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DEG 0 1 1994 

ARIZONA BOARD OF MEDICAL EXAMINERS 
1651 E. Morten Avenue, Suite 210 

Phoenix, Arizona 85020 
A.C. (602) 255-3751 

APPLICATION FOR A LICENSE 
TO PRACTICE MEDICINE 

THROUGH 
ENDORSEMENT 

ALL FORMS PROVIDED MUST BE COMPLETED BY THE APPROPRIATE AGENCY AND RETURNED DIRECTLY TO THIS BOARD 

INFORMATION 

114. 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 

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Applications not fully complete within one year from date of receipt are considered withdrawn.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) 

1 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 1 above, (e.g., 

ei 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 

IL  
from active duty. 

i 5. Photocopies of any certificates awarded by any of the American medical specialty boards. 
G 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. 
4 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. 
4 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. 

     
      

   
   

    
   

 
 

 

   
     

 

                

  

       

         
               
                      

      
                        

          

                     

              

 

 

 

 

 

  
  

                   

                        
         

                     
         

             
                      

                    
   

             
                

                  
                        

     
                      

                



10. 

s../ 9. Cashier's Check or Money Order in U.S. Funds (personal checks not accepted), covering the statutory fee of $4.91100 -e-There are no 
refunds. 

10. Applicants, whose written examination; FLEX examination; National Board of Medical Examiners (NBME) or Licd.sing Medical 
Council of Canada (LMCC) 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). 

I I. 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 81/2  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 1, 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, II, III, III-A, and IV 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.) 

Ron: 4-i—c) A LE'XIhNit.)a-a. 401,11.3 
1. Present Legal Name. 

PRINT OR TYPE 

(a) Other names us 

2. Address: Residence 

Office  

3. City and State of Birth 

(Last) (First) (Middle) 

(City) 

Month, Day and Year of Birth 

(State) 

4. In what states or provinces have you applied for or been granted license or registration? If more t an wo, attac separate Bung. 
license not issued, so state. 

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

(b) 

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

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

(Date Issued) (Specify if by Written Examinat9n or on Credentials) 

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

6. Have any actions, restrictions, limitations, or probations ever been imposed on 
you while participating in any type of training program? 

(Answer) 

(A 

7. Have you ever been charged with a violation of any statute, rule or regulation of Kt 0 any domestic or foreign governmental agency? 
(An 

8. Has there been any action initiated against you by or through any medical board NI 0 id 
or association? 

9. Have you ever had a medical license revoked; suspended; limited; restricted; 
placed on probation; voluntarily surrendered or cancelled during an investigation 
or in lieu of disciplinary action; or entered into a consent agreement or stipulation? 

(Answer) 

•gti

• 

(Answer) 



1. 

• 
•.•• • lb. HaNrey.oti-euet had hospital privileges revoked; denied; suspended or restricted in 

any way? 
11. Have you ever been involved in any malpractice matter which resulted in a 

settlement or judgement against you in excess of $20,000? 

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 
the federal government? 

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 
agency? 

Nib 

K5 0 
(Answer) 

(Answer) 

(Answer) 

ki 0 
(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 jurisdiction, the results of any hearings, and the disposition of such charge(s). Provide the name and address of 
applicant's insurance carrier and the name and address of patient's attorney. IN ADDITION, the applicant 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 16 is YES, the applicant wt t e wit t e app 'cation a separate etas 
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 sup 

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.) " 

10 18. Enter your height here weight  Fe 

, e ot..A.A; Ac 

C. ?Cl - 2- 5 T * /UiviveitsTri t-4-Ektril 5c te-f•ICe- S CT-4- tA PAcc-K, 1-E-3445Y- 

06/ 6 `it‘l 

color of eyes 

• 

ase.-N  color of hair  OR..04.40V
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. 

f' lite ,...zx (74.s z (PIR,06,) ,03,) fl a.. coe0a. VuLe—

.0 14 C20. Are you certified by an American Board of medical specialties? Specialty-

21. Have you completed the educational requirements for any of the American Board of medical specialties?  N°  If so, 

which?  

ir 
'

0 
i 

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 noe-..42V ik- from 

At
City 

Lut,10eac.., 

State 

7-3( from

At 

City State 

from 

At 

City State 

from 

At 

City State 

from 

At 

City State 

from 
City State 

ell 3 to  gli '1 

fi el li to  ey-ebe44
to 

to 

to 

to 



23i .741.the.zvent you are successful in obtaining a license to practice medicine by this application, have yov selected anocafiosr? • • , 
 Where? 

Solo or in Association with'?  M L<^ 

2 4 . What is your intended specialty practice'? / AJ 

25. What branch of the United States Armed Forces have you served with, if any, including USPHS9  01/4) 

Active duty? From to 
Month and Year Month and Year 

Ne.;a:\I L LE,X6-Wr. Z7P— s 
The applicant  

(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. 

Signature of Applicant  , M.D. 

STATE OF  TE-X ?"\--
County of L SS 0 C/c< 

Subscribed and sworn to before me this 

Notary Signature 
blic) 

day of 

My Commission expires 

0 (NOTARIAL SEAL) 

..6 e—tAt i 

/tc -15-qx 

FOR OFFICE USE ONLY 

Application Rec'd  19   Application Processed by 

Application Completed   19   Application Checked by 

Form No. I Rec'd  - —  19  

19 

Application Approved   19  
y. 

Form No. H Rec'd  — 5 —19 — By 

Form No. HI Rec'd  —19  r4  License Issued 

Form No. III Rec'd  5  9  95  License No  

Form No. HIARec'd  ;511  19  T7 
Form No. IV Rec'd  19  

Investigation Completed   19  

Application withdrawn 
(Date) 

19 

                     

   

      

          

                   

    
      

  
       

      

                         
                     

                        
                      

                      
                 

                   
                     

                  
                      

                     
                     

                   
                     

     
 

    

       
  

 

          

         

  

 
  

  

  

    
 

    

    

    

   
 

    

  

  

 

 

    

     

   

                
 

 

 

  

  

 
 



PLEASE RETURN THIS FORM WITH YUUR APPLICATION 

MAY BE XEROXED IF ADDITIONAL COPIES ARE NEEDED 

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., physician 

placement group; emergency medical group radiology group; etc. 

-"'c (i4P1OSPITAL:  Korlq. co PA- fleThc A L t5.) 1- - a_ --MA , 
/1-Z -ADDRESS: Pli-oekh x 

City State Zip Code 

DATE OF STAFF MEMBERSHIP:  8193 ?/e0( 

TYPE OF STAFF MEMBERSHIP:  Itt4TAN 0(76 

n. x41 
'Oe3-'2) HOSPITAL: 51r, ToSTerifS 14-0 je t 

ADDRESS: P1-1-oCk-it 

DATE OF STAFF MEMBERSHIP: 

TYPE OF STAFF MEMBERSHIP: 

-15r0A 1HOSPITAL: 

;41 ADDRESS: 

Tx 4.5 

City 

z /9 3 - ?/.9 

J 

lee to Ulna✓e✓r 4t- 4-L4L—

DATE OF STAFF MEMBERSHIP: 

TYPE OF STAFF MEMBERSHIP: 

4) HOSPITAL: 

ADDRESS: 

L,Cl.bc1c. 

State 

• 

, • 

Zip Code 

C-rg. 

,-(3 
City State Zip Code 

g/fq tore t.1 

P6,7- 2_ ,01. /47 

DATE OF STAFF MEMBERSHIP: 

TYPE OF STAFF MEMBERSHIP: 

City State Zip Code 

5) MEDICAL AGENCY OF EMPLOYMENT: 

ADDRESS: 

DATE OF EMPLOYMENT: 

City State Zip Code 

6)' MEDICAL AGENCY OF EMPLOYMENT:, 

ADDRESS: 

DATF nv:47MPLOvmpNT! 

City State" Zip Code 

 

       
        

   

     
     

            
     

          
        

 
      

    

    

 
     

    

 

  
   

    

    

      
      

 

 

 

     
 

 
   

   

 

       

 

   

 
    

    

    

     

 

   

    

     

 

 

  
      



FORM I 

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. 

Name: 

Address: 

Date.

A LEX RNDCR- Y.tio S , M.D.  t , M.D. 

(2p. 

Please Print or T •e) 

reet ty ana State 

(DO NOT DETACH) 

(TA '330%Ig.l'T.9M16 OW-2 p A otogr os o tlg ? • p4, 'e •  V be' o vvs-dell " - 
r-gliankag h ed , ottik4go Re6t.0 ktat.1. (0),y/oxiii‘ tiiI.T.L.4v.v:4,4y3xe <, . .,4,: c.. ;,,T,,,,5; 7aidiAx0.4 gw. . 

_...../..., 

WEEP ammo 

This is to certify that A Le-5,-A Noe-R. 14t.i1s 

fffli" meld ca scho,~ol~~ 

(Full Name of Student) 

whose photograph is attached hereto, was granted the degree of  Doc46/ (APciAck vLe.0 
atAnzt 54/14cu --ti-o•tre nuatu,a_  on  Aka( 

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

61( ELf. that the date of his/her matriculation in medical school was 

by 

19 qs>, 

, 19 ;.'and that he/she-attended 

Number) " • 

toros 
f, , NeCessa/ si  full courses of medical lectures comprising 4...4**LA e.L 0, 0 

(Number) 
his ei tb lo

1. Was applicant ever required to repeat any segment of training? If YES, which part(s)9 /

2. Was applicant ever placed on probation, restricted or limited?  NI 0  If YES, please attach written explanation. 

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

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

, 5. nt ever known to suffer from any mental health disorders which required treatment, counseling or medications? 
f YES, please attach written explanation. 

6. Were applicant's final evaluations in every category rated satisfactory and/or above9  114  If NO, please attach certified 
photocopy of evaluation, together with written explanation. 

Signed , M.D. 

Dean 

Secretary 
President of 'TiNg*ilAi -S -VVOL; S' -.71i6VP ftted4cziiuz_ kapoyopgoutp:91 
Re istrar Date  

Address:  QS4 4.0"e L . LQui yik) (ow- ‘7 
Please return completed form DIRECT to: 

Arizona Board of Medical Examiners, 1651 E. Morten Avenue, Suite #210, Phoenix, Arizona 85020 
Revised 4/91 r- •-• ••• ' • 

RECEIVED D.O.M.E.X. .. . ‘ 

JUN - 9 95 ; ' 

, 



; 

• • 

r-

• 

must assume the responsibility for completion of this form and is 

t it must be fully completed and forwarded to the Arizona Board 

miners before any application may be considered. 

ti 8E1113,6E1P. I'. . ',' ' 'i' ,.!', : , l 1 ,  ,..j 
o eporilepierliorns1 and/or 2 for additional services. .  
el 

( 
sCOrtjeleipteVA 4a; and 4b: 
oPrint:yous e and address on the reverse of this form so 

4  
that we can return this 

.. cardlo you 
>6 e.Atteph.thisform to the front of:the mailpiese, or on the beck if space does not 
ei. Pentit. • 
0 &Vita Teturn Rec4ipt leciyeste.0. onlhe mailpie0 beiciW 11T4idttible number, 
A lepiitTeturr) Receipt Will "shOwto•whom the article; was delivered and the date 
# idelivefedi nji I • , J.

• ; , , .1111 .14 

t `4::*rifli le0114.P4* 15'111; 

C?l , P  ' 

.7. • : .t Ii • I 1 : 
4 

, 
, 

011.144.4.4;) uNrS . 

gpipt) 
ik I HI/ !I Ili I 

PS Form 3811, De er 1994 

c 

I also wish toi'reOe ve4fte 
folli,AinieerV:ice i,(fOr an 
extra fee): 

1. 0 4tidriassee's.Addoe.ss 

ilThRestricted DeliveW 

1 5 

7 SeNCe Type 
O Registered 
O Express Mail 
O Return Receipt for Merchandise 
7. Date of Delivery 

O Certified 
O Insured 
O COD 

42.416, 'qXddress (Only if requested 
mi./001P alb)

f If 
I r i i I t 

estic Return Receipt 



Zile !curb of `(trustees 
on recommenbatictn of the gasult of 

and *Jai Stbi 
of the 

(Situ Pribersitg of 'fork 
confers upon 

Numb) Atexattiitr 
the beget of 

Doctor of ifithirittt 
Ju recognition of fulfillment of the requirements for this beget, .pith all the 

rights, priirileges an honors wet-brining *nett]. 
Jn testimony thereof, this lomu is twig smith tritli the seal of the school anti signet' IT 

the Claimant of the poarti of Zrustees nub the ]Jresibent anti !tan of 
Al.oxcart ixuri c$clizool of cilitZliciut anti the Chancellor of the 

Citg pniinrsitg of yetu 
r;hrteli at the (gag of \lein lgorh, tl1i8 eigilteenth bag of nineteen Ilunbreb au nitittg-tiFte. 

