FLORIDA : '
DEPARTMENT OF HEALTH ] Received Date : 01/09/2004
BOARD OF MEDICINE g o, T AT Deposit Date : 0141202004
4052'Bald Cypress Way, Bin #C03 1R LAV | Deposit #: 167500

2 : i £ Batech Number : 512843
Tgé'ghasz;i'l';'f”da 32393-3253 L5 Validation # ; 903106750
(850) Check Ameount : $1,152.00
PRO_CDE : 1501
1501 MEDICAL DOCTOR; ' !
APPLICATION FOR LICENSURE DEPARTMENT OF HEALTH

BOARD OF MEDICINE

READ INSTRUCTIONS FOR IMPORTANT INFORMATION
1. APPLICATION CATEGORY/APPLICABLE FEES: CLIENT 1501

(TYPE OR PRINT LEGIBLY IN BLACK INK~ CHECK APPROPRIATE LICENSURE AVENUE)

HJENDORSEMENT (1021) [ JC-SPEX (1022) [ ISTATE BOARD EXAM (1022) [ JEXAMINATION (1024)

2. U.S. SOCIAL SECURITY NUMBER:l

3a. NAME: \/DUQS Ccer - RodwE L

(Last) - . _ (First) (Middle)

3b. Have you ever changed your name through marriage or through action of a court? [ 1VYES -

If 'yes', list name(s) (Last, First, Middle) and Date(s) of changes

3c. Have you ever been known by any other name (aliases)?

If ‘yes', list name(s) (Last, First, Middle, and Suffix)
4. MAILING ADDRESS (where you receive mail):

37> SW 18 %avE Mibarnifd  Fe 33039

(Street and number or PO Box) (City) (State/Province)  (Zip/Postal Code)  (Country)

5. PRIMARY PRACTICE/PHYSICAL ADDRESS (where you can be Iocated):
Y437) Sw g BEME pikgnAR  Fr 330)F

(Street and number) (City) (State/Province)  (Zip/Postal Code)  (Country)

6. TELEPHONE: @(L/) $438- Q9,3 ( )

Home: Area Code/Phone Number - Work: Area Code/Phone Number

7. E-MAIL ADDRESS: _C{J DIJQWAéé//Xﬁthf /Laf

8. PERSONAL DATA:
HEIGHT: o WEIGHT: VA7

'EYE COLOR: 2L HAIR COLOR: __ (3 RA LI M4

We are required to ask that you furnish the following information as part of your voluntafy compliance with Section 2} .
Uniform Guidelines on Employee Selection Procedure (1978) 43 FR38296 (August 25, 1978). This information g
is gathered for statistical and reporting purposes only and does not in any way affect your candidacy for licensure.

RACE: Caucasian [ ] Black [ Hispanic [ ] Asian[ ] Native American [ ] Other{ 1
SEX: Male.| Female [ }
As a Florida licensed physician, are you willing to provide health care services in special need shelters
or to help staff disaster medical assistance teams during times of emergency or major disaster?

9 Yes [ ] No
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51. Have you ever had an application for membership denied by a
Medical Society or Association or had a Medical Society or Association _
Membership suspended? I JYES D NO

(If 'yes', see application instructions for required documentation to submit)

52. Have you ever been notified to appear before a Medical Society

or Association regarding charges/complaints filed against you? _ [ 1YES [ NO
(If 'yes', see application instructions for required documentation to submit) '

53. Affidavit for completion of the HIV/AIDS, Domestic Violence Course and Prevention of Medical Errors or .
request for extensions.

HIV/AIDS Affidavit OR Request for Extension:

;(] I hereby certify that subsequent to January 1, 1988, I have completed a minimum of three hours HIV/AIDS,
AMA Category I, American Medical Association, Continuing Medical Education which meets Florida
requirements. '

[ 1 1 hereby certify that subsequent to January 1, 1988, I have not completed a minimum of three hours,
HIV/AIDS AMA Category I, American Medical Association, Continuing Medical Education. As I have not
completed the required course for initial licensure, I understand that the six months extension is based
on the date the Board of Medicine approved/certified my application for licensure and I request an
extension of up to 6 months to complete this requirement. '

Domestic Violence Affidavit or Request for Extension:

I hereby certify that subsequent to July 1, 1995, I have completed a minimum of one hour of Domestic
Violence, Continuing Medical Education, as defined in s. 456.01, Florida Statutes.

I hereby certify that subsequent to July 1, 1995, I have not completed a minimum of one hour, Continuing
Medical Education, in domestic violence. As I have not completed the required course for initial licensure, I
understand that the six months extension is based on the date the Board of Medicine
approved/certified my application for licensure and I request an extension of up to 6 months to
complete this requirement.

Prevention of Medical Errors:

[ 1 I hereby certify that subsequent to June 1, 2002, I have completed a minimum of two (2) hours of Prevention
of Medical Errors, Continuing Medical Education, as defined by s. 456.013(7), Florida Statutes.

m I hereby certify that subsequent to June 1, 2002, I have not completed a minimum of two (2) hours of
Prevention of Medical Errors, Continuing Medical Education, as defined by s. 456.013(7), Florida Statutes. As I
have not completed the required course for initial licensure, I understand that the six. months extension is
based on the date the Board of Medicine approved/certified my application for licensure and I request an
extension of up to 6 months to complete this requirement.

54, Dispensing Practitioner Registration: This is optional and for physicians whose primary practice is in the
State of Florida.
Dispensing relates to physicians who maintain a "mini-pharmacy” in their private office for profit.

~Section 465.0276, F.S., requires-that licensees of the Board of Medicine who dispense medicinal drugs pay a -
fee of $100.00 at the time of such registration and upon each renewai of the practitioner’s license. It is
unlawful for any person to sell samples or complimentary packages of drug products. A practitioner who
confines his/her activities to dispensing complimentary packages of medicinal drugs to patients in the regular
course of his/her practice shall not be required to register.
I plan to dispense medicinal drugs in the State of Florida for a fee or other remuneration and hereby register pursuant to
Section 465.0276, F.S. 1 understand that the fee for the Dispensing Practitioner is $100.00 OVER AND ABOVE the
required initial license fee.
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58. AFFIDAVIT OF APPLICANT:

I affirm that these statements are true and correct and recognize that providing false information
may result in disciplinary action against my license or crlmmal penalties pursuant to Sections 456.067,
775.083 and 775.084, Florida Statutes.

