Mission: Rick Scott
To protect, promote & improve the health Governor
of all people in Florida through integrated

state, county & community efforts.

John H. Armstrong, MD, FACS
H E ALTH State Surgeon General & Secretary

Vision: To be the Healthiest State in the Nation

July 15, 2013
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PRI,

RE: Michael Israel Hertz; ME35436

Dear -Gugiggies:

The Central Records Unit, Division of Medical Quality Assurance, has received your request for public
information regarding the above-referenced individual.

The department has no record of any past or pending public complaints against the above referenced
individuals.

The mission of the Department of Health is to protect, promote & improve the health of all people in
Florida through integrated state, county, & community efforts.

If you have any questions, please contact me at (850) 245-4191.
Sincerely,

Rickey Richardson
Deputy Agency Clerk

XXX/xx

Enclosures

cC.

Florida Department of Health www.FloridasHealth.com
Division of Medical Quality Assurance * Bureau of Operations TWITTER:HealthyFLA
4052 Bald Cypress Way, Bin C-01 » Tallahassee, FL 32399-3251 FACEBOOK:FLDepartmentofHealth

PHONE: 850-245-4191 « FAX 850-245-7819 YOUTUBE: fidoh
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License Verification

LICENSE NUMBER: ME35436

Medical Quality Assurance (MQA) Services

General Secondsry
infor mation Locations

Profession

MEDICAL DOCTOR

License /Activity Status Controlled Substance Prescriber
cosiscus

CLEER/ACTIVE NO

License Expiration Date License Original Issue Data

1/31/2015 10/11/1979

Discipline on Fite Public Complaint

NO NO

Address of Record
NOT PRACTICING IN FLORIDA

This practitioner has indicated that they are not currently practicing their profession in the State of Flonda at this
time. The practitioner may choose to begin practice at anytime provided that the license status is active. If the
practitioner has resumed practice, the practitioner must update their practice location address. If you have any
questions, please contact the department at B50-488-0595.

The information on this page is a secure, primary source for license verification provided
by The Florica Department of Heaith, Division of Medical Quality Assurance. This website
15 maintained by Dvision staff and 1s updated immediately upon a change to our licensing
and enforcement database,

Privacy Statement * Disclaimer

Accessibility Information * Emait Advisory
Download Data
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A&j OPY STATE OF FLORIDA | g
DEPARTMENT OF HEALTH g ég
DIVISION OF MEDICAL QUALITY ASSURANCE &
-4 o~
DATE ‘ LICENSE NO CONTROL NO. 8
11/04/2008 ME 35436 258228 %_"
% 2. 90s
The MEDICAL DOCTOR < <3
named below has met all requirements of EiS ¥
the laws and ruies of the state of Florida §§1 -
Expeation Bate —<JANUARY 31, 2044 = T <7 7 SRR
/MICHAEL |SRAEL KERTZ ./ /[ */ ( IR v ' ESE |x
| 24450 EVERGREEN ROAD | L \ \ ) ) i l’ N ! DML
) 20 Sl L e e Nl L R “rse/ @ g =
SOUTHFIELD, MI 48075 SR IS
UNITED STATES =22
baosdl |

COPY - NOT A VALID LICENSE - COPY

e N R R T I A Al

DISPLAY IF REQUIRED BY LAW

WV IRINGT

"

EXPIRATION DATE: JANUARY 31, 2011

Your license pumber is ME 35436. please use itin all correspondence with your board/council. Each licensee is solely responsible for notifyin
the licensee's current mailing address and practice location address. If you have notreceived your renewal notice $0 days prior o the expiration dawe shown on this license.

please cali {850) 488-0593

Use this section to report name change. Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the foliowing
accompanies this form: a marriage license, a divorce decree or a courterder. A driver's license or sacial security card is not considered legal documentation.

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability to reaew your license, update your meiling and practice

location addresses and update your profile information.

Go o wwwJ lhealthsource.com

2. Click on Licensee/Provider

3. Click on Fracttioner Login

4. Select your profession

5. Enter the account ID and password here (Account ID and Password are case sensit
6. Click on Login

MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
P.0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

0O NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM: . B S
LAST FIRST MIDDLE
TO:
TasT T FIRST - " MiDDLE
DH 2103, 5/08

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

MICHAEL ISRAEL HERTZ

3976 DEER GLEN DRIVE
ANN ARBOR, MI 48108
UNITED STATES

The MEDRICAL DOCTOR

namad below has met all requitements of

COPY - NOT A VALID LICENSE - COPY

LICENSEE SIGNATURE

g the departmentin writing of



- PHYSICIANS
PROTECTIVE
TRUST FUND

2121 Ponce de Leon Boulevard, P.O. Box 149001, Coral Gables, FL 33114
Tel: (305) 442-8119 » 1-(800) 222-5115 Claims: (305) 442-4001 « 1-(800) 222-6008

September 18, 1896

RECEIVED
SEP 2 5 1996

DEPARTMENT OF BUSINESS AND
PROFESSIONAL REGULATION .
1940 NORTH MONROE STREET R ———— =
TALLAHASSEE FL 32301

Gentlemen:

In accordance with Florida Statute 458.320, this is to notify you
that professional liability coverage with Physicians Protective
Trust Fund for the physician named below has terminated on the
date shown below.

Coverage ended

Name a-Iicense # 12:01 A.M.

Michael I. Hertz, M.D. 0035436 08/01/96

Sincerely,

PHYSICIANS PROTECTIVE TRUST FUND
Jennifer W. Rossignol
Underwriter

JWR/ct
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1-616-321-8164 HERTZ FAX @43 Pa1 OCT 39 '@. 28:04

CoreSTAT is the Florida Deparmment of Health’s comprehensive database containing your core credentizling data
CoreSTAT is a program for allopathic, osteopathic, chiropractic, and podiatric practitioners—and the healthcare
organizations that credential them—s.456.047, Florida Statutes, Standardized credentialing for health care
practitioners.

T UTTTTTT Tstbrmd it with the Florida Department of Health’s Division of Medical Qualify Assurance:,
Bureau of Operatipns before you can grant access to subscribers to view your credentialing data, or to designate an
agent, such as a cedentials verification organization (CYO) or 2 heaith care entity (HCE), to access and update your
credentialing data. Once the Department has your form, you may go into CotreSTAT and graunt access to thase
organizations with whom you are or are pianning to be credentialed.

Please complete, sign, and fax this form to (850) 921-8149, or mail your compieted and signed form to

Florida Department of Health

Division of Medical Quality Assurance
4052 Bald Cypress Way, Bin #C-80
Tallahassee, FI. 32399-3260

If you have any questions about CoreSTAT or this form, please contact us at 850-410-3359 (press 4) or
email us at: credentialing@doh.state.fl.us.

I acknowledge my participation in CoreSTAT

vidp Lic ns%NEE%bcr(s)
Ve
—/ 7

lo
Date

F

Case'gzafit authorization to the healthcare entities listed below:
ca[gcare ﬁ%&qy}\fﬁne z i Headlthcare Entity Name
tity Name Healthcare Entity Name
Healthcare Entity Name

DH/MQA 1028 EFFECTIVE 01/.:000
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~ DEPARTAENT OF PROFESSIONAL AND OCCUPATIDONAL REGULATION

. _._ _STATE BOARD OF MEDICAL EXAMINERS OF FLORIDA
U T e umnunuuu.unnuo
_w PARRWAY T TITTE T T s

TALLAK R, FLOMDA 33380

TO:- - NICHAEL ISRAEL MERTZ,. F.D, e

22120 Fa‘rsy Drive

. Scuthfield, Michigan 48032 Auqust 16, 1379
FROM: CFORGE S. PALMER, M.D. Exscutive Direcror )

““ 01 centified sransition of medial whoat dih

761 sandard ECFMG certificate

avidence of 1 year AMA approved imarn!  of repdency, or in lsu therac!, Hcensare . -
nd.'wmptmlnmnnyo: sute in v hich icensed

‘i1zt ed copy of FLEX grades or Natianal 3oard Castificate of Endorsement

DD

separation from service form

a

wecond photograph

I
(8]

peoos of licersure through WRITTEN examination

o

proof tha said license is in good standing

0

proof of practicing 4 of the § years immedutely 1. .coding the filing of the application

8]

proof of certification by one of the American Specialty Boards dited by the
A Medical A i

Naturalization papers. Formal Declaration of Intention or noearised declaration of
intention 10 become a citizen of the United Swtes

praof of leqt change of name (co~rt order or rmarriage certificate)

0o 0

o

fatters of recornmendation

0

warification of dical saciery bership

1

accounting for ALL of the (ollowing time

i%

irared

and officiuly (Ded untd all reguasted
um:mmmmmdmmmw
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OEPARTMENT OF PROFESSIOMAL- AND OCCUPATIONAL, REGULATION
" STATE BOARD OF MEDICAL EXAMINERS OF FLORIDA T

TARLAND BUILOING. SuITE g0 i = TE e
009 APALACHELR PARRWAY
TALLANASSER ., FLOWIDA 32061

June 8, 1979

- T0: Drug Enforcement Administration
1405 1 Street, NW.
Washington, D.C. 20537

FROM: Gearge S Palmer, M.D.
Executive Director . o

APPLICANTS NAME:  Michael Israel Hertz

DATE OF BIRTH: Nov. 10, 194¢

PLACE OF BIRTH: Highland Park, MI

PRESENT ADDRESS: 22120 Fafrway Orive Southfield, MI 48034

FORMER ADDRESS: e —

The subject has applied for medicol licensure in Florida and kas filed with this Board a document re.
lrasing all persons from_responsibility in connectian with answering this inguiry.

Will vou please furnish us with a record of any and all arrests. i estigations, or complaints. and

therefore, involving this phvsivian?

Thank vou for your cooperation,

REPLY:
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SEPTEMBER

.- - DEPARTMENT OF PROFFESSIONAL -AND -OCCUPATIONAL REGULATION - - -
STATE LORTDA

b e
OAKLAND BUILDING, SUITE 220 el
009 Apalachea Park s

7 L. FROM:_George S, Palmer, M.D., Executive Divector B

- convenience. This- doctor has-made-application for medical. licensure in Florida

1. MNeme_____ _ MICHAEL ISRAEL ¥"11Z, M.D,

3 Apaiach any
S .. _ . TALLAHASSEE, FLORIDA_gZ!Ol‘ D
(904) 488-7614

T0:  SINAI HOSPITAL OF DEYROIT
- - Detroit, Michigan e e - v

-

A
Augyst 29,3979

Please complete the form belos Mnd return it to this office at your earliest . STl rmIiing

and {5 under investigation by this authority, T T

Residency' X From _3-15-77 _ To_ " PRESENT e TR

3. Professiona! Character (compared to physicien of similar experience) - - : -
POOR  FAIR  GOOD SUPERIOR  DON'T KNOW B o

2, Internship___

4, Basic Madical Knowledge

b, Diagnostic and Clinical Abiifty
c. Teaching Ability

d. Research Potential

e, Fitness for (lintcal Practice

—— —
— ——
i ——

s v ——

H

4, Personal Character:

a. Motivation

b, Inftiative

¢, Responsib{l{ty

d, Integrity

e. Appearance

f. Knowledge of Englisti

8. Relationships:

2. Yeaching Staff
b. Colleagues

¢. Nursing Staff
d. Patierts

T

T

|

!

E
1

|

[

o ——— e S

6. Physical Manddcaps:
Corment!
7. PERSONALITY PROBLEMS WHICK MIGHT AFFELY PLRFORMANCE:

Comment:

8. Overall Evaluation:

s
f

g M .
x_ l.Recomme.d as outstanding applicant. é{/ ( ﬁ(ihc\/
2.Recommend as qualified and competent. Signed:-mp(;;i;éﬁ%——énvn
3.Recommend with some reservations. e

[ ]
4.Cannot Recommend. Position: Associate Administyator

9. Use back of page for additional information or comment.
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TTTPEPARTMENT OF PROFESSIONAL AND OCCUPATIONAL REGULATION
STATE BOARD OF MEDICAL EXAMINERS OF FLORIDA

GEIVE])

gl E‘IDORSEMENT APPLICATION R

e mi . Fre of $100.00 must peompany application. NO FEE REFUNDED. APR 27 1379

Answer afl qumhuns If the answer to any question is YES, give detuils in a notarmed affidaiiy At{erhad to the
application. \\ MEDICAL EXAMINERS

On the basis of certification by the National Hoard

submil the (ollowing information.

Name in full A__XALC}:E&L Israel Hért-z‘;

*

of Medical Examiners _ x Federation Licensure En.mination

(FLEX) ___._ | herehy, apply for hwnmr to prucuce mcdmne and suygery in Flondn. md in tuppon

MoDo -

. lAst ull othet names yuu have used

{Type or print. Use no tnitale. )

N r'nve you ever legally cl\anged yuur ‘name?
- —-—change. ... ...

Residence address (at time of filing application)

Dept. O0b/Gyn S«.nau HosthoL oF DetroLt

lf 50, enclose certified copy of legal dowment;lvinc

22420 FoLr‘wou Dr‘Lve SouthFLeLd. ML, 4803 4

767 ¥, Outer Drive
Detrolt, M. 48935

Office address

Permanent address {if different from above)

tntended residence T

(Print street and number, city, slate, /19 code)

: Paco of hith  Hightend Pork, Michigan _

Date of birth _11210-40

(If foreign born attach proof of citizenship or declaration

Ann Arbor, Michigon
stty of Mucthon AuQ.,1967~Aug., 1971

T Are you a citizen of the ' . .od States? _ U8S
of intention.)

Did you attend a college or university? ‘_J,nl’ve'.

B.A.

Do you have any degree other than M.

{Give name, lucation and daies)
(from above)

MEDICAL EDUCATION: Be specific. Account for
_Woyne Stote Yniversity Detrolt,M

AName i mediral wwhool, loc abwn)

WOgne Sbote Um.versl,tq DetroLt,

1N-me o -mnm-ul rhu-ol. Iou\ma)
wogne .;to:e UnLversuty Detro\.t,

(Degrer, date, whoot)
each year.
+L_ from_September 1872 toduna . 1923

toJune 1874

to_June 1975

T (Name ol mediral schnal. lncation)

\dogne Stote Unlversity DetroLt,

ML..(mm Septembe 1973
Mlogrom JULy, | 1974
I

ML trom Jtﬂ!}’ 1875 _ to__May 1975 _

T iName ot ‘medical whoal, Iocatum)

Deyree of Dovtor of Medicine was obtained from

__Detroit, Micilgon

Wayne State University School Of Medicine
{Name of medical ¥ hool, location)

23 Moy

on 19756

CERTIFICATE OF MEDIUAL EDUCATION (Applicant mns submit certified copy of medical diploma. Documents
writlen in language other than English must be accompanict b, . notarized translation.)

L_ -




T ACCOUNT FUR ALLTIME FRUM DATE OF GRADUATION 10 PRESENT

- : traming: List chiunolgically résidency ot other past-graduate traming. Give name and addu'ss of huspuah oxau
e s ogtes, and spectly Ly of training. 8 currently m o tramung give nume of depurtment chief o .

e - 4 Morch 15,1976~
- _Ingéernsh g,stroLghr 05/6yn _Sinatl Haspx.tog of Detroit Detroit,Mi.March 14.4077 :
- e . ——Morch 45;- 1977~ -

denty, 0B/Gyn_ Slnai Hospltol of Detroil gtgpl,t._ML. present . _

(CompLetion date of residency:March 14, 1930)

List chronologically locations practiced and/or emuployed. Give addresses, dutes, spevify type of practwve and
amploymmL ‘ e

~—Oaktund County Demrtment of Heo»th/FomLLg PLoaning Clintc . i
1200 N, Tetegraph Pontiac, Michigan 48053
I JuLg, '1977-present, famiky plonning ctinic

' Have you ever been denied staff privileges in any hospital? __ _00o

MILITARY SERVILE: (Attach copy of separation seport.) none

— - - .

