statutes further provide that each licentiate is required to renew such
registration on January 1st of each year. If you want to save money and you are not planning to practice medicine
in Arizona until after January 1, 1996, the enclosed card can be submitted now with your written instructions to
withhold issuance of a license until after January 1, 1996. No license number will be assigned until the actual
issuance of the license.

The Board publishes an annual directory of all licentiates in this State, which is distributed around October of each
year. Information for this publication is taken from the registration card which you complete. Home addresses and
telephone numbers are not published, unless this is the only address which you provide to the Board. The
deadline for receipt of address changes for inclusion in this directory is July 31st of each year. If you anticipate a
move before that date, please indicate your new address(es) with the effective date as well as your current
address(es). ' '

Any questions you have regarding this communication may be directed to Jacqueline Downing, Licensing
Technician, at Ext. 7105. Thank you for your cooperation.

Sincerely,

BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA
Jacqueline Montgomery

Licensing Technician

Enclosures (3)

1651 East Morten, Suite 210 « Phoenix, Arizona 85020 * Telephone (602) 255-3751 * FAX (602) 255-1848
[approval.ltr]
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FiFe SvminaTON ) ARI‘NA BOARD OF MmICAL EXAMINERS

GOVERNOR
RICHARD'D;:ZONIS, M.D.

. °::““E“’:i; o PERSONAL & CONFIDENTIAL
HI . N RON
VICE CHARMAN | August 11, 1995

Com
PameLa Ranooren, RN, MSN
SECRETARY. . -~

Mark R. SPEICHER
. EXECUTIVE DIRECTOR

Ronald Alexander Viinis, M.D.

icensure by Endorsement

Dear Dr. Yunis:

You have applied for an Arizona medical license by endorsement, and have taken a combination of
the National Board of Medical Examiners' Licensing Examination and the United States Medical
Licensing Examination.

In order to qualify for licensure by endorsement of a combination of examination scores, Arizona
Revised Statutes §32-1426(b)(4) requires that an applicant successfully complete one of a
combination of examinations administered between June 1, 1992 and July 31, 1995. The
combinations under which you have applied (A.R.S.§32-1426(b)(4)(c)) require that you have

- completed each of the following examinations administered between June 1, 1992 and July 31, 1995;

* Part One of the National Board of Medical Examiners' Licensing Exam OR Step One of the
United States Medical Licensing Examination, AND

* Part Two of the National Board of Medical Examiners' Licensing Examination OR Step Two
of the United States Medical Licensing Examination, AND

* Part Three of the National Board of Medical Examiners' Licensing Examination OR Step
Three of the United States Medical Licensing Examination OR Component Two of the
Federation Licensing Examination (FLEX).

Our records indicate that you passed NBME Part One administered June, 1991, USMLE Step Two
administered September, 1992; NBME Part Three in March, 1994. The NBME administered in
June, 1991 is not within the time frame specified in the statutes.

At its meeting on July 21, 1995, the Board of Medical Examiners acknowledged the time limitations
stated in AR.S. §32-1426(b)(4)(c) and confirmed that the Board cannot issue licenses under that
section to applicants whose examinations were not within the stated time frame. The Board did,
however, direct Board staff to seek legislative changes to remove the 1992-1995 date requirements
of the statute and to provide instead that the first part or step of the examination and the last part or
step of the examination combination be passed within a seven (7) year period.

1651 East Morten, Suite 210 « Phoenix, Arizona 85020 ¢ Telephone (602) 255-3751 * FAX (602) 255-1848




Should you have any further questions or need further information, please contact me at (602) 255-
3751 extension 7504.

Sincerely,
BOARD OF MEDICAL EXAMINERS
STATE OF wARIZ A
V) P
MARK R. SPEICHER
Executive Director

MRS:ib

cc: Elaine Hugunin, Deputy Director
Becky Drew, Licensing Manager




BOARD OF MQICAL EXAMINERS OF THE ‘ATE OF ARIZONA

April 28, 1995 L

exander Yunis, M.D

This will acknowledge receipt of your application for licensure to practice medicine in the State of
Arizona through ENDORSEMENT.

Our receipt No A063200 covering your fee deposit of $ 450.00 is enclosed. Also included with
this communication is a schedule of examination dates and filing deadlines, if applicable.

To complete processing of your application, the following information and/or documentation
must be received by the Board:

/Form III Postgraduate Training Certification from Texas Tech University Health Science Center,

Lubbock, TX for the period July |, 1994 to anticipated date of completion. (form enclosed) 5-2 2 sqs—

Enclosed please find your Form I Medical College Certification from Mt. Sinai School of

Medicine. Please attach a recent photo of yourself, and send it to Mt. Sinai again, and ask them to
affix their seal partially across the photo.We must have verification with your photograph. @/4 /q (-

Please be advised that final action on your application cannot be taken until the above is in your
file of record. It is your responsibility to ensure the above is received by the Board.

Further, please be advised that applications not fully completed within one year from this date,
including participation in written SPEX/USMLE Examination (if applicable), are considered
withdrawn.

Your application is being processed routinely and you will be advised as to the Board's decision
relative to the granting of an Arizona license.

If you have any questions regarding this communication, please contact me at Ext. 7105 Thank
you for your cooperation.

Sincerely,

BOARD OF MEDICAL EXAMINERS
STATE OFARIZONA

Jackie Downing
Licensing Technician

[DEFICIEN.LTRI]



. ¢ BOARD OF MEDICAL EXAWRS OF THE STATE OF ARIZONA

KINDLY COMPLETE AND SEND TO THE FEDERATION OF STATE MEDICAL BOARDS AT THE ADDRESS
BELOW.

“-pare:_ 12 (¢ /‘f"{

6000 Western Place, Suite #707
Fort Worth, Texas 76107

Coordinator, Disciplinary Data Bank = 7=
Federation of State Medical Boards ‘@IE@E”VED\\;

the following individual:

\/(A{\”-S [2.0)\)1‘?'(,/) ALEXANDEK

(MIDDLE)

02068 ZV ‘XTua0yg Qg 23TNS ‘3NU3AY U23IIOK

MouwT Sina( SeivoL o Mepleine , NY, NY

Medical School of Graduation and Branch Location

5123 /93

Date of Graduation WE HAVE NO UNFAVORABLE 1M1 it
' REGARDING THE ABOVE NAwicti PHidICIAN

Please mail the response to the following: FEB 02 13:’5
Arizona Board of Medical Examiners %akd%w“‘ A
1651 East Morten Avenue, Suite 210 JAMES R WiINt v 0

Phoenix, Arizona 85020 EXECUTIVE VICE-FHeSiu-NT

T2 7

Signagure

e

‘41991



HOSPITAL AFFILIATION

Dear Sir:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by
the Medical Staff Office in each hospital where I have held privileges, consultation or teaching appointments during
the five years preceding my application. this is your authority to release any information in your files of record,
favorable or otherwise, DIRECTLY to the ARIZONA BOARD OF MEDIAL EXAMINERS, 1651 East Morten

Avenue, Suite #210, Phoenix, Arizona 85020.
Your early response will be appreciated.

e % SR M.D.
(Signature)
/

NAME: (fzowfmp A yw.""'é;..;-_

_,M.D.

/
\./"/

(DO NOT DETACH)

1. What privileges were extended to the applicant? house staff

. DATES: FROM:__ 77179

(V]
B~

4

)

. Were any limitations imposed on such privileges? No
If YES, please explain.

IS

. Were staff privileges ever removed or restricted? No
If YES, please explain.
Derogatory Information, if any

Names of other hospital affiliations. if known (list name. city and state):

1.

2.

-

J.

4.

Comments. ifany: __ Residents are employed by TTUHSC and are not credentialed
by hospitals. They have house staff privileges only.

Director. Medical Staff: Nita Hardin

Hospital Name: Texas Tech University Health Sciences Center

Address: 3601 — 4th Street City & State:_ Lupbock, Texas, 79430

Date: February 21, 1997 Signature: -~
rdin

(Typed or Printed)
STAMP OR SEAL OF HOSPITAL
IF NO SEAL, PLEASE INDICATE

- L B g
[ ) t

(R ?/

PECINED SOLEA

—
[

v,

¢

|
Q)X‘
[\ -
WA :

e



ARIZONA STATE BOARD OF MEDICAL EXAMINERS
" MEDICAL AGENCY OF EMPLOYMENT
Dear Sir:

* In applying for a license to practice medicine in the State
of Arizona, the Medical Board requires this form to be
completed by the medical agency wherein I am currently or

' have veen employed for the past five years. This is your
authori¥y to release any information in your files,
favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL
EXAMINERS, S8STATE OF ARIZONA, 1651 EAST MORTEN AVENUE,
SUITE#210, PHOENIX, ARIZONA 85020.

NAME: fenALd Agcxgmoeﬁ,Vuans M. //:;% i:;z; M.D.

(51gnatur

— o). o

The Physician named above stipulates his/her whereabouts as
including employment with your medical agency. We would
appreciate your comments as to current or prior employment,
together with any information you may possess, favorable or
otherwise, regarding the doctor's employment. 1If additional
space is required, please use the back of this form.

NAME OF MEDICAL AGENCY: Texas Téch Univ Health Sciences Céenter
ADDRESS: Dept. OB/GYN, 3601 4th Street, Lubbock, TX 79430

Dates of emploYment with your agency: FROM: 7/1/94 TO Present
(MONTH & YEAR)

Names, location and dates of each hospital/office/clinic
wherein the doctor was/is assigned:

Were doctor's services performed in a satisfactory manner?
Y/N, If no, please explain

Derogatory information, if any:

Name and address of other source whereln additional
information may be obtained, if applicable

8

Your name ﬁ title: Daniel E. McGunegle, M.D., Program Director
Signature: S }'/(,(72//( - .

Date: pebruary 2, 1995 [AGENCY.-S8EAL ‘OR s'rm_p;],g‘
/ PLEASE INDICATE IF NONE o

| 19 s NNV L
LN I ST WP S e g SR LR s e pe e G \ \ V'} Wh G ARSI RIS - R BN SR ,m‘j'r-r'-j‘—;- Bl hen woamaendie Sk A% Bl el "'7"\\'\".1~-vq')'l,‘".'“'/"r:‘vf'




L -, .B(i__ARD OF MEDICAL EXAMlNEQ OF THE STATE OF ARIZONA

HQSPITAL AFFILIATION
Dear Sir:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be
completed by the Medical Staff Office in each hospital where | have held privileges, consuiltation or
teaching appointments during the five years preceding my application. This is your authority to
release any information in your files of record, favorable or otherwise, DIRECTLY to the ARIZONA
BOARD OF MEDICAL EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020.
Your early response will be appreciated.

NAME: IQMJ‘H’D Ace EXANDER YuNLS M.D. ﬁ/ ﬁ - M.D.
(SIGNATUREY" -

ADDRESS

(DO NOT DETACH)

" 162€-652 (209) '02058 BUOZIY 'XIUSOY4 ‘012 81iNg 'enueAy UBLOW 1se3 | 59|

1. What pnvxleges were extended to the applicant? ?eslewﬂb p 3% /eq cs
2. DATES. FROM: | th«( i - TO: / Fg 9 g3~
3. Were any limitations imposed on such privileges?___J ©

If YES, please explain.

4. Were staff privileges ever removed or restricted? (Y &)

If YES, please explain._

Derogatory Information; if any

.37

Names of other hospital affiliations, if known (list name, city and state):
2. -
3.
4,
Comments, if any:

Director, Medical Staff:__Daniel E. McGunegle, M.D.
Hospital Name:  University Medical Center

Address:;__ 602 Indiana - Ctty&Sta LubeCk V¢
Date:_February 2, 1995 ' Slgnature @g/Q

Daniel E. McGunegl
(TYPED OR PRINTED)

STAMP OR SEAL OF HOSPITAL ’
45, NO SEAL, PLEASE INDICATE : i,

P

CNoiminG  mET




_ BOABD OF MEDICAL EXAMINERS THE STATE OF ARIZONA H
TO: HOSPITAL DIRECTOR OF MEDICAL STAFF

@odmo A \]Wv‘} , M.D. is applying for-a license to practice -medicine in the State of Arizona.
In compliance with the licensing requirements of the Arizona Medical Practice Act, we are requesting that
you complete the back of this form and retum it DIRECTLY to the ARIZONA BOARD OF MEDICAL
EXAMINERS, 1651 E. Morten Avenue; Sunte 210, Phoenix, Arizona 85020 Your early Tesponse will be
appreciated.

CHAPTER 13 - MEDICINE & SURGE'RY.
. Arizona Revised Statutes..: .
; ARTICLE | ey
BOARD OF MEDICAL EXAMlNERS

§32 1403. Powers and duties of the board; compensation lmmunity

A. The primary duty of the board is to protect the public from unlawful mcompetent unqualified, impaired or
unprofessional practitioners of allopathic medicine through licensure, regulation and rehabihtatton of the
profession in this state. The powers and duties of the board include:

1. Ordering and evalualing physncal psychological, psychiatnc and competency testing of licensed
physicians and candidates for licensure as may be determmed necessary by the board,

2. Initiating investigations and determining on its own motlon i a ‘doctor of medicine has engaged in
unprofessuonal conduct or provided incompetent medical care or is mentally or physically unable to
engage in the practice of medicme

1S2€-552 {Z09) ‘02058 BUOZUY 'XIUOOYJ ‘0LZ BING '8NUBAY USLOW Ise] |S9}

~ ARTICLE 2
LICENSING SRS

‘;: i

§32-1422, Basic requirements idr granting a license to practice medicine

A. An applicant for a license o practice medlcme in this state pursuant to this article shall meet each of the
following basic requirements: + : : :

’n,

1. Graduate from an approved school of medicine or receive a medical education whlch the board deems
to be of equivalent quahty A

2. Successfully complete an approved twelve month hospital mtemshrp, resrdency or clinical fellowship
program.

3. Have the physical and mental.capabiiity to safely engage in‘the practice of medicine.
4. Have a professional record which indicates that the applicant has not committed any act or engage in
any conduct which would constitute grounds for disciplinary, action against a licensee under this chapter.