. 0.140.) Airo-G24d 
tallourellar of the Pritiersitg 

'';FC/ZA•7j -
PrrsR*rut 

CIFimurs, 2gosErb of limiters 

     

  

 

    
      

  

  

    
   

  

 



1, • 
FORM III 

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: Po 4- Lb AL C.X.ANDE:g_ -Yui po s 

Address: 

Date:  / 4/ 9 

, M.D. , M.D. 

(DO NOT 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.) 

Rt) Nfri-Lb AL-EX610662- ) 4 1\ii.S This is to certify that , M.D. undertook and 
(Name of Applicant in Full) 

satisfactorily completed a full term approved program of months in the:  41. C1/ 14;'Cfr 
(Number) (F1.111

6? (4 6s-- -. 0-vTiAi'd pit'&444-K 

in the field of from 

e and Complete Address of Hbspital) 

,f 9Y4 
e/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  L  NO 

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

2. Was applicant ever placed on probation, restricted or limited?  N 6  If YES, please attach written explanation. 

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

4. Wa • ver known to use or misuse any chemical substance or substances which required treatment or counsel-
ing If YES, please attach written explanation. 

5. Was applicant ever known to suffer from any mental health disorders which required treatment or counseling 
YES, please attach written explanation. 

Signed 

Title  R (4: 41 ,4%1 bztri  
•;,(So indicate, if none) 

I). ) 

Address  ijbe _Areitt . /12 00 -ii;EIVE; 5, 19

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

VT 7//)

Revised 8/89 



Phoenix Infegrated Residency In Obstetrics And Gynecology at 
Maricopa M6dical Center and St. Joseph's Hospital And Medical Center-

Phoenix, Arizona • 

1 • I 

Be it known that 

gionidd texada gc4. 
has successfully completed 12 months of 

Graduate Medical Education in an 

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  94 

g2, 
Progr Director 

Dir for of Medical Edu rtion 
Medical Cent 

President, Mari opa Medical Center 

/two Program Director 

Director of Medical E anon 
St. Joseph's Hospital and Medical Cent 

sident 
St. Joseph's Hospital and Medical Center 

       
          

  

 

    

      
     

    

  

   
    

 

  

        
           

   

  

    
 

   

   

      
       

    

      



FORM III 

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:  Pc,NA-1.1) A Yut N I S  M.D.   , M.D. 
(Please Print or Type) --(-Signature) 

Address: 

Date:  0/1) --

(DO NOT 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.) 

This is to certify that S , M.D. undertook and 
(Name of Applicant in Full) 

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

(Date) 

and that the said program was approved for post-graduate training during that period by the Accreditation Council for GraduaaeelGledical 
Education, or the Royal College of Physicians and Surgeons of Canada. YES  X  NO 

to 

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. 

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

4. Did the ap 
medicine? 

which in any way impaired or limited his/her ability to safely practice any field of 

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 disease, diabbtes, 

\ 



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 a 'ty 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?  Yes  If NO, please attach certified 
phot y of evaluation, together with wri en explanation. 

7Signed  "' 41.4,-7 .c, k_A..1- 
Title  Professor/Associate Chairman/Program Director 

Texas Tech Univ Health Sciences Center 

,19 3601 4th St., Dept. OB/GYN, Lubbock, TX 79430 ._/‘ ./ / //.5-   5.' 15-Address: Date 

Revised 2i95 Reorder It 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 III 
• 

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. Yolrr early response will be appreciated. 

Name:  f 0 NJ A-4...,7 A-  , M.D.   M.D. 
ease Print or T i. 7 (S is nature) 

Address. 
(Street 

Date: ( 7-
(DO NOT 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.) 

This is to certify that Ronald Alexander Yunis, M.D.  , MD. 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 

Obstetrics and Gynecology in the field of from  7/1/94  to  6/30/97 
(Daze) (Date/Anuctpated 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. 

3. Was there any reason not to continue applicant in the training program? No  If YES, please attach a written explahation. 

4. Did the a • 'on 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 disease, diabetes, 

(OVER) : 



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 a 
any other psychotic disorder? 

"lity for the treatment of bi-polar disorder, schizophrenia, paranoia, or 

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? 
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 
phot py of evaluation, together with writ n explanation. 

Signed  )41<_) ) )\.4 

Title  Professor/Associate Chairman/Program Director 
Texas Tech Univ Health Sciences Center 

Address:  3601 4th St., Dept. OB/GYN, Lubbock, TX 79430 

Revised 2/95 RwrterNMS40169 

Date 

(SEAL OF HOSPITAL) 
(So irwlicite if noae) 

zAo

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 

USMLE Sep 195 167 
Step 2 1992 80 75 PASS 

NBME Mar 405 315 
PART III 1994 78 75 PASS 

!, • 

.9 

Comments 

OTHER SIDE FOR SCORE INFORMATION 

PAGE: 1 of 1 

DATE: 01/19/1995 

AZ0346 



This NBME Endorsement of certification may include scores for Step 1 and Step 2 of the United States Medical Licensing 
Examination' (USMLE"'). The USMLE, established by the Federation of State Medical Boards and the NBME, is a single, uniform 
medical licensure examination system comprised of three Step examinations. USMLE will replace both the current Federati©n 
Licensing Examination (FLEX) and the NBME Parts I, H and III. Implementation of USMLE began with the administration of Steps 
I and 2 in 1992. The first administration of Step 3 will occur in June 1994. The NBME accepts passing scores on Parts 1, II, and 
HI as meeting the examination requirements for its certification program and the following combinations of passing scores cm NBME 
examinations and USMLE: Part I or Step I plus Part 11 or Step 2 plus Part III or Step 3. 

INTERPRETATION OF SCORES 

NBME Part I and Part H Examinations Prior to June 1991 

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

NBME Part I and Part 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 I 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 Ill Examinations 

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

Two-Digit Scores 

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

EXPLANATION OF COMMENTS 

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

If you wish to obtain further information about individual 
examinees who have notations under 'Comments," please 
write the NBME Supervisor of Examinee Records. 

Indeterminate - Results that cannon be certified as 
representing a valid measure of the examinee's knowledge 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 riot limited to, inconsistency of 
performance within the examination or between 
administrations within the same Step. No score is reported. 

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

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

Score Not Yet Available- Score not avaikible 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 ecindnistration of the 
examination. 

National Board of Medical Examiners() 3750 Market Street, Philadelphia, PA 19104 

                    
                     

                
                    

                          
                   

                    

      

           

          
            

          
          

         
            

       

          
 

            
            
      

           
  

         
             
          

     

            
            

      

  

           
            

           
     

            
       

         
       

       

       
         
        

           
          

      
         

            
       

        
        
        

          
         

        

         
   

      
         

        
 

 

  

  

 

 

 

            



t). 
BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA 

Se•TISFACTION OF REQUIREMENTS SUMMARY 

N DORS LitEll.T 
APPLICATION Received February 2, 1995 

NAME IN FULL 

Current Address 

Telephone 

BIRTHPLACE 

CITIZENSHIP VCheck One: 

Y S 

(City) 
tYNative 

(Residence) 

RONALD ALEXANDER 

(Office) 
'Date: 

(State) (Country) 
0 Naturalized Declared Intention On 

MEDICAL 

EDUCATION 

035-47 
/ f  Mt. Sinai School of Medicineof the City University of New York, New York, NY 

(Full Name and Location of Medical School) 
Awarded: May 18, 1993 . Proof Received: April 10, 1995 XX3 Approved 

''ECFMG Certificate No. Dated: Proof Received: 

FORM III/photo ,41, 

fee paid /From 

OBG
(Field of Training) 

July 1, 1993 

POSTGRADUATE in OBG 

FORM III/photo,/From 

• In 

TRAINING 

(Field of Training) 
July 1, 1994 

for 12 months at Maricopa Medical Center, Phoenix, AZ 
(Name of Institution)

to June 30, 1994 
Texas Tech University 

for 17 months at Health Science Center, Lubbock, TX 
(Name of Institution) 

to Date 1995 (will complete 6/30/97) 

for months at 
(Field of Training) 

From to 
(Name of Institution) 

In for months at 
(Field of Training) 

From to 
(Name of Institution) 

In for months at 

From 
(Field of Training) 

to 
(Name of Institution) 

AMERICAN 
BOARD 

Of  - None 
(Specialty) 

-Of 

Certificate No. 

Certificate No. 

Issued 

Issued 
(Specialty) 

PRACTICE Field of 0 B G 
(Current) 

SI'EX EXAM: None DATE: SCORE: PROOF REC'I) 

FORM II ..-litdorseinent through 

LICENSES 

National Board 

In 1 7Ct4 S 

In Nev,) \lor 14.

In 

;I 1WIE 

;I j W/E 

;I I W/E • 

;j IW/E 

;No. 427522 ;Issued 7/1/94 
(Cenifieatet Male) 

• I FLEX Recip. With 

W/E 

I I FLEX I I Recip. With 

j FLEX I Recip. With 

j FLEX I I Recip. With 

In ;I. 1WIE I I FLEX I I Recip. With 

In I I NV/F. I I FLEX I I Rceip. With 

In aiMUE 1 I FLEX I Recip. With 

In ; I I WIE I I FLEX I I Recip. With 

In ; W/F. j I FLEX I I Recip. With 

(TUMBLE) 



I '4 
ALD A. YUNIS CONTINUED: 

U.S.MILITARY 
'
OR PUBLIC 

HEALTH SERVICE 
....--k--4 

Served in None From to 
(Branch) 

Honorable Discharge Received Discharge Rank 

PREVIOUS 

PRACTICE 

In Phoenix (internship) AZ From June 23, 19 93to June 22, 19 94 

i n Lubbock (residency) TX FromJuly 1, 1994 to Date 19 95 

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 

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 Temporary $ Receipt # Examination $ - Receipt # 
Locum 
Tenens $ Receipt # 'Endorsement $ 450.00 Receipt # A063200 

INVESTIGATION 

t..466-te, - 3/2qj IT , 5...0.-,....4.—
MA Approval 2/21/95, Record Clear, /D 

, _ 40-2,-75 .........tp ..cyzee.....Perc_ -- -1.01, 2-Tc, YAs11.1 
~Ftsd. Stat tfai**:(Zej_Aonroval 2/3/95, Record Clear, N/D 

i . 7 I  7a 04'S Board Approval 3 AA . q 7 c.44,,,), .e. A , 4 , /1/ 0:> / / 
NeA., 96 1-11., Board Approval 4/ 1_5151/ CAA-Nitz.40 Ai ii) , 

Board Approval 

Board Approval 

Board Approval 

Board Approval 

Board Approval 

Board Approval 

Board Approval 

Ass'n Approval 

Ass'n Approval 

Ass'n Approval 

INTENDED 
LOCATION None 

4/277-95 

..1.344A, - 95-

  

  
  

   

 

   

        
 

     

         

        

   

  

 

 
              

       

     
    

  

  

  

  

  

  

  

  

  

  

 
  

 
 

 

     

     

     

     

      

      

      

     

     

      

     

      

         



• • 

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. 

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 Fori,
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 
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? SENDER:.". 

• Complete items 1 and/or 2 for additional services. 
• Complete items 3, 4a, and 4b. 
• Print your name and address on the reverse of this form so that we can return this 

card to you. 
• Attach this form to the front of the mailpiece, or on the back if space does not 

permit. 
• Write'Retum Receipt Requested' on the mailpiece below the article number. 
• The Return Receipt will show to whom the article was delivered and the date 

delivered. 

I also wish to receive the 
following services (for an 
extra fee): 

1. 0 Addressee's Address 

2. ❑ Restricted Delivery 

Consult postmaster for fee. 
3. Article Addressed to: 

Ronald A. Yunis, M.D. 

5. Received By: (Print Name) 

Signatur 

*. 