— .- . tBranch uf swwrvere, ronk, dates)

M)ILIGN GRADUATES: ECFMG Standerd Certificate No. T _ e tswed R R
after passiiiy cxamination. (Attach notatized copy of certificate.) . L .

In what states are you livensed? List states giving license number and date of issuance,
Michlgan #37972 {issued 21 June, 1977

Have you cver studied 1o become, ur do you hold a license in any state as a chiropractar, naturopath or osteopath?

P o [ S
Have you ever a state board, FLLEX or National Board examination?

Have you ever heen denied an applivation for a license to practice medivine by any state board or other
governmental agenuy of any stete or country? __ N0

Have you ever heen notified Lo appear before any licensing agency for a hearing wn a complant of any nature,
including, but not limited to, a charge of violation of the medical pructice act, unprofessional or unethual ronduct”? N
no

Have you ever had a license to practie medicine and surgery revoked, suspended, vr other disciphnary action takes:
in any state, territory, or country? . N0 o

L




Are you certified hy T A nerwan Hpecaalty Hoard? N0 H yes, give name of Board
— (Fmhose copy of Boan) certifuate or 1otter weefying ehgtahity

< ve_you ever been wuavicted of & felony? _NO____ _ A mivdemeanae” N0 — ... Hawe any
mm‘.\\‘mwi"nﬁl youtmTAR— - . Hawe yuwu over teen sued for malpractice?
e T

- Have you evar had 10 dis-ontinue pradice fox any | reason (m a ppnod of une month or longer? No o

Are you now of have you ever Im-n addicted to or eacessively used dcohol . narcotis . barbiturates; ﬁmme

muhntmn

Ate you now or ha;:- you cver been emotionally oc menmlly |Il" Have you ever received ) I
S piychotherapy? - e L o ) -
: ) \ ———Have you ever voluntarily or otherwise been a patient in an institution for the of nieatal or emotional T

“illness, drug udiiction o shuse, or excestive ue o( ulmhol"

el T leyouwet Iwen treated but nut hns)nuhzml" T

- o © i eny of lhvsv wuestions ‘are answered yes, give details including dates, names of and aduiresses of hospitals and /
TR e ,‘uuungphytluanum sworn affidavit.

_you ever made an offer to campromise in ronnection with the Hamson Narcotic lmv" N0 pryuu i

X 'L Hm- you ever hevn wamed or cnu«d befure the Burepu of Narcoticsand Dangerous Drugs? 05 lave A
: evet been dented or surrendered 3 narcotic tax slamp? ‘_‘2____._ - -
i

LIST MEDICAL SOCIETY AFFILIATIONS: State, mumy. national including dates and comp ddress (street, N RTINS
S - -city, state). B

Ameri.con Medlcol Assnclotlon 535 N, Deorborn St. Chicago, flL. 60610

American College of Obstetrlclons/Gunecolpgists—~Junlor FetlowiDecember3q,1977
- . ‘ One East Wacker Drive Chlcogo, Itlinols 60607 ol

Has any application for medical society membership heen rejected? _00

Have you ever heen notifird to appear hefore a medica) society in regard to charges or complaints filed against you?
no

- List civic orgarnizations of which you are or have been 3 member.

i‘l.i:x Certification: {Applicant must hnve ighted age of . ot above on one complet2 writing of the
ion 1o be eligibl for id

licant is ible for cont FLEX and having a certified transcript of FLEX grades sent to the Florida

Bonrd The address 15: FLEX c/o ’l‘he Federation of State Medical Boerds, 1612 Avende, Suite 308, Port

Worth, Texas 76102,

CERTIFICATE OF NATIONAL BOARD OF MEDICAL EXAMINERS: Applicant is responstble for couhdin‘ the
National Boards and having a certified copy of grades and certificate numbes sent to the Florida Board, The address
is: National Board of Medical Exasniners, 3930 Chestnut Street, Philadeiphia, Pa. 19104.




~practiced. If in training or employed give names and addresses of physicians with whom you have worked, | _ ) o {

——F §

RECOMMENDATIONS: Give the names and complete uddresses of two physicians 1n each city where you have Som

- [ Ho
br. Wilton H. Goldroth Choirmon Dept. Ou/Sun 5547 u. BoLee b, BEtroLE, wL. =

- , 48235

6767 W. Outer Dr,
Dr. Alfred |, Shermon Dept. Ob/Gun SinoiL Hospitol of Detroit ['etrolt, :Ju.. 4823¢

AFFIDAVIT OF APPLICANT: o - . -
1, Michael ., Hertz, M.D, , being fint duly sworn, depose and s2y that 1 am the person referred toin the ]
foregoing spplication and supporting documents and unt the atiached photograph is 8 true likeness of mysell.
1 hereby authorize all haspitals, § or irmti my ref . 1 phys) P (past and 0
1 snd p ionat (past and ); and ol g { ies and i lities (local, state, fedenal v = = ]
Toreign) to releats 10 the Florids State Board of Medical Ennnntuw { files or d 4 by the Board in — .
with the ing of this appli 1 further authorise the Florids State Bosrd of Hod:nl Examine’s (o releass o the
organizations, individuals and groups listed above any inf ion which is tal to my -
T have fully rend the i in the fi g application snd have snswered them completely, without reservations of any . —
kind, sod ldeelsnu-dermdlyolwmn that my answars and all stategents masde by me berein sre troe and correct. Should §. .. ... . _ o
furnish any false inf: ion in this app | hereby agree that eug nstitute cause {ar the denial, suspersion or

mmm 9( my license to pun.iu medicine and surgery in the State of Fis ida

counTy o _Qokland

sTATEOF ___Michlgon

Subscribed and sworn to before me this __ 620 % dayot

My C jon ExpiresNotory Public, Wayne County, Mich.
SAy Comm. Expres Moy 23, 1981
(NOTARY SEALY

TO BE COMPLETED BY APPLICANT

Date _5 tarch 1979

"

Age 29
Height _ 50" Weight _1404#

Colot of Eyes Brown

Color of Hair __Elock

Other means of identificati

79. 00778 FF - %700

FOR USE OF SECRETARY ONLY

. 35436

Oral Examination’ Yes . N _ License N

70-9-79

Date . . - .. - Date swed ____

Appooved Disapproved _ ~ = . . E [ r f )_w.
ws %hwm.

Name 23 1t appe;




T TTerey TWESY GUTER URIVE e DETROIT

MICHIGAN ¢8238 ¢  XEEBXRXAZWIEXEROR

493-5220

! L4.00

TMENY OF O8S

MILTON W GOLDRAYH, Chwinman

AND

March 12, 1979 -

state of Florida
Board of Medical Examiners

” oakland Building, #220

AFS

2000 Apalachee Parkway
Tallahassee, Florida 32301

RE: Micheel 1. Hertz, M.D.

Gentlemen:

¢ the application of Dr. Michael I, Hertz

1 am writing to suppor
jce medicine in the State of Florida.

for licemsure to pract

pr. Hertz has been a resident on the Obstetric 8/Gynecology Sexr-
vice for the last four years and prior to this time vas a student
while enrolled at Wayne State University school of Medicine. He
is an exceptionally bright young man; very capable; uses extrenmely
good judgement and is careful in his evaluation of patients.

1In addition, Dr. Hertz possesses a very plessing personality and
enjoys an excellent rappnrt with all of his colleagues, gtudents,

nurses and administration.

1 have no hesitancy whatsoever in recommending Dr. Hertz for
state licensure.

Sincerely,

Jn o /éu/w\

Milton E. Goldrath, M.D.

/ces

ILIATED Witw T1HE WAYNE STATE UNIVERSITY sCcHO OL OF MmEpDICINE




—e TSI HOSPITAL of DETROIT
R LT MILTOUNLI PUITL . BELGII. MicHisaM sn13s a3 meoeses——

o e e ; o

AUFRLD. . SHERMAN. Ouoctr Rassarch ond Edycotons - ——

o B T e ' March 13, 1979

State of Florids
. Board of Mediesl Examiners
Qakland Building, £220 ) . C e e
2009 Apalachee Parkway .
- Tallahassee, Florida 32301

RE: Michael I. Bertg, M.D.
Gentlemen:

Please consider this letter a recommendation on behalf .¢ Br, Michael I,
Bertz for licensure to practice medicine in the State of lorida.

For the nast four years, Dr. Hertz has beem a resident in the Depart-
ment of Obstetrice/Gynecology and prior to that was a senfior student
with our department from Wayne 5State University School of Melicine.

During all this time, Dr. Hertz has proven himself to be a very com~ ’
scientious and dedicated physician in his chosen field of obstetrics - --
and gynecology. His knowledge and expertise are far reaching in che

treatment and evaluation of his patients. He is a vell-qualified physi-

cian who uses good judgement; his relationship with his peers, students

and administration ia very commendable.

Sincerely,
AoSo
Alfred I. Sherman, M.D., F.A.C.0.G.

/ces

AFPILIATED WITH THME WAYNE STATE UNIVERSITY SCHOOL OF mtpDICE ™

ca oo __J
L
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' partment of Pr

Governor

Tt L. Michael 1, Hertz, M.D.T - -
e . .. ..5458 Town Center Road, # 5 =~ R R
e Boca : e e

Bk Graham - -
Secretary : -
Samue! R. Shorstein

P August 27, 1982

~ " Board of Medical Examiners———
Tallzhassee, Florida

- 139 N. Monroe 3treet, A ...-
T - 4904).4880595 -

aton, Florida 33432

f < omemms —-—o- - Near Doctor:

This letter is being written for your records in regard to your

licensure in the State of

In that-you have furnished
Examiners with acceptable

years after the issuance o
continued to practice medi
period of one year, your 1

Florida by endorsement.

the Florida State Board of Medical
documentation that you have actively

———angaged-in-the-practice of medicine in this_state within three

f your license by endorsement and
cine in this state for the minimm . .
icense to practice medicine in Florida

may now be deemed as permanent and subject only to those require-
ments pertaining to all duly licensed physicians in this state.

Lo bfs

Sincerely,
Dorothy J, rcioth
Executive Director

BOARD MEMBERS

J. Carver Boyd. M.D.
Alberto M. Hemandez. M.D.
Raul Valdes-Fauli

Ben M. Cole. M.D.
Robert B. Katims. M.D.
Dana V. Wallace, M.D.

Richard T Cr-ard. M.D. Richard J. Feinstein, M.D.
John N. Sims, M.D. Jeraldine Smith
Robert N. \Webster, M.D.




V.A. MARKS, M.D.
PRESIDENT

RICHARD CAVANAGH, M.0.
PRESIDENT-ELECT

- -LEE A, FISCHER, M.D.
VICE-PRESIDENT

JAMES F. SMITH, M.D.
SECRETARY

WILLIAM J. ROMANOS, M.D.

TREASURER

BEN R, THEBAUTY, JR,, M.D.
TMMEDIATE PAST PRESIDENT

B

NAME ; R

CAMERA I1I

3593 ¢

PAlM QEAGH COUNTY MEDICAL SOCIETY, INC.

o
452

25‘;‘0“. Ao
R

o &
hus

August 16, 1982

REC T

IEIPO &)xﬁwsamesr PALM BEACN FLORIDA 33405/TEL. 306 - 582-4"8

AREPN

s~ g 1 9 1382

To Whom It May Concern:

This letter is to certify that Michael I,
Hertz, M.D., is a member with the Palm Beach
County Medical Society in good standlnq.
has been a member with the society siuce Auqust
1981. He was licensed in 1979 by the state of
Florida. Dr. Hertz medical school was Wayne
State University, which he graduated from in
1976. His office is located at 5458 Town Center
Road, Boca Raton Florida.

MICHAEL H. LOPEZ, JR.
EXECUTIVE VICE-PRESIDENT

He

1f you need any further 1nforamt1on, please do
not hesitate to contact our o Zice.

Sincerely,

0’/02/1 TN

Debra Taylor
Secretary




ATTN: Ms, Betty Blaine
130 N. Monroe Street
Tallehasses, FL 32301
Gentlemen:

We have been asked by Michael I. Hertz, M.D. to verify his affiliation
with our facility.

Our records indicate that Dr. Hertz has been & mamber In qood
standing of the Medical Steff of Cypress Community Hospital from
July, 1981 to the present, with priviiegns In Gynecology.

Should you require addltional informatlon, pleise feel free to contact
me.

Sincersly,

)1 e

C. 3 Prlce
Executivo Director

CJIP/als

Hospital B

DATE: 7
ROLL. #
_ R i

; . An Attliate (O

e = %&lnmana S mmR T S s e moe s e

| o 600 South West Thry Steet

. . Pompann Beas ), Flur.ga’

et 33060

305/782-2000

| .

‘ Cypress

; o e : , - - -Community

o ’ ’ 14 ‘ It

o RecoivED 5 2 0 19

) . August 17, 1982 R

. Departmerit of Professional &
. Occupational Regulation
Florida State Board of Medica! Examiners




» NAME: O T DATE : ,/

CAMERA 11 ROLL #

R "E.',

Board of Medi: 1zl Examiners

130 N. Monroe Street- Tallara-see, Florida 32301
{903) 488-0595

MG 13 w82
) 0g3SslE 8z272471)
oo Bl LI o
- 3tz with FL 13432
FROM: Dorothy J. Faircloth
Executive Director
SUBJECT: Madical License:
Issued:

Pursuant to Section 458.313, Florida Statutes, a license obtained by w«ii. ruent
in this State shall bacome void and of no force and effect unless the recipies
utilizes the same by actively engaging in the practice of medicine in the State oI
Florida within three (3) years after the issuance o€ the license and contimues such
practice in this State for a minium period of (1) one y-ar. This practice re=
quirement may be postponed only if and while the holder ¢° an endorsement license
18 in the active military service of the United States or in an AMA approved train-
ing program.

The records of this office indicate that you were licensed by endorsement olr b wum

' A current check of your license file has failed to disclose any information which
would substantiate your compliance with the above cited section of the Florida
Scetutes, Therefore, in order to avoid the cancellation of your license by endorse-

. ment it will be necessary for you to submit proper documentation in affidavit form or
, properly certified to the effect that you have actively engaged in the practice of
madicine in this State within the three (3) year period after issuance of your license
by endorsement and that you have continued such practice in Florida tor a nininum
pariod of one (1) year,

1f establishment of practice has been postponed because of training or milicary
nervice it will be necassary for you to submit proper documontation in affidavit
form or properly certified to the effect that you were in tho armed gervicas or in
an approved training program at the time of receiving your license until (give date
of discharge or termination of program).

In order to avoid the automatic cancellation of your license as contemplated by
Section 458,313, Florida Statutes, such information and documentation as noted abov.
ghould be provided this Board no later than sixty (60) days from the data of this
letter.

J. Carver Boyd, M.D. Ben M. Cole, M.D. Richard T. Conard, M.D. Richard J. Feinstein, M.D
Alberto M. Hemandez, M.D. lobert B. Katms, M.D. John N. Sims, M.D Joraldine Smith
Raul Valdes-Fault Dana V' Wallace, M.D. Robert N, Wabstar, M.D.
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NAME: . AL x fo ! ROLL: =
‘ CAMERA : DATE: Viz

*35Y3¢ -
mxcnneuumrz mD.. PA.

GVNICOLOGY R P TGRS g ) REG £
e "'nom.'mmomxm ‘&‘ 3 03 ' e T
SUMER-103 - pope Erss, ’ -
BOCR RATON, FLORIDA 33433 EsS/a,“"l 7o I .
30wmm4nu. lratay .
‘~\-L_;v_;—=—_=;=/ - !
{i v @, VAL
29 Juiy, 1982 o ’
State of Florida Dept. of Professional Regulation P o
" Board of Medical Examiners * s
130 North Monroe Street ;
Tallahassee, Florida 32301
RE: Medical License Number: v
035436 !