5. Have a professional record. Wthh indicates that the appllcant has not had a license to practice medicine
refused, revoked, suspended or. restricted in any way by any’ ‘state, terntory, dlstnct or country for reasons
which relate to his abllity to competently and safely practrce medicme

——

B. The board may require the submlsslon of such credentials or'other ev:dence written and oral, and make
such investigation as it deems necessary to adequately inform. itself with respect to an applicant's abilily to
meet the requirements prescribed by this section, including a“fequirement that the applicant for licensure
undergo a physical examination, a mental evatuation and an oral competence examrnation and mterwew or

. any corquatlon thereof, af the’ board deems proper.

MARK R. SPEICHER, EXECUTIVE DIRECTOR
ARIZONA BOARD OF MEDICAL EXAMINERS




- N . NOV 15 1998 ‘ UM/\S
- " PRELIMINARY QUESTIONNAIRE %

(ENDORSEMENT) (FOR OFFICE USE ONLY)
THIS IS NOT AN APPLICATION FOR LICENSE ! 7
To respond accurately to your recent inquiry, we will need the answers to all of the following questions to determine your eligibility for
Arizona licensure. Unless this Preliminary Form is completed in full and all questions answered, it cannot be evaluated, nor an application
sent to you. Return the completed form as soon as possible to: ARIZONA BOARD OF MEDICAL EXAMINERS, 1651 East Morten Avenue,
Suite 210, Phoenix Arizona 85020. PLEASE PRINT ALL INFORMATION.

Full Legal Name: W R&NA\—D A LEXANDER qu‘S

(FIRST) (MIDDLE) ' (LAST)

Current Office Address: DepT. O8/64n8  Texas Teslh UHSC 3601 Yyt St LobbretToe-#4430

. o Area Code: %0 ¢
State: rK Zin Code: 7’ Y 30 Phone:  7-H 3-—23‘{ O

City: L w3 6K

Current Residence Address

MEDICAL SCHOOL: Name: Hom\n’ SIN/H S‘LH'DOL— = HEOM) NE 035"("/1
City and State: .M. " NS Date of Degree: 5’/‘?3

If transferred from other medical school, please indicate name:

£rea Code:

rione:;

Name of any medical school attended but did not graduate or transfer from:

5TH PATHWAY PROGRAM: U.S. Medical School:

HOSPITAL: City: State:
Term: Started: Completed:
{MONTH AND YEAR) (MONTH AND YEAR)
1
INTERNSHIP: (List U.S. & Canadian only) HOSPITAL: Maeieoea HB’D A C'ENT'EQ
City:_Perog mix State: A2

Term: Started: 8 / ﬂB Completed: 8 / q L’ O V/

M (MONTH AND YEAR) 7 (MONTH AND YEAR)

Y — .
RESIDENCY/FELLOWSHIP: (List U.S. & Canadian only) HOSPITAL: JEXAS e U vers, ™

e ety gc 1enNe €5 | CTR City: Lublock State:r_ (% 0\0

Term: Started: % }Q"{ Completed: Co“_}"""‘”"w(’-

Specialty Field: OL¢ 4 fi@;: (EN;YEA“’% 6}1 ) ’ [ 3\6 . o
RESIDENCY/FELLOWSHIP: (List U.S. & Canadian only) HOSPITAL:
City: State:
Term: Started: Completed:
(MONTH AND YEAR) (MONTH AND YEAR)

Specialty Field:

FOR OFFICE USE ONLY

nenegATTIN FORMEORWARDED L
N RARDED ._~____._/01// / L 46/

WOHROCITY - EXAM APPLICATION FG

= |
%ION & FORM@ I\Iﬁ%l Vil _1,—,17!0_&0 coaie g 5 0

{— VAE

- ~r T 173
=S LT Y




-

CLINICAL INSTRUCTOR - ASSISTANT PROFESSOR OR HIGHER (List U.S. & Canadian only):
TEACHING HOSPITAL:

City: State:
Medical School Affiliate:
Term: Started: Completed:
{MONTH AND YEAR) (MONTH AND YEAR)
Specialty Field:

(NOTE: Auach separate list for additional Residency/ Fellowship/ Clinical Instructor)

FOREIGN MEDICAL SCHOOL GRADUATES: ECFMG Cert. No. Date Issued:
CLINICAL WRITTEN EXAMINATION: Refer to last page for required FLEX/ SPEX scores.

Please indicate which examinations you have succesfully passed:

NATIONAL BOARD USMLE FLEX (taken after 1/1/85)
Part 1 é[ 9] Step I Comp. |
(date) (datg) (date)
pall /92 ——> sepu _1/97 Comp. II
(date) (date) (date)
Part I11 f —— stepm _3/9
(date) (dbte)
FLEX examination taken prior to January 1, 1985
‘ (date)
Were grades achieved all in one sitting? X
(yes) (no)
State Board exam? Name of State License No. Date iss.
LMCC (Canadian) Cert. No. Date iss.
SPECIAL PURPOSE EXAMINATION:
(SPEX): Date SPEX examination taken:
(STATE) . (MONTH & YEAR)
Did you receive a minimum grade of seventy-five (75) ?
Are you a Diplomate of any of the American Medical Specialty Boards? Yes No

If “Yes”, which Board(s)?

Have you completed the educational requirements for any of the American Medical Specialty Boards?
Yes No . If “Yes”, which Board(s)?

LICENSES: List all States or Provinces in which you have ever held licensure.

¢)) @) 3) 4 (5)
(6) Q) ) 9 (10)

e

LIST all hospital affiliations and locations for the past five (5) years (Other than Postgraduate Training H@pitals):
Please list all hospital affiliations (including moonlighting) and medical agencies of employment, e.g., physician
placement group; emergency medical group; radiology group, etc.:

MAICofn MEDVEA  CENTER Ploewix, Az
ST Joserp’s  Hosea A, Phoowsx Ap
T:Cﬁﬁ‘: 7&0/{,.. U\vfqu{#_ Hec.,Q)H,\ &?emces [.\*Bi/\"’e( L(ALLCCIQ_ 7—5(

(NOTE: Attach separate list for additional h(/)spilal affiliations/medical agencies)
a

L

PRACTICE: City & Staté ' Where You Now Practice:

Date Above Practi‘Vas Established: .
) |



U.S. CITIZENSHIP: . ‘

(>Q Birth ¢+ ) Hold Permanent Immigrant Status
) Naturalization ( ) Awaiting Quota Assignment
( ) Dec

BIRTHPLACE

MILITARY (United States Only):

( ) Army ( ) Air Force ( ) USPHS
( ) Navy ( ) Marine Corps ( ) Coast Guard
Dates of Active Duty: Type of Discharge:

Has any formal disciplinary or rehabilitation action including reprimand, censure, probation, restriction, limitation,
suspension or revocation been taken against your license in any State/ Province? Yes No

Have you ever entered into a written consent agreement or stipulation with a State/ Province licensing or discipli-
nary agency? Yes No X

If “Yes”, indicate State/ Province

Reason for action and action taken:

( NOTE: Attach separate sheet, if necessary)

Have you ever been convicted of Medicare/ Medicaid fraud? Yes No X

If “Yes”, when?

Where?

Have your prescription/dispensing/or administration abilities ever been denied, restricted or modified by a Federal/

State/ Province government agency? Yes No A

If “Yes”, when?

Where? & By Which Agency?

Have you ever been involved in any n;gructice matter which resulted in a settlement or judgement against you in
excess of $20,000? Yes No _,

Have you ever had hospital privileges revoked; denied; suspended or restricted in any way? Yes No X

If “Yes"”, name and address of hospital(s)

(NOTE: Attach separate sheet, if necessary)

I DECLARE UNDER PENALTY OF PERJURY that my answers and all statements made by me herein are true and COr==x ¢
rect. Should I furnish any false information on this Preliminary Questionnaire, I hereby agree that such shall con\utule cause
for the denial of my eligibility to apply for licensure as an allopathic physician in the State of Arizona.

SIGNATURE: /Q/ﬂ - .M.D. DATE: //// 220/77

T PN




REQUIREMENTS FOR ARIZONA LICENSURE

FOR GRADUATES OF APPROVED MEDICAL SCHOOLS (United States or Canada)

A.

fm

Must have successfully completed 12 months hospital internship, residency or fellowship program which was
approved by the Accreditation Council for Graduate Medical Education, the Association of American Medical
Colleges, the Royal College of Physicians and Surgeons of Canada or any similar body in the United States or
Canada whose function is that of approving training programs.

Must have successtully passed a complete written examination conducted by any state, territory or district of
the United States, or be certified by the National Board of Medical Examiners as having passed either, all three
parts of the National Board examination or all three Steps of the United States Medical Licensing examination,
or be certified by the Licensing Medical Council of Canada, or passed the Federation Licensing Examination.

Note: If applicant’s written examination was the FLEX exam taken prior to January 1, 1985, must have been
taken in one sitting and must have achieved a FLEX weighted average of at least 75.

If FLEX was taken after January 1, 1985, both Component I and Component I1 must have been passed
within a 5 year period and must have received at least a 75 in each Component.

If applicant’s written examination was the USMLE exam, all three Steps must have been taken within a
7 year period and must have received at least a 75 in each Step.

The following combinations of examinations (hybrids) are acceptable if taken from June 1, 1992 to
July 31, 1995:

1.) Parts One and Two of the NBME AND either Step Three of the USMLE or Component II of FLEX.
2.) FLEX Component I AND Step Three of the USMLE.
3.) EACH of the following:
i.) NBME Part One or Step One of the USMLE
ii.) NBME Part Two or Step Two of the USMLE
iii.) NBME Part Three or Step Three of the USMLE or Component II of FLEX

An applicant seeking licensure by endorsement based on successful passage of a written examination which
precedes by more than 10 years his application for licensure in this state, shall take and successfully complete a
Special Purpose Examination (SPEX). An applicant who fails the SPEX exam 3 times, shall prove to the Board
that he/she successfully completed an additional twelve months approved postgraduate training before retaking
SPEX.

Must file an application for licensure by either Endorsement or Endorsement & SPEX.
Must pay all fees.

Must contact the Federation of State Medical Boards at 6000 Western Place, Suite 707, Fort Wofth, Texas
76107, to request that all FLEX and USMLE scores be sent to this office. The Federation charges $40.00 for
this service. (Scores must be received in this office before any application will be forwarded to the applicant.)

FOR GRADUATES OF UNAPPROVED ALLOPATHIC MEDICAL SCHOOLS

in addition to the above requirements, the following must be met:

1.)

2)

Hold a standard certificate issued by the Educational Council for Foreign Medical Graduates, complete a Fifth
Pathway program, or complete thirty-six months as a full-time Assistant Professor or higher position in an
approved school of medicine.

Successfully complete an approved twenty-four month hospital internship, residency or clinical fellowship pro-
gram in addition to A. above, for a total of thirty-six months, unless the applicant successfully completed a
Fifth Pathway program, or has served as a full-time Assistant Professor or higher position at an approved
school of medicine. :

Note: The above examination requirements are statutorily set and cannot be waived by the Board.

-~ 3

Revised: 7/93

o L




Natinval Weard of Whdical Bxamipers

of thé
Wikl Stafes < Nmerica
Ronald Alexander Yunis, M.B.

Biplomate of the National Board of Hedical Examiners

Cortifocate N,




“TEXAS TIXH - @ VUnLs.

UNTIVETRS.I
HEALTH SCIENCES CENTER

School of Medicine

Department of Obstetrics and Gynecology
3601 4th Street

Lubbock, Texas 79430

(806) 743-2335

To Whom it concerns:

I am writing to request the proper forms to apply
for my Arizona medical license. I completed my internship
last year in Ob/Gyn at Maricopa Medical Center (Phoenix)
and I am currently a PGY-2 at Texas Tech (Lubbock, Tx).

DO

I graduated from the Mount Sinai School of Medicine in 5/93
and I have passed parts L, 2, and 3 of the NBME taken 6/91,

9/92, and 3/94 (all first avallable exam dates- I'm not exactly
sure on the dates).

Please forward the appropriate forms to me at:

Dr. Ronald A Yunls

W,

Thank you,
7=

Ronald Yunis, M.D.

Lowt= A9 v
////éf/qc/

An EEO/Affirmative Action Institution




Arizona Medical Board
9545 E. Doubletree Ranch Road e Scottsdale, AZ 85258-5514
Telephone: 480- 551-2700 e Toll Free: 877-255-2212 e Fax: 480-551-2704
Website: www.azmd.gov

December 30, 2016

Ronald Alexander Yunis M.D.
2023 W Bethany Home Rd
Phoenix, AZ 85015

Re: Ronald Alexander Yunis MD
Case # MD-16-0883A

Dear Dr. Yunis:

You were previously provided notice that a complaint had been filed against your Arizona
medical license. The Board’s staff has reviewed the complaint referenced above, any
response(s) you have filed regarding the complaint, and all relevant investigative findings. After
reviewing all relevant information, the Board’s staff has determined that the complaint does not
establish a violation of the Arizona Medical Practice Act. Therefore, as required by Rule 4-16-
507, | have dismissed the complaint and notified the complainant of that dismissal.

