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October 28, 2015 
 
** sent via email and US Mail 
 
 
Dr. Karen Lesser 
U of A Dept of OB/GYN 
1501 N Campbell  
PO Box 245078 
Tucson AZ 85724-0002 
 

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

1.) Please complete attached application addendum. (this is an updated 
questionnaire, please complete and return) 

2.) Please provide government issued document that contains a photograph. 
(ie: passport, driver’s license) 

            **Please do NOT fax photos; they do not come across clear.  Scanned 
copies or pictures of the photo may be emailed or mailed** 
 
 
PLEASE NOTE: If the above items are not received within 60 days of this notice,  your 
Arizona Medical License will expire  on its scheduled expiration DATE. Any items that 
are received after the 60 day period will not be accepted.  If your license expires you 
may reapply as an initial applicant. 
 
 
Should you wish to appeal any item in this deficiency letter you must submit 
your request for a hearing to the Board pursuant to AAC R4-16-206(B)(2) within 
30 days from the date of this notice.   
 
A.R.S. § 32-1430: 
B. A person renewing an active license to practice medicine in this state shall provide 
to the board as part of the renewal process a report of disciplinary actions, restrictions 
or any other action placed on or against that person's license or practice by another 
state licensing or disciplinary board or an agency of the federal government. This action 
may include denying a license or failing the special purpose licensing examination. The 
report shall include the name and address of the sanctioning agency or health care 
institution, the nature of the action taken and a general statement of the charges 
leading to the action taken. 
C. The licensee shall submit proof with the renewal form of having completed a training 
unit as prescribed by the board relating to the requirements of this chapter and board 
rules. 



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

 
R4-16-207. Time-frames for License Renewal; Expiration 
B. For license renewal, the administrative completeness review time-frame described in 
A.R.S. § 41-1072(1) is 45 days and begins on the date the Board receives the renewal 
application. 
1. If the required application is not administratively complete, the Board shall send a 
written deficiency notice to the applicant. 
a. In a deficiency notice, the Board shall state each deficiency and the information 
required to complete the application or supporting documentation. 
b. Within 60 days after the Board sends a deficiency notice, the applicant shall submit 
to the Board the requested documentation or information specified in the notice. The 
time-frame for the Board to finish the administrative completeness review is suspended 
from the date of the notice until the date the Board receives the requested 
documentation or information from the applicant. 
D. If a person holding an active license does not apply for license renewal according to 
the biennial renewal requirement or fails to meet time-frame requirements under this 
Section, the person’s license expires according to provisions prescribed under A.R.S § 
32-1430(A) unless the person is under investigation according to provisions prescribed 
under A.R.S. § 32-3202. 
 

 
Tiffany Thornhill 
Arizona Medical Board 
Licensing Renewal Coordinator 
Tiffany.Thornhill@azmd.gov 







Confirmation
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AMB - Physician Renewal - Confirmation (Step 8 of 11) 10/9/2015

Karen Beth Lesser

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

General Questions

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

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

No

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

No

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

No

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

No

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

No

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

No

7) Since 2009, have you had your authority to prescribe, dispense, or administer medications limited, restricted,
modified, denied, surrendered, or revoked by a federal or state agency? If so, provide an explanation.
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No

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

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

No

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

Physical/Mental Health and Substance Abuse Questions

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

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

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

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

Citizenship Status
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Specialty Certified? Practicing? Date
Certified

Expiration
Date

Primary
Specialty

Maternal & Fetal Medicine (Obstetrics &
Gynecology) Yes Yes   

Specialty 2 Obstetrics & Gynecology Yes Yes   

(Directory Address)
U Of A Dept Of Ob/Gyn 
1501 N Campbell P O Box 245078 
Tucson AZ, 85724-0002
Phone: (520) 626-6124
Fax: (520) 626-0961

U Of A Dept Of Ob/gyn
1501 N Campbell P.O. Box 245078 
Tucson AZ, 85724-0002

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

Specialties

Practice Address

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

Home Address

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

Mailing Address

alid address, if you have one. 
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CME Audit Information

Dates Type of CME Activity # of Credit Hours

11/14/2013 ACOG - Maintence of Certification Part II MFM
assignments 30

11/27/2014 ACOG - Maintence of Certificaiton Part II MFM
assignements 30

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

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

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

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

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

I Agree Yes No

MD Training Unit
Complete

You may wish to print this Page for your records.

After pressing the Next button, please be patient, as it may take a few moments to process your data and send you to
the payment page.
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AMB - Physician Renewal - Confirmation (Step 8 of 11) 11/14/2017

Karen Beth Lesser

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

General Questions

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

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

No

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

No

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

No

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

No

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

No

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

No

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

No

8) This question has been deleted

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

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

Physical/Mental Health and Substance Abuse Questions

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

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

2) This question has been deleted.
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Specialty Certified? Practicing? Date
Certified

Expiration
Date

Primary
Specialty

Maternal & Fetal Medicine (Obstetrics &
Gynecology) Yes Yes   

Specialty 2 Obstetrics & Gynecology Yes Yes   

U Of A Dept Of Ob/gyn
1501 N Campbell P.O. Box 245078 
Tucson AZ, 85724-0002
Phone: (520) 626-6174
Fax: (520) 626-0961

U Of A Dept Of Ob/gyn
1501 N Campbell P.O. Box 245078 
Tucson AZ, 85724-0002

Citizenship Status

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

Specialties

Practice Address

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

Home Address

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

Mailing Address

Contact:
Contact Phone:
Contact Email:
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You are required to enter a valid address, if you have one. 

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

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

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

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

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

I Agree Yes No

MD Training Unit
Complete

You may wish to print this Page for your records.

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

          