Dear Sirs

Please be advised that as of this date I am relocating
my practice to the above address in Boca Raton, Florida,

R T

ey T2

Please send all correspondance to this address in the
future, so that I will be able to maintain current licensure
in Florida.

I thank you for your cooperation in this matter.

ADDRESS CHANGED ON MEDICAL ¥ILRS
Re083 K




(s A ROLL:
CAMERA: - DATE:

' | =t9$%3f
» \ o Sinpitat SPITAL
. ece=m S

Ressarch r
CEOEIVED CENTER
o3 20fR
10943;‘ Hublagr:‘i.or :\R\Hf") oy L110k
(313) BOA 8700 erct IIORAL RECUL! RECEIVEDDEC 3 ®%

Novembar 29, 1982

State of Florida Dept. of Professional Regulation
Board of !Medical Examiners

130 North Momi-oe St.

Tallzhassee, Florida 32301

RE: Medical License Humber:
035436

Dear Sir:

Please we advised that as of December 1, 1982 I am relocating my practice
to Henry Ford Hospital - Fairlame Center, 1940} Hubbard Drive, Dept. of
Gynecology, Dearborn, Michigan 48126, ) T
“Plesse send a)1 correspondance Ti ERE Tutare to this address, so that I will
be able to maintain current licensuce in Florida.

I thank you for your cooperation in this matter.

Department of Gynec o
Fairlane Center

ADDRESE CHANGED ON MEDICAL FILES
MBH : sak

'12-17-82 KT
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Board of Medical Examiners P : > t/
130 North Menroe Street’ . - . ’
v Tallahassee, F1. 32399~ -0750 : L .
o ) ‘ S o ) “ i o o
e . R . r
i \Re: Address Change . ] R N
; o . \“ R . o ‘ . L . - o
‘ . \Qear sirs, . :
L . T P\@_easc make note that I have changed the location of my -office, g/‘"':]'x’
by and no longer practice-at the Palmetto Park Road address or thd /i
P "Migditary Trail address. Please correct you reco rds to show that .
l” . thie address on my 11ccnse, 8ME0035436, Tontrol 8136703 should be&”.
' RO N as \;ollows: , .
, i A . : Michael I, llertz, M.Di,P AL . :
- R L y . : 9980 Central; park Blvd., North ) 4
P ‘ T suite 318 o
b IR \ : Bota Raton, Fl. 33428 KR W
' ) o If thc\'c should hc any: [ux‘rhor quest;ons, plcaad\ dontact me ‘at ‘ :
‘ . : the aboye uddrcss. i} =
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AC# C OP 87 STATE OF FLORIDA ] z
DEPARTMENT OF HEALTH i é;g: 8
DIVISION OF MEDICAL QUALITY ASSURANCE 1;% '
1 iol =
DATE LICENSE NO. CONTROL NO. © z
—_— =
11/02/2004 ME 35436 138768 wi Q
HET A
5 5 mi?‘ 54 QA
Tne MEDICAL DOCTOR < 8eR 2§ 3
named below has met all requirements of ribl= Eri <
. 5i3; 235 >
the laws and rules of the state of Florida x g . 2 <
Expiration Date:  JANUARY 31, 2007 27T Bs: 5

MICHAEL ISRABLHERTZ. . — -= = =y =~~~ = D ~Sad, RES
13322 N. BOULEVARD | i \ / / N // \\y \:\ S ‘ ) //j:" / : 4 )S ‘w\i‘g’ / 3 a3 Z.

, ‘ BN , [ NV ! b REsisiy B3

SUTEA 1 |~ ‘ \( L i . L PERRE Bi: 7
VICKSBURG.MI_4s087 . _ [ e NS L L R h 1 %U& #2:. O
w - L EBiTT e 8.

THe 11 BES

no8_— | ERE,

COPY - NOT A VALID LICENSE - COPY

L O L R L (AP PR Y

EXPIRATION DATE: JANUARY 31, 2007

Your license number is ME 35436. please use itin all correspondence with your board/council. Fach licensee is solely responsible for notifying the department in writing of
the licensee's current meuling address end practice locanon address. Use this section to report name and/or practice location address end/or mailing address changes. If you
have not received your renewal notice 90 days prior  the expiration date shown on this license, please call (850] 488-0595

Name changes require legal docimentation showing the name change. Please malkce sure that a photcopy of one of the follawing accompamnies this form: a marriage license, A

divorce decree ar a cowt arder. A driver's | iconse or social security card is not considered legal documentation.

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability o renew your license, update your mailing and practice
location addresses and update your profile informarion,

1. Go to www.DOH-M) AServices com

2. Choose one of the beensee services

3. Select vour profession

4 Bnrer the account ID and password here {Acoount ID and Password aro vase sensitive

Torequest a duplicate license, submit this form and & check or money order, payable to the DEPARTMENT OF HEALTH. 1n the arount af §3500

0 PRACTICE LOCATION ADDRESS CHANGE
(This address will be printed on your license and posted on the intemet.)
MAIL TO: DEPARTMENT OF KEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
P.0. BOX 6320 oY STATE 7P
TALLAHASSEE, FLORIDA 32314-6320

] MAILING ADDRESS CHANGE
[0 NAME CHANGE (ATTACH LEGAL DOCUMENTATION) {This address will be used when maiiing your license and for all other
correspondance frem the Department.)

FROM: . ~ - .
st T T RiRsT - MoBLE R
TO . R, -
LAST FIRST MIDDLE
DH 2103, 5/98 Gty e SHRFE T g

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-326¢

MICHAEL ISRAEL HERTZ
13322 N. BOULEVARD
SUITE A

VICKSBURG, MI 49097

LICENSEE SIGNATURE



ACH# COP Y STATE OF FLORIDA

i
N
DEPARTMENT OF HEALTH §‘§
DIVISION OF MEDICAL QUALITY ASSURANCE E‘ 8
o} =
s} Q8
DATE LICENSE NO. CONTROL NO, w1 28

ol | z ;
12/08/2001 ME 35436 66709 3 Zlgs Es% 5
THE MEDICAL DOCTOR S84 o3 2
NAMED BELOW HAS MET ALL REQUIREMENTS OF g7 2= £ &
THE LAWSAND RULES OF THE STATE OF FLORIDA. = T 7 = = ERfregh B2

4 A } 7 N N 20 0
EXPIRATION DATE: JANUARY 31,/2005 NI < E51 8l §%§ cd 3
MICHAEL ISRAEL. HERTZ S K\J/ J o K RPRRNY. 1:1% g@ |9izE & ¢
505 HAZENSTREET=" — = -~ = 00 ol L = e 3 }§-§~§g§ 2 32
#204 52z || 3822 m »
PAW PAW, Ml 48079 e £025 < g

<53 wiwgy Q
ER=%4) ESED =

AT LEAST 90 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
RENEWALWILL BE SENT TO
YOUR LAST KNOWN ADDRESS.
IF YOU HAVE NOT RECEIVED

COPY - NOT A VALID LICENSE - COPY 3% horce sopare priok

PLEASE CALL (850) 410-3358.

EXPIRATION DATE: JANUARY 34, 2005
YOUR LICENSE NUMBER IS ME 35436 PLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEFPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ACDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR ACOURT CRDER (E.G., ADOPTION. NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL
SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

] ReEQuEsT DUPLICATE LicensE

SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

] NAME CHANGE (ATTACH LEGAL DOCUMENTATION) [ | MAILING ADDRESS CHANGE
FROM
MIDDLE
TC:
LAST FIRST MIDDLE
CITY STATE ZIP
DH 2103, 5/98

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32383-3260

MICHAEL ISRAEL HERTZ
§05 HAZEN STREET
#204

PAW PAW, Ml 435079



AC#COPY STATE OF FLORIDA

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

CONTROL NO

DATE LICENSE NO. CONTROL NO.
02/17/2000 ME 35436 42859

ACH

QUALITY ASSURANCE

THE MEDICAL DOCTOR

LICENSE NO.
£ 1 ALL REQUIREMENTS OF
OF THE STATE DF FLORIDA.
JANUARY 31, 2002

z

(o}

&)

g

NAMED BELOW HAS MET ALL REQUIREMENTS OF P&
THE LAWS AND RULES OF THE STATE OF FLORIDA. Za| ER
| = T 3

ZH q d

HAEL 4 soz & %

H & 82z =
w0 g 2]

#204 EE #0225 2 %
PAW PAW, M| 49079 52 i EE %
=83 EEEN 5 8

AT LEAST 90 DAYS PRIOR TO THE
EXRIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
. RENEWAL WILL BE SENT TO
COPY - NOT A VALID LICENSE - COPY 5,250 rooeess.
YOUR NOTICE 60 DAYS PRIOR
TO THE EXPIRATION DATE,
PLEASE CALL (850) 410-3359.

EXPIRATION DATE: JANUARY 31, 2002

YOUR LICENSE NUMBER IS ME 35436 ,PLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL, EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00

[: REQUEST DUPLICATE LICENSE

SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

D NAME CHANGE (ATTACH LEGAL DOCUMENTATION) D MAILING ADDRESS CHANGE
FROM:
MIDDLE
TO:
LAST FIRST MIDDLE
CITY STATE P
DH 2103, 5/98
DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

MICHAEL ISRAEL HERTZ
505 HAZEN STREET
#204

PAW PAW, MI 49079



AC#COPY STATE OF FLORIDA

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

-‘OL NO.

CONTR!

DATE LICENSE NO. CONTROL NO.
01/30/2000 ME 35436 38623

[

ACH

LICENSE NO
ME 35436

THE MEDICAL DOCTOR
NAMED BELOW HAS MET ALL REQUIREMENTS OF
THE LAWS AND RULES OF THE STATE OF FLORIDA.

JANUARY 31, 2002

OF THE STATE OF FLORIDA.

QUALITY ASSURANCE

LTH

T ALL REQUIREMENTS OF

i
I

COPY - NOT A VALID LICENSE - COPY

~N

I

r

'S

I

el g2 3 Y7, 2 L
I o

HAEL ERAEINE HE z08 &

5! %2 5

Zi mmgg w

OE&Ll so3g ¢

=<8 [T - 4

Sz w2we &

ZR=0-] E3EUN S

AT LEAST 90 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LICENSE, A NOTICE OF
RENEWAL WILL BE SENT TO
YOUR LAST KNOWN ADDRESS.
- - IF YOU HAVE NOT RECEIVED
COPY - NOT A VALID LICENSE - COPY 76 OT REGEIVED
TO THE EXPIRATION DATE,
PLEASE CALL {850) 410-3359.

EXPIRATION DATE: JANUARY 31, 2002
YOUR LICENSE NUMBER IS~ ME 35436 PLEASE USE IT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE |S SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT A DRIVER'S LICENSE OR SOCIAL
SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00

D REQUEST DUPLICATE LICENSE

SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES
2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

D NAME CHANGE (ATTACH LEGAL DOCUMENTATION) D MAILING ADDRESS CHANGE
FROM:
MIDDLE
TO:
LAST FIRST MIDDLE
CITY STATE pdis)

DH 2103, 5/98

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

MICHAEL ISRAEL HERTZ
505 HAZEN STREET

#204

PAW PAW, MI 49079



ACi# COPY STATE OF FLORIDA ‘ s z j
DEPARTMENT OF HEALTH 3 S
DIVISION OF MEDICAL QUALITY ASSURANCE : E‘g o
Pa I
(o) =
; DATE LICENSE NO. CONTROL NO ‘o 2
i w
! 12/21/2012 ME 35436 406858 g \ - 3 ;
= :'}g“’i s ui§ =
S Blwigl £ o
The MEDICAL DOCTOR T rgE el =
named below has met all requirements of Eiﬁfg T < |
the laws and rules of the state of Florida. 3 g L « :
Expretion-Date, — JANUARY-3 1~2015 a— R = oy
) 7 : X8 Jousd o
MICHAEL ISRAEL HERTZ Dy ! v S ; T VAR - z
3976 DEER GLEN DRIVE f v [ TCeEig dEEs L
ANN ARBOR, Mi-48108—~  —— S o= i L S BBLES 2893 =
5Ez O T 8 C o
eed Y ¥sies o
- <5 A O
<5S 2ESS |
wnw oo —cLuw |

COPY - NOT A VALID LICENSE - COPY

NV IERINWM WA e DQUVIND LN DN YL

DISPLAY IF REQUIRED BY LAW

EXPIRATION DATE: JANUARY 31, 2015

Your license number is ME 35436, please use it in all correspondence with your board/council. Each licensee 1s solely responsible for nnufvmg the departmentin writing of
the licensee's current maihing address end practice location address. If you have not received your rencwal notice 90 days prior to the expiration date shown on this license,
please call {850] 488-05585

Use this section to report name change. Name changes require legal documentation showing the name change. Please make sure tha a photocopy of one of the following
accompanies this form: a marriage license, a divorce decree or a court order.

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability to renew your license, update your mailing and practice
location addreases and update vour profile informeation

. Go 10 wwwilheal thsource com

. Click on Licensee/Provider

. Click on Practtioner Login

. Select your profession

Exter the account ID and passward that was provided to yon on your initial license and cli

. If you do not know your account ID and password, click on “Get Login Help' or call our Customer Contact Center ar (850) 488-059S for assiswmece.
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MAIL TO: DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SUPPORT SERVICES UNIT
P.0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

O NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM:

tasT T T RiRsT "7 MIDDLE
TO:

LAST T T FIRsT T
DH 2103. 5/98

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SUPPORT SERVICES UNIT

4052 BAL.D CYPRESS WAY. BIN #C-10
TALLAKASSEE, FLORIDA J2398-3260
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ANN ARBOR, Mi 48108
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DISPLAY IF REQUIRED BY LAW

EXPIRATION DATE: JANUARY 31, 2013

Your license pumberis Mg 35436, please use itin all correspondence with your board/council. Each hcensee is solely responsible for ncnfymg the departmentin writing of
the hicensee's current mailing address and practice location address. If you have not received your renewal netice 90 days prior to the expiration date shown on this license,
please call (850) 488-0593

Use this section to report name change. Name changes require legal documentation showing the name change. Piease make sure that a photocopy of one of the following
accompanies this form: a marriage license, a divorce decree or acourtorder. A driver's license o social security card is not considered fegal documentation.

Medical Quality Assurance offers you the convenience of several online services. These services gwve you the ability to renew your license, update your mailing and practice
locanon addreases and update vour profile informaton.

Go 10 wwwilheal thsource.com
. Click on Licensee/Provider
Click on Fracutoner Login
Select your profession
Eater the account ID and password that was provided to you on your initial license ¢
. If you do not know your accountID and password, click on *Get Login Help® or cal for assistance
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MAIL TO: DEPARTMENT OF HEALTH
DIVISION CF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
P.0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

0 NAME CHANGE (ATTACH LEGAL DOCUMENTATION)

FROM: .. S
LAST FIRST MIDDLE
TO:
LAST T FIRST T MibDLE
DH 2103, 5/98

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSING AND AUDITING SERVICES UNIT
4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

e e de o ok ek ke ek AUTO *kdkkkkhkk

MICHAEL ISRAEL HERTZ

3976 DEER GLEN DRIVE
ANN ARBOR, Ml 48108

LICENSEE SIGNATURE




COPY

e e — e e e
7 : - TR TN T TSNS N

L R SIARY u
‘ ‘ Y | ‘ k e
| \ /o F [ ;
R A N N N A R I NN N

COPY - NOT A VALID LICENSE - COPY

:481082707760:

T RN /
S /7_)
/.