PS Form 3811, Decem 

I

994 

4a. Article Number 
. , _ r J7

4b. Service Type 
O Registered 
O Express Mail 
O Return Receipt for Merchandise 

(:,Certified 
O Insured 

O COD 
7. Date of Delivery 

MAY 1 5 iv, 
8. Addressee's Address (Only if red-anted 

and fee is paid) 

Domestic Return Receipt 
T

ha
nk

 y
o

u
 fo

r 
u
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n

g
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et
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n 
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THE UNICSITY"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: MT SINAI SCHOOL MEDICINE 
DATE OF GRADUATION: 05/18/93 
DEGREE 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 PERIODIC• ITH THIS DEPARTMENT. TO PRACTICE IN THIS STATE 

CURRENTL 
ADDRESS: 

DEROGATO 

COMMENTS: 
THIS LICENSEE. 

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. 

SEAL 

OP026 044 PRINCIPAL CLERK 

RECEIVED B.O.M.E.X. 

APR 28 97 

04/11/97 



CUT OFF THIS STRIP 

]LTA .. . . y 

THIS REGISTRATION . 
EXPIRES • ••• 

05-31-1999 
• • 

BUSINESS ACTIVITY t . 

PR AC TITI ONER 

PA
FEE

ID 
• 

$210.00) 
. . . . 
• DATE ISSUED . 

:10-30"-'-1996) • 

TUNI S RONALD A • MO -
4., ',MAO :TECH, • •ki.EM.:T,H: 
.. .*D5PA.„17-tiEm pF.,, .,4 ,..N. 
„I:401;1:44k: S.T R EE •

 •
• 

SeiteK • • • 79430- -"'",%.• 
• k. •• •.: %•••• • t • • • *•:•. 

": • . • 
• • • • • • • •• • '• • / 

EAD 
ISTRUCTIONS 

ON REVERSE 
SIDE 

CUT OFF 
THIS STRIP 

... ..........  „IttrecTinar"...r 

. . .
" ;REGISTRATION CgRTIFICATE--,: NOT:A LICENSE 

9328 

READ 
INSTRUCTIONS 

ON REVERSE 
SIDE 

CUT OFF 
THIS STRIP 

ti

• 

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE 
. UNITED %TATES, DEPARTMENT OF JUSTICE 

'DRUG ENFORCEMENT ADMINISTRATION 
WASHINGTON, D.O.20537 

• DEA REGISTRATION ., • , - . . •
•

- Sections .3b4 and, 1008 of the Controlled Substances Act of NUMBER 

1970, as amended; provide that the Attorney General may revoke 
or 'suspend.. a'.: registration to manufacture, disl!ibute,;.dispense, • . .  .. , .,... . . .. . 

' import.or iiIioiff Obntroiled substance. .. SCHEDULES • • ' 
4...1• ••;‘,;!•••••• • .;••'.1k.s......./4...•-••,•• . . • 

2'.2M93ON. 4, 5.. . . . 
• , Arke• !ftla Ir•S 44..4, 4 r.4..*,

4 • • .•• • 0":'. • ". . • • . . 
•T• N • ..!•:<>, ' t.• 

• .1. • 
:.•tt . :••4:•• .1,1'4

.• : , • • t•• .;.1/2 I itilTcoii 
• •!..; i : 

";• F:•-ei . • Jf.11•44'-g2.:r 
P.': ..1:',47:••• J • • -1..f 14' '• af 2," `!' " ;•tt"ir • ; 'tip wA..r

' •••• . 
"••••••••• • . ,•1•• • •• • .• • " • i • ;.!•• • P• 

 • vi • : • 
 • •  • • ••,.. 4* •  • 1••  • • r • 

• - 
4.4 • • - 

• - :•• s 
. •-• ••••-• • 

iS 

41. 

11 

.1 • 10...•. • ••••.• 4 ' ••• • ••, .... .:;••••4' • •• A • •• • • • A.4.1.• • • •r`:' •••' 1..;1,1•••• ' • • •  • •• • ••••t• 11.,••• r ••• V'. • • • ,, 44•••
• • . 

THIS CERTIFICATE IS NOT TRANSFERABLE''ONCHANGE OF OWNERSHIP, CONTROL, LOCATION, BUSINESS ACTIVITY, OR VALID • 
• AFTER THE EXPIRATION DATE 

. . . . 
• . • • 

• • . ..• . c. 
. • , 

• • ,• '• certified   ..copy . - • • 

'.)44k 
• \ 

RECEIVED B.O.M.E.X. 

ge42‘,41:1041,-• 1-717Z •4•••••te,•,,w.•••,- •tott:IXilte.%  ile.s. lk A c • 

/0 APR 25 97 



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 

-13

c.n 

rn
c-) 
rn 

LA 

LICENSE NUMBER 

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

THIS FOURTEENTH DAY OF NOVEMBER, 1995. 

201341 

2939600 Certified copy of original 

PRESIDENT OF THE UNIVERSITY 
AND COMMISSIONER OF EDUCATION 

EXECUTIVE SECRETA 
STATE BOARD FOR 

MEDICINE 

        

  

    

   

         
          

   

      

 

 

 
 

 

         
        

      

  
 

 

     

     

               
      

       

   

   
 



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 this form to the FEDERATION OF STATE MEDICAL 
BOARDS at the address below: 

Coordinator. Disciplinary Data Bank 
THE FEDERATION OF STATE MEDICAL BOARDS 
400 Fuller Wiser Road 
Euless, Texas 76039 

MAR 0 3 1997 

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

NAME: 

ADDRESS: 

R. r4ALp 
• 
c.q-iZpriope.R.. 

(Print or Type) (Last) 

(City) 

BIRTH DATE: 

SOCIAL SECURITY NO.: 

Medical School of Graduation 
and Branch Location: 

Date of Graduation: 

Physician's Signature: 

Date signed by Physician: 

(First) (Middle, 

(State) (Zip) 

4-(.4 cr 23 

i(to (i -5/A411 Sc 000L 0 F-

'Of 

/114-7 1993

FEDERATION OF STATE MEDICAL 
BOARDS COMMENTS: 

WE NAVE NO UNFAVORABLE INFORMATION 
REGARDING THE ABOVE NAMED PHYSICIAN 

MAR 1 7 1997 

chivezt,to.90..;)A.4 
JAMES R. WINN, M.D. 

EXECUTIVE VICE-PRESIDENT 

• 

Alter completion by the Federation of State Medical 13oards return this form directly to: The Board of:
r.• " i" • Medical Examiners of the State of Arizona. 1651 k. Morten Ave. Ste 210, Phoenix. AL 85020 • . 



• • 

Texas Mate Board of Medical Examiners 
333 Guadalupe • TOWER 3 • Surrs 610 • MAHANG ADDRESS: P.O. Box 2018 • AUSTIN, Tx 78768-2018 

PHONE (512)305-7010 

ARIZONA STATE BOARD OF 
MEDICAL EXAMINERS 
1651 EAST MORTEN AVENUE 
SUITE-210 
PHOENIX, AZ 85020 

For: ARIZONA STATE BOARD OF MEDICAL EXAMINERS 

MARCH 5, 1997 

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

*************************************************************** 

Physician: 
License: 
Date Issued: 
Licensed By: 
Date of Birth*: 
Medical School: 
Graduation Year: 
Permit Expires: 

Registration Status: 

RONALD ALEXANDER YUNIS, MD 
K1735 
11-16-96 

ty with NEW YORK 

MOUNT SINAI SCH OF MED, CITY UNIV OF NEW YORK, NEW Y 
1993 
05-31-97 

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

Disciplinary Status: 

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

Investigation Status: 

Not applicable. 

*************************************************************** 

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

1)

Sincerdly--

Verificatio 

BOARD SEAL 

RECEIVED D.O.M.E.X. 

1::.R 10 C-1 



PHILIP E. KEEN, MD 
CHAIRMAN 

PAMELA RANDOLPH, RN, MSN 
VICE-CHAIRMAN 

RAM R. KRISHNA, MD 
SECRETARY 

• 

ARIZONA BOARD OF MEDICAL EXAMINERS 

MARK R. SPEICHER 
EXECUTIVE DIRECTOR 

ELAINE HUOUNIN 
DEPUTY DIRECTOR 

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

February 5, 1997 

Ron?Id Alexander Yunis, M.n. 

Dear Dr. Yunis: 

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

ili-cation of licensure from the state of Texas 3 i i 0 I r .---/ 
Verification of licensure from the s ate of New York. 1-- 2'_ ?7 
Physician Profile from the AMA 3 2..cf 
Disciplinary Search from the Federation of State Medical Boards. 3.4s—
Hospital affiliation forms. 
Form Ill Postgraduate Training Certification from Texas Tech University, 4,--‹ 
Lubbock, TX for the period July 1, 1995 to anticipated date of completion. A19.5" 

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, I can be reached at 
extension 7103. 

Sincerely, 

BOARD OF MEDICAL EXAMINERS 
STATE OF ARIZONA 

Marie Slaughter 
Assistant Manager, Licensing 

Enclosures 



PHIUP E. KEEN, MD 
CHAIRMAN 

PAMELA RANDOLPH, RN, MSN 
VICE•CHAIRMAN 

RAM R. KRISHNA, MD 
SECRETARY 

• • 

ARIZONA BOARD OF MEDICAL EXAMINERS 

MARK R. SPEICHER 
EXECUTIVE DIRECTOR 

ELAINE HUOUNIN 
DEPUTY DIRECTOR 

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. Yunis: 

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. 

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 



FIFE SYMINGTON 

GOVERNOR 

Ric HA no.D._ZoNis, M.D. 
CHAIRMAN ` ..s., 

;••••,?_ \•••• 
PHILIP KEEN, M•D. 

; ' VICE •CHAIFIMAN1 
(ni FAMELAsrlANDOLPH, 
• t •••• • - 

SECRETARY 
• 

MARK R. SPEICHER 
EXECUTIVE DIRECTOR 

RN, MSN 

ARIANA BOARD OF MAICAL EXAMINERS 

ELADIENPEUHUGD
It rAP  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 210, 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. 
YOU MUST NOT COMMENCE THE PRACTICE OF MEDICINE IN THE STATE OF ARIZONA UNTIL 
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 arc 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 ontgomery 
Licensing Technician 

Enclosures (3) 

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

[approvalltr] 
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FIFE SYMINGTON 
GOVERNOR 

RICHARG'D.40US, M.D. 
CHAVRIAAN::A %

PHILIP E. KEEN, M.D., 
VICE CHAIRMAN 

PAMELA RANDOLPH, RN, MSN 
SECRETARY

MARK R. SPEICHER 
• EXECUTIVE DIRECTOR 

ARI.NA BOARD OF MIADICAL EXAMINERS 

Ronald AlPxancipr \Timis. M.D. 

PERSONAL & CONFIDENTIAL 
August 11, 1995 

Re: Qualifications for 'censure 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 A.R.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 Morton, Suite 210 • Phoenix, Arizona 85020 • Telephone (602) 255-3751 • FAX (602) 255-1848 
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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 ARIZONA 

MARK IL SPEICHER 
Executive Director 

MRS :ib 

cc: Elaine Hugunin, Deputy Director 
Becky Drew, Licensing Manager 
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BOARD OF MOICAL EXAMINERS OF THEIPATE OF ARIZONA 

April 28,1995 

nal exander Yunis M.D 

ear octor urns: 

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 July1,1994 to anticipated date of completion. (form enclosed) 5 -2_ ? -5.5—

/ 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. eVq/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 
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• BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA I! 

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

DATE:  1114 (V1 

Coordinator, Disciplinary Data .Bank 
Federation of State Medical Boards 
6000 Western Place, Suite #707 

Fort Worth, Texas 76107 

VECAEINE3 
FEB 0 1 1995 

The ARIZONA BOARD OF MEDICAL EXAMINERS requests a disciplinary search concerning 
the following individual: 

Yo NI I _5 A cc- xftiv P 6-( 

ocia ecurity um er 

MouNT C ( CC-tio0L. oF f16-ble.,11.1/41e- 1V1/4-1 11 
Medical School of Graduation and Branch Location 

51 41 3 )13 
Date of Graduation 

Please mail the response to the following: 

Arizona Board of Medical Examiners 
1651 East Morten Avenue, Suite 210 
Phoenix, Arizona 85020. 

WE NAVE NO UNFAVORABLE PO .4ifitss! 

MAME THE ABOVE liAnidi 
FEB 0 2 1J95 

$2, ,21,4c A?C44.90.;) °. 
JAMES R witot v 

EXECUTIVE VICE-FJ-4t..;:ou -NT 
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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. 

NAME: (R ° 4. Yti 5 _,m. .  ,M.D. 
(Signature)/ / 

ADDRES ( 
L.—. 