By law, the complainant may appeal this dismissal if they file their request within 35 days of the
notification and they provide the required information. If the investigation is reinstated or
reopened by the Board for any reason, you will be notified.

We appreciate your cooperation and patience during this process. Good luck in your medical
practice.

Sincerely,

Patricia E. McSorley
Executive Director



" Arizona Medical Board
9545 East Doubletree Ranch Road « Scottsdale, Arizona 85258-5514

' Telephone: 480-551-2700 « Toll Free: 877-255-2212 « Fax: 480-551-2704
Website: www.azmdboard.org « Email: questions@azmdboard.org

Governor

Janet Napolitano

March 4, 2005

Tim B. Hunter, M.D.
Chair ’
Physician Member |

PERSONAL .and CONFIDENTIAL

William R. Martin, Ill, M.D.

Vice-Chair R A nis. M.D.
Physician Member
Douglas D. Lee, M.D.
Secretary
Physician Member . .
. Connell D RE: D.S.vs. Ronald A. Yunis, M.D.
Physcen amber Case No. MD-04-0650 -
Pubic vorper | Dear Dr. Yunis:
Robert P, Goldfarb, M.D. o ' _ ' ‘ T S S
Physician Member : The review of the case ‘listed above has determined that there is no violation of the
Ingrid E. Haas, M.D. Medical Practice Act. Accordingly, | have dismissed the case. A.R.S. §32-1405 (C)(21).
Physician Member . : . .
J. Becky Jordan In cases other than Arizona Medical Board initiated investigations, the complainant may
Public Member - appeal this dismissal within 35 days of the date of this letter. If this should occur, you will
Ram R. Krishna, M.D. be notified by mail. : » :
 Physician Member , . '
 Lorraine L. Mackstaller, M.D. Sincerely,
Physician Member \ .
Sharon B. Megdal, Ph.D.
Public Member 722:%%
Oona M. Pardo, Ph.D., RN, Timothy C. Miller, J.D.

Public Member/R.N. ) A
- Executive Director

Executive Staff TCM/Imh
- Timothy C. Miller, J.0. '
Executive Director ' Enclosure
Amanda J. Diehl, M.P.A.
Deputy Execulve Oieecor -} cc: Investigative File
Beatriz Garcia Stamps, M.D. Licensing File
Medica! Director
Gary Oglesby

Chief Information Officer

Randi Orchard
Chief Financia Officer

Cherie Pennington
Director of Human Resources




9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258  Telephone: (480) 551-2761 . Fax (480) 551-2704
’ Home Page: http:/iwww.azmd.gov

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEWAL
#~ Please Type or Prin( ** EIV

PHYSICIAN NAME: Ronald A. Yunis, MD
| I JU
LICENSE #; 25201 SPECIALTY: O L / g yu N 2 9 204

CHECK ONE: ] Initial Registration ($200) X Renewal Registration\($150 BUS'NéngOALJBO ,
| OPERATION

)

Please list below ALL localions where you will be dispensing prescription drugs, devices and controlied substances.

For each location, place a check mark next to the descriptions of the prescription items which will be dispensed from that location.
include a copy of your DEA license if you are requesting dispensing of controlled substances at any location.

PRIMARY PRACTICE LOCATION: DEA # FOR THIS LOCATION:
[ ' " Street Address city/State/zip Code
1108 W. (wown Schoow RD evix JAZ ] 8013
PhOna Number . Fax Number ' E Mall
(602) Yis- (62) wiy— o485
Schedule |l Drugs / Schedule lli Drugs - Prescription-Only Drugs / Nubain » “
Schedule IV Drugs - Schedule V Drugs Prescription Devices /
' ADDITIONAL PRACTICE LOCATION: ~_ DEA # FOR THIS LOCATION:
Street Address : City/State/ZIp Code
Phone Number Fax Number E Mall
Schedule Il Drugs Schedule it Drugs Prescription-Only Drugs Nubain
Schedule IV Drugs Schedule V Drugs Prescription Devices

nEex J.ust any addutuonal locatw

//? i g Date: 6/l81/06

Physician's Signature:

Initial reqistration fee: $200.00 per physician  Renewal registration fee: $150.00 per physician

. Make checks or money orders payabla to ARIZONA MEDICAL BOARD

For vour convemence we accept payments by Visa' or Mastercard %?&\“

o 3 :
" afyou wish to pay by payment card, please completo the attached ; “
' PAYMENT CARD AUTHORIZATION FORM '

P.01

JUN-28-2006 12:58

g@z2 462 5388 ST



ARIZONA MEDICAL BOARD

1740 W Adams St, Suite 4000, Phoenix , AZ 85007 ' ' VNI
Telephone: (480) 551-2700 - Website: www.azmd.gov z ! |

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM

** Please Type or Print **

PHYSICIAN NAME: Ronald Alexander Yunis, MD

MD LICENSE #: 25201 <. \ SPECIALTY: O‘of/ 6(!“'

Renewal Registration ($150) (Rehewal & fee must come together postmarked by 6/30)

= Confirm ALL locations ere you will be dispensing prescription drugs, devices and controlled substances.

(For each location, place a check mark to verify address and schedule of drugs dispensed from each location are correct)
= Include a copy of your DEA license if you are requesting dispensing of controlled substances at any location.
=  Blank form attached to add additional locations

PLEASE NOTE
A separate DEA license must be submitted for EACH location where controlled substances will be dispensed and
must be kept current during the registration period

2023 W Bethany Home Rd
Phoenix, AZ 85015

Prescription Only Drugs
Prescription Devices

Dispensing location information correct Copy of DEA attached =~ Remove this location

1615 E Osborn Road
Phoenix, AZ 85016

Schedule Il Drugs
Schedule Ill Drugs
Schedule IV Drugs
Schedule V Drugs
Prescription Only Drugs
Prescription Devices

Dispensing location information correct Copy of DEA attached =~ Remove this location

- 7 /7%'7 (/:r 19
Physician's Signature: { Dt T 7




DEA REGISTRATION THIS REGISTRATION FEE CONTROLLED SUBSTANCE/REGULATED CHEMICAL
EXTIReS PAID REGISTRATION CERTIFICATE
' $731 UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON D.C. 20537

éusms‘é‘s«mn&fr?:. i ISSUE DATE
2,2N, RACTITIONER " 04-19-2017

S.ON45, oot ottt Sections 304 and 1008 (21 USC 824 and 858) of the
[YUNIS, RONALD ‘MD "+~~~ Controlled Substances Act of 1970, as amended, provide
2023 WBETHANY HOMERD - = . . thatthe Attomey General may revoke or suspend a

PHOENIX, AZ 85015:0000 - sy paieee. S TouNe, Gspenes, Import e

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IT IS NOT VALID AFTER THE EXPIRATION DATE.

SCHEDULES

REQUESTING MODIFICATIONS TO YOUR )
REGISTRATION CERTIFICATE

To request a change to your registered name, address, the drug
schedule or the drug codes you handle, please

s CH ANG ES 1. visit our web site at deadiversion.usdoj.gov - or
o LA h 2. call our customer Service Center at 1-(800) 882-9539 - or
3. submit your change(s) in writing lu:
Drug Enforcement Administration
P.O. Box 2639
Springfield, VA 22152-2639

See Title 21 Code of Federal Regulations, Section 1301.51
for complete instructions.

Form DEA-223/511 (9/2016)

—————— ———— ——— — T T T— — o ——— —— — ——————————— ———————{— ———————— — ——



= BB i TR Ty
' : FHEOEMDY &2 888 S
Ronald A. Yunls, MD
2023 W Bothumy Homw 14

VP AR T e T SO T i IRPTUSCIIRT T o
Phoonix, AZ 85015 DAY BB e iy o~

Az Medicel Poard
|THO W. Adams S+

Ste. # 4000
Phoenix, Az $SOIS

SEOOT7T-266400 Jbs i et de g ol Jg i gty



JAN-102019 0953 From: T0:4805512707 nge]i‘/:{’ o

el 7 /)
ARIZONA MEDICAL BOARD 102919
9545 E, Doubletree Ranch Road , Scottsdale, Arizona 85258  Telcphone: (480) 551-2700 . Fax (480) 551.2707 7/, f ‘UL, B,
Home Page: http://www.azmd.gov A r , -
DISPENSI T N M
#% Please ’L'ype or Lrint ** ~ |
ROV\CJCQ Vu " 0 -:/-r\': AN
PHYSICIAN NAME: S Ny CH
LICENSE #: &_5_30 \ specIALTY)D Ggr\cwhcsu e £ 2019

CHECK ONE: Initial Registration ($200) Rene\sval Registration ($150)

[ Please list below ALL locations where you vill be dispensing prascription drugs, devices and controlled substances.

f For each location, place a check mark next to the dsscriptions of the prescription items which will be dispensed from that location.
[ Include a copy of your DEA llcense If you are requesting dispensing of controlled substances at any location.

NE LU 27
U “L Lo
e .‘LI&wJ L//‘

rr

PLEASE NOTE
A separate DEA license must be submitted for EACH location where controlled substances will be dispensed and must
be kept current during the registration period
PRIMARY PRACTICE LOCATION:; DEA # FOR THIS LOCATION:
Street Address . City/State/Zip Code
leis £ Ostorn - Phoenix  "RZ §50)C
Phone Number Fax Number
03 463 5559 6o 667 L608
Schedule Il Drugs «"| Schedule Hl Drugs «| Prescription-Only Drugs | ~”| Nubaln
Schedule IV Drugs “| Schedule V Drugs “~T Prescription Devices il
ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:
Street Address < City/Statel/Zip Code
2023 i Buh pﬁm_&&. Phowix, Az G50\
Phione Number Fax Number
boZ-4s {00 602 Hig- 0435~
Schedule Il Drugs / Schedule lll Drugs < Prescription-Only Drugs | ¢~ | Nubain
Schedule IV Drugs ol Schedule V Drugs - Prescription Devices il

*e* |ist any additional locations on the 2™ page of this form and place a check mark here:

9 N B
Physician's Signature: W Date: ' / / 1.

B I .‘ l- E 'E]Eggg ! P

Make checks or money orders payable to ARIZONA MEDICAL BOARD

If you wish to pay by payment card, pleaso complete the attached
PAYMENT CARD AUTHORIZATION FORM



JANA10-2019 0953 From:

0-1/1-£¥1¥00/2° 6LSOEO0L

8 = YUNIS, RONALDMD -
S ® 1615 E OSBORN RD
&  PHOENIX,AZ 850167121

SN O R L T R TRB LU R T %

- m————

T0:4805512707

AR S LY

Page:2/3

- LT

PHOENIX, AZ 85016-7121

OEAREGISTRATION  THIG REGISTRATION FEE gl
- D |
i 05-31-2021 $731 :
SCHEDULES BUSINESS ACTIVITY WSUEDATE__ ||
22N, PRACTITIONER 12-17-2018 | §1
3,3N4,6
YUNIS, RONALD MD
1615 £ OSBORN RD

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
ORUG ENFORCEMENT ADMINISTRATION
WAEHINGTON D.C. 20587

Secllons 304 and 1008 (21 USC 824 and 958) of tha Contrglied
Substances Act of 1970, &5 amended, provide that the Atlormey
Genaral may revoke or suspend a registration to manufacture,
distribute, dispensa, Import or export a controlied substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND T IS NOT VALID AFTER THE EXPIRATION DATE,

———— _ " -

¢ Ottt et W reme .-

+ — - pmes

Form DEA-223 (8/2016)

CONTROLLED SUBSTANCE REGISTRATION GERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE

DRUG ENFORCEMENT ADMINISTRATION
© WASHINGTON D.C. 20637 s

DEA REGISTRATION THIG REGISTRATION FEE

NUMBER EXPIRES PAID

_ 05-31-2021 731
. SCHEQULES BUSINESS ACTMITY ‘—r[m DN.‘E
22N, PRACTITIONER 12-17-2018
3.3N4,5

YUNIS, RONALD MD
1615 E OSBORN RD
PHOENIX, AZ 85016-7121

Sactions 304 and 1008 (21 USC 824 and 958) of the
Controlled Substances Act of 1970, as amended,
provide that the Attorney General may revoke or
suspend a registration to manufacture, distribute,
dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOGATION, OR BUSINESS ACTIVITY,
AND [T IS NOT VALID AFTER THE EXPIRATION DATE.




ARIZONA MEDICAL BOARD

9545 E. Doubletree Ranch Road . Scottsdale, A\ Telephone (480) 551-2761 . Fax (480) 551-2704 Q é

ar Print **

LICENSE #: 25201 L ' {ysp?g‘,','\m{ OL/ é‘l""

=4 Renewal Regrstra on ($100)

REE MR B .

Ve el tas

cHECK ONE: [T

= Please list below ALL locatrons where you wrll be drspensmg prescnptron dmgs devuces and controlled substances o
= For each location, place a check mark next to the descriptions of the prescription items which will be dispensed from that location.
= Include a copy of your DEA license if you are requesting dispensing of controlled substances at any location.