N/

-NOT A VALID LICENSE - COPY

COPY

L0LP0 220 910



ACEOPY STATE OF FLORIDA
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11/08/2006 ME 35436 194864 | u H
s 9 5
Th 2 2lu's iz
e MEDICAL DOCTOR g2 s
named below has met alf requirements of E ‘g!% i%
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DISPLAY IF REQUIRED BY LAW

EXPIRATION DATE: JANUARY 31, 2008

Your license numberis ME 35436. please use it in all correspondence with your board/council. Each licensee is solely responsible for notifying the department in writing of
the licensee's current mailing address and practice location address. Use this section to report name and/or practice location address and/or mailing address changes. If you
have not recewved your renewal notice 9¢ days prior to the expiration date shown on this license, please call {850) 488-0595

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the following accampanies this form: a marriage license, a
divorce decree or a court order. A driver's | icense or social security card is not considered legnl documentation.

Medical Quality Assurance offers you the convenience of several online services. These services give you the ability to renew your license, updat your mailing and practice
loraton addresses and update your profile informanon.

G0 10 www .1 heal theource.com

Click on Licensee/Provider

. Click on Practitioner Login

Select your profession

Enter the account ID and password here (Account ID and Password are case sensit

Click on Login

[< 37 NP AN

To request a duplicare license, submit this form and acheck ar mouney order, payable ® the DEPARTMENT OF HEALTH. in the amount of 826.00.

Now that you have your license, make sure you keep it Go 0 www.doh state f1 s /mqa/avoid.htm! 1o fud out more.

0 PRACTICE LOCATION ADDRESS CHANGE
MAIL TO' DEPARTMENT OF HEALTH (Tnis address will be printed on your license and posted on the Internet )
DIVISION OF MEDICAL QUALITY ASSURANCE

LICENSURE SERVICES
P.O0. BOX 6320
TALLAHASSEE, FLORIDA 32314-6320

cITy STATE zIP

0O MAILING ADDRESS CHANGE
0 NAME CHANGE (ATTACH LEGAL DOCUMENTATION) {This address will be used when meiling your ficense and for all other
correspondence from the Department.)

FROM: ) B e
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DH 2103, 5/98 cTy T " STATE

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-1(0
TALLAHASSEE, FLORIDA 32399-3260

MICHAEL ISRAEL HERTZ

20755 GREENFIELD ROAD
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FLORIDA DEPARTMENT OF

Jeb Bush Robert G. Brooks, M.D.
Governor Secretary
July 16, 2001

MICHAEL | HERTZ, M.D.

505 HAZEN STREET
#204
PAW PAW, MI-48079

Dear Dr. HERTZ

The information to be published on your practitioner profile is printed below. In carrying out our legislative mandate
to publish physician profiles, we want to do everything we can to ensure the information that is published is correct.
We are providing this information to you prior to its publication to give you an opportunity to review the data for any
changes, corrections, and/or omissions. Under Section 456.042, Florida Statutes, you have thirty (30) days from the
date you receive this letter to submit changes to 4052 Bald Cypress Way, Bin # C10, Tallahassee, Florida
32399-3260. If you have no changes, your profile will be published as it appears below on the World Wide Web.
Listed below is information that you should review carefully.

First, although the law requires you to report all disciplinary action taken by facilities, including facilities outside
Florida, the action taken by Florida licensed hospitals and ambulatory surgical centers will not be published on the
profile. Please review and identify and action, which was taken by a hospital or ambulatory surgical
center licensed in Florida to ensure this discipline is not included on the published profile.

Second, the law requires that all criminal convictions must be reported to the department pursuant to Section
436.039(1)(a)7, Florida Statutes. If your criminal conviction was expunged or the records were sealed, please send
a copy of the court order expunging or sealing the records. If you have any questions or concems about the
criminal convictions to be published on the profile, as they are stated in this letter, please provide them in writing to
the department.

() My profiling information is correct

() My profiling information is incorrect; changes are noted below.

Practitioner Information

License Number 35436 License Status - ACTIVE CLEAR
Profession : Medical Doctor Year Began Practicing : 01/01/1980

Primary Business:

505 HAZEN STREET
#204
PAW PAW M| 49079

Secondary Locations:

Staff Privileges:

4052 Bald Cypress Way, Bin # C10, Tallahassee, Florida 32399-3260

35436-1



Institution Name City State
WEST BOCA MEDICAL CENTER BOCA RATON FLORIDA

Faculty Appointments:
This practitioner has had the responsibility for graduate medical education within the last 10 years.

This practitioner currently holds faculty appointments at the following medical/health related institutions of
higher learning:

Title : Institution : City : State

1. ASSISTANT CLINCAL PROFESSOR : MICHIGAN STATE UNIVERSITY COLLEGE OF HUMAN
MEDICINE : EAST LANSING : MICHIGAN

Participates in Medicaid Program:

The practitioner did not indicate if he/she participates in the Medicaid program.

I Education and Training

Medical School : Dates of Attendance : Graduation Date : Degree Title
1. WAYNE STATE UNIVERSITY : 01/01/1972 - 01/01/1976 : 05/01/1976 : MD

Other Health Related Degrees:

This practitioner does not hold any additional health related degrees.

lll.  Professional and Postgraduate Training
This practitioner has completed the following graduate medical education:
Program Name : Program Type : Specialty Area : City : State/Country : Dates Attended

1. SINAI HOSPITAL : INTERNSHIP : OBG - OBSTETRICS AND GYNECOLOGY : DETROIT : MICHIGAN :
3/1/76 - 211177

2. SINAI HOSPITAL : RESIDENCY : OBG - OBSTETRICS AND GYNECOLOGY : DETROT : MICHIGAN :
3/1/77 - 3/1/80

IV.  Specialty

This practitioner holds the following certifications from specialty boards recognized by the Florida board
which regulates the profession for which he/she is licensed:

Specialty Board : Certification

1. AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY : ..........

V. Optional Information

Committees:/Memberships

This practitioner has not indicated any committees on which they serve for any health entity with which they
are affiliated.

Professional or Community Service Awards

This practitioner has not provided any professional or community service activities, honors, or awards.

Publications

4052 Bald Cypress Way, Bin # C10, Tallahassee, Florida 32399-3260

35436-2



This practitioner has not provided any publications that he/she authored in peer-reviewed medical literature
within the last ten years.

Languages Other Than English

This practitioner has not indicated that any tanguages other than English are used to communicate with
patients, or that any translation service is available for patients, at his/her primary place of practice.

Other Affiliations

This practitioner has provided the following national, state, local, county, or professional affiliations:
1. STAFF PRV/LAKEVIEW COMMUNITY HOSPITAL/IPAWPAW, Mi
2. STAFF PRV/BRONSON METHODIST HOSPITAL/IKALAMAZOO, Mi

E-Mail Address
Not Provided

Other State Licensure

This practitioner has not indicated any additional state licensure.

VI.  Financial Responsibility

I do not practice medicine in the State of Florida.

VIl. Criminal Offenses

The criminal history information, if any exists, will be incomplete; federal criminal history is not
available to the public. The criminal history information provided by the practitioner has not been
completely verified at this time. All criminal history checks should be completed by March 2000.

This practitioner has indicated that he/she has NO criminal offenses.

VIll.  Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include disciplinary action taken by a
hospital or ambulatory surgical centers licensed under chapter 395, F.S.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a specialty board.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a licensing agency.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a health maintenance organization, pre-paid healith ciinic, nursing home,
out-of-state hospital or out-of-state ambulatory surgical center.

This practitioner has indicated that he/she has NEVER been asked to or allowed to resign from or had any
medical staff privileges restricted or revoked within the previous 10 years by a health maintenance
organization, pre-paid health clinic, nursing home, out-of-state hospital or out-of-state ambulatory surgical
center.

IX.  Liability Claims Exceeding $5,000.00 (Within last 10 years)

4052 Bald Cypress Way, Bin# C10, Tallahassee, Florida 32399-3260

35436-3



Settlement of a claim may occur for a variety of reasons that do not necessarily reflect negatively on
the professional competence or conduct of the physician. A payment settlement of a medical
malpractice action or claim should not be construed as creating a presumption that medical
malpractice has occurred.

Incident Date County Judicial Case # Settlement Date Amount  Policy Amount
1117/91 PALM BEACH 93-6113AB06 9/13/96 30000

If you wish to make changes to the profile after it has been published, please submit them to 4052 Bald Cypress
Way, Bin # C10, Tallahassee, Florida 32399-3260.

If you have any questions or comments, please call (850)488-0595, Press 6, Monday through Friday, 8:00 a.m. to
5:.00 pm., ET.

Sincerely,

Bureau of Operations

4052 Bald Cypress Way, Bin # C10, Taliahassee, Fiorida 32399-3260

35436-4
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DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

e DATE LICENSE NO. CONTROL NO.
o 03/06/2002 MA 35436 26750
't %' THE MASSAGE THERAPIST

NAMED BELOW HAS MET ALL REQUIREMENTS OF
THE LAWS AND RULES OF THE STATE OF FLORIDA.

- EXPIRATION DATE: AUGUST 31, 2003
v DON TYRONE SHANNON
.'; . 110 CERRO ST
o -1 ST AUGUSTINE, FL 32084
: JEB BUSH “GARNO. AGWUNOBI. M.D., MB.A.
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! YOURLICENSE NUMBERIS ME 35438 PLEASE USE T IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
! LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MAILING
| ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.
1

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WilLl. BE ACCEPTED
P i UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL
i . SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION. L

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

o H
§' I [] REQUEST DUPLICATE LICENSE tol
g : SIGNATURE REQUIRED |
= 1
[ DEPARTMENT OF HEALTH !
g DIVISION OF MEDICAL QUALITY ASSURANCE :
LS LICENSURE SERVICES {
PEr 2020 CAPITAL CIRCLE, S.E., BIN #C-10 ,
= TALLAHASSEE, FLORIDA 32398-3260 !
§§§ . [[] NAME CHANGE (ATTACH LEGAL DOCUMENTATION) [ ] MAILING ADDRESS CHANGE !
€€ From: i
23 MIDDLE ‘,
%g; E TO: :
Eeh LAST FIRST MIDDLE :
g8 ! ciTY STATE zZIP :
738 { |
B8 ' DH210s, 508 |
— ! . —
- —_—— - ‘ -
N . S dL : . ot

; SEE REVERSE SIDE FOR OPENING INSTRUCTION :

! DEPARTMENT OF HEALTH

! DIVISION OF MEDICAL QUALITY ASSURANCE
| LICENSURE SERVICES
I
;

2020 CAPITAL CIRCLE, S.E., BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

MICHAEL ISRAEL HERTZ
505 HAZEN STREET
#204

PAW PAW, MI 49079
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_ ... _Florida Department of Health - Board of Medicine

T License Renewal Notice I

To awid a delinquent charge, the fee of $598.50 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002, Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $791.00.

1 EH@@_E“OEMATEL@EE@;L;;; S | oEPaRTwENT GeE aney ]
Current Mailing Address: New Mailing Address:

2. CHANGE OF PRACTICE LOCATION:
Current Practice Location: ;
505 HAZEN STREET e ;

#204

PAW PAW, M| 49079

MICHAEL ISRAEL HERTZ

505 HAZEN STREET Rdceived Date : 1126001
. caelve Ale

ﬁiovt PAW, Ml 49079 I_S‘l““""mf Deposit Date - 120772001 .

Chty: State: Zip:

*aleck Amount - §582 50
O-CDE : 1501 -4

New Practice Locatvion:

Street Address:

Description | _ Department Information ] information is Accurate Carrect information
Social Security # o (D Yes CH No

Date of Birth 11/10/48 () Yes C O No

Sex Data Missing () Yes LI No -

Race | Not Given (D Yes (O No | M 7E

Race Options: White, Black, Native, Asian, Other, His anic & not given
4. COMPLETE"THE-'FINANCIAE‘TRESPONS'IBIEI Y | I:ONTHE"

A. Internet E-

File Number: 27601 20 20 Sequence Number: 3577 HH!!MIWW

st subm
Commanding Officer,)

Status. (Military Restricted mu
letter from your

Renewal:

T

4

m
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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, Fiorida Statutes.

CATEGORY |- CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(1. 1 do ngt have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount of
$100,000/3300,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. S., for an escrow account.

2. I have hospital staff privileges and | have established an irrevocable letter of credit or escrow account in an amount of
$250,000/8750,000, in accordance with Chapter 675, F. S., for a letter of credit and s. 625.52, F. 8., for an escrow account.

(3. | do not have hospital staff privileges and | 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. 627.367, £.S. | further certify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a ditferent entity providing insurance; | will
purchase retroactive coverage for the two years proceeding my inception date of coverage. | further certify that in the event my
coverage is terminated or that | desire to become uninsured and meet the financial responsibility requirements through other
provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which may have occurred during the two years
preceding my becoming uninsured.

4. | have hospital staff privileges and | have professianal liability coverage in an amount not less than $250,000 per claim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09, F. S., from a sumplus
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. 627.367, F .S.
I further certify that | have been continuously insured with an entity as outlined above for the past two years (retroactive coverage)
or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. | further certify that in the event my coverage is cancelled or that | desire to become uninsured and
meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for
incidents which may have occurred during the two years preceding my becoming uninsured.

(5. I have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgements up to the
minimum amounts pursuant to s. 458.320(5)(g)1 or 459.008S(5)(g)1, F. S. | understand that | 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 | have decided not to carry medical malpractice insurance. | 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 Il - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

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

(7. 1hold a limited license issued pursuant fo s. 458.317 or 469.0075, F. S., and practice only under the scope of the limited license;
@ 5. | do not practice medicine in the State of Florida:
(9. I meet all ot the following criteria:

(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years:
{b) | am retired or maintain part time practice of no more than 1000 patient contact hours per year;
(c) | have had no more than two claims resulting in an indemnity exceeding $10,000 within the previous five year period;

(d) | 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. ! understand if | am claiming an exception under this section that | must sither 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 | have decided not to carry medical malpractice insurance. | understand such a sign or
notice must contain the wording specified in s. 458.320(5)(f) or 459,0085(5)(t), F. S.; or

Co.l practice only in conjunction with my teaching duties at an accredited medicai school or its teaching hospitals. (Intems and
residents do not qualify for this exemption).




BRONSON METHODIST HOSPITAL CHECK NO. 46990 CONTROL NO. 2040

NC20 VENDOR # F04924100 CHECK SEQ. NO. 7
INVOICE # INV DATE PURCH ORDER # GROSS AMOUNT DISCOUNT NET AMOUNT
RENEWAL FOR HE 11/08/2001 598.50 0.00 598.50
|
TOTALS : 598.50 0.00 598.50




** AUTO *** 024_041 17566 35436-17566

MICHAEL ISRAEL HERTZ
3976 DEER GLEN DRIVE
ANN ARBOR, MI 48108

:481082707760:



Your Medical Doctor License # ME 35436 will expire at midnight, Eastern Standard
Time (EST) on Monday, January 31, 2011.

Please log onto www.FLHealthsource.com and follow these steps:
1.Click Renew My License and log in.
2.Click Renew License and selectyourrenewal option:
a. Renew on-line
b. Print your renewal notice to submitwith your payment via m ail

You will be prompted to complete the Physician Workforce Survey online.
Renewals bymail MUST include the renewal form, not this postcard.

Visitwww.cebroker.com/s ubscribe to purchase your optional subscription and track
your continuing education credits.

Section 456.0635, F.S., may affect your ability to renew your license. Please visit
http//iwww.doh.state fl.us/mga/laws.htm| for more inform ation.

Remember, all renewals MUST be submitted no later than January 31, 2011 in order
to avoid a delinquent fee. Questions? Contactthe MQA Call Center at (850) 488-0595.




MICHAEL ISRAEL HERTZ
3976 DEER GLEN DRIVE
ANN ARBOR, MI 48108

35436



Your Medical Doctor License # ME 35436 will ex pire at midnight, Eastern
Standard Time (EST) on Saturday, January 31, 2009. The total fee due for this
renewal is $391.00.