(DO NOT DETACH) 

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

2. DATES: FROM:  711194  TO: present

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

4. 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): . 

3. 

4. 

Comments. if any:  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 8.: State:  Lu bock, Texas 79430 

Date:  February 21, 1997  Signature: 

STAMP OR SEAL OF HOSPITAL 
IF NO SEAL, PLEASE INDICATE 

Nita--Hardin 
(Typed or Printed) 

mr:r7.‘rcn 
I . 

r-? 



• 
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 
authority to release any information in your files, 
favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL 
EXAMINERS, STATE OP ARIZONA, 1651 EAST MORTEN AVENUE, 
SUITE#210, PHOENIX, ARIZONA 85020. 

NAME: VoNA-t-D At.c--xii-NDt(z- \/wws M.D.  // M.D. 
(signatur 

ADDRESS_ DATE: 

CITY TATF 1F' 

314 M

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. If additional 
space is required, please use the back of this form. 

NAME OF MEDICAL AGENCY: Texas Tech Univ Health Sciences Center 
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 wherein additional 
information may be obtained, if applicable 

Your name #.134 title: Daniel E. McGunegle, M.D., Program Director ... 

Signature:  lk), _.P12 
A 

Date: 

%•••.44, • 4,•,*•••••••••••• 44•411 "PM • •••• V4444. 

February 2, 1995 (AGENCY.SEAL'OR 
PLEASE INDICATE IF NONE

• 



410 ,BO;ARD OF MEDICAL EXAMINE.OF THE STATE OF ARIZONA 

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 MEDICAL EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020. 
Your early response will be appreciated. 

NAME:  R f -4-t-P 4 ( E7cP4106-2- YwN 1 -S  , M.D. •  , M.D. 
(SIGNATU 

ADDRESS 

• (DO NOT DETACH) 

1. What privileges were extended.to the applicant?  le5 c 

2. DATES: FROM:  • .1 '1 TO: / 

3. Were any limitations imposed on such privileges?  C) 

If YES, please explain. 

4. Were staff privileges ever removed or restricted? 

If YES, please explain. 

Derogatory Information; .if any 

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

1 

2. 

3. 

4. 

Comments, if any: 

Director, Medical Staff:  Daniel E. McGunegle, M.D. 

Hospital Name:  University Medical Center 

Address:  602 Indiana 

Date:  February 2, 1995 

,ST AMP OR SEAL OF HOSPITAL 
.2„osIF NO SEAL, PLEASE INDICATE 

• ' 

Signature: 

City .i•Sta  Lubbock, TX 

Daniel E. McGunegI , M.D. 

(TYPED OR PRINTED)



• 
BOARD OF MEDICAL E3AMINERSIPTHE STATE OF ARIZONA la 

TO: HOSPITAL DIRECTOR OF MEDICAL STAFF 

t om,9  , 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 return it DIRECTLY to the ARIZONA BOARD OF MEDICAL 
EXAMINERS, 1651 E. Morten Avenue, Suite 210, Phoenix, Arizona 85020. Your early response will be 
appreciated. 

CHAPTER 13 - MEDICINE & SURGERY. 
Arizona Revised Statutes • ; *„ 

ARTICLE I .• " 
BOARD OF MEDICAL EXAMINERS 

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

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

1. Ordering and evaluating physical, psychological, psychiatric and competency testing of licensed 
physicians and candidates for licensure as may be determined necessary by the board. - 

.• • , . • : • 
2. Initiating investigations and determining on its own motion if a doctor of medicine has engaged in 

unprofessional conduct or provided incompetent medical care 'ior is mentally or physically unable to 
engage in the practice of medicine. 

ARTICLE 2 
LICENSING 

§32-1422. Basic requirements for granting a license to practice medicine 

A. An applicant for a license to prractiCe medicine in this state ciL.At eit kb this article shall meet each of the 
following basic requirements: ' 

• 
1. Graduate from an approved school of medicine or receive a, medical education which the board deems 

to be of equivalent quality. , • 

2. Successfully complete an approved twelve month hospital ,internship, residency or clinical fellowship 
program. 

3. Have the physical and mental capability to safely engage inThe 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.which indicates that the applicant has not had a license to practice medicine 
refused, revoked, suspended or restricted in any way by any'State, territory, district or country for reasons 
which relate to his ability to competently and safely practice medicine.. 

B. The board may require the submission of such credentials or' other eyid.ence, written and oral, and make 
such investigation as it deems necessary to adequately inform itself with respect to an applicant's ability .to 
meet the requirements prescribed by this section, including a •requirement that the applicant for licensure 
undergo a physical examination, a mental evaluation and an oral 'competence examination and interview, or 

. .• • 
any combination thereof, lof the board deems proper. 

MARK R. SPEICHER, EXECUTIVE DIRECTOR 15 Ft.:A 
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NOV*  1 5 via 
7 PRELIMINARY QUESTIONNAIRE 

(ENDOBSEM,ENTI. 
THIS IS NOT AN APPLICATION FOR LICENSE 

(FOR OFFICE USE ONLY 

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 he 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: Rbi•lAt-D A LexA-kiore____ 
(FIRS (MIDDLE) 

YuN 

ywuts 

(LAST) 

Current Office Address: DFPTI 0 ((/Gym Teici Ted"- IA t-ESC- 7 CO I q_st- 54-, LA:44,.ck rf 49(60 
Area Code:  ?ID 

City:  L  State: 7 1K Zin Code: 7 9 1130 Phone: ' 4 3-234 0 
Current Residence Address 

rea Code: 

City State Zip Code: 

MEDICAL SCHOOL: Name:  HokkKir SI Wit St ift)e-' it)F 14 E-Ole 1V C- - 035.-Ln 
City and State:  kJ IQ.  Date of Degree:  Sig 3 
If transferred from other medical school, please indicate name:  

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

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

HOSPITAL:   City:  State: 

Tcrm: Started:  Completed: 
(MONTH AND YEAR) (MONTH AND YEAR) 

INTERNSHIP: (List U.S. & Canadian only) HOSPITAL:  HAltteo PA tle-.71> LeN-ree. 

City:  1' k:4-0t.Klt X  State: 

Term: Started:  8 /co  Completed:  e/ 1 Li OV—
(MONTH AND YEAR) (MONTH AND YEAR) 

RESIDENCY/FELLOWSHIP: (List U.S. & Canadian only) HOSPITAL:  ler)' CIA- 1-6-0 kA LI /L1' /j6-71S  1"r‘f 

ii-VP(L-1- k-i C 1 - t`e.' CS Cerk  City:  1---" L " 4.'L  State:  "1 —)4. 0 P 

Completed:  C04-4.-tv.-ixi,".. . 
(MONTH AND EAR) 

Term: Started: .v7c7A_NDYEAR)(
Specialty Field:  .,.. .e c s 4: 67 i&P I y3 

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 

imcnyo-riTON FOR (AWARDED _19._ 

gic OCITY • EXAM PPLICATION FOrf‘flArIBED k l h / 
• aitg-trt-
APPL•leATION & FORM l III IV V I VI! .1,/../.0.30

41A4-



T 

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: Attach 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 

Part I 6/11 
(date) 

Part II  9142.-
(date) 

Part III 

USMLE 

Step 

Step II 

Step Ill 

(date) 

3/9/
(dfite) 

FLEX examination taken prior to January 1, 1985  
(date) 

Were grades achieved all in one sitting?  X 
(yes) (no) 

FLEX (taken after 1/1/85) 

Comp. I  
(date) 

Comp. II 
(date) 

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) 

Did you receive a minimum grade of seventy-five (75) ? 
(MONTH 8 YEAR) 

Are you a Diplomate of ally 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. 

(1 ) (2) (3) (4) (5) 

(6)  (7) (8) (9)  ' (10)  

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

At (0 e IN,W.01 eigL 
—  5 J-0 sv-e fs H -03 e 1 1-11L 40 x A- p, 

"ei zes-A-s Cit CI-1 Veit (4
7  

Efecurdi. cSGie4.ices r e (A+ 1.AALL,c ( k. 7je. 
(NOTE: Attach separate list for additional hospital affiliations/medical agencies) 

r. 

PRACTICE: City az State Where You Now Practice:  

Date Above PractillVas Established:  

            

  

  

   

  

  

   
 

   

        

         

           

        

       

     
   

        
   

          

        

        
 

      

    

   

 

 

  

  

  

     
    

          

                

    

              

         

             
     

      

                 
              

    

       

 

        

         

       



U.S. CITIZENSHIP: 

Birth 

) Naturalization 

Hold Permanent Immigrant Status 

( ) Awaiting Quota Assignment 

( ) Dec • • 

BIRTHPLACE ATE OF BIRTH 

MILITARY (United States Only): 

) Army 

) Navy 

( ) Air Force 

( ) Marine Corps 

( ) USPHS 

( ) 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  X 

If "Yes", when?  

Where? & By Which Agency? 

Have you ever been involved in any mal ractice 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  .)‹ 

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 
rect. Should I furnish any false information on this Preliminary Questionnaire, I hereby agree that such shall constitute cause 
for the denial of my eligibility to apply for licensure as an allopathic physician in the State of Arizona. 

SIGNATURE:  , M.D. DATE:  ///20 /fy 



REQUIREMENTS FOR ARIZONA LICENSURE 

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

A. 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. 

B. Must have successfully 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 I, 1985, both Component I and Component II 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 

C. 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. 

D. Must file an application for licensure by either Endorsement or Endorsement & SPEX. 

E. Must pay all fees. 

F. Must contact the Federation of State Medical Boards at 6000 Western Place, Suite 707, Fort Worth, 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.) 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. 

2.) 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. 

Revised: 7/93 
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TEXAS T I-4 
iUN I VERS I TYi 

HEALFI-1 SCIENCES CENTER 

School of Medilie 
Department of Obstetrics and Gynecology 
3601 4th Street 
Lubbock, Texas 79430 
(806) 743-2335 

To Whom it concerns: 

yukors)

60N/1L 

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 (Ipoeflix) 
and I am currently a PGY-2 at Texas Tech (Lubbock, Tx). 

I graduated from the Mount Sinai School of Medicine in 5/93 
and I have passed parts I, 2, and 3 of the NBME taken 6/91, 
9/92, and 3/94 (all first available exam dates- I'm not exactly 
sure on the dates). 

Please forward the appropriate forms to me at: 

Dr. Ronald. A. Yunis 

Thank you, 

Ronald unis, M.D. 

Mc-kg 

An EEO/Affirmative Action Institution 
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Arizona Medical Board 

9545 E. Doubletree Ranch Road • Scottsdale, AZ  85258-5514 
Telephone:  480- 551-2700 • Toll Free:  877-255-2212  • 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, I 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 
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Medical Director 
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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 

March 4, 2005 

PERSONALand CONFIDENTIAL 
Ronald A. Yunis. M.D. 

RE: D.S. vs. Ronald A. Yunis, M.D. 
Case No. MD-04-0650 

Dear Dr. Yunis: 

The review of the case listed above has determined that there is no violation of the 
Medical Practice Act. Accordingly, I have dismissed the case. A.R.S. §32-1405 (C)(21). 

In cases other than Arizona Medical Board initiated investigations, the complainant may 
appeal this dismissal within 35 days of the date of this letter. If this should occur, you will 
be notified by mail. 

Sincerely, 

Timothy C. Miller, J.D. 
Executive Director 

TCM/Imh 

Enclosure 

cc: Investigative File 
Licensing File 



Jur. 28. 2C06 12:44N ARIZONA MEDICAL BOARD N0' 2602 P. 
9545 E. Doublotroo Ranch Road . Scottsdale, Arizona 85258 Telephone: (480) 551-2761 . Fax (480) 551-2704 

Home Pogo: http:/!www.azmd.gov 

LICENSE # 25201 

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEWAL 

PHYSICIAN NAME: Ronald A. Yunis, MD 
ri " Please Type or Print *" t CEIVED

JUN 2 9 zotis

AVONA L 80,
CHECK ONE: U Initial Registration ($200) 

• Please list below ALL locations where you will be dispensing prescription drugs. devices and controlled substances. °P714 / 7010 
• 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. 