I hereby authorize all hospitals, institutions or organizations, my references, personal physucnans,
employers (past and present) and all governmental agencies and instrumentalities (local, state, federal
or foreign) to release to the Florida Board of Medicine information which is material to my application

{ifor licensure.

I have carefully read the questions in the foregoing application and have answered them completely,
without reservations of any kind, and I declare under penalty of perjury that my answers and all
statements made by me herein are true and correct. Should I furnish any false information in this
application, I hereby agree that such act shall constitute cause for denial, suspension or revocatlon of my
license to practice Medicine in the State of Florida.

I understand that my records are protected under the Federal and State Regulations governing
Confidentiality of Mental Health Patient Records and cannot be disclosed without my written consent
unless otherwise provided in the regulations. I understand that my records are protected under the
Federal and State Regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records,
42CFR Part 2, and cannot be disclosed without my written consent unless otherwise provided in the
regulations. I also understand that I may revoke this consent at any time except to the extent that
action has been taken in reliance on it, and that in any event this consent expires automatically as
follows:

(Specification of date, event or condition upon which this content expires)

CEcie  LodwELC Tpriasd

(Please Print Your Name)

/&W . 4’\ Ve S0

(Slgnature of Applicant re (Date Signéd requiréd)
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ox hr/192> & Déres T,

Micetr 6-Ar)

b. If'you are not a U.S. citizen, please provide alien number:

{Month/Day/Year) - (City/State/Province/Country)

10. Have you ever been in the United States Military and/or Public Health Service?

state in the US, Canada, Guam, Puerto Rico,

If ‘yes' list branch of service, rank, dates of service (Enclose copy of discharge form)

10a. Have charges, now or aver, been brought a2gzinst you by any b ranch of the

United States Military and/or Public Health Service?
If ‘yes’ explain on a separate sheet, providing accurate details.

. Do you hold or have you ever held a license to practice Medicine in any

Virgin Islands?’

If ‘yes’ list State or Country/Profession/License Number (provide an attachment for additional information)
Verification of each license m&t be received directly from the licensing authority, regardless of status of license,

[1YES [q NO

X YES [ ] NO

State or Country/License Number/Issué Dat

Qe 8 TiLL33

HICh G A>Ty ghfra

State or Country/License Number/Issue Date

State or Country/License Number/Issue Date

State or Country/License Number/Issue Date

12. List the year and state/province/country where you legally first began to practice medicine?

[ ]1YES [¥ NO

9. Are you a citizen of the U.S.? : p{ YES [ ] NO

(Piease provide your date and place of birth regardiess of ditizenship below)

Birth Date: __O.i_D_Ll;{__ﬁ Birth Place: (L &0R (L~ MIAZM( GHYA N
(Month/Day/Yeaf) (City)(State/Province)(Codntry)

a. If you are a Naturalized citizen please provide date and place of Naturalization:

{4969 Mo 6 Aa)
(Yeary / (State/Province/Country)

“13. EDUCATION: UNDERGRADUATE/GRADUATE MEDICAL EDUCATION (includes medical school) ~ Starting with

undergraduate education, list all schools, colleges and universities attended, whether completed or not, in chronological order. Submit a separate
sheet of paper if needed.
College/University Major/Minor Course of From: To: Degree
Name/Address Study MM/YY MM/YY Received
I-/rwl}% A NIV C{[—Fﬁzg‘/'_ﬁd/ / / C
WAL, Dy— Sy el 9' /7&7 0"' 40 5&

C_otLE (AL o o &)
MIADlept SCHH

1379

e / 657

wWHML, BT
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pﬁYES [ 1 NO-

9. Are you a citizen of the U.S.?
(Please provide your date and place of birth regardless of citizenship below)

Birth Date: o X)) ,_';'[j3 6 Birth Place: _(LE0R (L= To14] M, OCUTANA
~ (Month/Day/Yeaf) (Clty)(State/Provmce)(Country)

a. If you are a Naturalized citizen please provide date and place of Naturalization:

o h>/ra1> & Deéres i, Mo 6Avl
(Montﬁ/Day’/Year) | (City/State/Provi.nce/Country)

b. If-you are not a U.S. citizen,’ please provide alien number:

10. Have you ever been in the United States Military and/or Public Health Service? | [ ] YES [X NO

If ‘yes' list branch of service, rank, dates of service (Enclose copy of discharge form)

10a. Have charges, now or ever, been brought against you by any branch of the
United States Military and/or Public Health Service? . []1YES [ NO
If ‘yes’ explain on a separate sheet, providing accurate details. ’

Do you hold or have you ever held a license to practice Medicine in any

state in the US, Canada, Guam, Puerto Rico, Virgin Islands? [)(] YES [ ] NO
If ‘yes’ list State or Country/Professnon/ License Number (provide an attachment for addltlonal mformatnon)
Verification of each license ma?t be received directly from the licensing authority, regardless of status of license.

H1CHr G4 )2 0k j/f

State or Country/License Number/Issué Dat

State or Country/License Number/Issue Date

Llrre A TILL33

State or Country/License Number/Issue Date State or Country/License Number/Issue Date

12, List the year and state/province/country where you legally first began to practice medicine?

[ 964 M et 2 A

(Year)’ - (State/Province/Country)

ndergraduate education, list all schools, colleges and universities attended, whether completed or not, in chronologicai order. Submit a separate
sheet of paper if needed.

u

[13 EDUCATION: UNDERGRADUATE/GRADUATE MEDICAL EDUCATION (includes medical school) — Starting with

College/University _ | Major/Minor Course of From: To: Degree
Name/Address - MM/YY MM/YY Received

Hrw s W ,
W, Svﬁ)’l - 9//757 M/éo RE <«

Page 2 0f 15
DH-MQA 1000 12/02




14. Doctor of Medicine Degree was obtamed from:

GOORGE Jhtiid ey RO Sf LD o Tanc b, 1965

(Name of School/Institution) (Degree Title) (Month, Day, Year)

.15. Have you ever been dropped, suspended, placed on probation, expelied or

requested to resign from any school, college or university? [ ] YES [D§ NO
(If ‘yes’, explain on a separate sheet providing accurate details.)

16. Was attendance in Medical school for a period other than the normal curriculum or

were you required to repeat any of your medical education? - [ ] YES PINO
(If “yes’, explain on a separate sheet providing accurate details.) .