Please log onto www.FLHealthsource.com and follow these steps:
1. Click Renew My License and log in.
2. Click Renew License and select your renewal option:
a. Renew on-line
b. Print your renewal notice to submit with your payment via mail

You will be prompted to complete the Physician Workforce Survey online.
Renewals by mail MUST include the renewal notice, not this postcard.

Remember all renewals MUST be submitted no later than January 31, 2009.
Questions? Contact the MQA Call Center at (850) 488-0595.
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Division of Medical Quality Assurance
P.0.Box 6340

Tallahassee, Florida 32314-6340

*** Important License Information ***

HERTZ, MICHAEL ISRAEL
3976 DEER GLEN DRIVE
ANN ARBOR, MI 48108



Your license is scheduled for renewal within the next 5 months. You are required
to review and, if appropriate, update your profile before renewing your license. In
addition, Section 456.042, Florida Statutes, requires you to submit profile updates
within 15 days of any changes.

You may review, update and confirm the accuracy of your practitioner profile
information online by visiting www. FL Healthsource. com. Select
LICENSEE/PROVIDER, click on VIEW PROFILE, and Login with your Account ID
and Password. If you make changes to your profile, BE SURE to click on "confirm
changes" to update the Department's information system.

ff you have any questions, please contact the MQA Call Center at (850) 488-0595,
option 3.




Florida Department of Health - Board of Medicine

LICENSE RENEWAL NOTICE
Active Medical Doctor License # ME 35436 expires January 31, 2007. é
The fee of $454.00 and the renewal notice must be postmarked on or before January 31. 2007. ;E-:
Renewal notices postmarked on or after February 01, 2007 reguire renewal and delinquent fees of P
$839.00 °
1. CURRENT MAILING ADDRESS: i - e 2. CURRENT PRACTICE LOCATION:
This address will be used for all correspondence from the Department of Health, This address will be printed on your license and posted on the Internet.
MICHAEL ISRAEL HERTZ 13322 N. BLVD
20755 GREENFIELD ROAD STE. A
STE 1104 VICKSBURG, Ml 49087

SOUTHFIELD, Ml 48075

3. PROFILE CONFIRMATION:

4

¥

Florida Statutes 456.039(1) and 456.0391(1) require that you update your profile atrenewal. Please review and confirm the
information in your profile before completing your renewal. Each practitioner who applies for license renewal must, in
conjunction with procedures adopted bythe Department of Health, and in addition to any other information that may be required,
furnish the mandatory reporting requirements.

Note: A practitioner must submit updates to their profile within 15 days of any changes, 456.042, F.S.
You may review/update your profiling information by visiting the following link, www.flhealthsource.com. Use the login
information provided on this notice. If you still choose to manually submit your information after visiting our website, please print
out your profile using the print friendly version and make anychanges directly on the profile. Please include your updates, if any,
along with your other renewal information.
| have reviewed and confirmed the information in my profile.
CHANGES TO CURRENT LICENSE INFORMATION: , o
If you have any changes to the name, mailing address, practice location address, license status or military status

information associated with your license, please provide the updated information in the appropriate fields of section 7 on
the back of this form.

5. THERE ARE TWO RENEWAL METHODS AVAILABLE:

8

A. Online Renewat: Visitwww flhealthsource.com, from our main page, select Licensee/Provider, go to the Practitioner
Logon box located on the left side of the page, select your profession and enter your Account ID and password. If you are
requesting a status change, you will be ineligible to renew your license online. The system will be available for renewals
until midnight, Eastern Standard Time (EST), January 31, 2007. To use the online system, you will need the following
information:

(Note: Account ID and Password must be entered exactly as they appear.)
The online system will allow practitioners to update their address, profile, and to confirm licensee information maintained by
the Department Practitioners will receive confirmation of their successful renewal before logging outof the system.

Avoiding complaints can protect your clients and your ability to practice. Go to www.doh.state fl.us/mga/avoid.htm] to find
out more.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:
Department of Health, Division of Medical Quality Assurance, PO Box 6320, Tallahassee, FL 32314-6320
OTHER INFORMATION: T . e N

By submitting the appropriate renewal fees to the Department, a licensee certifies com pliance with all requirements for
renewal, including continuing education credits.

Alicensee who remains on inactive status for more than two consecutive biennial licensure cycles and who wishes to

reactivate the license may be required to demonstrate the com petency to resume active practice by sitting for a special
purpese examination or by completing other reactivation requirements.

File Number 27601 Seauence umper 130 AR CATEI RO W

Profession Code: 1501 20

Please make changes to your license information in section 7 on the BACK of this form.



7. CHANGES TO CURRENT LICENSE INFORMATION:
(O CHANGE OF NAME: -

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of the
following accompanies this form: a marriage license (marriage license must indicate the original signature and seal from the cle
of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g., adoption, name change, or
federal identity change). Any one of these will be accepted unless the department has a question about the authenticity of the
document. A driver's license or social security card is not considered legal documentation.

If the name change cannot be completed, your iicense will be renewed using the current name.

stvame: | | [ [T LLLTTTTITT I

e T LI LTI T LT
visgename. - | | [ [T T[] ” [T TltIeLl l | sufic, s 1tece Qualiﬁer:[Dj(PhD,DD&etc.)
(O CHANGE OF MAILING ADDRESS: -» . -
wenton | L L L L LT T T T LTI T[T 0]
oo L LT L T LT LT T LTI T I T T
pooz L LTI T LTI
oo LTI
State: :lj leiLI I ITJ ' [—[ Phone:M ,B)[ )[ l " [ ’ l’—[ »

Addrt:

|

]
pwoion [ [T ][]
T
1]
EEER

!
L
|

|
l
l
|
(CD CHANGE OF PRACTICE LOCATIONI-:F;(.; his :
l
l
|
l
|

|
|
:
|

f
State: i | Zip: ‘ v T Phone: | ( l I ’ l) ] l [ ]- I I ‘ D
- GHECKLIST FOR'MA!L’INGiREN’EWAL_j:FQRM:v_.’. L : . o
If mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a smooth
renewal. If renewing by mail, allow 2-4 weeks processing time.
REQUIRED: __ Renewal notice
D Check or Money order written to Department of Heaith
C D Financial Responsibility form (check only one item on the FR form)
> Updated paper copy of Profile, if you are mailing your renewal notice
> Mail to: PO Box 6320, Tallahassee, Florida 32314-6320

_ Ifyou are renewing to active status, would you be available to provide health care services in special needs
_ shelters or to help staff disaster medical assistance teams during times of emergency or major disaster?
- CHANGE OF LICENSE STATUS: = = ‘ s
O f'wish to change my status from active to inactive. The fee for an inactive receiptis $415.00. The fee for inactive after Jan uary
31,2007 is $900.00.

CHANGE TOMILITARY STATUS; = = , L
O I am requesting Military Active Status. (You must submit proof of active military duty. Attach a copy of your current active duty
orders or a tetter from your Commanding Officer) The fee for military active is $00.00.

CHANGE TO RETIRED STATUS:

Q I am requesting retired status. The fee for retired status is $55.00 postmarked on or before January 31, 2007. The fee for
retired status on or after February 01 . 2007 is $540.00.

DISPENSING: . i o

Q I wish to dispense medicinal drugs for a fee from my practice location and | understand an annual inspection of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner is $100.00 in addition to your
renewal fee.




PHYSICIAN WORKFORCE QUESTIONNAIRE

The items below relate to very important questions regarding Florida's current and future physician
workforce. Your responses will be instrumental in shaping Florida's health care and physician workforce
policies. Secretary of the Department of Health, M. Rony Francois, M.D., M.S.P.H., Ph.D., and the Council
of Florida Medical School Deans, Florida Graduate Medical Education Committee, Florida Medical
Association and Florida Osteopathic Medical Association appreciate your time and effort in responding to
the eight questions below.

Name: MICHAELISRAEL HERTZ o License Number: ME 35436

1. Do you practice medicine at any time 'dg‘ring':the year in Florida?
Note: If you check 'No' then please stop here. (DYes (ONo
2. How many months/year do you practice medicine in Florida? - .
(O 1-4Months () 5-8 Months () 9-12 Months
3. In what Florida counties do you Practice?(may select up to 5 counties) : o
'Please note - County Names and Numeric Codes are listed on the back side of the »form'».v:
Please print or type County Names and Numeric Codes below. o
:County Name | ;;N‘?Weﬂ???de} 1-20 Hrs/Wk 21-48-|rs/Wk More 8n 40 H‘rs/Wk
- O O O
O O O
O O O

4. 1s more than twenty percent (20%) of your practice non-clinical? (i.e. research, teaching. adminiStration)

OYe; (ONo
(DYes | QNO

6. What is the primary specialty area(s) of your current clinical practice?(may select up to 5 different areas)
Please note - Specialty Areas and Numeric Codes are listed on the back side of the form.
Please print or type Specialty Areas and ‘Numeric Codes below. - '

Specialty Area Numeric Code 1-20% 21-40% 41-60% 61-80% 81-100%

0

® o 0 o ®

5. Are you a resident or fellow?

e 1 .. 1

7. Do you plan to retire, relocate outside of the state of Florida, or
practice within the next five years? o -

o o o9

00
00000

o O
OO
O O

ignificantly reduce the scope ofyour

(ODYes O No |
8. Do you currently take emergency call or otherwise work clinically in a hospital emergency department or
provide for the immediate, acute care of trauma patients? ; '
(DYes (ONo
T T

0




County Names and Nimeric Codes (Reference for quest!on #3)

11 ALACHUA | : 25.DIXIE i g HILLSBOROUGH 53 MARTIN S BT SANTARODSA

12 BAKER ‘ 26 DUVAL 40 HOLMES 54 MONROE 68 SARASOTA
13. . BAY ; 27 CESCAMBIA™ 1 e e INDIAN RIVER 55 'NASSAU e 69 SEMINOLE
14 BRADFORD 28 FLAGLER . 42 JACKSON 56 OKALOOSA 70 SUMTER

15 BREVARD 2% FRANKLIN . 43 JEFFERSON 57 OKEECHORBEE 71 SUWANNEE
16 BROWARD ) ) 30 GADSDEN ) 44 LAFAYETTE 58 ORANGE 72 TAYLOR

17 CALHOUN 3 GUCHRIST = 0 e 45 LAKE : ' 59 OSCEOLA 7 73 UNION
18 CHARLOTTE 32 GLADES 46 LEE 60 PALM BEACH 74 VOLUSIA

19 CITRUS 33 GULE L AT IBON 61 PASCO Ll 75 WAKULEA

20 CLAY 34 HAMILTON o 48 LEVY 62 PINELLAS 76 WALTON

21 COLHER ' 35 HARDEE 0 i dg BeRTY 63 POLKR , ' 77 WASHINGTON
22 COLUMBIA 36 HENDRY 50 MADISON 64 PUTNAM 78 UNKNOWN
23 .. DADE : 37 HERNANDO 0 i e MANATEE 65 ST.JOHNS 79 OUT OF STATE
24 DESOTO 38 HIGHLANDS 52 MARION 66 ST.LUCIE 80 FOREIGN
Specldlty Areas and Numstie Codes [Refsrenca for question #6)° T .

000 NO CLINICAL PRACTICE o 305 BLOOD BANKING/FRANSFUSION MEDICINE
020 ALLERGY AND IMMUNOLOGY e e 306  CHEMICAL PATHOLOGY = v

040 ANESTHESIOLOGY 307 CYTOPATHOLOGY

045 . CRITICAL CARE MEDICINE 310 FORENSIC PATHOLOGY.

048 PAIN MEDICINE 311 HEMATOLOGY

042 PEDIATRIC ANESTHESIOLOGY 314 MEDICAL MICROBIOLOGY

060 COLON AND RECTAL SURGERY , 315 NEUROPATHOLOGY

080 DERMATOLOGY = ... 318 PEDIATRIC PATHOLOGY

100 DERMATOPATHOLOGY ‘ 301 SELECTIVE PATHOLOGY |

081 PROCEDURAL DERMATOLOGY 320 PEDIATRICS _

110 EMERGENCY MEDICINE i 321" ADOLESCENT MEDICINE

118 'MEDICAL TOXiCOloGY 329  NEONATAL-PERINATAL MEDICINE
114 PEDIATRIC EMERGENCY MEDIC!NE , 325  PEDIATRIC CARDIOLOGY

116 SPORTEMEDICINE 323 PEDIATRIC CRITICAL CARE MEDICINE

119 UNDERSEA AND HYPERBARIC MEDICINE 324 PEDIATRIC EMERGENCY MEDICINE ~

120 FAMILY MEDICINE =~ 326  PEDIATRIC ENDOCRINOLOGY :
125 GERIATRIC MEDICINE 332 PEDIATRIC GASTROENTEROLOGY S
127 SPORTS MEDICINE 327 PEDIATRIC HEMATOLOGY/IONCOLOGY
140 INTERNAL MEDICINE 335  PEDIATRIC INFECTIOUS DISEASES
141 CARDIOVASCULAR DISEASE e 328 - PEDIATRIC NEPHROLOGY:

154 CLINICAL CARDIAC ELECTROPHYSIOLOG 330 PEDIATRIC PULMONOLOGY

142 CRITICAL CARE MEDICINE 331 PEDIATRIC RHEUMATOLOGY =

143 ENDOCRINOLOGY, DIABETES AND META 333 PEDIATRIC SPORTS MEDICINE -

144 GASTROENTEROLOGY e e a3 DEVELOPMENTAL‘BEHAVIORAL PEDIATRICS
151 GERIATRIC MEDICINE S . 340 PHYSICAL MEDICINE AND REHABILITATION
145 HEMATOLOGY e 341 PAINMEDICINE s
155 HEMATOLOGY AND ONCOLOGY 346  PEDIATRIC REHABILITATION

146 INFECTIOUS DISEASE 345 SPINAL CORD INJURY MEDICINE

152 INTERVENTIONALCARDIOLOGY
148 NEPHROLOGY =

147 ONCOLOGY o v
149 PULMONARY DISEASE »
156 PULMONARY DISEASE AND CRITICAL CARE M D|C|NE

360 PLASTIC SURGERY

381 .. CRANIOEACIAL CURGERY
363  HAND SURGERY

380 PREVENTIVE MEDICINE

399  MEDICAL TOXICOLOGY

150 RHEUMATOLOGY . 388 UNDERSEAAND HYPERBARIC MEDICINE
157 SPORTS MEDICINE S 400 PSYCHIATRY )

130 MEDICAL GENETICS ‘ .. 401  ADDICTION PSYCHIATRY: :
190 MOLECULAR GENETIC PATHOLOGY o 405 CHILD AND ADOLESCENT PSYCHIATRY

160 NEUROLOGICAL SURGERY . 408 FORENSIC PSYCHIATRY

180 NEUROLOGY _ o 407  GERIATRIC PSYCHIATRY ‘

185 CHILD NEUROLOGY : T 402 PAIN MEDICINE :

187  CLINICAL NEUROPHYSIOLOGY o 409 PSYCHOSOMATIC MEDICINE

183 NEUROMUSCULAR MEDICINE ... .. 420 RADIOLOGY DIAGNOSTIC = =

186 NEURODEVELOPMENTAL DISABILITIES o421 ABDOMINAL RADIOLOGY S )
181 PAIN MEDICINE ... 429  CARDIOTHORACIC RADICLOGY =7 e
188 VASCULAR NEUROLOGY' e o 422 ENDOVASCULAR SURGICAL NEURORADIOLOGY
200 NUCLEAR MEDICINE | = 426~ MUSCULOSKELETALRADIOLOGY =
220 OBSTETRICS AND GYNECOLOGY , o 423 NEURORADIOLOGY

240 OPHTHALMOLOGY S . 425 NUCLEAR RADIOLOGY

260 ORTHOPAEDIC SURGERY 424 PEDIATRIC RADIOLOGY

261 . ADULT RECONSTRUCTIVE ORTHOPAEDICS ' 457 \/ASCULARAND INTERVENTIONAL RADIOLOGY
262 FOOT AND ANKLE ORTHOPAEDICS ... 430 RADIATION ONCOLOGY