. SPECIALTY: O L

8 USIlvegcuICA Renewal Registratio 

• PLEAgE-_:NO-TE 
"A separate DEA`license_must be subrrufted: for EACH location where.contr411edsubstanceswkili be. dispensed'a,d must- 

•  • "- .'" during, the.sregiSt-r-atian period ' 

PRIMARY PRACTICE LOCATION: 
Streetpddress 

11 0 $ LA). l Nr0 (10114 S c 1(  D 

DEA # FOR THIS LOCATION: 
,city/State/ 
TH0ENUC. it 

ip o•e 
8S-0(3 

(oz  Lit cf hiciiie0Noumber Fax Number 
6b2.-) 4i3-- o es 

E Mall 

Schedule II Drugs 

Schedule IV Drugs 7,

Schedule III Drugs 

Schedule V Drugs 

Prescription-Only Drugs 

Prescription Devices 

ADDITIONAL PRACTICE LOCATION: DEA # FOR THIS LOCATION: 

Nubaln 

Street Address City/State/Zip Code 

Phone Number Fax Number E Mall 

Schedule 0 Drugs Schedule III Drugs Prescription-Only Drugs Nubaln 

Schedule IV Drugs Schedule V Drugs Prescription Devices 

-list any: additional, I:ovations_on_the:reverse.side of. this form-and place a theafpark444:..:-',-,-. 

Physician's Signature: Date:  6 2- 8/00 6 

Initial registration fee: $200.00 per physician Renewal registration fee: $150_00 per physician

Make checks or money orders payatiiep ARIZONA MEDICAL BOARD:::. 

For YOur conyeniencor we accept payments by Visa or. MasterCard 

•If yOti wish to pay by payment card, please complete the attached 
PAYMENT CARD AUTHORIZATION FORM 

JUN-28-2006 1258 602 462 5588 97% P.01 



ARIZONA MEDICAL BOARD • 

1740 W Adams St, Suite 4000, Phoenix , AZ 85007 W 4) 

Telephone: (480) 551-2700 - Website: www.azmd.gov 

DISPENSING PHYSICIAN ANNUAL RENEWAL FORM 

Please Type or Print 

PHYSICIAN NAME: Ronald Alexander Yunis, MD 

MD LICENSE #: 25201 SPECIALTY:  q 6 Civl 

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

Confirm ALL locations below where 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 II Drugs 
Schedule III Drugs 
Schedule IV Drugs 
Schedule V Drugs 
Prescription Only Drugs 
Prescription Devices 

Dispensing location information correct Copy of DEA attached 

Physician's Signature: 

Remove this location 

Date: 



DEA REGISTRATION THIS REGISTRATION 
EXPIRES

.

FEE 
PAID 

,
05-31-2020 $731 

SCHEDULES BUSINESS ACTIVITY ISSUE DATE 

2,2N, • PRACTITONER ' - I 
3,3N,4,5,

04-19-2017 

YUNIS, RONALD MD 
2023 W BETHANY HOME RD 
PHOENIX, AZ 85015-0000 

F
o

rm
 D

E
A

-2
23

/5
11

 (9
/2

01
6)

 

-REPORT 

:CHANGES 

PROMPTLY 

CONTROLLED SUBSTANCE/REGULATED CHEMICAL 
REGISTRATION CERTIFICATE 

UNITED STATES DEPARTMENT OF JUSTICE 
DRUG ENFORCEMENT ADMINISTRATION 

WASHINGTON D.C. 20537 

Sections 304 and 1008 (21 USC 824 and 958) of the 
Cdntrofled 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, LOCATION, OR BUSINESS ACTIVITY, 
AND IT IS NOT VALID AFTER THE EXPIRATION DATE. 

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 

1. visit our web site at deadiversion.usdoi.gov - or 
2. call our customer Service Center at 1-(800) 882-9539 - or 
3. submit your change(s) iii writing to. 

Drug Enforcement Administration 
P.O. Box 2639 
Springfield, VA 22152-2639 

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

You have been registered to handle the following_ chemical/drug codes: 



Ronald A. ViinIs. MI) 
2023 W Dothan Oxus lid 

Phoenix, AZ 85015 • •Yti 

PHOENIK.AZ 852 

. 1319 EC. 

Mecticcul tSoord 
I7LID w. A-dam 3 S. 

Sit c+COO 
) k10-0A1'2(   s 

BE.0.D7-266400 



JAN-10-2019 09:53 From: To:4805512707 

ARIZONA MEDICAL BOARD 
9545 E. Doubletree Ranch Road . Scottsdale, Arizona 85258 Tolophono: (480) 551-2700 . Fax (480) 551-2707 

Home Page: http://www.azmd.gov 

alleguamyilyaigmlNaLALEMEBAIDAINDANN  U AL RENEWAL FORM 

PHYSICIAN NAME: 

LICENSE #: 

Please Type or Print ** 

S U 5 IA

CHECK ONE; Initial Registration ($200) 

SPECIALTYDB 6)14 

Rene al Registration ($150) 

JAN 2049

< 

f Please list below ALL locations where you will be dispensing prescription drugs, devices and controlled substances. 
f For each location, place a check mark next to the descriptions of the prescription Items which will be dispensed from that location. 
f 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 submitted for EACH location where controlled substances will be dispensed and must 

be kept current during the registration period 

PRIMARY PRACTICE LOCATION: 
Sh-eet Addri s

I t, £ 0 sbor Wpc,d 
(0   P101)4eAlugber 

DEA # FOR THIS LOCATION: 
City1StatelZip Code 

z., CZ1) 6
Fax Number 

(00P. 6 6 7 44008' 
Schedule II Drugs Schedule Ill Drugs - Prescription-Only Drugs Nubaln 

Schedule IV Drugs Schedule V Drugs Prescription Devices 

ADDITIONAL PRACTICE LOCATION: 
Street 6ddresi 

20 2, 3 ([ BviiikvAsi -Howe. 14,1. 
Plione Number 

Cpo'Z.-Ktr I4hO 

Schedule II Drugs Schedule III Drugs 

DEA # FOR THIS LOCAT ON: 

City/Stateaipe, s— 
Code 

Atwi  )c. 5 —
Fax Number 

6°1 yls Oitr 

Prescription-Only Drugs Nubain 

Schedule IV Drugs Schedule V Drugs Prescription Devices 

***** List any additional locations on the 2nd page of this form and place a check mark here; 

Physician's Signature: 

initial reolstration f90: $200.00 per physician 

Date: 

Renewal reaistrtjon fee: $160.00 per obvsician 

Make checks or money orders payable to ARIZONA MEDICAL BOARD 

For your convenience. we accept Payments by Visa. MasterCard or American Express 

it you wish to pay by payment card, ploaso complete the attached 
PAYMENT CARD AUTHORIZATION FORM 



JAN-10-2019 0953 From: 

: To:4805512707 
page2/3•• • • 

ell 7' YUNIS, RONALD MD • 
ta o; 8 -.. 1615 E OSBORN RD 

o on PHOENIX, HOENIX, AZ 85016-7121 .., 

coC4
N 11/191111111111111111111"h 111111111111111"1111111111111111 

0 

CD 

0 

DEA REGISTRATION THIS REGISTRATION FEE 
M R EXPIRES PAX) 

05-31-2021 $731 

SCHEDULES BUSINESS ACTIVITY ISSUE DATE 

2,2N, PRACTITIONER 12-17-2018 
3,3N,4,5 

YUNIS, RONALD MD 
1615 E OSBORN RD 
PHOENIX, AZ 66010-7121 

• • • 

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE 
UNITED STATES DEPARTMENT OF JUSTICE 

DRUG ENFORCEMENT ADMINISTRATION 
WASHINGTON D.C. 20E27 

SOCtions 44 and 1003 (21 USC 82A and 058) of the Controlled 
SuIztances Act of 1970, as amended, provide that the AtioineY 
General may revoko or suspend a registration to manufacture), 
dietributo, dispense, Import or export a controlled a ubstunco. 

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

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE 
UNITED STATES DEPARTMENT OF JUSTICE 

DRUG ENFORCEMENT ADMINISTRATION 
WASHINGTON D.C. 20537 

DEA REGISTRATION THIS REGISTRATION FEE 
NuNEER EXPIRES PAID 

05-31-2021 • $731 

SCHEDULES ROSMISSACTIvITY ISSUE DATE 

2,2N, PRACTITIONER 12-17-2018 
3,3N,4,5 

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

Sections 304 acrd 1008 (21 USC 824 and 958) of tho 
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, LOCATION, OR BUSINESS ACTIVITY, 
AND IT IS NOT VALID AFTER THE EXPIRATION DATE 



PHYSICIAN NAME: Ronald Yuni 

LICENSE #: 25201 

ARIZONA MEDICAL BOARD 
9545 E. Doubletree Ranch Road . Scottsdale ona 85258 Telephone: (480) 551-2761 . Fax (480) 551-2704 

Home ://www.azmdboard.org 

DISPENSING PHYSICIAN E  TION AND ANNUAL RENEWAL FORM 
(?.?_ **Mk* pc Print ** 

\.7 %0 V'-

\•V‘ SPECIALTY: 

CHECK ONE: LI Initial Registratio Renewal Registra 
. . • : 

• Please list below ALL locations where you will be dispensing prescription drugs, devices 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. 
• Include a copy of your DEA license if you are requesting dispensing of controlled substances at any location. 

PLEASE NOTE 
A separateDEA 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: Cu"*it/ 1.4n44 DEA # FOR LOCATION: 
Street Address 

S 2.9 3 Li,  00•J "R4V,
City/State/Zip Code 

0 o6c42, 
Phone Number 

9( 5-- 11
to 2.. Fpcstmobris___ E Mail 

Schedule II Drugs 

Schedule IV Drugs 

Schedule III Drugs 

Schedule V Drugs 

Prescription-Only Drugs 

Prescription Devices 
. - • . 

ADDITIONAL PRACTICE LOCATION: - • DEA # FOR THIS. :LOCATION: 

Nubain 

• .r•f-. 72.•:.";:1 ' Street , • , .; • • ,City/State/Zip Code 

Phone Number • ./ • Fax Number. E Mail 

Schedule II Drugs 

Schedule IV Drugs 

• • •• • 
Schedule III Drugs 

Schedule V Drugs 

Prescription-Only Diugs 

Prescription Devices 

Nubain 

***** List any additional locations on the reverse side of this form and place a check mark here: 

Physician's Signature: 

Initial registration fee: $200.00 per physician,

Date: 

Renewal registration fee: $100.00 per physician 

Make checks or money orders payable to ARIZONA MEDICAL BOARD I 
For your Convenience; we accept payments by Visa or MasterCard 

• -.If-you wish to pay by payment card, please complete the attached 
-- PAVMENttAi:tbAufi-ibRizAtioN FORM 3 

.• . 



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 

DISPENSING PHYSICIAN INITIAL REGISTRATION AND ANNUAL RENEW 
** Please Type or Print ** 

PHYSICIAN NAME: Ronald Alexander Yunis, MD 

LICENSE #: 25201 SPECIALTY: 

CHECK ONE: ❑ Initial Registration ($200) Renewal Registratio 
'; :- , ;,.• :,. ..-. ::- '1 , 

• Please list below ALL locations where you will be dispensing prescription drugs, devices 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. 
• Include a copy of your DEA license if you are requesting dispensing of controlled substances at any location. 

crba; tii c3G) submitted 

PRIMARY PRACTICE LOCATION: 

PLEASE NOTE 
tr EACH location Mal? 

kept (EllffilgEg during (ikaregistration, period 
controlled substances dispensed a-Atlaggtx; 

DEA # FOR THIS LOCATION: 
Street Addrass 

32 k{3 -rt,/tov-ta-j t2 • 

Schedule II Drugs 

Schedule IV Drugs 

Phone Number 
%-(1 k o) 

V 

Schedule III Drugs 

Schedule V DrOgs 

ADDITIONAL PRACTICE LOCATION:

City/State/Zip Code 
s-o 

Fax Number 
6 01 Lis-;40O 

Prescription-Only Drugs 

Prescription Devices 

DEA # FOR THIS LOCATION: 

E Mail 

• :Street Addreis • — 
• - • • ; 

• 

',•. • •. 

City/State/Zip Code 

Phone Number Fak Number E Mail 

Schedule II Drugs 

Schedule IV Drugs 

Schedule III Drugs 

Schedule V Drugs 

Physician's Signature: 

Prescription-Only Drugs 

Prescription Devices 

awcapctliodffilbfitmaid 

r:117,  Initial registration tf'eWdgtibrre: - •  perpirysicianigigr 

... 

eZat). 'CT money orders 

Nubain 

Renewal ec-'3411" awv-r IlitirOblrerrinnraTin 

payable ARIZONA MEDICAL BOARD 

Eer our conme.nience we aczoot ..a„me.nts b. Visa or MasterEard 

'ficocztib(10..rxiC47 
P5MER1? 