PLEASE NOTE ,
A separate DEA license must be submltted for EACH location where controlled substances will be drspensed and must be
. ‘ kept current during the registration perrod :

PRIMARY PRACTICE LOCATION: (Uinita Lares8  DEA# FOR TH!S LOCATION:

Stre ddress ’ City/State/Zip Code -
3243 W. Tlomas &

Phone Number Number E Mail

o (51400 ~ fir eenepy—
| Schedule Il Drugs > | Schedule il Drugs AT Prescription-Only Drugs S Nubain
Schedule IV Drugs }( Schedule V Drugs o Prescription Devices )(
ADDITIONAL PRACTICE LOCATION: = . Y DEA #FOR THIS LOCATION
Coretuna e wStreetAddress: e s e T o s CityIStateIer Code
.,_5‘ v LA s ,__-f et ".",‘. ek AP - ._,'(:'\_ . !

Phone'Number - " ¢+l oo fo e R Fax Number N E Mail -
Schedule Il Drugs Schedule Il Drugs Pr'escription—Only Drugs | Nubain
Schedule IV Drugs Schedule V Drugs Prescription Devices

[ s List any addrtlonal Iocations on the rerrerse side of this form and | place a check mark here

—

- & — e i

Physician's Signature: W | L= | 4 .Date: j,/ /( i/ 7 '

~Initial registration fee: $200.00 per physician ~ Renewal registration fee: $100.00 per physician |

" Make checks or. money orders | payable to ARIZONA MEDICAL BOARD é

For our convemence we_ acce t a ments b Vrsa or MasterCard

S T ‘
L If you wrsh _to pay by payment card please complete the attached o "w R jf
' PAYMENT CARD AUTHORIZATION FORM ' : ] '

g




T T T .~

' N— - —_— - - .
_ ARIZONA MEDICAL BOARD
9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258 Telephone: (480) 551-2761 . Fax (480) 551-2704
Home Page: http://www.azmdboard.org \ / 0
..

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEW.

** Please Type or Print **

PHYSICIAN NAME: Ronald Alexander Yunis, MD
LICENSE #: 25201 o SPECIALTY ._05 / "/‘/V

LT ‘{_ ':; 'L_: u OO

CHECKONE:- [ initial Registration “$200) ﬁ/ Renewal Reglstratlo 3100)
! P B R LA LI 4 .

= Please list below ALL Iocatlons where you wnII be dlspensmg prescription drugs devuces and controlled substances
*  For each location, place a check mark next to the descriptions of the prescription items which will be dispensed from that location.
s Include a copy of your DEA license if you are requesting dispensing of controlled substances at any location.

RIFEASE!

.&mmuﬁm@ﬂ@;ﬂmmmu
curren{duiingithelregistrationipeniod

PRIMARY PRACTICE LOCATION: DEA # FOR THIS LOCATION:
Street Address . City/State/Zip Code
3243 W. Thome g 1 Plheemy, A% 3S0(3
Phone Number Fax Number E Mail
bor -y -\ %0d 602 Yi§. 1900
Schedule Il Drugs / Schedule 1l Drugs / Prescription-Only Drugs | Nubain
Schedule IVDrugs Schedule VDrugs - "~ " | " - | Prescription Devices i
ADDITIONAL PRACTICE LOCATION: . T DEA # FOR THIS LOCATION ”
Vi ";r. MR Street Address e R _ CutylStatelZip Code
— Phone Number * ‘:.::'_-e":.':’. igTil -Fax Number E Mail
Schedule Il Drugs Schedule Ili Drugs - ' | Prescription-Only Drugs Nubain
Schedule IV Drugs Schedule V Drugs Prescription Devices

R stanyladditionalfiocationslonlthelieverselsidefofithisiformland|placelalcheckimarkihere:

L
F.’hyslcilarrn’:s: s.u.;r;t;ré: - W? | - - Date: " 5/] 0 V )
-

‘ mmm@w&ymm
: m@wm

ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION:







Confirmation

AMB - Physician Renewal - Confirmation (Step 8 of 11) 8/23/2019
Ronald Alexander Yunis

Please review the information below and click at the bottom to accept. If you need to correct the information,
click the links below the records.

General Questions

Note: In the event the response to any of the questions numbered 1 through 10 is G€eYESG€ , you must file by
fax or mail a detailed report concerning the below matters, including any charge, date of such charge, the complete

name and address of all bodies of jurisdiction, the result of any hearings, and the disposition of such matters. IN
ADDITION, you must submit photocopies of any corresponding documents, such as complaints or board actions.

1) Since your last renewal, have you had an application for medical licensure denied or rejected by another state or
province licensing board? If so, provide an explanation.

No

2) Since your last renewal, has any disciplinary or rehabilitative action been taken against you by another licensing
board, including other health professions? If so, provide an explanation.

No

3) Since your last renewal, have any disciplinary actions, restrictions or limitations taken against you while
participating in any type of program or by any health care provider? If so, provide an explanation.

No

4) Since your last renewal, have you had a medical license disciplined resulting in a revocation, suspension,
limitation, restriction, probation, voluntary surrender, cancellation, during an investigation or entered into a
consent agreement or stipulation? If so, provide an explanation.

No

5) Since your last renewal, have you had hospital privileges revoked, denied, suspended, or restricted? If so,
provide an explanation. (Do not report if your hospital privileges were suspended due to failure to complete
hospital record and reinstated after no more than 90 days)

No

6) Since your last renewal, Have you been subjected to any regulatory disciplinary action, including censure,
practice restriction, suspension, sanction, or removal from practice, imposed by any agency of the federal or state
government? If so, provide an explanation.

No

7) Since your last renewal, have you had your authority to prescribe, dispense, or administer medications limited,
restricted, modified, denied, surrendered, or revoked by a federal or state agency as a result of disciplinary or other
adverse action? If so, provide an explanation.

No

https://carbon.bomex.org/DataTier/Documents/Intermediary/fbOc1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]



Confirmation

8) This question has been deleted

9) Since your last renewal, have you been found guilty or entered into a plea of no contest to a felony, or
misdemeanor involving moral turpitude ( in any state) , or an alcohol or drug-related offense in any state? Is so,
rovide an explanation. See list of Moral Turpitude items at .

10) Since your last renewal, have you failed the special purpose licensing examination (SPEX)?
No

Physical/Mental Health and Substance Abuse Questions

1) Since your last renewal, have you received treatment for use of alcohol or a controlled substance, prescription-
only drug, or dangerous drug or narcotic or a physical, mental, emotional, or nervous disorder or condition that
currently affects your ability to exercise the judgment and skills of a medical professional? If so, provide the
following: A) Detailed description of the use, disorder, or condition; and B) An explanation of whether the use,
disorder, or condition is reduced or ameliorated because you receive ongoing treatment and if so, the name and
contact information for all current treatment providers and for all monitoring or support programs in which you are
currently participating. C) A copy of any public or confidential agreement or order relating to the use, disorder, or
condition, issued by a licensing agency or health care institution within the last five years, if applicable.

The purpose of the confidential question is to allow the Board to determine current fitness to practice medicine.
The mere fact of treatment is not, in itself, a basis for denial. The Board often licenses individuals who
demonstrate personal responsibility but may limit or deny applicants whose ability to practice is affected by a
condition or who demonstrate a lack of candor in their responses. The Board encourages applicants to seek
assistance if needed.

2) This question has been deleted.

Citizenship Status

https://carbon.bomex.org/DataTier/Documents/Intermediary/fbOc1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]



Confirmation

Tam a U.S. Citizen or U.S. National

Specialties
Specialty Certified? Practicing? Date Certified Expiration Date
Primary Specialty Obstetrics & Gynecology No Yes
Practice Address

Clinica Latina Healthcare Group
2023 W Bethany Home Rd
Phoenix AZ, 85015

Phone: (602) 415-1900

Fax: (602) 415-0985

You are required to enter a valid address, if you have one.

Home Address

You are required to enter a valid address, if you have one.

Mailing Address

Clinica Latina Healthcare Group
2023 W Bethany Home Rd

Contact: Adriana Garcia

Contact Phone:
Contact Email:

You are required to enter a valid address, if you have one.

Please review all information you have provided. Change any information given or click on the I Agree button to
verify that all information posted above is correct and to proceed to payment options.

https://carbon.bomex.org/DataTier/Documents/Intermediary/fbOc1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]



Confirmation

By agreeing with this data, you are signing this registration form and certifying under penalty of perjury
that all information on this form is currently accurate and:

- Tam a U.S. Citizen or a qualified/registered alien

- I have completed a minimum of 40 credit hours of continuing medical education during the two calendar years
preceding renewal year as required by A.R.S. A§32-1434 and A.A.C. A§ R4-16-101

- I have a written protocol in place for the secure storage, transfer and access of the medical records of my patients
should my practice close as required by A.R.S. A§32-3211.

I Agree Yes No

MD Training Unit
Complete

You may wish to print this Page for your records.

After pressing the Next button, please be patient, as it may take a few moments to process your data and send you to
the payment page.

https://carbon.bomex.org/DataTier/Documents/Intermediary/fbOc1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]
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ARIZONA MEDICAL BOARD

BIENNIAL MD LICENSE RENEWAL APPLICATION “U- 312017
9545 E. Doublctree Ranch Rd,, Scottsdale, AZ 85258 ARFZ@NAR{EDWGLJB@M

www.azmd.gov; Emall: licensingreport@axmd.gov

To be completed and sigm;d-b the applicant. All questions MUST be answered, even if only to indicate “None"” or “N/A”.

- First Name: Ronald . Initial: Last Name:  [Yunis

License Number: |AZ 25201

Practice/Training Name:  [Ronald A. Yunis, MD

Address:  [2023 W.Bethany Home Rd City: [Phoenix State: [AZ | 2ip:[85015

Phone: 6024151900 Fax: 6024150985

R ST

“Practice addrass not required for llcensure

Mailing Address: ' City: State: Zip:

Same as Practice Address [ Same as Home Address

Page 1 of 6
T:\Uecensing\New License Applications and forme\New Licenze Application\MD Appllcation\MD Renewal Application Revised 03.29.2017



SIS IRV 10
1UL/30/2017/SUN 09: 15 PN BT Ny, O P. 002
JUL 31 2017
AT I olib
please indicate if you would like to

In addition to your primary e-mail address provided on page one of this application,
designate/authorize an individual, beside yourself, to receive status updates on your application.

Please note: If a substantive review/investigation is required during the application process, the applicant will be required to
provide additional authorization, in writing, for the third party to receive status updates concerning the substantive review.

Name Phone# E-mail

ABMS CERTIFICATION

i
B

Exp atn Date

Area of Interest Practicing? ABMS Certified? (Or indicate if lifetime certificate)
Ohstg‘rlc’s & Gynecology El YES . D No D Yas I-ZI No
' CvYes [ONo [lves  [ONo
% |‘ [ Yes []No [ Yes {INo

(=T
G
R,

| am a U.S. Citizen or U.5. National.
[ 1 have become a U.S. Citizen or U.S. National since the time of my last renewal.

[J1 am not a USS. Citizen or U.S, Nationat.

First Name: [Ronald - Last Name: {Yunis

Page 2 of 6

T:\Licensing\New License Apglications and farms\New Licanze Application\MD Applicatian\MO Renewsl Applieation Revised 03.29.2017



J0L/30/2017/50N 08:16 PN FAY. Mo, RECEIVED 003

JUL 81 2017
PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIENT MEDICAL RECORDS

| am aware that it is unprofessional conduct to fail to have a written protocol in place for the secure storage, transfer and
access of patient medical records when a physician terminates or sells his/her practice and the medical records do not

[X] remain in the same physical location. | have a protocol in place for the secure starage, transfer and access of the medical
records of my patients should my practice close, as required by A.R.S. §32-3211.

I am exempt from the records prdtocor requirement as outlined in A.R.S. 32-3211(G). | am a health professional wha is
O employed by a health care institution as defined in Section A.R.S. 36-401 that is responsible for the maintenance of the
medical records.

{ have no patient records that | am required to maintain under A.R.S. Section 12-2297 or any other statute ot federal law.

Note; ARS Section 12-2297 requires the maintenance of a patient's medical records ac follows: 1, If the patient is an adult,
for at least six years after the last date the adult patient received medical ar health care services from that provider. 2. If the
patient is a child, either for at least three years after the child's eighteenth birthday or for at least six years after the last
date the child received medical or health care services form that provider, whichever date occurs later. 3. Source data may

be maintained separately from the medical record and must be retained for six years from the date of collection of the
source data.

CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS

| have completed a minimum of 40 hours CME during the two previous calendar years of renewal year as required by A.R.S.

§ 32-1434 and A.A.C. § R4-16-101. *Please do not submit proof of CME unless you recelved notice on your renewal that you
are subject to o CME oudit. If an oudit was indicated, submit CME documentation with your completed renewal,

REQUEST FOR CHANGE IN LICENSE STATUS

| request INACTIVATION of my medical license..| am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and | am totally retired from the practice of medicine in this state or any
state, territory, or district of the United States or foreign country. [ understand that once inactive status is granted, the
Board will waive the annual renewal fees and requirements for CME. | understand that | may not engage in the practice of

[(] medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my license is
classified as inactive, | further understand that if | request reactivation of my license, the Board may requlre me to pass the
SPEX and any combination of physical, psychiatric, or psychological examinations or interviews it deems necessary to
determine my ability to safely engage in the practice of medicine. AR.S, §32-1431

| request CANCELLATION of my medical license. | am not presently under investigation by the Board, the Board has not
[] commenced disciplinary proceedings against me, and | am no longer practicing medicine in Arizona.

10.» Training Unit Attestation

Renewal Applications - A.R.S. §32+1422(A)(10): Complete a tralning unit as prescribed by the board relating to the requirements of this chapter and board
rules. The applicant shall submit procf with the application form of having completed the tralning unit.

| am oware that | am responsible for knowing and adhering to the laws governing the practice of medicine in Arizona. ' |

declare under penalty of perjury that [ have read and completed all four pages of the training unit provided with this
application and available on the Board's website.