263 HAND SURGERY » . 520 SLEEP MEDICINE

270 MUSCULOSKELETAL ONCOLOGY o 440 SURGERY-GENERAL

268" ORTHOPAEDIC SPORTS MEDICINE e 443 HAND SURGERY

267 ORTHOPAEDIC SURGERY OF THESPINE 445 PEDIATRIC SURGERY

269 ORTHOPAEDIC TRAUMA . 442 SURGICAL CRITICAL CARE

265  PEDIATRIC ORTHOPAEDICS 450 VASCULAR SURGERY

280 OTOLARYNGOLOGY e . 480 THORACIC SURGERY

286 NEUROTOLOGY ' . " 480 UROLOGY

288 PEDIATRICOTOLARYNGOLOGY 00 i o gee  pppieis iner ey
| 300 PATHOLOGY-ANATOMIC AND CLINIGAL 999 OTHER




Practitioner’s Name M!CHAEL ISRAEL HERT-Z

FLORIDA DEPARTMENT OF

HEALT

License # ME0035436

P. O. Box 6330
Tallahassee, Florida 32314-6330

MANDATORY PRACTITIONER
PROFILE QUESTIONNAIRE

FLORIDA DEPARTMENT OF HEALTH
Division of Medical Quality Assurance

I. PRACTITIONER DATA

A. PROFESSIONAL LICENSE NUMBER: MEOO35436

B. NAME (INCLUDE MAIDEN AND ON 2ND/3RD LINES ANY ALIASES, IF APPLICABLE):
CURRENT NAME:

(check one) B ME/MD T3 08/D0 LD CH/DC L PO/DPM

HERTZ MICHAEL ISRAEL
(LAST) (FIRST) (MIDDLE AND MAIDEN NAME, IF APPLICABLE)
FORMER NAME(S):
(LAST) (FIRST) (MIDDLE)
(LAST) (FIRST) (MIDDLE)
D. MAILING
ADDRESS:505 HAZEN STREET #204 PAW PAW MI 49079
(STREET AND NUMBER) (CITY) (STATE) (ZiP CODE)
PRIMARY PRACTIGE ADDRESS: (Authority: 5.455.565(1)(2)3.,F.5.)
505 HAZEN STREET #204 PAW PAW M! 49079
(PRACTICE NAME) (STREET AND NUMBER) (CITY) (STATE) {ZIP CODE)
OTHER PRACTICE LOCATION(S): (OPTIONAL)
OFFICE 2: (OPTIONAL)
(PRACTICE NAME) (STREET AND NUMBER) (CiTY) (STATE) {ZIP CODE)
OFFICE 3: (OPTIONAL)
(PRACTICE NAME) (STREET AND NUMBER) (€ITY) (STATE) (ZIP CODE)
E. TELEPHONE: ( %{@ } ’ {This will not be published as a part of the profile.)
F. YEAR BEGAN PRACTICING MEDICINE: {Authorlty: s. 455.565(1}(a)5., F.S.)
il. ALL MEDICAL EDUCATION
A. Name of all medical schools attended. (Authority: s. 455.565(1)(a)1., £.S.)
NAME OF SCHOOL/UNIVERSITY DATES OF DATE OF TYPE OF
GRADUATION

e

DE/GﬁE,E
/)
7

e iz LhltRary e

‘I/("

B. Have you completed any graduate medical education? Yes No U

If “YES”, list in chronological order from date of graduation to the present, all completed graduate medical education. Do not include coursework taken
to meet the continuing education requirement for licensure renewal. (Authority: s. 455.565(1)(a)1., FS.)

iy )

MEDICAL TRAINING INTERNSHIP / RESIDENGY / CITY / STATE / FROM 70
 PROGRAM NAME FELLOWSHIP / QTHER 7 SPECIALTY AREA N country | mwopyvy | mwoorvvyy

W AV 7] % ’ 1l | A7
vt 'W 4 w7 T

/f

e

lJ

L] e 4 sy

17

1



Practitioner’s Name _MICHAEL ISRAEL HERTZ License # ME00Q35436
lil. OTHER HEALTH RELATED DEGREES DJ/
Yes d No

Do you currently hold a degree in a health related profession other than the professional degree listed In (1. A. above?

If “YES”, list all medical/professional schools from which a degree in a health refated profession other than the professional degree was obtained.
(Authority: s. 455.565.(1)(a)1., FS.)

FROM T0
NAME OF SCHOOL / UNIVERSITY CiTY / STATE / COUNTRY MM/DDAYYY MM/DDAYYY DEGREE TITLE

IV. FACULTY APPOINTMENTS: ,

A. Have you had the responsibility for graduate medical education within the last 10 years? (Authority: s. 455.565.(1)()6., F5.) Yes yo a
B. Do you currently hold a faculty appointment at a medical/health related instituticn of higher learning? (Authority: s. 455.565(1)(a)5., F.S.) Yes No

%{) question ’ B@l;e title of the current appointment, name(s) and city/state of institution(s).

- 77 ‘ INSFAUT, TY/STATE .

. Aretrit ClmrAL | 2. Wi e iz 573wt
2 LBl 2 Q{@g,?//v /%/// 7
V. STAFF PRIVILEGES:
Do you currently hold staff privileges in a hospital/medical/health institution?  Yes B/No d

If “YES”, list each hospital/medical/health institution at which you currently have staff privileges. (authorgy: s. 4(1)(3)2., FS.)

NAME OF HOSPITALNMEBICAL/HEALTH,INSTITWTION 455
LALEN AL LLHINIR7Y I//" 741 :A.,'l'

1. - A KA /1
2 _BUNGH MEFTY ST 779 " HAZAMAE.

L/

VL. SPECIALTY BOARD CERTIFICATIONS:

Do you hold a certification from any specialty board recognized by the Florida board regulating the profession for which you are licensed? Yes Q/No Q
(Autharity: s. 455.565(1)(a)4. , £.S.}

If “YES”, complete section below.

2,
3.
Vil. FINAL DISCIPLINARY ACTION:
A1. Within the previous ten (10) Byears, have you ever had any final disciplinary action taken against you by a specialty board Yes L No B/
recognized by the American Board of Medical Specialties, the American Osteopathic Association, the American Chiropractic
Assaciation, or cther similar national organization? (Authority: s. 455.565(1)(@)8., F.S.)
If “YES”, list name(s) of specialty board(s), date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action is under appeal. (attach copy of notice of appeal)
SPECIALTY BOARD NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF FINAL DISCIPLINARY ACTION Eﬁ‘p”g%@
1. Y/N
2. Y/N
3. Y/N
A2. Within the previous ten (10) years, have you ever had any final disciplinary action taken against you by the agency reguiating Yes O No U
your license, in this state or any other jurisdiction? (Authority: s. 455.565(1)(2)8., £.5.)
It “YES", fist name(s) of agency(sﬁ, date, description of violation(s), description of the final disciplinary action(s), and indicate whether the final
disciplinary action is under appeal. (attach copy of notice of appeal)
AGENCY NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION LNoER,
1. Y/N
2. YIN
3 Y/N




Practitioner’s Name M'CHAEL |SRAEL HERTZ License # MEOO35436

A3. Within the previous ten (10) years, have you ever had any final disciplinary action taken against you by a ticensed hospital, 3/
health maintenance grganization, prepaid heatth clinic, ambulatory surgical center, or nursing home? (Autherity: s. 455.565(1)(a)8., £S.) Yes O No

It “YES™, list name(s) of medical institution(s), date, description of violation(s}, description of the final disciplinary action(s), and indicate whether the
final disciplinary action is under appeal. (attach copy of notice of appeal)

ENTITY NAME DATE DESCRIPTION OF VIOLATION DESCRIPTICN OF ACTION H}ypn&fb
1. Y/N
2. Y/N
3. Y/N
B. Within the previous ten (10) years, have you ever been asked to or allowed to resign from or had any medical staff privileges Yes O Mo M

restricted or not renewed by any medical/health-related institution in lieu of or in settlement of a pending disciplinary action related

to competence or character? (authority: s. 455565(1)(a8., £S.)

i “YES", list name(s) of the facility(s), date, description of violations, description of the final disciplinary action(s), and indicate whether the final

disciplinary action is under appeal. (attach copy of notice of appeal)

INSTITUTION NAME DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION %{ﬁv

FrLAL Y

1. Y/N
2. Y/N
3. Y/N

VHI. CRIMINAL OFFENSES

Have you ever been convicted or found guilty, regardless of whether adjudication of guilt was withheld, or pled guilty or Yes J Ne Q/
nolo contendere to a criminal misdemeanor or felony in any jurisdiction? (Authority: 5. 455.565 (1)(a)7., FS)

It “YES”, briefly describe the offense(s), indicate whether the conviction is under appeal, and attach copy of notice of appeal.

DESCRIPTION OF OFFENSE DATE JURISDICTION LINDER
APPEAL?

1. Y/N
2. Y/N
3 Y/ N

IX. STATEMENT OF FINANCIAL RESPONSIBILITY (Aliopathic and Osteopatiie Physicians Bnly)
A. Hospital Privileges - (Check only one) (Authority 5. 455.5651(4), F.3.)

4 1. 1 do not have hospital staff privileges and | 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 autharized insurer as defined under s. 624.09, E 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. 627.367, ES. | further certify that | have been continuously insured with an entity
as outlined above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance, | will purchase retroactive
coverage for the two years preceding my inception date of coverage. | further certify that in the event my coverage is terminated or that | desire to become
uninsured and meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, £.S., | will maintain coverage for incidents
which may have occurred during the two years preceding my becoming uninsured.

W 2. 1 have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a minimum annuat
aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.08, F. S., from a surpius 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 5.627.367, £S. | further certify that | have been continuously insured with an entity as outfined
above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance | will purchase retroactive coverage
for the two years preceding my inception date of coverage. | further certify that in the event my coverage is canceled or that | desire to become uninsured
and meet the finangial responsibility requirements through other provisions in s. 458.320 or 459.0085, ES.. | will maintain coverage for incidents which
may have occurred during the two years preceding my becoming uninsured.

< 3. 1do not have hospital staff privileges and | 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. ., for a Ietter of credit and s. 625.52, F S., for an escrow account.

4. | have hospital staff privileges and | 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,

5. | have elected not to carry medical malpractice; however, | agree to satisfy any adverse judgments up to the minimum amounts pursuant to s.
458.320(5)(9)1 or 459.0085(5)(g)1, F. S. | understand that | 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 | have decided not to carry medical malpractice insurance.
{understand that such a sign or notice must contain the wording specified in s. 458.320(5)(g) or 453.0085(5)(g), ¥ S.

Exemption

| am exempt from demonstrating financial responsibility because | fall into one of the categories listed below: (Check one box only)
Q) 1. | practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or subdivisions;
g 2. thold a limited license issued pursuant to s. 458.317 or 459.0075, F S., and practice only under the scope of the limited license:

. | 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);

4. }do not practice medicine in the State of Florida: or

©



Practitioner’s Name MICHAEL ISRAEL HERTZ License # ME0035436
Q) 5. I meet all the following criteria:

a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;

{b) 1'am retired or maintain part time practice of no more than 1000 patient contact hours per year;

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

(d) 1 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) | 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 relinguishment of license stipulation, consent order or other setttement offered in response to or in anticipation of filing of administrative charges
against a license shall be construed as action against a license. | understand if | am claiming an exemption under this section that | 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 show medical services are
being provided, that | have decided not to carry medical malpractice insurance. | understand such a sign or notice must contain the wording specified
in s. 458.320(5)(f) or 459.0085(5)(1), F.S.

X. LIABILITY CLAIMS (Aliopathic, Osteopathic and Podiatric Physicians Only) Q/

A Are you covered by an insurer required to report pursuant to s. 627.912 FS. Yes E/No g
{Authority: 5. 455.5651(4), F.S.; 5. 455.565(1)(0),F.S.)

B. Have you been insured continuously during the last ten years? Yes No O

(Authority: s. 455.5651(4), FS.; . 455.565(1)(b},F.S.)
If you answered “NO” to either A or B above, you must complete the following: (authority: s. 455.5651(4), F.S.; 5. 455 5651(1)(b),ES.)

Within the previous ten years have you had a Iiabilita/ claim or action for damages for personal injury settled or Yes d No O
finally adjudicated in an amount that exceeds $5,000?

If "YES”, complete and attach a copy of EXHIBIT 1 for each occurrence. NOTE: Copies of reports previously submitted may be re-submitted with this
questionnaire to satisfy this reporting requirement. (Authority: s. 455.5651(4), FS.; s. 455.565(1)(2) F.S.)

XI. LIABILITY CLAIMS (Chiropractic Physicians Only)

Within the previous ten years have you had a liability claim or action for damages for personal injury settled or finally adjudicated in Yes O No OO
an amount that exceeds $5,0007?

If "YES", complete and attach a copy of EXHIBIT 1 for each occurrence. (Authority: s. 455.5651(4), FS.. s. 455.565(1)(b),F.S.)

XIi. OPTIONAL INFORMATION:

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

O ;L

Lo -

m

M M w

W —

{Autherity s. 455.565(5)(a), F.S.)

TITLE PUBLICATION DATE
DO YOU PARTICIPATE {N THE MEDICAID PROGRAM? (Authority s. 455.565(5)(d), FS.) Yes L1 No
. PROFESS!ONAL OR GOMMUNITY SERVICE ACTIVITIES, HONORS, OR AWARDS: (Authority 5.455,565(5)(b), FS.)
COMMUNITY SERVICE/AWARD/HONOR ORGANIZATION COMMUNITY SERVICE/AWARD/HONOR ORGANIZATION
2.
4,
NATIONAL, STATE, LOCAL, COUNTY, PROFESSIONAL AFFILIATIONS: (Autharity 5.455.565(5)(b), F.S.)
ORGANIZATION
2.
4.

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. (Autnosity: s. 455.565(5)(c), F..)

2.
4,
E-MAIL ADDRESS:
COMMITTEES/MEMBERSHIPS: Indicate any committees on which you serve for any health entity with which you are affiliated.
ORGANIZATION
2.
4.
OTHER STATE LICENSURE:
STATE PROFESSION

I affirm these statgments are tp€é and coggect and recognize that providin%false information may result in disciplinary action agginst my license or criminal

o
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=
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=
=
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=
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¥/, 4568.331, 459.013, 459. , Florida Statutes.

15, 460.41 3;70%, 775.083 and 775.0

(Signa}}‘("f P?)fsi&a%/&’ /p /5%) ¥ [ (datd 7 .



Practitioner’s Name  MICHAEL ISRAEL HERTZ License # MEQ035436
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 455.697 £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. 455.697, F.S., (formerly 5. 355.247, F.8.) may be submitted in liey of this exhibit to satisfy this reporting requirement.

Date of occurrence: u / g:z /QZ Date Vepprt_edéio licgnsee: / /&/ﬁ

Injured person’s name: (last, first, fniddle initial) l )

Street Address: /////‘1/ W/ ' . %A/L/{
City: : i :
ity 7 l‘/ﬁ ﬁ%jt;t ? ... State zZ(é Zip Code___ & 79)

Age: 25 Sex__}~

Date of suit: f,g/f / Zé /fé;%

List oth f invelvedtiy this claim: .

7 ,
3.

Date of final claim disposition: éz / Z2 / éZZ

Was there an itemized verdict? JYes T No  (If “YES”, attach copy of settlement verdict) MW//U

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

-
Name of institution at which the injury occurred: Mﬁm /ﬂ@//%é/m %f? %p/y/ M%

Location of injury occurrence:

___ Patient’s Room ___ Physical Therapy Dept. —__Radiology _Abor & 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. ] W /’ 1_7{%/% %QWM /§/§ %%%L

Describe misdiagnosis made, if any, of the patient's actual condition. A//Z

of anesthesia, or name of drug used for treatment, with detail of administration.