.• • 

ADDITIONAL PRACTICE LOCATION: 

payment 
CARD 

card, please complete 
AUTHORIZATION FORM 

attached 

DEA # FOR THIS LOCATION: 





Confirmation

https://carbon.bomex.org/DataTier/Documents/Intermediary/fb0c1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]

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 â€œYESâ€ , 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



Confirmation

https://carbon.bomex.org/DataTier/Documents/Intermediary/fb0c1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]

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,
provide 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



Confirmation

https://carbon.bomex.org/DataTier/Documents/Intermediary/fb0c1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]

Specialty Certified? Practicing? Date Certified Expiration Date

Primary Specialty Obstetrics & Gynecology No Yes   

Clinica Latina Healthcare Group
2023 W Bethany Home Rd 
Phoenix AZ, 85015
Phone: (602) 415-1900
Fax: (602) 415-0985

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

I am a U.S. Citizen or U.S. National

Specialties

Practice Address

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

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. 



Confirmation

https://carbon.bomex.org/DataTier/Documents/Intermediary/fb0c1620-4ae2-4f12-b1b3-01dd13f6ffa7.html[10/22/2019 11:00:32 AM]

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: 

· I am 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. Â§32-1434 and A.A.C. Â§ 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. Â§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.
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Initial: A Last Name: 

ADDRESS INFORMATION 

Ronald A. Yunis, MD 

2023 W. Bethany Home Rd 

Want ARIZONA MEDICAL BOARD 
BIENNIAL MD LICENSE RENEWAL APPLICATION JUL 1 2017

9545 E. Doublctree Ranch Rd., Scottsdale, AZ 85258 
vivAv.azmd.govl Email: lIcensIngreporteaamd.goV 

e 

eIRIMUNAMEDUI130 

To be completed and signe the applicant. Alf questions MUST be answered, even If only to indicate "None" or "N/4". 

4'4;77:=-- 4m, 00 i vc,
'to. • "-

1111 First Name: 

License Number: 

Ronald 

AZ 25201 

1211 Practice/Training Name: 

Address: 

Phone: 

eiHome Address 

Phone: 

Primary Email Address: 

Mailing Address: 

City: Phoenix 

6024150985 

g Same as Practice Address 

City: 

p Same as Home Address 

Yunis 

State: AZ Zip: 85015 

*Practice address not required for Ilcensure 

State: Zip: 
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JUL 3 1 2017 

In addition to your primary e-mail address provided on page one of this application, please indicate if you would like to 

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#i E-mail 

AREA OF INTEREST/ABMS CERTIFICATION 
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Area of Interest Practicing? 

Yes n No 

El Yes ENo 

Yes Li No 

AIMS Certified? 

E Yes E Nto 

Yes ENo 

Yes 

CITIZENSHIP ATTESTATION 

0 

Expiration Date 
(Or indicate if lifetime certificate) 

[7] I am a U.S. Citizen or U.S. National. 

. ❑ I have become a U.S. Citizen or U.S. National since the time of my last renewal. 

E I am not a U.S. Citizen or U.S. National-. 

First Name: Ronald Last Name: kunis 
Page 2 of 6 
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JUL 3 1 2017 
7. PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIENT MFDTAt. RECORDS 

I 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 

ci remain in the same physical location. I 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. 

I am exempt from the records protocol requirement as outlined in A.R.S. 32-3211(d). I am a health professional who is 
r/  employed by a health care institution as defined in Section A.R.S. 36-401 that is responsible for the maintenance of the 
I—I medical records. 

I have no patient records that l.am required to maintain under A.R.S. Section 12-2297'or any other statute or federal

Note: ARS Section 12-2297 requires the maintenance of a patient's medical records as follows: 1. If the patient is an adult, 
for at least six years after the last date the adult patient received medical or 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. 

8. N. CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS 

I have completed a minimum of 40 hours CME during the two previous calendar years of renewal year as required by A.R.S. 
/71 § 32-1434 and A.A.C. § R4-16-101. *Please do not submit proof of CME unless ypu received notice on your renewal that you 

are subject to a CME audit. If an audit was indicated, submit CME documentation with your completed renewal, 

9. REQUEST FOR CHANGE IN LICENSE STATUS 

I request INACTIVATION of my medical license.. I am not presently under investigation by the Board, the Board has not 
commenced 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 United States or foreign country. I understand that once inactive status is granted, the 
Board will waive the annual renewal fees and requirements for CME. I 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, 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 

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

10. Training Unit Attestation 

Renewal Applications - A.R.S. §32.1422(A)(10): Complete a training unit as prescribed by the board relating to the requirements of this chapter and board 
rules. The applicant shall submit proof with the application form of having completed the training unit. 

I am aware that 1 am responsible for knowing and adhering to the laws governing the practice of medicine in Arizona. I 

declare under penalty of perjury that I 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 

License number: IAZ 25201 

Signature: 

Date: 

TALicensineKlew License Applications and forms\New License Application\MD Application \MO Renewal Application Revised 03.29.2017 
Page 3 of 6 
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JUL 3 1 2017 

11. Questionnaire 
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, have you had any disciplinary or rehabilitative action taken against you by 
another licensing board, including other health professions? 

3. Since your last renewal, have you had any disciplinary actions, restrictions or limitations taken against 
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 resulting in a revocation, 
suspension, limitation, restriction, probation, voluntary surrender, cancellation during an 

• investigation, or entered-into a consent agreement•or stipulation? 

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

(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 
censure, practice restriction, suspension, sanction, or removal from practice, imposed by an agency of 

the federal or state government? 

7. Since your last renewal, have you had the 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? 

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

-9:-Sirrce'your laStrenwal;-havervoa fatted the'sperlat-purpo-s-e-Itcensingeramlriatron-(SPEX)-?------- • 

Confidential 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.) A detailed description of the use, disorder, or condition; and 

Et.) 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 the applicant's current fitneu to prne7ite medicine. The mere fact of treatment, monitoring or participation in A 
support group is not, in itself. a basis of which admission is denied; the Board routinely licenses individuals who demonstrate personal responsibility and maturity in dealing with fitness 

issues. The Board encourages those applicant: who may benefit from assistance to seek it. The Boyd may limit or deny licensure to applIcants whose ability to function is Impaired in a 
manner relevant to the practice of medicine at the time the licensing decision is made or CO aoallaras who demcnsvate a lack of candor by their responses. This is consistent with the 

public purpose that uncle-Iles the licensing responsibilities assigned to the Arizonb Medicai Beard e' nd to the applicants seeking licensure. 

ill Yes No 

D Yes EJ No 

❑ Yes E No 

D Yes No 

❑ Yes E] No 

El Yes E No 

❑Yes El No 

Yes No 

• . . 

,d—"• 

• 
1Moral Turpitude includes but is not limited to: Armed Robbery, Assault with a Deadly Weapon, 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, Illegal 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, Theft and Soliciting Prostitution. 

First ;Jame: Ronald Last Name: Yunis 
Page 4 of 6 
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P. 005 

Attestation 

I attest 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 

Signature of Applicant: 

Last Name: 

TALicensing \ New License Applications and forrns\New License Applicarion\MD Application \ MD Renewal Application Revised 03.29.2017 
Page 5 of 6 



Arizona Medical Board 
9545 E. Doubletree Ranch Road, Scottsdale AZ 85258   •   website: www.azmd.gov 
Phone (480) 551-2700   •   Toll Free (877) 255-2212   •   Fax (480) 551-2707 

Governor 
 
Douglas A. Ducey 
 
 
Members 
 
Richard Perry, M.D. 
Chair 
Physician Member 
 
James Gillard, M.D. 
Vice-Chair 
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 
 
 
 

 
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
Attachments:

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.
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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 â€œYESâ€ , 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
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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 assistantâ€™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,
provide an explanation.

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

Citizenship Status
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Specialty Certified? Practicing? Date Certified Expiration Date

Primary Specialty Obstetrics & Gynecology No Yes   

(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

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

I am a U.S. Citizen or U.S. National

Specialties

Practice Address

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

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: 
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· I am 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. Â§32-1434 and A.A.C. Â§ 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. Â§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.

          



Arizona Medical Board: License Renewal Questions 

Ronald Yunis 

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

No 

2. Since your last renewal has disciplinary or rehabilitative action been No 
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? 

No 

4. Since your last renewal have you been found in violation of a statute, No 
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? 

No 

6. Since your last renewal, have you had a medical license disciplined No 
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 I 

2013 License # 25201 Professional Conduct 



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?

Arizona Medical Board: License Renewal Questions



Mobile Phone: 

c 
RECEIVED 

BIENNIAL MD LICENSE RENEWAL APPLICATIOI, AUG 23 2011 
(Please Type in Spaces Provided) 

[><I License Fee: $500 (If postmarked by due date) 

p $850 if postmarked 30 days after due date 

st) 

BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, located at www.azmd.gov. If any of the 
information is incorrect, please print a copy, line out the erroneous information, write in the correct information and submit it 
with your renewal. You are subiect to discipline if you provide erroneous information. Please note that name changes must be 
made under separate cover. 

REMEMBER: There is a $25 fee for processing a deficient renewal. Please double check your completed application before 
mailing. 

First Name: Ronald 

License Number: 1AZ25201 

ADDRESSES: 

Initial: A Last Name: Yunis 

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 profile, 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: 

Office Address: 

Clinica Latina Healthcare Group 

1108 W Indian School Rd Ste A City: Phoenix 

Office Phone: 1 +1 (602) 415-1900 

Mailing Address: 11:108 W Indian School Rd Ste A 

Email: 

Home Address: 

Home Phone: 

City: Phoenix 

State: 

Office Fax 

State: 

AZ 

AZ 

Zip: 85013 

+1 (602) 415-0985 1 

Zip: 185013 I 

City: State:Nip: 

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. §32-143.5(B) & (0). There is a fine of $100 for failure to report change of address. 
Page 1 of 6 



AMERICAN BOARD OF MEDICAL SPECIALTY (ABMS) CERTIFICAIIONSAND*IELDSOFAIRKTICE: please reVfellyand•correct-the 
fields of practice ar!:1ABMS*014d certification information as shown on yOurVIteriphly certificitions fromthe American 
Board of Medical SpectattresS4111 be shown. Select the fielcIcif Pracfice frOrrithe'drtipAOwn list. if you are Board certified, check 
'yes." If certified since yourlast renewal, please attach a copy  cf-thtAlIMS:OertifiCat* or. letter. 

Area of Interest ABMS Certified? Practicing? Expiration Date 
(Or indicate if lifetime certificated) 

Obstetrics N. GyneculogY ❑ yes E No E Yes ❑ No 

D Yes ❑ No ❑ Yes ❑ No 

❑ Yes E) No ❑ Yes ❑ No 

PROOF OF CITIZENSHIP: Effective40040v2pckbased on Federal. a' ,.StOtelaIiV-S44.1f Rcif3101* -17044)*416,evidence that 
the applicant is lawfully prese**the'United:StateS1:: Federal la* r fi tSiC. §164t *if §1:501,L require 
documentation of citizenship- or alien status for licensure. If the docurnent4tiph,,Ocies -:hplE'derh*trafeffiakthe,applicntis a 
United States citizen, national, or alierSOn described in specific categOries; the aPplii arit ilffcriCit. bieligible for liCeiristire in 
Arizona. Statethent of Citizens*ahilAlignStatuj-available on the wehSite l 

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. 

PROTOCOL FOR STORAGE, TRANSFERAND4Cm4pF PATIENT MEDICAL RECORDS 

I 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. I 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. 

CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS 

I 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 received notice on your renewal that you are subject to a CME audit. If an 
audit was indicated, please submit the CME documentation with your completed renewal. 

REQUEST FOR CHANGE IN LICENSE STATUS: You may request INACTIVATION 'or,cANCEVIATioN.of yobr.liCense usingifiii form. 
Do not submit a license renewal fee if-Votj'are reauestina inactivationtOrtancelatiOp;:howeVer. votkinitit sign and date this 
form 

I request INACTIVATION of my medical license. I am not presently under investigation by the Board, the Board has not 
commenced 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 United States or foreign country. I understand that once inactive status is granted, 

ri  the Board will waive the annual renewal fees and requirements for CME. I 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, 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. 