Full Name (print): [Ronald J Signature: /77 ‘;7 >

7 1
License number: |AZ 25201 Date: 07/30/.10f /

Page 3 of 6
T:\Licensing\New License Applications and forms\Naw Licanse Applleation\MD Application\MD Renewal Application Revised 03.29.2017 &



JUL/30/2017/SUN 09:16 PM FAX No. RECEIVED
JUL 81 2017

el

. 004

m Questionnaire

1. Since your last renewal, have you had an application for medical licensure denied or rejected by [ Yes No
another state or province licensing board?

2. Since your last renewal, have you had any disciplinary or rehabilitative action taken against you by [ Yes No
another licensing board, including other health professions?

3. Since your last renewal, have you had any dISCIp|InafV actions, restrictions or limitations taken agamst [ Yes No
you while participating in any program or by any health care provider?

4, Since your last renewal, have you ever had a medical license disciplined vesulting in a revocation, [ Yes No
suspension, limitation, restriction, probation, voluntary surrender, cancellation during an
“investigation, or entered-into a consent agreement-ar stipulation?

5. Since your last renewal, have you had hospital privileges revoked, denied, suspended, or restricted? [ Yes No
(do not report if your hospital privileges were suspended due to failure to complete hospital record
and reinstated after no more than 90 days)

6. Since your last renewal, have you been subjected to any / regulatory disciplinary action, Including ] Yes No
censure, practice restriction, suspension, sanction, or removal from practice, imposed by an agency of
the federal or state government?

7. Since your last renewa!, have you had the authority to prescribe, dlspense or administer medications [ ves No
limited, restricted, modified, denied, surrendered, or revoked by 2 federal or state agency as a result of
disciplinary or other adverse action?

8. Since your last renewal, have you been found guilty or entered into a plea of no contest 1o a felony, a
misdemeanor involving moral turpitude, or an alcohol or drug-related offense in any state?

"9:-Simee your last renewal; have gou fafted the spetial purpose Iicensing examination (SPEX|? "™ 7] ves No
Confidential Questions

1. Since your last renewal, have you recelved treatment for use of alcohol or a controlled substance,
prescription-only drug, or dangerous drug or narcatic or a physical, mental, emotional, or
nervous disorder or condition that currently affects your ability to exercise the judgment and skills of
a medical professional? If so, provide the following:

A.) A detailed description of the use, disorder, or condition; and
B.) An explanation of whether the use, disorder, or condition is reduced or ameliorated because you
receive ongoing treatment and If so, the name and contact information for all current treatment

‘providers and for all monitering or suppart programs in which you are currently particlpating.

C.) A copy of any public ar confidential agreement or order relating to the use, disorder, or condition,
issued by a licensing agency or health care institution within the last five years, if applicable.

The puroose of tha confidential quaction is to allow the Baard to detarming the applicENUS CUrTent fitness to practice medidine. The mers fact of treatment, monitaring or participatian in A

support group is nat, In itself, a basls of which admission is denied; the Board routinely licénses individuals who demonstrate personal responsibility and maturity in dealing with fitness
issuas. The Board encourages those applicantz who may benefit from assistance to seek (L The Board may limit or deny licenzure Yo applicants whose ability to function is Impaired in a
manner relevant o tha practice of medicine at the tme the licansing decision is mada or o applicants whe demenstrate a lack of candor by their rasponses. This is consistént with tha
public purpose that underlles the llcensing responsibilities assignod to the Arizans Medical Board and to the applicants seeking licensure.

#Moral Turpitude includes but is not limited to: Armed Robbery, Assault with a Deadly Wezpon, Attempted Insurance Fraud, Embezzlement,§
§ Fabricating and Presenting False Public Claims, False Reporting to Law Enforcement Agency, Falsification of Records of the Court, Forgery,
Fraud, Hit & Run, lllegal Sale and Trafficking in Controlled Substances, Indecent Exposure, Kidnapping, Larceny, Mann Act (Federal§
Commercialization of Women Statute), Misleading Sale of Securities in Connection with transfer of Real Property, Perjury, Possession of

Heroin for Sale/Unlawful Sale or Dispansing Narcotic Drugs, Rape, Shoplifting, Theft and Saliciting Prostitution.

First Name: |Ronald Last Name: [Yunis ‘I

Page 4 of 6
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JUL 31 2017

JUL/30/2017/SUN 09:16 PM FAX No,

Attestation

| atrest that all of the Information contained in the renewal application and accompanying evidence or other credentials
submitted are true, This includes any corrections made to the enclosed physician profile, and any information provided on or
submitted with the CME Audit Form.

First Name; [Ronald Last Name: }Yunis

: ,—‘ .
Slgnature of Applicant: /// /j/ A _.—I Date: [7/30/17 ‘ -‘

PageSof6
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Governor

Douglas A. Ducey
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Richard Perry, M.D.
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James Gillard, M.D.
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Physician Member
Jodi Bain, Esq.
Secretary

Public Member

Marc Berg, M.D.
Physician Member

Donna Brister
Public Member

R. Screven Farmer, M.D.
Physician Member

Robert E. Fromm, M.D.
Physician Member

Paul S. Gerding, Esq.
Public Member

Edward G. Paul, M.D.
Physician Member

Wanda Salter, R.N.
Public Member/R.N.
Executive Director

Patricia E. McSorley

Arizona Medical Board

9545 E. Doubletree Ranch Road, Scottsdale AZ 85258 «
Phone (480) 551-2700

website: www.azmd.gov

« Toll Free (877) 255-2212 « Fax (480) 551-2707

August 3, 2015

** sent via email and US Mail

Dr. Ronald Yunis
1108 W Indian School Rd Ste A
Phoenix, AZ 85013-3107

This will acknowledge receipt of your renewal application for licensure to practice
medicine in the State of Arizona. At the time of renewal, all files are reviewed for
completeness. If it is determined that anything is missing, it is requested at this time.

To complete the processing of your renewal application, the following documentation is
still needed:

1.) Please provide government issued document that contains a photograph.
(ie: passport, driver’s license)
**Please do NOT fax photos; they do not come across clear. Scanned
copies or pictures of the photo may be emailed or mailed**

PLEASE NOTE: If the above items are not received within 60 days of this notice, your
Arizona Medical License will expire on its scheduled expiration DATE. Any items that
are received after the 60 day period will not be accepted. If your license expires you
may reapply as an initial applicant.

Should you wish to appeal any item in this deficiency letter you must submit
your request for a hearing to the Board pursuant to AAC R4-16-206(B)(2) within
30 days from the date of this notice.

A.R.S. § 32-1430:

B. A person renewing an active license to practice medicine in this state shall provide
to the board as part of the renewal process a report of disciplinary actions, restrictions
or any other action placed on or against that person's license or practice by another
state licensing or disciplinary board or an agency of the federal government. This action
may include denying a license or failing the special purpose licensing examination. The
report shall include the name and address of the sanctioning agency or health care
institution, the nature of the action taken and a general statement of the charges
leading to the action taken.

C. The licensee shall submit proof with the renewal form of having completed a training
unit as prescribed by the board relating to the requirements of this chapter and board
rules.

D. A person whose license has expired may reapply for a license to practice medicine
as provided in this chapter.



R4-16-207. Time-frames for License Renewal; Expiration

B. For license renewal, the administrative completeness review time-frame described in
A.R.S. § 41-1072(1) is 45 days and begins on the date the Board receives the renewal
application.

1. If the required application is not administratively complete, the Board shall send a
written deficiency notice to the applicant.

a. In a deficiency notice, the Board shall state each deficiency and the information
required to complete the application or supporting documentation.

b. Within 60 days after the Board sends a deficiency notice, the applicant shall submit
to the Board the requested documentation or information specified in the notice. The
time-frame for the Board to finish the administrative completeness review is suspended
from the date of the notice until the date the Board receives the requested
documentation or information from the applicant.

D. If a person holding an active license does not apply for license renewal according to
the biennial renewal requirement or fails to meet time-frame requirements under this
Section, the person’s license expires according to provisions prescribed under A.R.S §
32-1430(A) unless the person is under investigation according to provisions prescribed
under A.R.S. § 32-3202.

Sara Bachmann

Arizona Medical Board
Licensing Assistant
Sara.Bachmann@azmd.gov



From:
To: Sara Bachmann
Subject: Re: Arizona Medical Board-Renewal deficient

Date: Monday, August 03, 2015 11:56:50 PM

Sorry, Sara never saw any request for such document.
Let me know if this will suffice.

Dr Yunis

On Mon, Aug 3, 2015 at 8:11 AM, Sara Bachmann <Sara.Bachmann@azmd.gov>
wrote:

Please see attached deficiency letter.

Sara Bachmann

Licensing Renewal Coordinator
Sara.Bachmann@azmd.gov
Phone: 480-551-2718

Fax: 480-551-2704

Confidentiality and Nondisclosure Notice: This email transmission and any attachments are intended for use by the
person(s)/entity(ies) named above and may contain confidential/privileged information. Any unauthorized use, disclosure or
distr bution is strictly proh bited. If you are not the intended recipient, please contact the sender by email, and delete or destroy all

copies plus attachments.



Confirmation

AMB - Physician Renewal - Confirmation (Step 8 of 11) 7/15/2015
Ronald Alexander Yunis

Please review the information below and click at the bottom to accept. If you need to correct the information,
click the links below the records.

General Questions

Note: In the event the response to any of the questions numbered 1 through 10 is G€eYESG€ , you must file by
fax or mail a detailed report concerning the below matters, including any charge, date of such charge, the complete
name and address of all bodies of jurisdiction, the result of any hearings, and the disposition of such matters. IN
ADDITION, you must submit photocopies of any corresponding documents, such as complaints or board actions.

1) Since 2009, have you had an application for medical licensure denied or rejected by another state or province
licensing board? If so, provide an explanation.

No

2) Since 2009, has any disciplinary or rehabilitative action been taken against you by another licensing board,
including other health professions? If so, provide an explanation.

No

3) Since 2009, have any disciplinary actions, restrictions or limitations taken against you while participating in any
type of program or by any health care provider? If so, provide an explanation.

No

4) Since 2009, have you had a medical license disciplined resulting in a revocation, suspension, limitation,
restriction, probation, voluntary surrender, cancellation, during an investigation or entered into a consent
agreement or stipulation? If so, provide an explanation.

No

5) Since 2009, have you had hospital privileges revoked, denied, suspended, or restricted? If so, provide an
explanation.

No

6) Since 2009, Have you been subjected to any regulatory disciplinary action, including censure, practice
restriction, suspension, sanction, or removal from practice, imposed by any agency of the federal or state
government? If so, provide an explanation.

No

7) Since 2009, have you had your authority to prescribe, dispense, or administer medications limited, restricted,
modified, denied, surrendered, or revoked by a federal or state agency? If so, provide an explanation.

No

https://carbon.bomex.org/DataTier/Documents/Intermediary/5fee2f97-0272-41f05-9fe0-c28890b16417 html[10/22/2019 10:56:44 AM]



Confirmation

8) Since 2009, have you engaged or do you engage in the illegal use of any controlled substance, habit-forming
drug, or prescription medication? If so, provide an explanation.

9) Since 2009, have you been found guilty or entered into a plea of no contest to a felony, or misdemeanor
involving moral turpitude in any state? Is so, provide an explanation. See list of Moral Turpitude items at .

No

10) Since 2009, have you failed the special purpose licensing examination (SPEX)?
No

Physical/Mental Health and Substance Abuse Questions

In the event you answer YES to any of the below questions, you must file with the application a detailed written

narrative statement concerning the above matter(s), including the name of healthcare providers and treatment
centers where you were treated, along with the discharge summary of your treatment and progress. If you are
currently participating or have participated in the past 5 years pursuant to a confidential agreement or order in a
program for the treatment and rehabilitation of physician assistanta€™s impaired by alcohol, drug abuse or for
other issues, please submit a copy of the agreement/order along with a compliance reports from the state
monitoring programs

FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE
ABUSE OR OTHER ISSUES CAN RESULT IN BOARD DISCIPLINARY ACTION.

1) Since 2009, have you had or do you have a medical condition that impairs or limits your ability to safely
practice medicine including diagnosis or treatment for any psychotic disorder or substance abuse disorder? If so,
rovide an explanation.

2) Since 2009, have you consumed intoxicating beverages resulting in your ability being impaired or limited to
exercise the judement and skills of a medical professional? If so, provide an explanation

Citizenship Status

https://carbon.bomex.org/DataTier/Documents/Intermediary/5fee2f97-0272-41f05-9fe0-c28890b16417 html[10/22/2019 10:56:44 AM]



Confirmation

Tam a U.S. Citizen or U.S. National

Specialties
Specialty Certified? Practicing? Date Certified Expiration Date
Primary Specialty Obstetrics & Gynecology No Yes
Practice Address
(Directory Address)

Clinica Latina Healthcare Group
1108 W Indian School Rd Ste A
Phoenix AZ, 85013-3107
Phone: (602) 415-1900

Fax: (602) 415-0985

You are required to enter a valid address, if you have one.

Home Address

You are required to enter a valid address, if you have one.

Mailing Address

Clinica Latina Healthcare Group
1108 W Indian School Rd Ste A
Phoenix AZ, 85013-3107

You are required to enter a valid address, if you have one.

Please review all information you have provided. Change any information given or click on the I Agree button to
verify that all information posted above is correct and to proceed to payment options.