Describe the operation, diagnostic or treatment procedure causing the injury. Use nol?e /:l?ture and/or descriptions of the procedures used. Include method
L4 7 ,

M

Describe the prin&w %ry ix'}wg rise to the claim. Use nomenclature and/or descriptions of the injury. Include type of adverse sffect from drugs where
applicable. __< (/’ 1L /ﬁ/:

V,\V['

Safety management steps taken by thg icensee to make.similar courrences less likely. Wﬁé //% ﬁF IWZ/
el 51 e,

| affirm that these statements are jrue and corféct and recognize éat providing false information may result in disciplinary action against my ficense or criminal
penaities pursuant to Sections 455.624, 45¢'327\4549. %WSQ.OW, 460.413, 461.013, 775.082, 775.083, and 775.084, Florida Statutes.

Signature of Physician;

Qur records indicate the following re

Incident Seftlement
Date Date

AAVALZAN
st onA,

lement Incident Settiement incident Settlement incident Settiement
Date Date Date Date Date Date Date

1 11/17/1991 - 9/13/96
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FLORIDA DEPARTMENT OF

Jeb Bush HEA I I Robert G. Brooks, M.D.,
Governar Secretary

October 19, 1999

MICHAEL { HERTZ, M.D.

505 HAZEN STREET
#204
PAW PAW, MI-49079

Dear Dr. HERTZ

We have not received a response as of September 17, 1999, {0 a letter we sent to you asking you to verify the
correctness of your profiling data which is to be published on the World Wide Web. Please review the profile
information contained in this letter for any changes, corrections, and/or omissions to insure the information that will
be published is correct. Even if you have no changes, check the correct box below and return it to the Department
at Post Office Box 6330, Tallahassee, Florida 32314-6330. If you do have changes, please indicate them directly on
this letter. If you do not respond to this request within two weeks of the date of this correspondence your profile will
be published as it appears in this letter.

[3 My profiling information is correct.

FLMy profiling information is incorrect; changes are noted below.

l. Practitioner Information

License Number : 35436 License Status . ACTIVE CLEAR
Profession : Medical Doctor Year Began Practicing : 01/01/1980

Primary Business:

FL
Secondary Locations:

Staft Privileges:
Institution Name City State
WEST BOCA MEDICAL CENTER BOCA RATON FLORIDA

Faculty Appointments:

This practitioner has had the responsibility for graduate medical education within the last 10 years.

2020 Capital Circle SE, BIN # C-10 « Tallahassee, FL 32399-3260
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This practitioner currently holds faculty appointments at the following medical/health related institutions of
higher leaming:

Title : Institution : City : State

1. ASSISTANT CLINCAL PROFESSOR : MICHIGAN STATE UNIVERSITY COLLEGE OF HUMAN
MEDICINE : EAST LANSING : MICHIGAN

Participates in Medicaid Program:

The practitioner did not indint}ine/she participates in the Medicaid prograW

Educ.ation and T‘raining ’/ﬁfé /% ng %Wg/(
WIE 20, T AR T A e 4170 s

Other Health Related Degrees:

The practitioner did not provide this mandatory information.

Professional and Postgraduate Training
This practitioner has completed the following graduate medical education:
Program Name : Program Type : Specialty Area : City : State/Country : Dates Attended

INAI HOSPITAL : INTERNSHIP : OBG - OBSTETRICS AND GYNECOLOGY : DETROIT :
ICHIGAN : 3/1/76 - 2/1/77

%INAI HOSPITAL : RESIDENCY : OBG - OBSTETRICS AND GYNECOLOGY : DETROT :
AN : 3/1/77 - 3/1/80

Specialty

This practitioner holds the following certifications from specialty boards recognized by the Florida board
which regulates the profession for which he/she is licensed:
Specialty Board : Certification

1. AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY :

Optional Information

Committees:/Memberships

This practitioner has not indicated any committees on which they serve for any health entity with which they
are affiliated.

Professional or Community Service Awards

This practitioner has not provided any professional or community service activities, honors, or awards.
Publications

This practitioner has not provided any publications that he/she authored in peer-reviewed medical literature
within the last ten years.

Languages Other Than English

A

2020 Capital Circle SE, BIN # C-10 » Tallahassee, FL 32389-3260
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This practitioner has not indicated that any languages other than English are used to communicate with
patients, or that any translation service is available for patients, at his/her primary place of practice.

Other Affiliations
This practitioner has provided the foliowing national, state, local, county, or professional affiliations:

1. LAKEVIEW COMMUNITY HOSPITAL,P
2. BRONSON METHODIST HOSPIT.

E-Mail Address ) W
Not Provided

Other State Licensure

This practitioner has not indicated any additional state licensure.

Vi.  Financial Responsibility

I do not practice medicine in the State of Fiorida.

Vil. Criminal Offenses

The criminal history information, if any exists, will be incomplete; federal criminal history is not
available to the public. The criminal history information provided by the practitioner has not been
completely verified at this time. All criminal history checks should be completed by March 2000.

This practitioner has indicated that he/she has NO criminal offenses.

VIIl. Final Disciplinary Action (Within last 10 years)

Pursuant to section 455.5651(5), F.S. the profile will not include disciplinary action taken by a
hospital or ambulatory surgical centers licensed under chapter 395, F.S.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a specialty board.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a licensing agency.

This practitioner has indicated that he/she has NOT had any final disciplinary action taken against him/her
within the previous 10 years by a health maintenance organization, pre-paid health clinic, nursing home,
out-of-state hospital or out-of-state ambulatory surgical center.

This practitioner has indicated that he/she has NEVER been asked to or allowed to resign from or had any
medical staff privileges restricted or revoked within the previous 10 years by a health maintenance
organization, pre-paid health clinic, nursing home, out-of-state hospital or out-of-state ambulatory surgical
center.

IX.  Liability Claims Exceeding $5,000.00 (Within last 10 years)

Settlement of a claim may occur for a variety of reasons that do not necessarily reflect negatively on
the professional competence or conduct of the physician. A payment settlement of a medical
malpractice action or claim should not be construed as creating a presumption that medical
malpractice has occurred,

Incident Date County Judicial Case # Settlement Date Amount  Policy Amount
11/17/91 PALM BEACH 93-6113AB06 9/13/96 30000

2020 Capital Circle SE, BIN # C-10 » Tallahassee, FL 32399-3260

O 2 O e




R

*- .

If you wish to make changes to the profile after it has been published, please submit them to 2020 Capital Circle
SE, Bin # C10, Tallahassee, Florida 32399-6230.

If you have any guestions or comments, call (850) 410-3359 Extension 2009,

Sincerely,

Bureau of Operations

2020 Capital Circle SE, BIN # C-10 « Tallahassee, FL 32393-3260
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Flonda Department of Health - Board of Medlcme
‘License Renewal Notice
Active (group 2) Medical Doctor License # ME 35436 expires January 31, 2002,

To avoid a delinquent charge, the fee of $598.50 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $791.00.

1..CHANGE OF MAILING ADDRESS: s . DEPARTMENT USE ONLY
Current Mailing Address: New Mailing Address:
M|CHAEL [SRAEL HERTZ ‘Licensees Last Name First Middle nitial
505 HAZEN STREET
#204 A
PAW PAW, Ml 49079 Steet Address
Y State Lo
:Phone: ( )

2. CHANGE OF PRACTICE LOCATION:

Current Practice Location: New Practice Location:
505 HAZEN STREET Attn
#204 Street Address

PAW PAW, MI 49079

City. State Zip:

iPhone: ( )

3. Chapter 458, F.S., requires a background check to renew a license, please review the followmg data to venfy that
the mfonnatlon |s correct, please make any necessary corrections. ThIS information is critical m ensunng that
~background checks are attnbuted to the correct licensee. o

Description  Department Information Information is Accurate = Correct Information

Social Security # : () Yes ( O No
Date of Birth 11/10/49 () Yes (O No
Sex Data Missing () Yes ( ) No
Race Not Given O .yes. . (ONo

Race Options: White, Black, Native, Asian, Other, Hispanic & not given

4, COMPLETE THE FINANCIAL: RESPONSIB[LITY FORM ON THE REVERSE SIDE OF THIS FORM.

5. MILITARY STATUS: « , A
() 1am requesting Military Restricted Status. (Military Restricted must submit proof of active military duty. Attach a copy of
your current active duty orders or a letter from your Commanding Officer.)
() Please remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Officer.)
6. Will you be available to provnde health care services in special needs shelters or to help staff disaster medlcal
assistance teams during times of emergency or major disaster?

Yes
7. THERE ARE TWO RENEWAL METHODS AVAILABLE:
A. Internet E-Renewal: Web address http://www.doh.state.fl.us/erenewal

E-Renewal allows you to make address changes. E-Renewai does not allow you to renew online by adding or removing a
status, such as paying a delinquency fee or changing a license status. Due to high wolume, allow sufficient time to renew
since e-Renewal will not be availabie after midnight Eastern Time (ET) January 31, 2002. E-Renewal will require the
following information:

License Number: ME 35436
B. U.S. Mail:
Mail this completed renewal form and fee payable to the Department of Health to:
P.O. Box 6320
Tallahassee, Florida 32314-6320
8. Other Information:

ieumber zsot 2020 sewencenomoer s |[RNNNUIAT




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 |- CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

D1 1do not have hospital} staff priviieges and | 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,

(D2 lhave hospital staff privileges and | have established an irrevocable letter of credit or escrow accountin an amount of
$250,000/8750,000, in accordance with Chapter 675, F. 8., for a letter of credit and s. 625.52, F. S_, for an escrow account.

3. I do not have hospital staff privieges and | 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
unders. 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
unders. 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. 627.367, F.S. | further certify that | have been continuously insured with an entity as outlined
above for the past two years (retroactive coverage) or if | seek insurance from a different entity providing insurance: | will
purchase retroactive coverage for the two years proceeding my inception date of coverage | further certify that in the event my
coverage is terminated or that | desire to become uninsured and meet the financial responsibility requirements through other
provisions in s. 458.320 or 459.0085, F.S., | will maintain coverage for incidents which may have occurred during the two years
preceding my becoming uninsured.

a4 have hospital staff privileges and | have professional liability coverage in an amount not less than $250,000 per claim, with a
minimum annual 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 unders. 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. 627.367, F .S.
| further certify that | have been continuously insured with an entity as outlined above for the past two years (retroactive coverage)
orif | seek insurance from a different entity providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. | further certify that in the event my coverage is cancelied or that | desire to become uninsured and
meet the financial responsibility requirements through other provisions in s. 458.320 or 459.0085, F.S.. | will maintain coverage for
incidents which may have occurred during the two years preceding my becoming uninsured.

5. | have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgements up to the
minimum amounts pursuant to s. 458.320(5)(g)1 or 459.008S(5)(g)1, F. S. | understand that | 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 | have decided not to carry medical malpractice insurance. | understand that such a sign or
notice must contain the wording specified in s. 458.320(5)(g) or 459.008S(5)(g), F. S.

CATEGORY Il - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

e, | practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or
subdivisions;

(7. Ihold a limited license issued pursuantto s. 458.317 or 458.0075, F. S., and practice only under the scope of the limited license;
8. Idonot practice medicine in the State of Florida;
D 9. I meet all of the following criteria:

(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
(b

)

) I 'am retired or maintain part time practice of no more than 1000 patient contact hours per year,

{¢) 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) | have not been subject, within the past ten years of practice, to license revocation or suspension, probation for a period
of three years orlonger, 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. | understand if | am claiming an exception under this section that | 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 | have decided not to carry medical malpractice insurance. | understand such a sign or
notice must contain the wording specified in's. 458.320(5)(t) or 459.0085(5)(t), F. S.: or

(10, 1 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),




DATE: L~
NAME:

ROLL #: - i
CAMERA: II

35 13

Department of Professional Regulation

A
o oo Board of Medical Examiners
Secretary 2009 Apalachee Parkway - Tallahassee, Florida 32301
Nancy Kelley Wintenberg (904) 48B-7614

Februsry 10, 1981

TO WHCM 1T MAY CONCHIN:

This is to certify thaty ol . Herss ¥.D,

is licensed to practice oine and suryery In the State of Florida.
Ho was issued lisensa No. 1ghag » by the
Florida State Board of cal Examiners on 10-11~76_ '

Thig license, No. + has nevar been suspended or revoked
and is in full foree ana cffoct,

FIORIDA STNTE BOARD
W '
rothy J ‘cloth

Fxecutive” Director

BOARD SEAL:

d. Carver Boyd, M.D. Ben M. Cole, M.D. Richard T Conard, M.D. Richard J. Feinstein, M.D. ]
Alberto M. Hemandez, M.D. Robert B. Katims, M.D. John N. Sims, M.D. Jeraldine Smith ¥
Rau! Vuldes Fault Dana V. Wallace, M.D. Robert N. Webster, M.D. . .




NORTH BROWARD HOSPITAL
201 SAMPLE ROAD
- -POMPANO BEACH, ,FLQR!DAA ~

33004
TELEZPHONK 9418300

George S. Palmer, ¥.D.

- Executive Director
Florida Board of Medical Examiners
Oakland Building, Suite 220
2009 Apalachaee Parkway
Tallahassee, Florida 32301

RE:  MICHAEL MERTZ, M.D,

Deer vr, Palmer:

The above namec physician has applied for membersh1§> to the Medical
Staff of North Broward Hospital, It would be greatly appreciated if A
you could verify the {nformation concarning his Florida License. [ i

Thank you for your cooperation.

smcey ’ License No 35 437ll "7'(
‘ {ssued:, /O/,Ll] jq

Robert L. Kennedy

Administrator variied bvow(&”’”

/p3

Datas Sl 5-{ qj
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NAME: (Do o e R T R
CAMERA: 1 ¢ ROLL #: .- i . .

T

35430

NORTH BROWARD HOSPITAL
201 SAMI'LE ROAD
POMI’ANG BEACH, F10RIDA

31084 - o
TELEPHONE Q41.8300

March 31, 1981

George S, Palmer, M,D,

Exacutive Director

Florida Board o7 Madical Examiners
Oakland Buildiny, Sufte 220

2009 Apalacheqr Parkway
Tall¢'asses, Florida 32301

RE: MICHAEL I, HERTZ, M.,
#35436

Osar Dr, Falmar:

The tbnve named physician has applied for membershig: to the Medical
Staf” of No ‘h Oroward Hospttal. It would be greatly appreciated ¢
you could verify the information concerning his Florida License,

Thank you for your cooperation,

S1ncvy,

74

AL Al
Potert L., Keanedy /

Adninistrator

Licnen Ma, > Y q’ 3(— L

AR 2
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SEPTEMBER
DEPARTMENT OF PROFESSIONAL AND OCCUPATIONAL REGULATION
e STATE ROARD OF MEDICAL EXAMINERS OF FLORIDA

O8NLAND B DING, SUITE $20
1006 AV

- TaLLAMASSIR. FLORIGA 20380 [ *'*“5‘":1*\1—\;‘"
R ——— e _
T T T e 4
KT
e Teeiso o0 T MICHIGAN Board of Medictne o ’

- - . P.0. Box 30018 ‘) S L _August 29, 1979 i
806 Southland - I : o
) o Lansing, Michigan 48909 Co St
T T FROM: GearpePelmot, M.D. Executive Diroctor ]

o - Florido State ioard of Medical Exaruiners T T e e e

e e . The following dectn has made uppliention 1o take the | for medica} l in Floride, o ST T

e T THe uates that be -ty Jivenscd-to pravice medicine In_your state, Wi you please complets the lum hnlon ud
! retutn it to this office st your carliest canvenience?

“Thank you for your conperstion

L] L] L] - e L] ]
Name—_ o JMICHAEL ISRAEL HERTZ, M.D.
Gradunted: Wayne State University,  _May 23, 1976  »f .
License Numberi_... ... 37973 _ﬁﬂ'—‘ isaved) June 21, 1977 _ﬂ&_‘

<
By written o Wumnn.mm.ﬂ.éé‘.; Through Reolprocity

License is in good mtanding_ . dgCtd =T

Licenan has been revoked or dog... S Te2

¥

Howson

Deiogalory informalion:.... .S Ble Koot J—

Temarks:

g /é’_(-z v sor
s“n’d 7‘ 1ee v SEFRETARY

(11 additiona eps: < o neceled please use back of page)

oue_4/31/79
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Florida Department of Health - Board of Medicine
LICENSE RENEWAL NOTICE
Active Medical Doctor License # ME 35436 expires January 31, 2005.

s
Recg@ived Date . 111704
Depgsit Date : 111104

The fee of @ nd the renewal notice must be postmarked on or before January 31, 2005,
Renewal notices postmarked on or after February 1, 2005 require a renewal fee of $838.00.

Chebk Amount ; $454 .00

1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE LGEATION: 1501
This address will be used for all correspondence  This address will be printed on your license
from the Department of Health. and posted on the Internet.
MICHAEL ISRAEL HERTZ 505 HAZEN STREET
13322 N. BOULEVARD #204
SUITE A PAW PAW, M| 49079

VICKSBURG, Mi 49097

3. RENEW ON LINE TODAY!
Go to www .doh-mgaservices.com and renew your license, change your address, update profile information, and confirm
information maintained by the Department. Listed below is your user id and password for online senices. If you renew online,
you will receive a temporary license upon successful completion of your renewal. Oniine renewals are processed immediately
and your license status is updated online within seven business days.

4. CHANGES TO CURRENT LICENSE INFORMATION:

If you have any changes to the name, mailing address, practice location address, license status or military
status information associated with your license, please provide the updated information in the appropriate
fields of section 7 on the back of this form.

5. THERE ARE TWO RENEWAL METHODS AVAILABLE:

A. Online Renewal: Visit www.doh-mgaservices.com go to the Practitioner [Logon box, select your profession
and enter your ID and password. If you are requesting a status change you will be ineligible to renew your license
online. The system will be available for renewals untii midnight, Eastem Stancard Time (EST), January 31, 2005.

- To use the online system, you will need the following information: ’ ’

{Note: Account Id and Password must be entered exactly as they appear, }
The online renewal system will allow practitioners to update their addresses, update profile information and to
confirm licensee information maintained by the Department. Practitioners will receive a temporary license upon
successful renewal before logging out of the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:

Department of Health
Division of Medica!l Quality Assurance

PO Box 6320
Tallahassee, FL 32314-6320

6. Other Information:

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number: 27601 Sequence Number: 1655 R AR S m

- Profession Code: 1501 20 20

Please make changes to your license information in section 7 on the BACK of this form.

e 1o guatity haalch %




7. CHANGES TO CURRENT LICENSE INFORMATION: .

PLEASE READ THIS SECTION CAREFULLY BEFORE MAKING ANY CHANGES:
To indicate changes in any section, complete the change indicator oval like this (X))
When providing updated information, print each character inside the box like this EEEB

Use black/blue pen or No.2 pencil only for all changes.
(O  CHANGE OF NAME:

Name changes require legal documentation showing the name change. Please make sure that a photocopy of one of
the following accompanies this form: a marriage license (marriage license must indicate the original signature and
seal from the clerk of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g.,
adoption, name change, or federal identity change). Any one of these will be accepted unless the department has a
question about the authenticity of the document. A driver's license or social security card is not considered legal
documentation.

If the name change cannot be completed, your license will be renewed using the current name.

tasthame | | [ [ [T TTTTTITTTTITITTIT]
FrstNames] | [ [ | [ [T TTTTTTT]
Midggame:[i ] ] [ JJ ] [ ] lee:[ l l I_lSufﬁx:[ ]T] ,(Jr,Sr,I.II,eIc‘) Qualiﬂer:D]:D(PhD,DDS,elc.)

CHANGE OF MAILING ADDRESS:

wendorsl | | [T LTI LTI T TTTITTTITTT]
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sate ] | o | [ L] [ TIT]  eone(CTTDITTETTTT)
CHANGE OF PRACTICE LOCATION: (T hlis address can not be a Post Office Box)
l

ga“Ulll]!l L1
Street Addr‘l:U }ﬁ!ﬁ[zlzl . le[L
Street Addr2: é|[/1 ) HET ] l ] |

L1
el A) AISBINEG] | | | ]
State:@m 2ip: - Phone:l ]Zi‘ayl ) IZL?W’ l- Blzgq/l

CHECKLIST FOR MAILING RENEWAL FORM -
if mailing your renewal form, use the checklist below as a guide for enclosing all the required items to ensure a
smooth renewal. If renewing by mall, allow 4-8 weeks processing time.
REQUIRED: () Renewal notice

(O Check or Money order written to Department of Health

(D Financial responsibility form (check only one item on the FR form)

(O Mail to: PO Box 6320, Tallahassee, Fiorida 32314-6320

T
REERRREREE

If you are renewing to active status, would you be availabie to provide health care services in
special needs shelters or to help staff disaster medical assistance teams during times of
emergency or major disaster?

O Yes
CHANGE OF LICENSE STATUS:

o lwish to change my status from Active to Inactive. The fee for an inactive receipt is $415.00. The fee for inactive after
January 31, 2005 is $900.00.

CHANGE OF MILITARY STATUS:
Q I am requesting Military Restricted Status. (You must submit proof of active military duty. Attach a copy of your current
active duty orders or a letter from your Commanding Officer.) The fee for military restricted is $00.00.

DISPENSING:

O I wish to dispense medicinal drugs for a fee from my practice tocation and | understand an annual inspection of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner is $100.00 in addition to
your renewal fee.
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FINANCIAL RESPONSIBILITY

NAME: %%% /%’ ///) LICENSE NUMBER: Wvé

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.

OPTION I: FINANCIAL RESPONSIBILITY COVERAGE

01, 1 do not have hospital staff privileges and | have established an irrevocable letter of credit or an escrow account in an amount

of $100,000/8300,000, in accordance with Chapter 675, F. S., for a letter of credit anc. s. 625.52, F. S., for an escrow account.

02. I have hospital staff privileges and | have estabiished an irrevocabie letter of credit or an 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.

0a3. I do not 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.5., from a risk retention group as defined
under s. 627.942, F.S., from the Joint Underwriting Association established under s. €27.351(4), F. S., or through a plan of self

insurance as provided in s. 627.367, F.S

D4. I'have hospital staff privileges and | have professionat liability coverage in an amount not tess than $250,000 per claim, with a
minimum annual aggregate of not less than $750,000 from an authorized insurer as defined under s. 624.09,F. 8., 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 se!f insurance as provided in
8.627.367, F.S.

as. I have elected not to carry medical malpractice insurance, however, | agree to satisfy any adverse judgments up to the
minimum amounts pursuant to s. 458.320(5)(g)1 or 459.0085(5)(q)1, F. S. | understand that | must either post notice in the
form of a "sign” prominently displayed in the reception area or provide a written staternent to any person to wham medical
services are being provided that | have decided not to carry medical malpractice insurance. | 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.

OPTION II: Financial Responsibility Exemptions

o1, | practice medicine exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or
subdivisions;

02. I 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;

E‘{ | do not practice medicine in the State of Florida:

04. | meet all of the following criteria:
(a) | have held an active license to practice in this state or another state or some combination thereof for more than 15 years;
{b}  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 $25,000 wiithin the previous five-year period;
(d) | 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 refinguishment of license stipulation, consent order or other
settiement offered in response to or in anticipation of filing of administrative charges against a license shall be construed as
action against a license. | understand if | am claiming an exception under this section that | 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 | have decided not to carmry medical malpractice insurance. | understand such a sign or notice must
contain the wording specified in s. 458,320(5)(g) or 459.0085(5)(g), F. S.; or

0as. | practice only in conjunction with my teaching duties at an accredited medical sehool or its teaching hospitals. (interns and
residents do not qualify for this exemption).




BRONSON METHODIST HOSPITAL

CHECK NO. 119891

CONTROL NO. 4100

NC20 VENDOR # D632004 CHECK SEQ. NO. 6

TNVOICE ¥ INV DATE PURCH ORDER ¥ GROSS AMOUNT DISCOUNT NET AMOUNT

DR M. HERTZ LI 10/18/2004 454.00 0.00 454.00
TOTALS: 454.00 0.00 454 .00




Florida Department of Health - Board of Medicine
LICENSE RENEWAL NOTICE
Active Medical Doctor License # ME 35436 expires January 31, 2005.

The fee of $454.00 and the renewal natice must be postmarked on or before January 31, 2005.
Renewal notices postmarked on or after February 1, 2005 require a renewal fee of $839.00.

DEPARTMENT USE DNLY

1. CURRENT MAILING ADDRESS: b 2. CURRENT PRACTICE LOCATION:
This address will be used for all correspondence This address will be printed on your license

from the Department of Health. and posted on the Internet.
MICHAEL ISRAEL HERTZ 505 HAZEN STREET

13322 N. BOULEVARD #204

SUITE A PAW PAW, M| 48079

VICKSBURG, Ml 49097

3. RENEW ON LINE TODAY! _ e -
Go to www.doh-mgaservices.com and renew your license, change your address, update profile information, and confirm
information maintained bythe Department. Listed below is your user id and password for online services. If you renew online,
you will receive a temporary license upon successful completion of your renewal. Online renewals are processed immediately
and your license status is updated online within seven business days.

4. CHANGES TO CURRENT LICENSE INFORMATION:

If you have any changes to the name, mailing address, practice location address, license status or military
status information associated with your license, piease provide the updated information in the appropriate
fields of section 7 on the back of this form.

5. THERE ARE TWO RENEWAL METHODS AVAILABLE:

A. Online Renewal: Visit www.doh-mqaservices.com go to the Practitioner Logon box, select your profession
and enter your ID and password. If you are requesting a status change you will be ineligible to renew your license
online. The system will be available for renewals until midnight, Eastern Standard Time (EST), January 31, 2005.
To use the online system, you will need the following information:

(Note: Account Id and Password must be entered exactly as they appear.)

The online renewal system will allow practitioners to update their addresses, update profile information and to
confirm licensee information maintained by the Department. Practitioners will receive a temporary license upon
successful renewal before logging out of the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Health to the following address:

Department of Health

Division of Medical Quality Assurance
PO Box 6320

Tallahassee, FL 32314-6320

6. Other Information: . ;

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, inciuding continuing education credits.

File Number 27601 Sequence Number 1655 (O LR

Profession Code: 1501 20 20

Please make changes to your license information in section 7 on the BACK of this form.



7 CHANGES TO CURRENT LICENSE INFORMATION: . ' ' _ o -

'PLEASE READ THIS SECTION GAREFULLY BEFORE MAKING ANY CHANGES
To indicate changes in any section, complete the change indicator oval fike this

When providing updated information, print each character inside the box like this _
Use black/biue pen or No.2 pencil only for all changes E..a.
(O CHANGEOFNAME: .

Name changes require tegal documentatlon showmg the name change. Please make sure that a photocopy of one ¢
the following accompanies this form: a marriage license {marriage license must indicate the original signature and
seal from the clerk of the court), a divorce decree indicating restoration of your maiden name, or a court order (e.g.,
adoption, name change, or federal identity change). Any one of these will be accepted unless the department has a
question about the authenticity of the document. A driver's license or social security card is not considered legal
documentation.

If the name change cannot be completed, your license will be renewed using the current name.
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CHECKLIST FOR MAILING: RENEWAL FORM
if mailing your renewal form, use the checklist below as a guide for enclosing all the requ:red items to ensure a
smooth renewal. If renewing by mail, allow 4-6 weeks processing time.
REQUIRED; ___ Renewal notice

(D Check or Moneyorder written to Department of Health

(D Financial responsibility form (check only one item on the FR form)

> Mall to: PO Box 6320, Tallahassee, Fiorida 32314-6320

City:

State:

£

If you are renewing to active status, would you be available to provide health care servmes in
‘special needs sheiters or to. heip staff dlsaster medlcal -assistance teams durlrlg tlmes of
emergency or major dlsaster‘> o o L -

Yes

CHANGE OF LICENSE STATUS: .

I wish to change mystatus from Active to Inactive. The fee for an inactive receipt is $415.00. The fee for inactive after
January 31, 2005 is $900.00.

0 0O

CHANGE OF MILITARY STATUS:
I am requesting Military Restricted Status. (You must submit proof of active military duty. Attach a copy of your current
active duty orders or a letter from your Commanding Officer.) The fee for military restricted is $00.00.

DISPENSING: - _

Q | wish to dispense medicinal drugs for a fee from my practice location and | understand an annual inspection of my
dispensing records will be conducted. The fee for registration as a dispensing practitioner is $400.00 in addition to
your renewal fee.

0




PART B ME 35436 RENEWAL NOTICE .
STATE OF FLORIDA DEPARTMENT OF HEALTH

BOARD OF MEDICINE
IMPORTANT: BY SUBMITTING THEAPPROPRIATE RENEWAL FEES TO THE
DEPARTMENT, A LIC RA] CO LlANCE WITH ALL REQUIREMENTS YOUR MEDICAL DOCTOR LICENSE

Licensee‘slastN e 77 /e j Middle Initiat WILL EXPIRE  JANUARY 31, 2000
Street Address
- Strect Address REMIT FEE OF $355.00
T — soe % $705.00  AFTER EXPIRATION
L

'MICHAEL ISRAEL HERTZ
505 HAZEN STREFET
#204

PAW PAW, Ml 49079

A

7
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ORI CLEPARYMERY 07 |

HEALTH'

Division of Medical Quality Assurance
P.O.Box 6340

Tallahassee, Florida 32314-6340

‘A‘**A U T 0***

PRSRT FIRST-CLASS
US POSTAGE

PAID

TALLAHASSEE, FL-32301
PERMIT NO. 543

35436

38:63:24815 ***  Important License Information ***

MICHAEL ISRAEL HERTZ
3976 DEER GLEN DRIVE
ANN ARBOR, Ml 48108

:481082707760:




Your license is scheduled for renewal within the next 5 months. You are required
to review and, if appropriate, update your profile before renewing your license. In
addition, Section 456.042, Florida Statutes, requires you to submit profile updates
within 15 days of any changes.

You may review, update and confirm the accuracy of your practitioner profile
information online by visiting www.FLHealthsource.com. Select
LICENSEE/PROVIDER, click on VIEW PROFILE, and Login with your Account ID
and Password. If you make changes to your profile, BE SURE to click on "confirm
changes” to update the Department's information system.

If you have any questions, please contact the MQA Call Center at (850) 488-0595.




I

Division of Medical Quality Assurance
P.O. Box 4839
Tampa, Florida 33677-4839

** License Renewal Notification ***
MICHAEL ISRAEL HERTZ
3976 DEER GLEN DRIVE
ANN ARBOR, M| 48108



License Renewal Notification

Your Medical Doctor License # ME 35436 will expire at midnight, Eastern Standard Time (EST)
on Thursday, January 31, 2013.

Please log onto www.FlLHealthsource.com and follow these steps:
1. Click Renew My License and log in.
2. Click Renew License and select your renewal option:
a. Renew on-line
b. Print your renewal notice to submit with your payment via mail

You will be prompted to complete the Physician Workforce Survey online.
Renewals by mail MUST include the renewal form, not this postcard.

Visit www.cebroker.com/subscribe to purchase your optional subscription and
track your continuing education credits.

Section 456.0635, F.S., may affect your ability to renew your license. Please visit
http://lwww.doh.state.fl.us/mqallaws.html for more information.

Remember, all renewals MUST be submitted no later than January 31, 2013 in order to avoid
a delinquent fee. Questions? Contact the MQA Call Center at (850) 488-0595.