17. Did you take a leave of absence during medical school? . [ 1YES [DA-NO
(If ‘yes’, explain on a separate sheet providing accurate details.) ’ i

18. Have you éver taken the National Board Medical Examihation, FLEX, and/or USMLE? . MYES [ ] NO

N# Iy A faned 7{/1{/&&

(list the examination and date taken)

18a.If you are using a combination of National Boards, FLEX, and/or USMLE completéd prior to the year 2000, please
list which examinations and dates on the line listed below:

19. PROFESSIONAL/POSTGRADUATE EDUCATION: List in chronological order from date of graduation from
Medical school, to present, all professional/postgraduate training (Internshrp/Resndency/FelIowshlp) If you are an
International Graduate, please complete #19a and #19b on page #4.

Program Name and full mailing address Specialty Area . : To: Did you
required _ MM/YY | receive credit?

Yes)or No
) ——

WAYNE ST, umw - | |
et~ 0R/EY N Resodr) o R JGg o logfeg” I
ttv50 REau @i dl” 7 _

DT M/ >/
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ONLY INTERNATIONAL MEDICAL GRADUATES NEED TO COMPLETE #19a AND #19b

19a. INTERNATIONAL MEDICAL GRADUATES PROVIDE THE FOLLOWING: CLERKSHIP(S) Be specific:
Account for each clerkship. List specific date(s), type of rotation, and name and location of hospital, institution or
individual where clerkship was performed or supervised. List affiliate University/College.

Medical School Rotation; Address/City/State/Country Affiliate Program
Institution/Individual

19b. ECFMG standard certificate or results letter number (list number)

(issue date)
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20. Have you ever been dropped, suspended, placed on probation, expelled or

requested to resign from any postgraduate training program? [ ] YES b(] NO
(If ‘yes’, explain on a separate sheet providing accurate details.)

21, Was attendance in a postgraduate training program for a period other than the

established timeframe or were you required to repeat any of your postgraduate training? [ 1YES [>q NO
(If ‘yes’, explain on a separate sheet providing accurate details.)

22. Did you take a leave of absence during a postgraduate training? [ ] YES [7q NO
(If ‘yes’, explain on a separate sheet providing accurate details.)

all employment, non-employment and/or any unaccounted period .of time. {if needed, continue on back of page or a separate

[23. PRACTICE/EMPLOYMENT: List in chronological order from date of graduation. from medical school to present,
page)

Name and full mailing address of employment : Type of Employment From: To:
MM/YY MM/YY

| — - N

Cl Todal v> P | oR/LIN Ipeiicf|d)bqlufbn
2770 tAvgeh A3 T | /
SeeGrEiE N, M/ LD 2y

24.Have you had responsibility for graduate medical education within the :
last 10 years? ' p(] YES [ ] NO

25.Do you currently hold a faculty appointment at a Medical/health-related
institution of higher learning? [ ]YES P NO
(If ‘yes’, complete section #28) .

26.List any hospital/health institution/clinic or medical facility where you have faculty appointment:

Name of Institution Full mailing address Title of Appointment
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27. Do you currently hold staff privileges in any hospital, health institution, clinic or
medical facility? (If 'yes' complete section 30) :

[ ] YES

] NO

28. List any hospital/health institution/clinic or medical facility whel;e you hold staff privileges (Do Not List Training

Privileges).

Name/mailing address of Facility

Chief of Staff

Type of Privileges

From:
MM/YY

To:

29.' Have you ever had any staff privileges denied, suspended, revoked, mbdiﬁed,
restricted, placed on probation, asked to resign or asked to take a temporary

leave of absence or otherwise acted against by any facility?
(If *yes’, list below and see application instructions for required documentation to submit)

[ JYES

B NO

Name of Institution

Date: .
MM/DD/YY

Violation

Final Action

Under
Appeal? Y/N

30. Have you ever been asked, or allowed to resign from any facility in lieu of
disciplinary action or during any pending investigations into your practice?
(If ‘yes’, list below and see application instructions for required documentation to submit)

[ 1 YES

X NO

Name/Address of Facility

Date:
MM/DD/YY

Violation/Investigation

Reason for Resignation

Page6of 15
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31. Have you ever had any staff privileges restricted or not renewed by any facility

in lieu of disciplinary action? [ JYES [X NO
(If ‘yes’, list below and see application instructions for reqmred documentation to submit) }

Name/Address of Facility Date: Circumstances Final Action
MM/DD/YY '

32. CERTIFICATION: Are you certified by any Specialty Board fecognized by the
American Board-of Medical Specialties, or specialty board approved by the
Florida Board of Medicine? K] YES [ ] NO

(If ‘yes', list below and enclose a copy of each certification or letter of verification)

Board Name : Certification/ Date of Certification
: ’ Specialty/Sub-Specialty MM/YY

ARG R /G yn) (>/7/

33. Have you ever applied for, taken an examination for, or failed to receive :
specialty board certification or recertification for any reason? ‘ [ JYES [N NO
(1f ‘yes’, explain on a separate sheet, providing full details.) ’ )

34. Have you ever had any sanctions taken against you by a specialty board

or other similar national organization? [ ] YES D9 NO
(If yes list below and see application instructions for required documentatlon to submit)

Name of Specialty Board Date: Circumstances Final Action Under
MM/DD/YY Appeal? Y/N
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ALL AFFIRMATIVE ANSWERS FOR QUESTIONS 20-34 MUST BE EXPLAINED IN DETAIL ON A SEPARATE
SHEET. DOCUMENTATION SUBSTANTIATING THE EXPLANATION IS REQUIRED.

35. Have you had any application for professional license or any application
to practice Medicine denied by any state board or other

governmental agency of any state, territory, or country? [ ]YES [)(] NO

36. Have you ever been notified to appear before any licensing agency for a hearing
on a complaint of any nature including, but not limited to, a charge or violation _
of the Medical practice act, unprofessional or unethical conduct? : [ ] YES P(] NO

37. Have you ever had any professional license or license to practice
Medicine revoked, suspended, placed on probation, received a citation, or
other disciplinary action taken in any state, territory or country? [ ] YES P(] NO

Name of Agency Date: Circumstances Final Action Under
MM/DD/YY Appeal? Y/N

38. Have you ever been convicted of, or entered a plea of guilty, nolo contendere,
or no contest to, a crime in any jurisdiction other than a minor traffic offense?
you must include all misdemeanors and felonies, even if adjudication was withheld
by the court so that you would not have a record of conviction. Driving under the
influence or driving while impaired is not a minor traffic-offense for purposes of this
question. (If ‘yes’, list below and see application instructions for required documentation to submit) . [ ] YES N NO

Offense Date: Jurisdiction Final Action - Under
MM/DD/YY _ ' _Appeal? Y/N

39. Have you ever been criminally or civilly charged with any intentional or
negligent action related to use or misuse of drugs, alcohol, or illegal chemical

substances? [ 1YES P NO

40. Have you ever had employment terminated for cause? : [ ] YES 1 NO

41, Have you ever been warned or called before the United States Drug Enforcement

Agency (DEA)? ' [] YE_S ﬁ(] NO

Page 8of 15
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42, Have you ever been made an offer to compromise or entered into any
other arrangement or other plea or agreement in lieu of a Federal [ JYES [Q NO
prosecution for a drug violation regulated by the DEA?