By agreeing with this data, you are signing this registration form and certifying under pentalty of perjury
that all information on this form is currently accurate and:

https://carbon.bomex.org/DataTier/Documents/Intermediary/5fee2f97-0272-41f05-9fe0-c28890b16417 html[10/22/2019 10:56:44 AM]



Confirmation

- Tam a U.S. Citizen or a qualified/registered alien

- I have completed a minimum of 40 credit hours of continuing medical education during the two calendar years
preceding renewal year as required by A.R.S. A§32-1434 and A.A.C. A§ R4-16-101

- I have a written protocol in place for the secure storage, transfer and access of the medical records of my patients
should my practice close as required by A.R.S. A§32-3211.

I Agree Yes No

MD Training Unit
Complete

You may wish to print this Page for your records.

After pressing the Next button, please be patient, as it may take a few moments to process your data and send you to
the payment page.

https://carbon.bomex.org/DataTier/Documents/Intermediary/5fee2f97-0272-41f05-9fe0-c28890b16417 html[10/22/2019 10:56:44 AM]



Arizona Medical Board: License Renewal Questions

Ronald Yunis

2013

License # 25201

Professional Conduct

1. Since your last renewal have you had an application for medical
licensure denied or rejected by another state or province licensing board?

2. Since your last renewal has disciplinary or rehabilitative action been
taken against you by another licensing board, including other health
professions?

3. Since your last renewal have any disciplinary actions, restrictions or
limitations taken against you while participating in any type of training
program or by any health care provider?

4. Since your last renewal have you been found in violation of a statute,
rule, or regulation of any domestic or foreign governmental agency?

5. Since your last renewal have you been under investigation by any
medical board or peer review body?

6. Since your last renewal, have you had a medical license disciplined
resulting in a revocation, suspension, limitation, restriction, probation,
voluntary surrender, cancellation during an investigation or entered into a
consent agreement or stipulation?

7. Since your last renewal, have you had hospital privileges revoked,
denied, suspended, or restricted?

8. Since your last renewal, have you been named as a defendant in a
malpractice matter currently pending or that resulted in a settlement or
judgment against you?

9. Since your last renewal, have you been subjected to any regulatory
disciplinary action, including censure, practice restriction, suspension,
sanction, or removal from practice, imposed by any agency of the federal or
state government?

10. Since your last renewal, have you had your authority to prescr be,
dispense, or administer medications limited, restricted, modified, denied,
surrendered, or revoked by a federal or state agency?

11. Since your last renewal, have you engaged or do you engage in the
illegal use of any controlled substance, habit-forming drug, or prescription
medication?

12. Since your last renewal, have you been found guilty or entered into a
plea of no contest to a felony, or misdemeanor involving moral turpitude in
any state?

No

No

No

No

No

No

No

No

No

No




Arizona Medical Board: License Renewal Questions

Ronald Yunis 2013 License # 25201 Mental Health

1. Since your last renewal have you had or do you have a medical condition
that impairs or limits your ability to safely practice medicine including a
diagnosis or treatment for any psychotic disorder or substance abuse
disorder?

2. Since your last renewal, have you consumed intoxicating beverages
resulting in your ability being impaired or limited to exercise the judgment
and skills of a medical professional?
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BIENNIAL MD LICENSE RENEWAL APPLICATION

(Please Type in Spaces Provided) gbé x

(%] License Fee: $500 (If postmarked by due date)

[ $850 if postmarked 30 days after due date

'BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, located at www.azmd.gov. If any of the
linformation is incorrect, please print a copy, line out the erronecus information, write in the correct information and submit it

with your renewal. You are subject to discipling if you provide erroneous information. Please note that name changes must be
made under separate cover.

REMEMBER: There is a 525 fee for processing a deficient renewal. Please double check your completed application before
imailing.

First Name: Ronald ' Initial: |A ]; Last Name: {Yunis J
License Number: |AZ25201

ADDRESSES:

Office Address: This is the office/principal place of business. The address and phone number will appear in the Medical

Directory and on the Board's web site. Every physician must have an address available to the public. If only one address is
provided, even if it is your home address, it will be available to the public. If you want your home address to be listed on your
web site profile, please so indicate. Otherwise, no address will be be provided on the profiie, but it will be provided to the public

if requested.
Mailing Address: If no address is provided, all Board correspondence will be sent to the Office Address.

Email: This address is optional. If you provide an email address; it will not be released to the public.

Home Address: You are required to provide a home address and telephone number. They will not be released to the public
unless you fail to provide an Office Address.

Practice Name: Clinica Latina Healthcare Group l

Office Address: 1108 W Indian School Rd Ste A | City: |Phoenix | State:|AZ | Zip: [85013

—

| +1(602) 415-0985

|
Office Phone: l +1(602) 415-1900 | Office Fax:

Mailing Address: [HOB W Indian School Rd Ste A 5 City: {Phocnix , State:i/\z Zip: !85013 !

Home Phone: _ Maobile Phone:

PLEASE NOTE: You are required to notify the Board in writing within 30 days of any change in office or home address
and telephone number. A.R.S. §32-1435(8) & (D). There is a fine of 5100 for failure to report change of address.

Page 1 of 6
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AMERICAN BOARD OF-MEDICAL SPECIALTY (ABMS}) CERT!FICAT!DN§ ANDFJELDS.OF PRACTICE:
fields of practice and ] dfcertlf‘ cation information:as shown
Board of Medical Speuattze, will be shown. Select the fi elcmf pracﬁ‘ce

Please re e ewand correct the
ly certifications from the American -
own list:: If you are Board certlﬁed check

“yes." If certified since your: {ast renewal, please attach-a copy oft certificate or letter o
Area of Interest ABMS Certified? Practicing? Expiration Date
(Or indicate if lifetime certificated)
Obstetrics & Gynecology D Yes E No Yes D No
[ Yes INo [ Yes CINe
[ Yes [JNo 3 Yes [TJNo

United States citizen, nat:onal‘
Arizona. Statement of Citizenship. and,Allen Status"avadable an the website

I am a U.S. Citizen or a qualified registered alien.

IF YOUR LEGAL STATUS HAS CHANGED SINCE YOUR LAST RENEWAL OR YOU HAVE A NEW DOCUMENT WITH CURRENT
VALID DATES, PLEASE INCLUDE A COPY WITH YOUR RENEWAL. The Board will contact you prior to mailing of your wallet
card if we do not have a copy of your legal status on file.

I ROTOCOL FOR STORAGE TRANSFER AND AC(;ESS OF PATIENT MEDICAL: REGORDS

1 am aware that it is unprofessional conduct to fail to have a written protocol in place for the secure storage, transfer and
access of patient medical records when a physician terminates or sells his/her practice and the medical records do not
remain in the same physical location. | have a protocol in place for the secure storage, transfer and access of the medical
records of my patients should my practice close, as required by A.R. S §32- 3211
CONT INUING MEDICAL EDUCAT!ON LCME) REQUIREMENTS : :

I have completed a minimum of 40 hours CME durmg the two previous calendar years of renewal year as required by A.R. S
§32-1434 and A.A.C. §R4-16-101.

52

=**please do not submit proof of CME unless you received notice on your renewol that you are subject to a CME audit. If an
oudit was indicated, please submit the CME documentatlon w:th your completed renewal

Ticense using this form.
date thi

| request INACTIVATION of my medlcal Ilcense I am not presently under investigation by the Board the Board has not
commenced disciplinary proceedings against me, and / am totally retired from the practice of medicine in this state or
any state, territory, or district of the United States or foreign country. | understand that once inactive status is granted,
the Board will waive the annual renewal fees and requirements for CME. | understand that | may not engage in the

O practice of medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my
license is classified as inactive. | further understand that if | request reactivation of my license, the Board may require
me to pass the SPEX and any combination of physical, psychiatric, or psychological examinations or interviews it deems
necessary to determine my ability to safely engage in the practice of medicine. A.R.S. §32-1431.

0O | request CANCELLATION of my medical license. | am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and | am no longer practicing medicine in Arizona.
Page 20f6



QUESTIONNAIRE

1. Since your last renewal, have you had any application for any professional license refused or OvYes [XINo
denied by any licensing authority?

2. Since your last renewal, have you been refused or denied the privilege of taking an examination [ Yes No
required for any professional licensure?

3. Since your last renewal, have you valuntarily surrendered any healthcare license? [OYes [XiNo
4. Since your last renewal, have you had any healthcare license revoked? [Jyes [RINo

5. Since your last renewal, have you been the subject of disciplinary action or are you currently under O Yes No
investigation with regard to your healthcare license (other than by the Arizona Medical Board), have

you been sanctioned by any healthcare licensing authority, healthcare association, license healthcare

facility or healthcare staff of such facility?

6. Since your last renewal, have your privileges been restricted, terminated, voluntarily or involuntarily 0 Yes No
resigned or withdrawn by any healthcare licensing authority, healthcare association, licensed

healthcare facility or healthcare staff of such facility?

7. Since your last renewal, has disciplinary action been taken against you by any licensing agency [ Yes No
(other than the Arizona Medical Board) with regard to any professional license? "Disciplinary Action”

includes, but is not limited to restriction, termination, voluntary or involuntary resignation or

withdrawn.

8. Since your last renewal, have you had a registration issued by a controlled substance authority [ Yes No

(State or Federal) revoked, suspended, limited, restricted, modified, denied, or have you surrendered
or given up in lieu of action?

9. Since your last renewal, have you been charged with or convicted, pardoned or had a record ] Yes No
expunged or vacated of a felony, or misdemeanor involving moral turpitude? (See explanation below) A
"yes" answer is required even if you entered a diversion program.

10. Since your last renewal, have you been charged with or convicted (including a nolo contendre plea ] Yes No
or guilty plea) of a violation of any federal or state drug law(s) or rule(s) whether or not the sentence
was imposed or expunged?

11. Since your last renewal, have you been court martialed or discharged other than honorably from [ Yes No
the armed service?

12. Since your last renewal, have you been terminated from a healthcare position with a city, county, [ Yes No
or state government or the Federal government?

13. Since your last renewal, have you been convicted of insurance fraud or received sanctions, [JYes [X]No
including restrictions, suspension or removal from practice, imposed by any agency of the Federal

government?

la ;s or board actions.

corresponding documents, sucli'?%s on

‘Moral Turpitude includes but is not iimited to the following: Armed Robbery, Assault with a Deadly Weapon, Attempted
Insurance Fraud, Fabricating and Presenting False Public Claims, False Reporting to Law Enforcement Agency, Falsification of
Records of the Court, Forgery, Fraud, Hit & Run, lllegal Sale and Trafficking in Controlled Substances, Indecent Exposure,’
Kidnapping, Larceny, Mann Act (Federal Commercialization of Women Statute), Misleading Sale of Securities in Connection with:
transfer of Real Property, Perjury, Possession of Heroin for Sale/Unlawful Sale or Dispensing Narcotic Drugs, Rape, Shoplifting:
and Soliciting Prostitution.

First Name: lRonaId l Initial: Last Name: {Yunis

License Number: AZ25201 Page3of 6




CONFIDENTIAL QUESTIONNAIRE

1. Since your last renewal have you been diagnosed, treated or admitted to a hospital or other facility
for the treatment of bi-polar disorder, schizophrenia, paranoia or any psychotic disorder?

2. Are you now being treated or since your last renewal have you been treated for a drug or alcohol
addiction or participated in a rehabilitation program? "If in a confidential program in another state see
explanation below.

3. Do you currently have any disease or condition that interferes with your ability to competently and
safely perform the essential functions of your profession, include any disease or condition generally
regarded as chronic by the medical community, i.e. (1) behavioral health illness or condition; (2) alcohol
or ather substance abuse; and/or (3) physical disease or condition, that may presently interfere with
your ability to competently and safely perform the essential functions involved in your usual practice?

Ability to practice medicine is to be construed to Include all of the following:
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reason medical judgments and to learn
and keep abreast of medical developments;
2. The ability to communicate those judgments and medical information to patients and other healthcare providers,
with or without the use of aids or devices, such as a voice amplifier; and
3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

NOTE: In the event that the response to any of the questions above is."Yes," you must-file:with: :the_application a detajled
written narrative statement mncernmg the above matter(s) mcludlng the ﬁam eatthcare providers }ﬁd treatment centers

-If;_youare cnm_en’?ly pamclpating or

rehabilitation of doctors of medi 'neﬁimpalred by alcohol drug abu 8
'reports from the state momtcrin progta;ﬂ? :

| ATTEST THAT ALL INFORMATION SUBMITTED ON AND WITH THIS RENEWAL APPLICATION IS TRUE. This includes
information and responses provided on all four pages of the renewal application, any corrections made to the enclosed
physician profile, and any information provided on or submitted with the CME Audit Form.

First Name: Ronald Initial: |A Last Name: |Yunis

Signature: TL T License Number: [AZ25201

r -Questions?