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

Page 2 of 6 



QUESTIONNAIRE 

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

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

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, license healthcare 
facility or healthcare staff of such facility? 
6. 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? 

7. 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. 
8. 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? 

9. Since your last renewal, have you been charged with or convicted, pardoned or had a record 
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 
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 
the armed service? 
12. Since your last renewal, have you been terminated from a healthcare position with a city, county, 
or state government or the Federal government? 
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? 

l=1 Yes El No 

❑ Yes 0 No 

D Yes 

D Yes 

0 Yes 

Fg No 

E No 

CI No 

❑ Yes El No 

0 Yes El No 

0 Yes 0 No 

0 Yes No 

0 Yes No 

D Yes 

0 Yes 

r] Yes 

Ej No 

0 No 

El No 

NOTE: In the event that the response-to any of thequestions above is "Yes," you.rnust file with the rp*.W41 to 
concerning the above matters, inch:Kling any. Charge, date of such charge,.thecomplete,harne and address: Of 
jurisdiction, the result of any hearings .0d the disposition of such mitteit,16: cidition,;yo0 must submit-photoeOpies of any 
corresponding documents, such-as-cOmOlaints 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 Claims, False Reporting to Law Enforcement Agency, Falsification of 
Records of the Court, Forgery, Fraud, Hit & Run, Illegal 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: 

License Number: 

Ronald 

AZ25201 

Initial: A Last Name: Yunis 

Page 3 of 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 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 ju gmen s an o earn 

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 re,sponse to any of the questions above is,"Yes," you.rnust-file,with:the_epplication a detailed 
written narrative statement concerning_the above matter(s), including the,riarneCof healthcare ProViOettantlyeatment centers 
where you were treated, along with thidischarge summary of your treatment ankprOgr,ets4f•vo'uare.c.(1401y,participating or 
have participated in the past 5 years; pursuant to a confidential agi*epientar oirtiertl„a''Ogolii_fOr the treatment and 

rehabilitation of doctors of MedicinerAirnpaired by' alcohol, drug aliRsi3Or,fddtkiifi:":#44;Apt4.5.0:.sttbMit a. copy of the 

agreement/order along with.togikait`cOeports from the state monitorintiirogiOinikp! „, 

• • - 
Failure to property onsOgr Mai questions cart result in Board disciplintarf sciftcni4tteluding:reudcatIonotdergal of license 

I 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: 

Signature: 

Ronald Initial: A 

ll 

Last Name: frunis 

License Number: AZ25201 

Questions? 

Page 4 of 6 



From: Ronald Yunis, MD To: Ari2ona Medical Board Date: 8/2812009 Time: 11:20;34 AM Page 2 of 6 

AZ MD Licit! 

ion fy

ARIZONA MEDICAL BOARD 
BIENNIAL MD LICENSE FtENEINAL LICATION—  

52  ( RexSIVidi Pte: 50 ff ooatmarked 30 days after due dare 

Name; R.,,444,0 a . tim...,1 t r pa 
OFFICE ADDRESS/PRINCIPAL Puri OF BUSINESS. 
PUBLIC ADDRESS & PHONE NUMBER 

1 (  1.ig.k Sej• a -e I f?ci 56, 
Pitat,..Lt, ol-z-, im i 3 

4 

Phone*: a ( 0 Fax*: $, 2. 41r 01 fr 
E-Mail: 
MAILIN 

HO? (Al tftebt‘b. .c64si I ed 
tie. 4

i0 4 at.,:)( A I r  ° ' 3 
RECEIV7:13

HOME DDRESS 
IC-  8 ?0C9 

AZ WIED1CP.L. L.,,,, -3 

Phone*: 
Mobile #: 

AMERICAN BOARD OF MEDICAL SPECIAITY CERTIFICATIONS:AND FIELDS OF PRACTICE: 
lifIfYendifirationsikotrz AIMS wif. bo sows in yoz ulnae .itn.the ;Woltz Nem it d e t kitireta.fi dB% r lifetirrie or-Ii he.istk 

Field of PractiOe Cede 
(see attached form for code) 

.ARMS Certified? 
(Y/N) 

Praaicing? 
(YIN) 

Expiration Date for 
indicate lifetime certificated) 

6 e6, N Y 

REQUEST FOR CHANGE IN LICENSE STATUS: 
D INACIIVE STATUS (I haw read and mcct the requixments far Inaaie status as listed In the Instructons) 
❑ CANCELIATION (I have read and meet the requirements to oancei my !cense as listed, in the iristrurtions)-

I hereby certify, under penalty of perjury by my signature below that all information on this form Is currently accurate and 
I have completed a Miniturn of 40 dreditihOurs of continuing medital education during the previous two calendar years 
of my renewal as required by A.R.S. §32-1434 and &AC § R4-16-101 
I have a written prettied in place for the secure storage, transfer and access of the medical records of my patients should 
my practice ctise as required by A.R.S. §32-3211 

;le am a U.S.-btignen U.S: National (If this: box Is checked please submit with your application a copy of one of the 
listed approved supporting documents, listed in tl-e "Arizona Statement of Citizenship and Alien StatuS for State Public 
Benefits" 1.e_ Birth Certificate, U.S. Passport, etc-) 
lam NOT a U 5, Citizen -nr 11.S. Natinnal f if this hrty is thedterl you must download, compete anctsubrnit with your 
ariblIcattian 'Arizona Stitemant of Otirenghip and Man Status for 'State Public itorrofit? form alnng ueth a tmpy of ono 

of the ilsteid approved supporting documents.i. e. Alien Registration Card,-VIsa, etc.) 

SAV2.0 ? 

Signature of Licensee ( stamp will not be accepted) Date 
Page I 



info: Ronald YuMo. MD To: Altoona Patrol Baud Data: 3/211/2000 limo: 11:20:21 MA Pogo 2 of f 

1, Since your last renewal have yOU had any application for any pmfessinnal 
license refused or denied by any licensing authority? 

y LS u NO

2. Since your lag renewal have you been refused or denied the privilege of 
taking an exaMinatton required for any professional lIcensure? YES 0 N0 6 1

3. Since your last renewal have you voluntarily surrendered any healthcare 
license? 

yEs 0 NOW. 

4. Since your last renewal have you had any healthcare license revoked? YES. 0 NO W 

S. Sing Yong Ng reliever, have 
are you Cutrentry under Investigation 
license (other than by the 
sanctioned by any healthcare 
licensed healthcare facility or 

you been the subject of disciplinary action 
to healthcare 

or 

been YES CI NO AT 
with regard your 

Arizona Medical Board), have you 
licensing authority, bee/the:are emaciation, 

healthcare staff of such facility? 
6. Since your last' renewal have your privileges been restricted, terminated, 

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

or 
NO fir yEs 0

7. Since yourlast renewal, has disciplinary action been taken against you by 
any licensing agency (other than the Arizona Medical Board) with regard 
to any professional license? "Disdplinary Action" includes, but is not 
limited to, restriction, termination, voluntary or involulliarY reiligeagen or 
withdrawn. 

YES 0 NO kr 

8. Since your last renewal have you had a registration issued by a controlled 
substance authority (State or Federal) revoked, susPoene'd, " felted,
restricted, modified, denied or haveyou sunrendered or given up in lieu of 
action? 

YES 0 NOAr 

9. Since your last renewal have 
pardoned or had a record expunged 

you been charged with or convicted, 
or vacated of a felony, Odsileilleitrlar 

explanation below) A "yes" answer is 
diversion program. 

IT S G NO151 involving moral turpitude? (see 
required even if you entered a 

Stance Wier lad renewal have you been charged with or convicted 
(including a nolo centendere Plea or guilty plea) of a violation of ally 
federal or state drug law(s) or rule(s) whether or not sentence was 
imposed or suspended? 

YES 0 NO W 

11. Since your lag renewal have you been court martialed or discharged other 
than honorably from the armed service? YES

 0
NO W 

12.Since your last renewal have you been terminated from e healthcare 
Position with a city, county, or state government or the Federal 
Ono 

YES 0 NO 19' 

13.Since last have been insurance fraud or 
hom YES. El NOW 

your renewal 
received Sa salons, Including 
Practice, imposed by any agency 

you convicted of 
restrictions, suspension or removal 
of the Federal government? 

Nate: In the event the resnonse to any Of the auestions numbered S through 13 is "YES" you must file 
with the renewal a detailed moon- concerning the above matters, inducing any charge, date of such charge, the 
complete name and address of all bodies of jUriSdidion, the resUIL or any hearings, and the disposition of surf matters. 
IN ADDITION, you Must submit photocopies of any corresponding cbcurnerrS, such as complaints onward actions. 

Moral Turpitude includes but it not limited to the following: Arrned Robbery, Assault with a Deady Weapon, Attempted 
Insurance Fraud, Fabricating and Presenting False Public Claim, False Reporting to taw Enforcement Agency, 
Falsification of Records of the Court, Forgery, Fraud, Hit & Run, Illegal Sale Ft Trafficking in Controlled Substances, 
Indecent Exposure, Kidnapping, Larceny, Mann Act Arederal Commertialiastron of Women Stettin PfisleadiP9 Sete Of 
Securities in 'Connection with Transfer of Real Property, Perjury, Possession of Heroin for SoleAlplawfii Sale or 
Dispensing Narcorde Drugs, Raper Shoplifting and Soliciting Pmsfitution. 

Name: 4, YO•orJ 141, License Number  Oric 
Signature:  e 7r/ et 

PAGE 2 



From: Ronald Yunis, MD To: Arizona Medical Board Date: il/28/2009 Time: 11:20:34 AM Page 4 of 6 

CONFIDENTIAL 
Physical/Mental Health and Substance Abuse 

i. Since your last renewal have you been dlagncised, treated Or admitted toa 
hospital or other facility for thetreatment of bi-polar disorder, 
schizophrenia, paranoia or any ptychotic disorder? 

• Areyou now or since your last renewal been addicted to or abused any 
chemical substance Indudinaalcohoife3ccluding tobacco and caffeine P. 

3 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. .8 
rehabilitation prograni? *If irt 2.confidential program in another state see 
explanation below, 

• Since your last renewal have.you been criminally changed with or 
investigated by.any healthcare licensing authority,healthcare association, 
licensed healthcare facility or healthcare staff of such facility .for 
inappropriate contact with a patient or pariParls7-
Do you currently have any disease or condition that interferes With your 
.ability to competently and safely perform the erwential fir ndions of your 
profer*ion-, Incrode..any disease Or condition generally regarded a!sclirunic 
by the Medical community; i.e. (1) behavioral health illness or condition; 
(2):akeit01 or other substance abuse; and/or (3) physiml disease or 
condition, that maypresentlyinterfere 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 01.the following: 
.1. The cognitive capacity tO make appropriate:Clinical diagnoses arid exercise reason 

medical Judgmeritt Ond to learn and keep abreast of medical. developments; 
2. The ability to communicate those judgments. ancimedical informaon to parents. 

and other healtticare ioraviders, 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 
surglc.al.procedures, with :or without the use of aids or devices, such as corrective 
lenses or bearing aids. 
"Medical condition" Includes physlologicali mental or psychological :conditions or 
disorders, such as, but not -limited to chronic and/or uncorrected orthopedics -vIsuai„ 
speech, or hearing impairments, epilepsy, multiple sclerosis, behavioral health 
illness, dementia, drug addiction and-alcOholisrn. 

BilikimiLyggurgEirerrelvallisatmAppidjahrgige* you must file wit rellewa 
narrative statement concerning the above matter(s), Induding the_ name and address of healthcare proyider, PhY.5i0Onsf 
preceptors, hospitals/rehabilitation centers, etc. where yoki were. rhirreiitrlitreaterf Will must also have is copy-of your 
history and physical mcarninations, consultation reports, discharge suirmarles from all hospitals/rehabilitation centers and a 
St, eMent ?min yOur attending physicians or treating therapists setting forth your  diagnojs orodnnsic and rernmmendatinns 
fq continuincl_care, teatment supervision and a statement as tO whether there is anything _that wouV prevent you from 
attlya=ncLany_lype,.gt medicinq; Statement from attending nhvsician must come with yout rerleVial. 
Treatment recants: must 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 aRCUMSTANCES.WITH YOUR. RENEWAL AND: REQUEST-ME FOLLOWING DOCUMENTATION ESC 
SE  DIRECTLY TO THE ARIZONA MEDICAL BOARD'S PHYSICIAN HEALTH PROGRAM. 