43. Have you ever been denied, or surrendered a DEA Registration? [ 1YES p(] NO

44. In the last five years, have you been enrolled in, required to enter into, or participated
in any drug or alcohol recovery program or impaired practitioner program?’

45. In the last five years, have you been treated for or had a recurrence of a diagnosed ment.
disorder or impairment?

46. In the last five years have you been treated for or had a recurrence of a dlagnosed
physical impairment?

47. In the last five years, have you been treated for or had a recurrence of a diagnosed
addictive disorder?

48, MALPRACTICE/LIABILITY CLAIMS:
Within the previous ten years have you had a liability claim or action for
damages for personal injury settled or finally adjudicated in an amount

that exceeds $5,0007 | []1YES B NO
(If "yes", complete Exhibit 1 on the next page for each occurrence) :

49, Have you ever been the subject of a lawsuit or insurance claim, settled or
pending, regardless of the result, arising from your professional activity

and brought against you or any partner, associate, or employee? pq YES [ ] NO
(If 'yes', list below and see application instructions for required documentation to submit) :

Date of Location ' Claimant Amount Date of Final
O/ccurance . Disposition

B ILE Dici . MICH (STav)__RlewnN | Npde 275741
%lﬁ"f]l%? DET. rliCH N EESL E BARGCON Now = | 11E]Y

VG 8 DET  F1CH (ArEcr o | ponNE | /s v
"i/\ﬁ/ 78 'éﬁﬂ LT CH - \DpvEeA prcsand  Mod &
b IIM\P OFF, FUICH - | EAgmon) cpaAM noNE }./6/00

v4//a49é DF7, rticet = | NINA  pudh) Mo E 6//4/

DT Fcet | sepdon) prnlTond Mo N E| 6 2oy

/o%a/gr DET et | Songh Edprt W UNE Yoot

/

50. List all Medical/ProféssionaI Society or Association Memberships:

Name of Society/Association : Mailing Address Dates of Affiliation:
' From/To
A ClAto 1o | (94§D
Moh Y EMT_cadsews  10CH (g 70 o0
Nalorsl PR CA- WRE X6 Jgr0- 2oy
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|| Practitioner’s Name ]
EXHiBIT 1 — REPORT ON PROFESSIONAL LIABILITY CLAIMS AND ACTIONS

Include information relating to liability actions occurring within the previous 10 years. The actions are required to be reported under
section 456.0391 F.S. You must submit a completed form for each occurrence. For Allopathic, Osteopathic, and Podiatric physicians,
copies of reports previously submitted under the requirements of s. 456.0391, F.S., may be submitted in lieu of this exhibit to satisfy
this reporting requirement.

Date of occurrence: / / " Date reported to licensee: / /

Injured person‘sname:(last,first,middleinitial)
. P - Py
StreetAddress: L£ce N e o8 e

State: - Zip Code:

Date of suit: / /

List other defendants involved in this claim:
1
3.

Date of final claim disposition: /

Was there an item_ized verdict? [OYes O No (If “"YES", attach copy of settlement verdict)

Indemnity paid on behalf of this defendant: $
Loss adjustment expense paid to defense counsel:
Ali other loss adjustment expense paid: $

Name of institution at which the injury occurred:

Location of injury occurrence: _

__ Patient’s Room ___Physical Therapy Dept. ____Radiology " ___ labor&
Delivery Room '

___ Operating Suite _ Nursery ___ Emergency Room ____ Special
Procedure Room . :

___ Recovery Room __ Critical Care Unit Other

Final diagnosis for which treatment was sought or rendered.

Describe misdiagnosis made, if any, of the patient’s actual condition.

Describe the operation, diagnostic or treatment procedure causing the injury. Use nomenclature and/or descriptions of the
procedures used. Include method of anesthesia, or name of drug used for treatment, with detail of administration.

Describe the principal m]ury giving rise to the claim. Use nomenclature and/or descriptions of the injury. Include type of adverse
effect from drugs where applicable.

Safety management steps taken by the licensee to make similar occurrences less likely.

I represent that these statements are true and correct pursuant to s. 837.06, Florida Statutes. I recognize that providing any
false statements made in writing with the intent to mislead the Department staff in the performance of their official duties, shall
be punishable as provided in s. 775.083 and 775.083, Florida Statute.

Signature of Physician:

Page 100f 15
DH-MQA 1000 12/02




55. FINANCIAL RESPONSIBILITY

~ The Financial Responsibility options are divided into two categories, coverage and exemptions. Choose only
ONE option of the ten provided pursuant to s.458.320, Florida Statutes.

CATEGORY I: FINANCIAL RESPONSIBILITY COVERAGE

[(J1. 1 do not have hospital staff privileges and I have established an irrevocable letter of credit or an escrow account in an
amount of $100,000/$300,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an
escrow account. :

[J2. 1 have hospital staff privileges and I have established an irrevocable letter of credit or escrow account in an amount of
$250,000/$750,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow
account.

3. 1do @ have hospital staff privileges and I have obtained and maintain professional liability coverage in an amount not
less than $100,000 per claim, with a minimum annual aggregate of not less than $300,000 from an authorized insurer
as defined under s. 624.09, F. S., from a surplus lines insurer as defined under s. 626.914(2), F.S., from a risk
retention group as defined under s. 627.942, F.S., from the Joint Underwriting Association established under s.

" 627.351(4), F. S., or through a plan of self-insurance as provided in s. 627.357, F.S.

[J4. 1 have hospital staff privileges and 1 have professional liability coverage in an amount not less than $250,000 per claim,
with a minimum annua! aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09,
F. S., from a surplus lines insurer as defined under s. 626.914(2), F. S., from a risk retention group as defined under
s. 627.942, F.S., from the Joint Underwriting Association established under s. 627.351(4), F S., or through a plan of
self insurance as provnded in 5.627.357, F .S. .