Paged of 6



From: Ronald Yunis, MD To: Arizana Medical Board Date: 8/28/2009 Time: 11:20:34 AM Page 2of 6

ARIZONA MEDICAL BOARD (
. BIENNIAL MD LICENSE RENEWAL APPLICATION™—

AZMD Lick: =zszof Runcwwal Pee: £360 3850 (i postinarked 30 days after due date)

.'..\; ——

I.lﬁl.l
P CADDRESS&PHONENUMBER HoB (. |..Lmu .S'oLoafleJ St &
Phosier, AZ 85013

Fax#: {03 LS _oiws'

HO® o tadiws Schoil #d
e B
rex oo 13 - !
Pheoen AE RECEIVFED
AUIG 2 82008 |

AZ MEDICAL L. 3

Fleld of Practice Code “ABMS Certified? | Practicing? Expiration Date{or _ |
(see attachea;o:n for code) (Y/N) Y/N) indicate ifetime certificated)
o . _ N

REQUESI’ FOR CHANGE IN LICENSE STATUS:
B INACTIVE STATUS (I fiave read and meet the requirements for Tnkictive. Status as hstad in tha Instructions)
O CANCELLATION (I have read and mest the requirements 1t cancel my license a5 lsted in the instructions)

I hereby certify, under penalty of perjury by my signature betow that all mformation on-this form Is currentiy accurats arid
=1 have compieted a minimiirn of 40 &redit-hours of continuing medical educatuon during the previous two calendar years
of my renewal as required by A.R.S. §32-1434 and A.A.C. § R4-16-101
» ] have a written protocol in place for the secure stordge, transfer ard access of the medical records of my patlents should
my-practice ciose as required by ARS, §32-3211
ﬂ’ T am a U.S. Citizen or U.S. Nationaf (I this box is chiecked please submit with your apgiication a copy of one of the
listed approved supporting documents. listed In the “Arizona Statement of Citizénship and Alieri Status for State Public
Benefits” |.e. Birth Certificate, U.S. Passport, efc.)
0 Iam NOT a L. §. Citizen or (1.5. Natinnal (If this bay is checked you must downloéd, complete ; ane submiit with your
applicatibn “Arizona Statemant of Citizenehip and Alien Statue for State Fublic Bonofite” form albong with 2 copy of one )
of thie listed approved supporting documents i. e. Alien Registration Card, Visa, etc.}

L s i/er ot

Sigriature of Licensee (Si stamp-will not be actepted)
Page 1
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From:; Renals Yunio, MD To: Arzona Mool Roord Date; 3/8/2000 Timo: 11:3G:74 Al Nogo 2 of 6

1, Since your last renewal have you had any application for any prnfessmal
ficense refusid or denied by any licensing authority?
2. Since your last renewal have you been refused or deriied the privilege of
taking an examination required for any professional licensure?
3. Since your last renewal have youi voluntarily surrendered any healthcare
license?:
4. Since your last renewal have you had any healthcare license revoked?

5. Since your last renawal, have you heen the subject of discipfinary action or
are ypu cuivently urider investigation with regard to your healthcare
license {other than by the Arizona Medical Board), have you been| YES
sanctioned by any heilthcare licensing authority, healthcare association,
linensad heafthcare facility or healthicare staff of such facility?

6.:Since your Jast' renewal have your privileges been restricted, I:ermmahed,- !

voluntarily or involuntarily resigned or withdrawn by any healthcare YES [ NO &
licensing authority, healthcare association,. licensed healthcare fadility or ' '
healthcare staff of such facility?

7. Since your last renewal, has disciplinary action been taken against you by
any licensing ageitcy (other than the Arizona Medical Board) with regard
to any professional license? “Disciplinary Action” includes, but is not| YES O NO B
limited to, restriction, termination, voluntary or Involuntary resignation or g
withdrawn.

8. Since your last renewal have you had a registration issued by a controlled :
subsiance authority (State or Federal) revoked, suspended, lintited, YES O NOJ
restricted, modified, denled or have you suwirendered or given up in fleu of
action?

9, Since your last renewal have you been charged with or convicted,
pardoned or hiad o record expunged or vacated of a felony, hibabemesnor . NOBY
involvinig moral turpitudé? (see explanation below) A “yes” answer is YES O '
required even if you enteéred a diversion program.

30. Since your last renéwal hawyoubeenc!mrgedmﬂwrmwcted
(ncluding a nolo contesidere plea or guilty plea) of a violation of any YES O NO B
federal or state drug law(s) or rule(s} whether or not sentence was ’
imposed or suspended?

11. Since your last verewsil have you been court martialed or discharged other YES [J NO &

___than honhorably from the armied service? e i

12.Since your last rencwal have you been terminated from a healthcare
position with A city, county, or state government or the Federal| YES O NO B~

| government? .

13Sineevwrlastrenewalhmyouboenmmmdoflmramefmndor _

received sanchions, includirig restrictions, suspension or removal from | YES O3 NO I
practice, imposed by any agency of the Federal government? . :

NO . §
NO &f
NOSF
NO B

HERA:
bne|o|c

0

NO B

Note: In the event the respo , ot sumbere " s "YES" you must file
with the renewal a QQ;MM oonc\ammg the ahwe mat:ters, mclucﬁng any charge, date of such charge, the
complete name and address of all bodies of jurisdiction, the resyit of any hearings, and the disposition bf such matters,
IN ADDITION, you myst submiit phatooopies of any corresponding documents, such as complaints of board actions.

Maral Turpitude includes but is not limited to the following: Armed Robbery, Assauit with a Deadly Weapon, Attempted
Insurance Fraud, Fabricating arkl Presenting Fefse Pubiic. Clali, False Reporting to Law Enforcement Agency,
Falsification: of Reaord‘s of the Court, Forgery, Fraud; HIt & Run, Illiegal Sale & Trafficking in Cortrolled Substances,
Indecent Expasure, Kidnapping, Larceny; Mann Act {Federal Commercidlization of Women Statute), Misleading Sale of
Securities in Connection with Transfer of Real Property, Perjury, Possession of Hergin for Sale/Unlawful Sale or
Dispensing Narcotié Drugs, Rape; Shoplifting and Soliciting Prastibutian.

Name: %’ wiro 4J—~yw") ‘ License Number: Zr Z,o}
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From: Ronald Yunis, MD To: Arizcha Medical Board Date: 8/28/2009 Time: 11:20:34 AM Page 4of 6
]

CONFIDENTIAL
. Physical/Mental Health and Substance Abiuse

1. Since yourlast renewal have you been diagnased, treated or admitted to.a
haspital or other facility for the treatment of bi-pojar disorder,.
schizophrenia, paranoia or any psychotic disorder? _

2. Areyou now or since your last renewal been addicted to or abused any
chemical substance Including aleohol (excluding tobaocco and caffeine)?-

3.  Are you now belng traated or since your last renewal have you been
treated or evaluated for a drug or alcahol addiction or participated in.a
rehabilitation program? *If in 2.confidentia! program in another state see
explanation below.

4. Since your last renewa) have.you been criminalty d'narged with or
investigated by.any healthcare licensing authority, healthcare association,
licensed healthcare Facility or heaithcare staff of such facility for
inappropriate contact with a patient or patients?:

5. Doyou currently have any disease or condition that interferes with your

: ability o competently and safely perform the: essential funcions of your
profession; lnclude any disease or condition generally regarded as chironic
by the medical community; i.e. (1) behavioral health illness or condition;
(2) alcohol or other substance abuse; and/or (3) physical disease or-
condition, that may presently interfere with your ability to competently
and safely perform the essential functions. involved in your usua) practice?

Ability tn practice medicine Is 1o be construad to indude ol of the following:

1. The cognitive capacity td make appropriate. clinical diagnoses and exercise reason
medical judgmenits and ta ledm and keep abreast of medical developments;

2. The ability to communicate those judgments. and-medical information to patients
and other heaithcare providers, with or without the use of aids or devices, such as
a voice amplifier; and ,

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

“Medical condition” Includes physiclogical; mental or psychelogical .conditions or
disorders, such as, but nat fimited to.chronic andfor uncorrected orthopedic, visual,
speech, or hearing impairments, epilepsy, multiple sclerosis, behaviaral heaith
illness, dementia, drug addiction and alcoholisin,

In_the ASWe bove guestions, you must fils wi

narratxve statement. concerming lhe above mattefr(s), lnduding the name and address of healthcare providers, physidans,
preceptors, hospitatsfretabiiitation centers, etc. where you were, rovnseded/fireated.  Yrin minst alsn have:- 2 copy of your !
history and physical examinations, consuitation reports, discharge summaries from all hospltalsfmbabllltatlm cenhers and a 3
statement from your-attending physiclans oy treating therapists settinig forth your diz 2 i
fgg @gnnumg\ care, t—aatmen;. supgmsmn and a mmmwmww

Treatment records must be sent directly-to theboard

If you are currently. participating or have participated pursuent to a CONFIDENTIAL AGREEMENT OR ORDER iri 3 px'og'am for
the. treatment and rehabilitation of docters of medicine impaired by alcohol, drug abuse or for cther. issues YOU MUST
SUBMIT A NARRATIVE OF CIRCUMSTANCES. WITH YOUR. RENEWAL AND: REQUESI' THE FOLLOWING DOGUMENTATION BE .
SENT DIRECTLY TQ THE ARIZONA MEDICAL BOARD'S. PHYSICIAN HEALTH PROGRAM. !

» Evaluation/Treatment records = Psychiatric/Psychological records < Compliance reports fram state monitoring programs

Please note: All documents requested abcve must be sent dlrecﬂy from the primary source to the Arizona Medical Board's
Physician Health Program Department from the primary source and will not be accepted if- Submltted by the applicant.
FATLURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE ABUSE OR OTHER ISSUES CAN
RESULT IN BOARD DISG!PLINARY ACTION.

If you have.any quiestions, please contact the Board’s Physician Health Program at: (480) 551-2746 or (877) 255-2212.

Name: izaw A ,}f/ﬁm‘ ed License Number: 23°20 ] i

Signature: ,@ > PAGE 3




ARIZONA MEDICAL BOARD

)

2007 BIENNIAL MD LICENSE RENEW,AI\APPL CATION

AZ MD Lic#: 25201 Ronald A. Yunis, MD
~ CURRENT INI

[FORMATION

Renewal Fee:ésoo }850 (if postmarked after 09/23/2007)

Please review and make corrections as necessary ™ CORRECTIONS

OFFICE ADDRESS/PRINCIPAL PLACE OF BUSINESS OFFICE ADDRESS/PRINCIPAL PLACE OF BUSINESS
PUELIC ADDRESS & PHONE NUMBER
1108 W Indian School Rd Su ;,k A
Phoenix AZ 85013-3107
Phone #: (502) 415-1900 Fax. #: (602) 415-0985 Phone #: Fax #:
E-Mail: E-Mail:
MAILING ADDRESS MAILING ADDRESS

3

RECEIVE

1]

AUG 2 1 2007 ]
HOME ADDRESS HOME ADDRESS
ARIZONA MEDICAL B80ARD o
BUSINESS OPERATIONS

Phone #: ax # Phone #: Fax #:
E-Mail: E-Mail:
Mobile # Mobile #: (Optional)

AMERICAN BOARD OF MEDICAL SPECIALTY CERTIFICATIONS AND FIELDS OF PRACTICE:

Only certifications from ABMS' will be shown in your profile on the website. Please indicate expiration date or lifetime certificate.

Certified? Practicing?
0BG ! N Y Make corrections if
::_F:f , | necessary
INTIALS
L | REQUIRED

Certified? Practicing? Expiration Date Initials Required

If you don’t: verlfy the above fields by your r initials the ABMS certification will be r gmoved from your profile on the website.

REQUEST FOR CHANGE IN LICENSE STATUS:

O INACTIVE STATUS (I have read and meet the requirements for Inactive status as listed in the instructions)
O CANCELLATION (I have read and meet the requirements to cancel my license as listed in the instructions)

I hereby certify, under penalty of perjury by my signature below that all information on this form is currently accurate and:

» [ am a U.S. Citizen or a qualified/registered alien

* [ have completed a minimum of 40 credit hours of continuing medical education during calendar years 2005 and 2006

as required by A.R.S. §32-1434 and A.A.C. § R4-16-101

+ [ have a written protocol in place for the secure storage, transfer and access of the medical records of my patients should

my practice close as requirad by A.R.S. §32-3211.

e ,@"w

Yspr

Slgnature of Licensee (S/gnai,u(e amp will not be accepted)
25201 Ronald A. Yunis, MD é
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. Since your last renewal have you had any application for any professional

license refused or denied by any licensing authority?

YES

. Since your last renewal have you been refused or denied the privilege of

taking an examination required for any professional licensure?

YES

NO@/

. Since your last renewal have you voluntarily surrendered any healthcare

license?

YES

NO &~

. Since your last renewal have you had any healthcare license revoked?

YES

a o|o|o

NOXY

5. Since your last renewal, have you been the subject of disciplinary action or

are you currently under investigation with regard to your healthcare
license (other than by the Arizona Medical Board), have you been
sanctioned by any healthcare licensing authority, healthcare association,
licensed healthcare facility or healthcare staff of such facility?

YES

a

NO &

. Since your last renewal have your privileges been restricted, terminated,

voluntarily or involuntarily resigned or withdrawn by any healthcare
licensing authority, healthcare association, licensed healthcare facility or
healthcare staff of such facility?

YES

NO &~

. Since your last renewal, has disciplinary action been taken against you by

any licensing agency (other than the Arizona Medical Board) with regard
to any professional license? “Disciplinary Action” includes, but is not
limited to, restriction, termination, voluntary or involuntary resignation or
withdrawn.

YES

. Since your last renewal have you had a registration issued by a controlled

substance authority (State or Federal) revoked, suspended, limited,
restricted, modified, denied or have you surrendered or given up in lieu of
action?

YES

NOAL

. Since your last renewal have you been charged with or convicted,

pardoned or had a record expunged or vacated of a felony, misdemeanor
involving moral turpitude? (see explanation below) A ‘“yes” answer is
required even if you entered a diversion program.

YES

NOXZ

10.