• Evaluation/ Treatment records • Psychiatric/Psychological records • Compliance reports frcim slate 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 root be accepted if submitted by the applicant 
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHDL,.SUBSTANCE ABUSE OR ESTHER ISSUES CAN 
RESULT IN BOARD DISCIPLINARY ACTION. 
If you have any questions, please contact the Board's Physician Health Program at (490) 551-2716 Or (877) 25572211 

Name: 

Signature: 

gi7114:241 A 1‘ 40, 1/44. 

PAGE 3 

License Number: 2 rz 0 I 



ARIZONA MEDICAL BOARD 
2007 BIENNIAL MD LICENSE RENEW APPL CATION 

AZ MD Lic#: 25201 Ronald A. Yuni:s MD Renewal Fee: 500 850 (if postmarked after 09/23/2007)
CURRENTINFORMATTON—

Please review and make corrections as necessary TM -  CORRECTIONS 
OFFICE ADDRESS/PRINCIPAL PLACE OF BUSINESS 
PUBLIC ADDRESS & PHONE NUMBER 
1108 W Indian School Rd 
Phoenix AZ 85013-3107 

OFFICE ADDRESS/PRINCIPAL PLACE OF BUSINESS 

S....A , e. A-4 

Phone #: (602) '115-1900 

E-Mail: 

Fax #: (602) 415-0985 Phone #: Fax #: 

E-Mail: 

MAILING ADDRESS 

REice • 
AUG 21 

 F, .,s,c 
MI 

, 
MAILING ADDRESS 

HOME ADDRESS 

Phone #: 

E-Mail: 

Mobile # 

ARIZONA MEilliCAL 80ARD 
E3USINES8 OP !RATIONS 

ax #: 

HOME ADDRESS 

Phone #: Fax #: 

E-Mail: 

Mobile #: (Optional) 

AMERICAN BOARD OF MEDICAL SPECIALTY CERTIFICATIONS AND FIELDS OF PRACTICE: 

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

OBG 
_asticin ? Certifi 7 Practicing? Ex ration Dat 

lf Make corrections if 
Ini ial R iktO   Ssaified,  r

necessary 
INTIALS 

REQUIRED 
If you don't verify the above fields by your initials the ABMS certification will be removed 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: 
• Earn 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 
• 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. §32-3211. 

 du.    3/S" o 
Signature of Licensee ( ignal- e amp will not be accepted) ate 

25201 Ronald A. Yunis, MD 
PAGE 1 



1. Since your last renewal have you had any application for any professional 
license refused or denied by any licensing authority? YES NO-Ar • 

2. Since your last renewal have you been refused or denied the privilege of 
taking an examination required for any professional licensure? YES NO I* >• 

3. Since your last renewal have you voluntarily surrendered any healthcare 
license? YES NO .1 1' • 

4. Since your last renewal have you had any healthcare license revoked? YES NO.ttj" • 
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 NO JR' • 

6. 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-1M' • 

7. 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 NOVe • 

8. 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 NO• 

9. 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 NO 4---• 

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 )3r.• 

11. Since your last renewal have you been court martialed or discharged other 
than honorably from the armed service? YES NO.• 

12. Since your last renewal have you been terminated from a healthcare 
position with a city, county, or state government or the Federal 
government? 

YES NO4' • 

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 NO4e • 

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 

PAGE 2 



CONFIDENTIAL 
Physical/Mental Health and Substance Abuse 

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 or since your last renewal been addicted to or abused any 
chemical substance including alcohol (excluding tobacco and caffeint)? 

3. 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, healthcare association, 
licensed' healthcare facility or healthcare staff of such facility for 
inappropliate contact with a  patient or patients? 

1-5. 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 disease or condition generally regarded as chronic 
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 usual practice? 

Ability to practice medicine is to he 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. 
"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 impairments, epilepsy, multiple sclerosis, behavioral health 
illness, dementia, drug addiction and alcoholism. 

In the event you answer YES to any of the above questions, you must file wi wn en 
narrative statement concerning the above matter(s), including the name and address of healthcare providers, 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 
statement 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 medicine. Statement from attending physician must come with your renewal. 
Treatment records must 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 MEDICAL 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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.1 DEC 1 3 2005 
2005 BIENNIAL MD LICENSE RENEWAL APPLICATIO C 7 

ARIZONA MEDICAL BOARD 

Renewal Fee: 500 0 , 

L  _ard,E :>1. .itk?. CUrt,RENT,INFOMATIONc2*:,-- ',. ..,..„_ .. 

--a440-egraievitarcol onsig -- T--.,,,4--,
_- r '' , : ._:- --:._ -24g... , _ - - - oRRi-cnotio-,..4-4::=.- --; _:..  _ _ - -.7.:AT .... - - .. , A,-_, 
OFFICE ADD.REAS/PRINCIPAL PlACE.OF BUSTNESS 9FFICE,AIVREs.51PRzyMpAl PLACE 01,BUSIRESS 

PUB-L.ICADEIRESS & PHONE'NUMBEFL 
3243 W Thomas Rd 
Phoenix AZ 85017-5311 

Phone #: (602) 415-1900 Fax #: (602) 415-0985 

E-Mail: 

Phone #: Fax #: 
E-Mail: 

- UN !ADDRESS MAILINGADDRESS 

1111111111111 

Phone # 
E-Mail: 

HOME ADDRESS 

Fax #: Phone St: Fax *: 
E-Mail: 
Cell Phone #: (Optional) 

AMRICA14.BOARO:CER3XFICATIONS AND.FIELOS OP-PRACTICE; 

OBG 
geruftela 

N 
Practiginal

Select from the attached list of Self-Designated "Field of Practice" Codes 
Certified? 

Make corrections it 

necessary 

. .. 

praeticine.t

O INACTIVE STATUS: Please inactivate 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 disciplinary proceedings against rre, and I am totally retired from the practice of medicine in this state or any state, territory, or district of 
the United States or foreign country. I understand that once Inactive status is granted, the board will waive the annual renewal fees and requirements for CME. I 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, psychiatric, psychological evaluations and interviews it deems necessary to determine my ability to safely engage In the practice of 

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

has not commenced any disciplinary proceedings against me; and that I am requesting cancellation for the reason that I am no longer practicing medicine in the State of Arizona. 

1. Other than in Arizona, are you currently under Investigation by any medical board or peer review body?  O YesArtio 
2. Other than in Athena, since your last renewal have you had a medical license disdplined resulting In revocation, suspension, limitation, restriction, probation, voluntary 

surrender or cancellation during an investigation? (see instructions on back) 0 Yes lartvo 
3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (see instructions) 0 Yestelvo 

4. 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? (see instructions) • 0 Yes >No 

S. Since your last renewal; have you had the authority to prescribe, dispense or administer medications limited, restricted, modified, dented, surrendered or revoked by 
• a federal or state agency? (see instructions)  
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 prescription medication?  
B. Have you consumed Intoxicating beverages resulting in your present ability to exercise the judgment and skills of a medical professional, being Impaired or limited 
9. Have you been denied a license in another state? If yes,  

State Date of Denial  Reason for Denial 
10. 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' 0 Yes gi n° 

If yes, please attach an explanation and applicable court docket. See instructions on back. 
11. Since your last renewal, has a malpractice lawsuit resulted in a settlement or judgment against you? 0 ves..1104o 

Utho:onsiyeris!*47• to any of the above.questiOnls:ple2ise provide a complete 1Pititt*I•9*Plation to_inddde dtes.', . If malpractice ca4s.are 
reported;.please:filciuderaltfopy Of the complaint and.set/teinent agkeement/judginent.. .-: : r 

I hereby certify, under penalty of perjury, that all information on this form is currently accurate. I also certify that during calendar years 2003 and 2004, I have completed a 
minimum of 40 crepaaiis o InuIng medical education as required by A.R.S. §32-1434 and A.A.C. § R4-16-101. 

Signature of U nsee (Sig re stamp will not be accepted) D e 

Aunt 
lilatELDO NOT SUBMIT CME DOCUMENTATION UNLESS A CHEAUDIT FORM ISIfialg2EfLIKITH YOUR 

RENEWAL EACKET 



OCT-16-05 10:26 AM AcaciaWomensCenter 6026676608 P-02 

OCT-16-2003 10 : 14 

2003 BIENNIAL MD LICENSE 

3243 W noon% Rd 
Phoenix AZ 15017-5311 

Phone #: (602) 415-1900 Fax //: (602) 41S-

E- N: 

Phone a: Fart #: 

Efkliti ENEEE 

Phone 
FAO: 
OA Pt 60 (000120 

Sato from the attached fist of Self-Designated 'Reid cfPracticy" Cadets 

—SOLO= ---E1310artgl 

44471 4E30 551 2704 F.ei/e2 
ON 

wake collections tf 
Reavalany 

• ANEW  .* • • •••.'! ̀ 
0 =ACT IVE CTATUS-. Pent* Mal:Ovate my Algona Nowise, tey signature below saws to catty tale Portmeig: rut I am not preseray wider irmestvarion by the board.

the board hat prof commenced any cab:Vinery groceninge against me. mid I am totally mired from the practiced rrodSane bi this date or any state, brtory, or district at 

the Unit el Stites or foreign cOiffely. !Understand that Mee Iriscdve status k granted, flee board val waive the annual renewal fees end noterremerrts for l I further 

uriderstod that I may not emigt.ge in the practice cf medicine. hold nigratiOn with the Orug cribreerrient Araitintstrazion, or write pescrinkris as long as my license is 

(sessile I as inacriue_ further understand that /I maitit reaelhalion el my Icense, I may be respirmd to Cog the SPE( commIlls13ri and th3t the award Iii /Mat arty 
cornbin: don of physical mosarnmenon, psychiatric, psymthoogicai evatuatbmts and intardens it deems neotssary to determine my ablitty W Wei engage In the practice or 
mesh:in% 

0 CAMP 1.1.A1ION: Meow caricel my manse kefIlt.Ny dgnature before savor to certify the killOOnc: That I arn not eraser* y under inuessigadon by the Meet the board 
has not orimenced ern te arypromo:Rigs against noised that I amre:a.aesbra) sanceleron for the reason that I am no /nor prectOXII medicine in the SOO cf Mama. 

NtilriX4SlatinC %'/- • • IfineinglfflaiaagraifialiMENEMIMMONTEtir0 

1. Other than in Arizona, are you currently under Investigation by any medical board or peer review body?   Cl Yes 
2. Other then in Arizona, since your lat renewal nave you tied a medical ilmnse temcioiined reo,Iting In revocation, Suspenoion, ilmltatlon, restriCtion, prObaton, voluntary 

surendef or carCariation during an Investigator,  (bee Otetructiona on back) O .fes*qo 
3. Since toL, int renewer have you had hospital privileges revoked, defiled, suspended or 'est/lawn (see Instructions) 0 YeSfik, 
4. Since your iast renewal, have You been Stiblected to any regulatory disciplinary aCtkY). IrclUdIng cengure, practice restriction, suspensor, Ca net CO, or removal ham OraCrce 

imposmc i y any agency of the reddrai or sum government/ (sae Instructions) 0 vesper° 
S. Since 061 last renewal, have you had the authority to prescribe, dispense Of administer medications limited, resbleted, 'naffed, denied, surrendered or revoked by 

a federal or state agency? (ate hut:recto* 
Within th let 5 years, have yo,J had or do you have a medical eongtoe that impairs or limits your ablifty to safely practice medicine? (sec Instructions) 

7. Do you a igago In the glegal use of arty controlled substance, hablt-forrnIng drug, Of prescription medication?  
8. Have you consume ininidevong beverages resulting In yoor present ability m ekercise the lodgment and galas cd a medical professional, WIN tmpatred or 
9. NIA you Oftn denied a !tense in another =AO If yin, 

State,_  Date or °treat  Ramon mot no  
10. SW* your *sr renewal, have Y o u teen found guilty or entered Imp a plead no tames to a Mama' misdemeanor Ireicteng moral laapitode in any start?._. _.-fl YesAKIlir; 

VY44, please attach an isrigamialtioo and appiceble court docAet. See ilegtolactions on bock. 

• • WI" 

1 hereby cod icy, under penalty e perjury, ,thst all information on 014 form ls currently Iccurate. I also certify that during calendar years 2001 and 2002, I have completed a 
minimum or 40 crocIll hot,rS contmultbg-,edlcal ton as required by A. R5. 432-1434 and A.A.C. 5 R4-16-101. 

---sw\mre it licensee (Signatire stamp ty accepted) 

111111111111 
tvz 