DS I have elected not to carry medical malpractice insurance, however, 1 agree to satisfy any adverse judgements up to the
minimum amounts pursuant to s.-458.320(5)(g) 1 or 459.0085(5)(g)1, F. S. I understand that I must either post
notice in the form of a "sign" prominently displayed in the reception area or provide a written statement to any
person to whom medical services are being provided that I have decided not to carry medical malpractice insurance. I
understand that such a sign.or notice must contain the wording specified in s. 458.320(5)(g) or 459.0085(5)(g), F. S.

Category II: Financial Responsibility Exemptions

[J6. 1 practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its
agencies or subdivisions;

[J7. 1 hold a limited license issued pursuant to s. 458.317 or 459.0075, F. S., and practice only under the scope of the
limited license;

%8. 1 do not practice medicine in the State of Fiorida;
4 ’ -

I meet all of the following criteria:

: () I have held an active I|cense to practice in this state or another state or some combination thereof for more than 15

ty Y years;
(b) I am retired or maintain part time practice of no more than 1000 patient contact hours per year;

% (c) I have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five-year
period;

(d) I have not been convicted of or pled guilty or nolo contendere to any criminal violation specified in Chapter 458 or
459, F. S.; and
(e) I have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a
period of three years or longer, or a fine of $500 or more for a violation of Chapter 458 or 459, F.S., or the medical
practice act of another jurisdiction. A regulatory agency's acceptance of a relinquishment of license stipulation, consent
order or other settlement offered in response to or in anticipation of filing of administrative charges against a license
shall be construed as action against a license. I understand if I am claiming an exception under this section that I must
either post notice in the form of a sign, prominently displayed in the reception area or provide a written statement to
any person to whom medical services are being provided, that I have decided not to carry medical malpractice
insurance.

. I practice only in conjunction with my teaching duties at an accredited medical school or its teaching hospitals. (Interns
and residents do not qualify for this exemption).
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56. OPTIONAL INFORMATION:

a. PUBLICATIONS: List any publications you have authored in peer-reviewed medical literature within the previous
ten years.

(Title) . (Publication) |

(Publication)

(Publication) (Date)

(Tide) ~ (Publication) (Date)

. DO YOU PARTICIPATE IN THE MEDICAID PROGRAM? ~ ' [ 1 YES Pq NO
If yes list: : : _

(Type of Provider) . (state)

(Type of Provider) ) (state)

. PROFESSIONAL OR COMMUNITY SERVICE ACTIVITIES, HONORS OR AWARDS:

(Activity/Honor/Award) (Organization)

(Activity/Honor/Award) . . (Organization)

(Activity/Honor/Award) (Organization)

(Activity/Honor/Award) (Organization)

d. LANGUAGES OTHER THAN ENGLISH: Indicate languages other than English used by you to communicate with
patients and any translation service available for patients at your primary place of practice.

e. COMMENTS/ADDITIONAL iNFORMATION: Any comments/information you want the board to be aware of.
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1 A

FLORIDA
DEPARFMENT OF HEALTH

BOARD OF MEDICINE
1052 Bald Cypress Way, Bin #C03
rallahassee, Florida 32399-3253
850) 245-4131

ch Honsber

lidaticn #
E!her:h- Fracant,
“a tidat lnrx zi% ?:1‘1_!1_, at
. : : - Drect: T 4300
: : F HEALTH - FRO_COE + 1501
1501 MEDICAL DOCTOR  pgppRTMENT OF T e

APPLICATION FOR LICENSURBOARD OF

READ INSTRUCTIONS FOR IMPORTANT INFORMATION (Application fee is non- relunaame;
‘ 1. APPLICATION CATEGORY/APPLICABLE FEES: CLIENT 1501
(TYPE OR PRINT LEGIBLY IN BLACK- CHECK APPROPRIATE LICENSURE AVENUE)
[ 1 EXAMINATION (1024) (application fee $410, background check $43) Total $453.00
[ 1 C-SPEX (1022) (application fee $410, background check $43) Total $453.00
[ 1 STATE BOARD EXAM (Prior to 1974) (1022) (application fee $410, background check $43) Total $453.00
m ENDORSEMENT (1021) (application fee $460, background check $43) Total$503.00

3. NAME. J O N A S Ce it o) w & et
: (Last) _ (First) (Middle)
|} a. Have you ever changed your name through marriage or through action of a court? [ ] YES P4 NO

If'yes', list name(s) (Last, First, Middle) and Date(s) of changes

b. Have you ever been known by any other name (aliases)? . [1YES P4 NO

If 'yes', list name(s) (Last, First, Middle, and Suffix)

4. MAILING ADDRESS (where yoﬁ receive mail):

4212 S 196WE  pmuansl  Fo 3205 A

(Street and number or PO Box) . (City) (State/Province) (_Zip/Posml Code) (Country)

a. PRIMARY PRACTICE/PHYSICAL ADDRESS (where you can be located):

$#4372 S/ /z’é'{‘/}ué Hi@An 42 1 33059 USH

(Street and number) (City) (State/Province)  (Zip/Postal Code) (Country)
b. TELEPHONE: (g} B UG- g4l ( )
Home: Area Code/Phone Number Work: Area Code/Phone Number

c. E-MAIL ADDRESS: crjdnas @ betlsop uth . ')»if

5. PERSONAL DATA:  / -
HEIGHT: G O WEIGHT: /49 4 5a. Staple one »| |
: _ L7 (1) photo here 4/ .
EYE COLOR: _f& L AL HAIRCOLOR: . R LAciL {.

PLEASE DONOT " “[f
GLUE, TAPEOR

. . 1 yPASTE-PHOTQS ..
We are required to ask that you furnish the following information as part of your voluntary compliance with Section 2,| -
Uniform Guidelines on Employee Selection Procedure (1978) 43 FR38296 (A ugust 25, 1978). This information is .
gathered for statistical and reporting purposes only and does not in any way affect your candidacy for licensure, (Print name on back of
photograph)

RACE: Caucasian [ ] Black [X] Hlspamc[ ] Asian [ ] Native American [ ] Other[ ]
SEX: Maleb(l Female [ ]

:f
. _ R

3
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Are you a citizen of the U.S.? Please give your date/place of birth regardless of citizenship below. D YES [] NO

Birth Date: _0S/ps™ /36 " Birth Place: GEVERE TpwWN) LAY AN A
(Month/Day/Ykar) Clty)(Slate/Prownce)(C’ountry)

"a. If you are a Naturalized citizen please provide date and place of Naturalization:

BuG 23197> & Deio, ] ricce u{&*#

(Month/Day/Year) (C1ty/State/Provmce/Country)

b. If you are not a U.S. citizen, please provide alien number:

Have you ever been in the United States Military and/or Public Health Service? ' [ ] YES [ NO

If ‘ves’ list branch of service, rank, dates of service (Enclose copy of discharge form)

. Have charges, now or ever, been brought against you by any branch of the |
United States Military and/or Public Health Service? [1YES B NO

If ‘yes’ explain on a separate sheet, providing accurate details.

Do you hold or have you ever held a license to practice Medicine or any
other profession in any US, or foreign country? P‘} YES [ ] NO

If ‘yes’ list State or Country/Profession/License Number (use back of page or attachment)
Verification of each license must be received directly from the llcensmg authority, regardless of slalus of license.

MICHGAN / ffévbrC/NE/3/0a3 /2/3 y/Z! 72"

State or Country/Profession/License Number/Issue Date

Rlizond [ ErcinE J16632) //;/ /487'/

State or Country/Profession/License Number/Issué Da

8a. List the year and state/province/country where you legally first began to practice medicine?

(969 ~ MchcAN  USH
(Year) ! (State/Province/Country)

9. EDUCATION: UNDERGRADUATE/GRADUATE MEDICAL EDUCATION — Starting with undergraduate education, list all

schools, colleges and universities attended, whether completed or not, in chronological order. Submit a separate sheet of paper if needed.

College/University : Domicile Major/Minor Course of : : Degree
Name/Address Study Received

ALTHLHED — C
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10. Doctor of Medicine Degree was obtained from:

GEoRCE wWHSHINCTOAN . .. HD on_ b6 (968

(Name of School/Institution) (Degree Title) (Month, Day, Year)

11. Have you ever been dropped, suspended, placed on probation, expelled or :
requested to resign from any school, college or university? [ ] YES M NO

(1f ‘yes’, explain on a separate sheet providing accurate details.)

12. Was attendance in Medical school for a period other than the normal curriculum? - [] YES b(] NO
(If ‘yes’, explain on a separate sheet providing accurate details.) -

12a. Did you take a leave of absence during medical school? ' : [ ] YES [ NO

(If “yes’, explain on a separate sheet providing accurate details.)

12b. Were you required to repeat any of your medical education? [ 1 YES 4 NO

(If *yes’, explain on a separate sheet providing accurate details.)

13. If you are an International Graduate, please complete questions #13 and #13a on page #4.

14. Have you ever taken the National Board Medical Examination, FLEX, and/or USMLE? . P(l YES [ ] NO
14a. If 'yes' to question #14, list dates and Examinations taken Mafiond AL LoD 7-/- &6 /#g) /% )

14b. If you are using a combination of National Boards, FLEX, and/or USMLE completed prior to the year 2000, please list which
examinations and dates on the line listed below: .

15. PROFESSIONAL/POSTGRADUATE EDUCATION: List in chronological order from date of graduation from Medical
school, to present, all professional/postgraduate training (Internship/Residency/Fellowship).

Program Name and full mailing address Specialty Area : : Did you receive
required credit?
' Yes or No

'Hmt.o R HosPiTHL 1461~
P SH 81 (N TERNS 117
tL¢f £ >0 /
H—ur%ef H—vr ‘{_A’ .'?‘(:”) & A7
& A—/S/C:/AJ

s @8 el
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ONLY INTERNATIONAL MEDICAL GRADUATES NEED TO COMPLETE #13 AND #13A

13. INTERNATIONAL MEDICAL GRADUATES PROVIDE THE FOLLOWING: CLERKSHIP(S) Be specific: Account
for each clerkship. List specific date(s), type of rotation, and name and location of hospital, institution or individual where
clerkship was performed or supervised. List affiliate University/College.

Medical School Rotation; Address/City/State/Country Affiliate Program
Institution/Individual :

13a. ECFMG standard certificate or results letter number (list number)

(date of issuance)

Page 4 of
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15a. Have you ever been dropped, suspended,'placed on probation, expelled or _
| requested to resign from a postgraduate training program? : [ 1 YES [ NO
(If ‘yes’, explain on a separate sheet providing accurate details.) K

15b. Was attendance in a postgraduate training program for a period other than the
established timeframe? : [ ] YES g NO

(If ‘yes’, explain on a separate sheet providing accurate_delails.)

i 15¢. Did you take a leave of absence during a postgraduate training? ' ' ' [ ] YES M NO
(If ‘yes’, explain on a separate sheet providing accurate details.)

- 15d. Were you required to repeat any of your postgraduate training? . [ ] YES BpJ NO

(If ‘yes’, explain on a separate sheet providing accurate details.)

16. PRACTICE/EMPLOYMENT: List in chronological order from date of graduation from medical school to present, all
employment, non-employment and/or any unaccounted period of time. (if needed, continue on back of page or a separate page)

Name and full mailing address of employment T Type of Employment _ From: To:
. MM/YY

TJorwEed Soeo #Md . ' :

ch ADDISON 264 CC PARINER 221 P | 1§69
ShicIn (wnow

FcEpIED )

Seco  Aeaciie < OBJEN
| UQy) CT-ANTUNE

o 7 w&>v!

WEV) C AND  Gheul AARCE mMucl) S HFe

P pcir ot Csre /7

NT7>07 LawseR 0D

Sousd P/ S M7YE3 Y

® CR Jovas nd Fc Sowo __pR/CTN
32177 LAHSER ST
SeulH FrEed 1/ ¢ 812 ¢4

Soeo /"ﬂo-of/'a,; 197

17a.Have you had responsibility for graduate medical education within the .
last 10 years? : P YES []NO

17b.Do you currently hold a faculty appointment at a Medical/health-related
institution of higher learning? . , d YES []NO

(If ‘yes’, complete section 17¢)

.17¢.List any hospital/health institution/clinic or medical facility where you have faculty appointment:

Name of Institution Full mailing address Title of Appointment

WAYNE  STATE dWN 4707 S7 Awien € dn) AT CUnich<
OEPr (&Y N DET, X 48w/ i~ g8/ A
o/ ST BuTorwé Lvd - T
DFE M/ 48y
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15a. Have you ever been dropped, suspended, placed on probation, expelled or )
requested to resign from a postgraduate training program? [ ] YES [\d NO
(If ‘yes’, explain on a separate sheet providing accurate details.) -

. Was attendance in a postgraduate training program for a period other than the
established timeframe? [ ] YES pJ NO

(1f ‘yes’, explain on a separate sheet providing accurate details.)

e. Did you take a leave of absence during a postgraduatc training?
(If *ves’, explain on a separatce sheet providing accurate details.)

[ ] YES g NO

15d. Were vou required to repeat any of your postgraduate training? (] YES §¢ NO
(If "ves’, explain on a separate sheet providing accurate details.) )

W. PRACTICE/EMPLOYMENT: List in chronological order from date of graduation from medical school to present, all q
employment, non-employment and/or any unaccounted period of time. (if needed, continue on back of page or a separate page)

Name and ful] mailing address of employment ' Type of Employment From: To:
MM/YY MM/YY

TJoiwEgd Sbeo ~Md °7z ©3/
o ADDISON 2L CE PARIN ER % et1 P 1§65 (G732

- ShiCTN (nNvow
OFCEPIED )

e ‘s { [( 05“
Seco pzn—ffl' < 05/6"('] i D(‘Q /[4.07, CtF / 941 (98

ANV (-
o 1 € v/ os/| o3
wsv) L aNd  cLoeuw P RARCE  pmucl? SHfe | 758 ) 990

P paci’ ot . Cébvr /7
RT1>07 rLawser ()
Sowsd FICC P HIYE I Y 0%/ r//oA
¥ C R Tovas N FPc. Soww __pR/CIN 1990 | ey

3177 LAH SER S
Seurrm Fréed H/ 512 ¢

17a.Have you had responsibility for graduate medical education within the
last 10 years? : _ P YES []NO

17b.Do you currently hold a faculty appointment at a Medical/health-related .
institution of higher learning? P YES [ ] NO

(If ‘yes’, complete section 17¢)

17¢.List any hospital/health institution/clinic or medical facility where you have faculty appointment:

Name of Institution Full mailing address Title of Appointment

WAYNE  SIATE uwl 4701 S7- ANTein & &) A1 CUniake
OEPr &Y N BEL, rt ¢ 8w/ P iz o f6-g

wjor ST lowé Gd|
M/jf,yj}o/ |

age 3 o
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18a. Do you currently hold staff privileges in any hospital, health institution, clinic or
medical facility? (If 'yes' complete section 18b),

4 YES []NO

18b. List any hbspital/health institution/clinic or medical facility where you hold staff privileges (Do Not List Training Privileges).

Name/mailing address of Facility Chief of Staff Type of Privileges From:

MM/YY

VAR I  (SPTAL | Ay
2/ Rbuwcy 357 | Aw.
7 . U E M / p— .
G race foef Jhel VOUN  mmtinie S ST /G& ]
| -Mr  Dp- | Faer
PROVDENLE 1Sl | FREDDY SIS A | Fuce ‘990
- Jbool W wive He ) | |
SouTHf1€L) Ml 4 B8o3 T
ST Jod N pmoATHERST | TiTEND ER Tam n)
Qnranery  tHoef - '

417 E.ouret
' H/ Y83
THUT 2= L Vo of (TN proPict
470/ ST E Al
2¥T, r1/ « €0t
18¢. Have you ever had any staff privileges denied, suspended, revoked, modified,
restricted, placed on probation, asked to resign or asked to take a temporary

leave of absence or otherwise acted against by any facility? ' [1YES [RNO
(If *yes’, list below and see application instructions for required documentation to submit)

il o SRS A+ b/‘?

Fuee '999

[FuLe £67

Name of Institution

Date: Violation Final Action Under
MM/DD/YY ‘

Appeal? Y/N

18d. Have you ever been asked, or allowed to resign from any facility in lieu of ’
disciplinary action or during any pending investigations into your practice? [1YES P{NO
(If ‘yes’, list below and see application instructions for required documentation to submit)

Name/Address of Facility Date:

MM/DD/YY

Violation/Investigation Reason for Resignation
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18e. Have you ever had any staff privileges restricted or not renewed by any facility :
in lieu of disciplinary action? [ 1 YES P4 NO

(If “yes’, list below and see application instructions for requlred documentation to submit)

Name/Address of Facility Date: Circumstances Final Action
: MM/DD/YY

i

L4

19a. CERTIFICATION: Are you certified by aﬁy Specialty Board recognized by the
American Board of Medical Specxalues or specialty board approved by the :
Florida Board of Medicine? X YES [ ] NO

(If ‘yes’, list below and enclose a copy of each certification or letter of verification)

Board Name Date: Certification/ ' Date of Certification
MM/DD/YY Specialty/Sub-Specialty

A8ov G
©CE/GY N 1)1 1 oB/S 7 '97///92/

o/>¢/) &1

19b. Have you ever applied for, taken an examination for, or failed to receive
specialty board certification or recertification for any reason? []1YES [ANO
(If ‘yes’, explain on a separate sheet, providing full details.) ‘

19¢. Have you ever had any sanctions taken against you by a specialty board

or other similar national organization? [ ] YES P{ NO
(If ‘ves’, list below and see application instructions for required documentation to submit) ’

Name of Specialty Board ‘Date: Circumstances Final Action Under
MM/DD/YY : Appeal? Y/N
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ALL AFFIRMATIVE ANSWERS FOR QUESTIONS 20-34 MUST BE EXPLAINED IN DETAIL ON A SEPARATE
SHEET. DOCUMENTATION SUBSTANTIATING THE EXPLANATION IS REQUIRED.

20. Have you had any application for professional license or any application
to practice Medicine denied by anv state board or other )
governmental agency of any state, territory, or country? []YES [ANO

. Have you ever been notified to appear before any licensing agency for a hearing
on a complaint of any nature including, but not limited to, a charge or violation :
of the Medical practice act, unprofessional or unethical conduct? ' [ ] YES pQNO

. Have you ever had any professional license or license to practice
Medicine revoked, suspended, placed on probation, received a citation, or : :
other disciplinary action taken in any state, territory or country? _ [ ] YES pg NO

Name of Agency Date: Circumstances Final Action Under
MM/DD/YY Appeal? Y/N

. Have you ever been convicted of, or entered a plea of guilty, nolo contendere,
or no contest to, a crime in any jurisdiction other than a minor traffic offense?
you must include all misdemeanors and felonies, even if adjudication was withheld
by the court so that you would not have a record of conviction. Driving under the
influence or driving while impaired is not a minor traffic offense for purposes of this
question. (If “yes’, list below and see application instructions for required documentation to submit)

Offense Date: Jurisdiction Final Action Under
MM/DD/YY Appeal? Y/N

Page & ot
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. Have you ever been criminally or civilly charged with any intentional or
negligent action related to use or misuse-of drugs, alcohol, or illegal chemical
substances? [1YES [A NO

. Have you ever had employment terminated for cause? []1YES [4NO

. Have you ever been warned or called before the United States Drug Enforcement
Agency (DEA)?. : [ ] YES N NO

. Have you ever been made an offer to compromise or entered into any
other arrangement or other plea or agreement in lieu of a Federal [ 1YES [RNO
prosecution for a drug violation regulated by the DEA?

. Have you ever been denied, or surrendered a DEA Registration? [ ] YES [ NO

. In the last five years, have you been enrolled in, required to enter into, or participated
in any drug or alcohol recovery program or impaired practitioner program?

. In the last five years, have you been treated for of had a recurrence of a diagnosed mental
disorder or impairment?

. In the Jast five years, have you been treated for or had a recurrence of a diagnosed
physical impairment? '

. In the last five years, have you been treated for or had a recurrence of a diagnosed.
addictive disorder?

. LIABILITY CLAIMS:

Within the previous ten years have you had a liability claim or action for
damages for personal injury settled or finally adjudicated in an amount
 that exceeds $5,000? : . ' [ 1 YES M NO

(If "yes”, complete Exhibit I on the next page for each occurrence)

. Have any actions in bankruptcy court or any civil judgements ever been _
entered against you arising from your professional activity? []YES P{, NO

(If ‘yes’, list below and see application instructions for required documentation to submit)

Date of Occurance Location Claimant Amount Date of Final
Disposition

Page D o
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35. Have you ever been the subject of a lawsuit or insurance claim, settled or
pending, regardless of the result, arising from your professional activity

and brought against you or any partner, associate, or employee? : N YES [ ] NO
(If “yes’, list below and see application instructions for required documentation to submit)

Date of Occurance Location Claimant "~ Amount Date of Final
Disposition

&«MLR wien,/ 5//,/511 /

ENT 4w CIRV
—~ NV [FolaDw

47, icianc

36a. List all Medical/Professional Society or Association Memberships:

Name of Society/Association- Mailing Address Dates of Affiliation:
From/To

17 NokTh STATE W -
prr A CUHICALD , . abis 62870 | jaa0 7 feca

Po bgn 63/06>
NmA | CALTIre e D >1%62 | 1976 S RAAT
/90 W' S‘I’G/MAW S/

ERST A
fs$ns . /3, QESN:/NG—oQJo ( 970 > laeselT

| tor0  ANTIE TR 2o
WC f7§' | OETRT, Ny §>0T 1926 JFifnr
Bwitd tunld [Fri | T >oo~

36b. Have you ever had an application for membefship denied by a
Medical Society or Association? : . [ 1 YES [RANO

(If 'yes', see application instructions for required documentation to submit) .

36¢. Have you ever had a Medical Society or Association :
membership suspended? [ ] YES D& NO

(If 'yes', see application instructions for required documentation to submit)

36d. Have you ever been notified to appear before a Medical Society
or Association regarding charges/complaints filed against you? [ ] YES pq NO
(If 'yes', see application instructions for required documentation to submit)
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37. OPTIONAL INFORMATION:

a. PUBLICATIONS: List any publ_ications you have authored in peer-reviewed medical literature within the previous ten years.

(Title) (Publication) (Date)

(Publication) '

(Title) (Publication)

(Title) ‘(Publication)

b. DO YOU PARTICIPATE IN THE MEDICAID PROGRAM? [ ] YES P4 NO
If yes list: :

(Type of Provider) (state)

(Type of Provider) . . (state)

¢. PROFESSIONAL OR COMMUNITY SERVICE ACTIVITIES, HONORS OR AWARDS:

Alunn)  AOUALD  Hhwird.TE oF The Y Ent Howdt) il -

(Activity/Honor/Award)

WAYNE Couply NED. Soc- PES D ENT 199w -/9494
(Activity/Honor/Award) _ (Organization) )

WAYNE STRHE uwi/- OR/EIN DUTLTANS ING.  RTTEND NG
(Activity/Honor/Award) (Organization) ’97/\) ﬂy

CERIIFIONTE _OF AfPAECIAT 10N MGt EMTE MY S .

(Activity/Honor/Award) (Organization)

(Organization)

d. LANGUAGES OTHER THAN ENGLISH: Indicate languages other than English used by you to communicate with patients
and any translation service available for patients at your primary place of practice.

e. COMMENTS/ADDITIONAL INFORMATION: Any comments/information you want the board to be aware of.

SEE ENCLd £ ED RESurte
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38. AFFIDAVIT OF APPLICANT:

1 affirm that these statements are true and correct and recognize that providing false information may result in
disciplinary action against my license or criminal penalties pursuant to Sections 456.067, 775.083 and 775.084, Florida
Statutes.

I hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past and
present) and all governmental agencies and instrumentalities (local, state, federal or foreign) to release to the Florida Board
of Medicine information which is material to my application for licensure. .

I have carefully read the-questions in the foregoing application and have answered them completely, without
reservations of any Kind, and I declare under penalty of perjury that my answers and all statements made by me herein are
true-and correct. Should I furnish any false information in this application, I hereby agree that such act shall constitute
cause for denial, suspension or revocation of my license to practice Medicine in the State of Florida.

I understand that my records are protected under the Federal and State Regulations governing Confidentiality of
Mental Health Patient Records and cannot be disclosed without my written consent unless otherwise provided in the
regulations. 1 understand that my records are protected under the Federal and State Regulations governing Confidentiality
of Alcohol and Drug Abuse Patient Records, 42CFR Part 2, and cannot be disclosed without my written consent unless
otherwise provided in the regulations. ] also understand that I may revoke this consent at any time except to the extent that
action has been taken in reliance on it, and that in any event this consent expires automatically as follows:

'4{/‘-‘*‘/0.3

Date of Expiration
e . TorAS

ﬁw ' ¢ (3]0 a

(Signature (ZA'ﬁplicaﬁ't relquired (Date Sigqled re'quired)
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