Since your last renewal have you been charged with or convicted
(including a nolo contendere plea or guilty plea) of a violation of any
federal or state drug law(s) or rule(s) whether or not sentence was
imposed or suspended?

YES

NO 5~

11. Since your last renewal have you been court martialed or discharged other

than honorably from the armed service?

YES

NO Iy~

12.Since your last renewal have you been terminated from a heaithcare

position with a city, county, or state government or the Federal
government?

YES

\[oF g

13.Since your last renewal have you been convicted of insurance fraud or

received sanctions, including restrictions, suspension or removal from
practice, imposed by any agency of the Federal government?

YES

a

NS

Note: In the event the response to any of the questions numbered 1 through 13 is "YES”, you must file
with the renewal a detailed report concerning the above matters, including any charge, date of such charge, the
complete name and address of all bodies of jurisdiction, the result of any hearings, and the disposition of such matters.
IN ADDITION, you must submit photocopies of any corresponding documents, such as complaints or board actions.

Moral Turpitude includes but is not limited to the following: Armed Robbery, Assault with a Deadly Weapon, Attempted
Insurance Fraud, Fabricating and Presenting False Public Claim, False Reporting to Law Enforcement Agency,
Falsification of Records of the Court, Forgery, Fraud, Hit & Run, Illegal Sale & Trafficking in Controlled Substances,
Indecent Exposure, Kidnapping, Larceny, Mann Act (Federal Commercialization of Women Statute), Misleading Sale of
Securities in Connection with Transfer of Real Property, Perjury, Possession of Heroin for Sale/Unlawful Sale or
Dispensing Narcotic Drugs, Rape, Shoplifting and Soliciting Prostitution.

25201 Ronald A. Yunis, MD

INITIALS REQUIRED 7,
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CONFIDENTIAL
- Physical/Mental Health and Substance Abuse

1. Sincey yuur last renewal have you been diagnosed, treated or admitted to a
hospltal or other facility for the treatment of bi-polar disorder,

schizophrenia, paranoia or any psychotic disorder?

2. Are you now or since your last renewal been addicted to or abused any
chemical substance including alcohol (excluding tobacco and caffeine)?
Are you now being treated or since your last renewal have you been
treated or evaluated for a drug or alcohol addiction or participated in a
rehabilitation program? *If in a confidential program in another state see
explanation below.

4. Since your last renewal have you been criminally charged with or
investigated by any healthcare licensing authority, heaithcare association,
licensed healthcare facility or healthcare staff of such facility for
inappropriate contact with a patient or patients?

5. Do you currently have any disease or condition that interferes with your
ability to competently and safely perform the essential functions of your
profession, include any cisease or condition generally regarded as chronic
by the medical community, i.a. (1) behavioral health illness or condition;
(2) alcohol or other substance abuse; and/or (3) physical disease or
condition, that may presently interfere with your ability to competently
and safely perform the essential functions involved in your usual practice?

Ability to practice medicine is to be construed to include all of the following:

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

2. The ability to communicat2 those judgments and medical information to patients
and other healthcare providers, with or without the use of aids or devices, such as
a voice amplifier; and

3. The physical capability to perform medical tasks such as physical examination and
surgical procedures, with or without the use of aids or devices, such as corrective
lenses or hearing aids.
“Medical condition” includes physiological, mental or psychological conditions or
disorders, such as, but not: limited to chronic and/or uncorrected orthopedic, visual,
speech, or hearing impairrnents, epilepsy, multiple sclerosis, behavioral health
illness, dementia, drug addiction and alcoholism.

In _the event you answer YES to any of the above guestions, you must file wi
narrative statement concerning tne above matter(s), including the name and address of healthcare prowders physicians,
preceptors, hospitals/rehabilitation centers, etc. where you were counseled/treated. You must also have a copy of your
history and physical examinations, consultation reports, discharge summaries from all hospitals/rehabilitation centers and a
statemant from your attending physicians or treating therapists setting forth your diagnosis, prognosis and recommendations
for_continuing care, treatment, supervision and a statement as to whether there is anything that would prevent you from
safely practicing_any_type of madicine. Statement from attending physician must come with your renewal.
Treatment records rust be sent directly to the board.

If you are currently participating or have participated pursuant to a CONFIDENTIAL AGREEMENT OR ORDER in a program for
the treatment and rehabilitation of doctors of medicine impaired by alcohol, drug abuse or for other issues YOU MUST
SUBMIT A NARRATIVE OF CIRCUMSTANCES WITH YOUR RENEWAL AND REQUEST THE FOLLOWING DOCUMENTATION BE
SENT DIRECTLY TO THE ARIZONA MELCICAL BOARD'S PHYSICIAN HEALTH PROGRAM.

* Evaluation/Treatment records « Psychiatric/Psychological records ¢ Compliance reports from state monitoring programs

Please note: All documents requested above must be sent directly from the primary source to the Arizona Medical Board’s
Physician Health Program Department from the primary source and will not be accepted if submitted by the applicant.
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE ABUSE OR OTHER ISSUES CAN
RESULT IN BOARD DISCIPLINARY ACTION.

If you have any questions, please contact the Board’s Physician Health Program at (480) 551-2716 or (877) 255-2212.

25201 Ronald A. Yunis, MD INITIALS REQUIRED 7/
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ARIZONA MEDICAL BOARD “ DEC 1 3 2005 l_)
2005 BIENNIAL MD LICENSE RENEWAL APPLICATIO - :

AZ MD Llc#. 25201 Ronald A. Yunis, MD Renewal Fee: $500
x4 CURJ!EM}INFO -T-ION‘ ‘g_h., ™

RESSIPRINCIPAL PLACE OF BUSINESS

OFFICE ADDRES/ PRINC;PAL PLACE OF BUSINE§S
PUBLIC ADDRESS & PHONE' NUMBER
3243 W Thomas Rd

Phoenix AZ 85017-5311

Phone #: (602) 415-1900 Fax #: (602) 415-0985 . Phone #-. - Fax #:
E-Majl- . : . . - . E-Mail:

MAIEINGADDRESS

ﬁ g;y%

/ HOME ADDRESS

Fax #: Phone #: Fax #:
E-Mail;
Cell Phone #: (Optional)
Select from the artached list of Self-Designated “Field of Practice” Codes
Certified? Practicing?
Make corrections if .

INACT IVE STATUS Please inactivate my Arizona license. My signature below serves to certfy the following: That I am not presently under Investigation by the board,
the board has not commenced any disciplinary proceedings against me, and I am totally retired from the practice of medicine in this state or any state, territory, or district of
the Unitad States or foreign country. I understand that once Inactive status is granted, the board will waive the annual renewal fees and requirements for QME. [ further
understand that I may not engage in the practice of medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my license is
classified as Inactive. I further understand that if I request reactivation of my license, I may be required to pass the SPEX examination and that the board may require any
combination of physical examination, psychlamc, psychological evaluations and interviews it deems necessary to determine my ability to safely engage In the practice of
medidne.

QO CANCELLATION: Please cancel my Arizona license. My signature below serves to certify the following: That I am not presently under investigation by the board; the board

has not commenced any disdplinary proceedings agalnst me; and that I am requesung carce!atbn for the reascn that I am no longer pmcﬁdng medidne in the State of Arizona.

PLEASE: A&SWER 'I'HE FOLLOWING QUESTIGNS: . : A
1. Other than in Arizona, are you currently under investigation by any medlcal bcard or peer review body’
2. Other than in Arlzona, since your last renewal -have you had a medical license disdplined resulting in revocation, suspenslon, Ilmitatlon resmmnn probation, voluntary
surrender or cancellation during an investigation? (see instructions on back)... .0 Yes No
3. Since your last renewa! have you had hospital privileges revoked, denled, suspended or res'cricted" (see lnstructrons) P— veeeennee Q@ Yes8SNO
4. Since your last renewal, have you been subjected to any regulatory disciplinary actien, including censure, practice restriction, suspension sanction or removal from practice,
imposed by any agency of the federal or state government? (See INSTrUCLIONS)......ccc.icitmerneeieneireninnrnesssse it tiesmssessessesnsnrorsorasnesserseasersinneanseshassssisesseas Q Yes QeNo
! 5. Since your last renewal,; have you had the authority to prescribe, dispense or administer medications limited, restricted, modified, denied, surrendered or revoked by
2 federal or state agency? (see inStructions) .........ceeiieeerninnens §eahbeePIBL NNt eatRa A st annannntnaaasadanas 09000 I00eraatrettatesintrasnnnnannnsnassisossisesisossarsnransans
6. Within the last S years, have you had or do you have a medical condition that impairs or limits your ability to safely practice medicine? (see instructions)
7. Do you engage in the illegal use of any controlled substance, habit-forming drug, or presaription Medication? ..........ccccivieeireisieiansenn e srsesains
8. Have you consumed Intoxicating beverages resulting in your present ability to exerdse the judgment and skills of a medical professional, being Impalred or “mtted
9. Have you been denied 3 icense in nGHEr SEAtE? IF YES, ...iiviiiiiiiiiirien ettt esees e ea e e e e bt s cas e bses s re s sa s a s e a s e et ae e r s s m b s et e b b e s be -
State. Date of Denial Reason for Denia)

l' yes, please amd\ an explanation and applicable court docket. See instructions on back.
11. Since your Iast renewal has a malpractice lawsuit resulted in 3 settiement or judgment against you’ .

seprovglde a comp te

I hereby certify, under penalty of perjury, that all infoermation on this form is currently accurate. I also certify that during calendar years 2003 and 2004, I have completed a
minimum of 40 UW Inuing medica! education 2s required by A.R.S. §32-1434 2nd A.A.C. § R4-16-101. /
727 ) e | (2firfos
Signature of Lie€nsee (Sign##dre stamp will not be accepted) !

~NIWINIER |
NOTE:




OCT-16-83 1©0:26 AaM AcaciolWlomensCenter ‘ 6026676608

- . p.az?’a\

,,w’/ 480 551 2704 F.81/02 ¢/

25201 Ronald A Yunis, MDD SEs St s, o

0CT-16-2003 10:14 .
2003 BIENNIAL MD LICENSE

' W Tho nas Rd
Phoenix AZ (:5017-5311

Phone #: 1602) 415-1900 Fax #: (602) 415 \ . | Phopes:
E-Mah: : R

=] MNESIATUS- mmwmm wwmwmbaﬂymm mxnmmmwwhm
mmdmmmemmmmdlmmmlmmmmdnwmmum«mmm«mu
the Unk xd States or foraign cowrmy. T understand that ance INacthe SIItus s granted, the Bodrd wit waive the annual renewal fees and requirements for O | further \
U0ersEmd that 1 may nOt engage I the practice of mediine, hold registration with the Orug Enfircament AdMINSIaTon, of Wiite presoigHons a¢ 10ng s my boense & j
cassfle | as inactive. [ frther Understand that ¥ T request reactivation of my Soense, 1 misy be required to pass the SPEX earmination and that the board may requere any
mmammwwmmmtmmwmmwwmommmmmd
medion .

Q@ CANCILLATION: Piase cncof iy Artzons iconss. My ignature befow serves to cartifiy the followng: That 1 am not presently under westiganion by the board; the board
msru mwmmw@MIMMMhummalnmhwmmthno:mndm

DYOS

I T T T T TL T PR PR R PP LT PR DITTTTTIIIT

1. Cther tmn ln Amnna, are you :urrUy mder Investhaumby ny medicai baw or peer rvMew body?

2, Other than In ArzoRa, SInca your last renewal have you hed a medical (ivense dlociplined resufting In revocation, suspen;km, llmllavon, rastdmon, probwon, wlun!ary ) F

surrendet or cancaliation during an Investigation? (see instructions on dback)... R asshtsntserserstutse aots .. O Yes
3, Since your last ranews! have you had hosphal privilegas revoked, denled, suspended or gstrictad? (m Insructions) ... S PPN .0 Yes BNo
4. Since your last renewal, have you bean subjectsd to any regulatory disclptinary actian, induding censure, pracice resmabn, wspels*m unctson, or rmval hom pracrice, }
imposed iy any agency of the fedwral or state government? (see Instructions) e resve st ra s nese e sera s ae et aats s nsenns O Ves f0
5. Since your last renewal, have you had the authority to presgribe, dispense of administer medlmons limited, mmd medified, denled, suneneered or mked oy '
2 federal nr state apency? (886 INSLTUCHONS) ..ovvcvimnne s casssmmersiimtuins s . - aore ceeverees
6 Withia th: [agt § years, have you had or do you nave 3 mdlcal wndmnn :hn lmpabs or llml!s vou' awxy m Qfely pracuce medlme7 (ne mwuctlom)
7. Do you e'gage In the Alegal use of any contralled substance, havit-forming drug, of prescription medication? .. atarsassbivnssise leotessentasssaonsantessoramentinbirn
a mmmmmmmmhmmmummjmmmhdamm hdnglmpakedor
3. Have you been denied 3 Rcense in another state? I yes, .. —
Suae____ OapofOordd_______ __ Resson WDGUL
10. S your ISt renewal, mwwmwwummawdmmuamh:.mwummmmhwmv ..... J:Vechb

umvuum:nm awlnﬁlocwltm Sed imstyuctions on

1 hereby cent N under penaity of perjury, that all information on th's form ks currently accurate. I atso amry that during calendar years 2003 and 2002, I have compieted
minimum of 40 cred hours of continulpg-medical don 85 required by A.R.S. §32-1434 and A.A.C. § R4-16-101. o o _i
—_— . LH’ = — ——

z, -
e i

Signature ¢ § Ucensee (Stgnamte'ﬁawyw

IRREn
NOTS:






