STATE OF COLORADO

Department of Regulatory Agencies

Joseph AL Garcia
Executive Rirector

BOARD OF MEDICAL EXAMINERS
Susan Milier
Program Adminisieatos

1500 Broudwary, Suite 1300 Division of Registrations
Denver, €0 B0202.5140 Bruce M. Douglas, Direc
U353 5947690 ruce M. Douglas, Directar
Roy Remer
Covernor
May 24, 1996

Ruth K. Rutberg, M.D. . e
7516 19th Ave N.E. - -
Seattle, Washington 98115 5 % (@b
Dear Dr. Rutberg:

At a meeting of the Colorado Board of Medical Examiners held on May 16,
1996, your application for Colorado medical licensure was approved.

. Your license number is 35265, effective May 16, 1996,

All physician licenses expire during May of each odd numbcred year, and once
renewed are good for a two year period. Your license will expire May 31, 1997 -
please note this date. Notice of the renewal fee will be sent to you at the last
address of record in our files. It is important to inform the Board of any
changes in work or home address in order to ensure that your renewal packet
will reach you in a timely manner. A second renewal notice is not required by
law. It is the responsibility of each physician to remit the registration fee to

this office, even though the original notice fails to reach the physician. The
Board cannot assume responsibility for changes of address that do not reach

its office.

Sincerely,
FOR THE BOARD OF MEDICAL EXAMINERS

1 Gl

Rose Gotseff R
Office Manager

FOR THE DEAF AND HEARING IMPAIRELD: V/TDD (303) 894-7880
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STATE OF COLORADO

Department of Regulatory Agencies ARD OF MEDRICAL EXAMINER ”00 lfrf
1560 Broadway, Suite 1300 frh/,-,

Division of Regast'ﬂﬁ'ﬂRD UF MED‘CAL EXAM‘NE ' 1560 Braaday, St 1200
APR 2 9 B%Phone (203) 894-7690  V/TDD (303) 8945@

ﬁ]f; QF COLORADO

PPLICATION FOR A LICENSE TO PRACTICE M
READ ALL INSTRUCTIONS PRIOR TO COMPLETING THIS APPLICATION. ALL QUESTIONS ON THIS APPLICA m@Jsr BE ANSWERED, AND ALL
SUPPORTING DOCUMENTS MUST BE SUBMITTED WITH THIS APPLICATION PER INSTRUCTIONS. THE ENCLOSED CHECKLIST IS PROVIDED FOR
YOUR CONVENIENCE. PLEASE TYPE OR PRINT NEATLY. WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER.
YOU MAY REFRODUCE THESE BLANK FORMS AS NEEDED, BUT EACH COMPLETED FOARM YOU SUBMIT MUST BE IN QRIGINAL INK OR TYPE.
MAKE SUFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN.

’ OFFICE USE ONLY

) 1a. Name: Last Firat Middla Degree 1 ial rity Number [

; Rutberg Ruth Kibbee MD b ;
| - —— ~3’§’2’§’§?§«2? i,ﬁg&é« A
| 2. Other names - jndicate if nona. s '
I

Ruth K. Weinberg-maiden name

T3, Mailing Address: Nomber and SiraevRural Rowe, Apanmant Numbaor

[ --------- : 7516 19th Ave NE s
m m g
E - City State T g Country :
| Seattle Washington 98115 Usa
4, Telephone Number:  (area Coce) wDay Evening 5. Date of Binth:  Mo/Dayrvear Place of Birth:

(206) 527-4164

Summ copy of ygn;@mgﬂ or ;&JB& nois

7. Have you ever filed an application in Colorado? [ Yes [ No

. Sex

; Female
I

Male
H yes, give date of previous appllcation

8. List name and address of all colteges or universities where pre-medical instruction was received. Pre-medical instructions is limited to

that course work required for entrance to medical schoaol.
Regquost an officlal copy of trarscript, with seal of school affixed to be sent directly fram schaol 16 this offlce.
It eranscript ars not In English, sond o cortitied English Transtation

Perod of attendance

Name at School

Address and zip

From {Ma/Yr)

To (Ma/Yr}

Stanford University Stanford, CA 94305 9/83

6/88

L1 ———————— R

& st name and address of all schools where professional medical instruction was recsived.

Request an original L2 Form (Certificate of Medical Education) and an otticial copy of ranscripts, with aeel of achool affixed, Tram each acheol attended,

Cortificate and ranacript must be aent divectly from the achooi to this office.
It transcript are nat in Eaglish, soend o cartifled English Translation

Poried of attondinea
Name of School Adgross and Zip
From (Mo/¥r) ‘To (MovYr) Dagrae Grarted
Univ. of Washington Seattle, WA 98195 10/88 6/92 [BEvllw
License # R Date 5 i { Q(“‘f o)
(o res 30 oo 229116

Org. 8186 \ ee t ate L

Revisad 9/82

Revized 11495 N
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OFFICE USE OMLY

1.

Have you taken any of the following written examinations: National Boards, ECFMG, FLEX, LMCC, USMLE, or i
state written exam? ves [ No S e e C
f yos, request certlfication ot from each ination &g to be sent diractly from examination .Iagan;y‘t'o‘nﬁs; .dﬁm.( ! ‘-:“Sﬁmméryol‘ﬁqum:rém
Provlde photosapy of ECFMG Certiflcato #f applicabls. Provids information balow:
Exam Lozaton Date J.v L Rosut
~ NBME - I Univ. of Wash, . June 19390
NBME - Il Univ. of Wash. | September 1991
NEME - I1I Univ. of wWash. March 1993
11, Have you received and/or completed qualifying postgraduate training approved by the ACGME/AOQA in U.S. or
Canadian tacilities?
B ves £ No
1f you, provide infor botow. R an original L3 Form (Certificate of Compiation of ACGME/AGA Postgraduate Training) from anch racility attended for
internship and residency tralning.
Parind of attendance:
Name of facility Addrese a2 Specially rew ¢
From (MayYr| Ta (Ma/Yn
. .0Ff Washington |[OB GYN Box g égt)
ediceal (‘E“nh-‘g...... CSeattle WA 2 ? 29|, OB/GYN 7/92 6/36

19 A you naw ar vy oven buen uensed ko grsstics sadicne in ey State, teetony, dastacl, an counlng?
EIRET
!

See Instructions It yoi, provide inforation below:

[__jNe  noivde temporary licanses and instructional permite.  Regusest verification trom each to ba sent to the Coloradn Board

Dates ot practice in thig |urisdiction
Stale or country

LiCense number Date: ot saue

Fron Giotr T T
Washington MD00032317 11/16/94 6/92 | present i

VS

e

Are you now or have you ever practiced medicine in any state, territory, distri

ct, ot country, U.S. military, US.
Public Mealth, or any U.S. goverament agency? {See |& Form) Yes

C No

14, bave you evar been refused malpractice insurance, or has your malprachice insurance ever been cancelled or

rated at a higher premium due o past claims experience? __NO. . If yes explaia on a separate sheet and
pravide verification of same from insurange ¢company or state licensing board.

Have you ever been notified by any state, territory, district, country, U.8, government agency, state medical/
9stfzopathlc hoard of any complaint against you relative to your license to practice medicine? This includes. but is no
imited to. any allegations currently pending. ("] ves  [¥ No

il yes, give detsils below:

t

Stiate 1iste Chirge: Digposihion

Tomvrwe

R R

TR

tas any disciplinary action ever been taken regarding any healing arts ficense which you now hold or have
ever held? Include any disciplinary actions by the U.S. military, U.S. Public Health Service, or other U.S. federai
governmental entity. (Disciplinary actions in¢lude, but are not limited to, suspension, revocation, probation, prac-

tice limitations, reprimand, letter of admonition, censure, and any allegations currently pending.} O Yes No
it yor, give dotails below.
Liate ar govaramant agenzy Lata Charge Ligposition

.




QFFICE USE leu

17. Have you ever been denied a license, permission to practice mec{icine or any other healing art, or permission to
- take an examination in any state, country, or U.S. federal jurisdiction?

O Yes No

tt yus, give derails below:

Skale of gqovernment agency bDate Fecason for dental

18. Have you ever voluntarily surrendered a license to pragtice in the healing arts in any other state? This does not
inciude allowing your license to lapse solely due to payment of the renewal fee,

O ves No

If yes, explain on a separate sheet. Summarize bélow:

State Date Reason for surrende

19, Have you ever had staff privileges in a hospital limited or reduced, denied, suspended or revoked, or have you
. resigned from a medical staff in lieu of disciplinary action?

O Yes No

If yeu, explain on a separate abeet. Provide o copy of lettor of reaignation or hospital action. Summarizo detalls below:

: name of facility Addreas and zip Date fisasen for Action

20. Within the last five vears, have you engaged in any behavior or experienced any mental or physical healh
condition that might impair your ability to practice medicine safely and competently?

If yes, explain on a separate sheet, Be speclfic as to date of occurrences, the type of behavior or condition involved,
and what if anything tas been done to correct the behavior or condition.

21. Within the last live years, have you illegally or excessively used any controlled substance. habit forming
drug, prescription medication, or alcohol?

11 yes, expl!n on a separate 5!eet. Le specific as to date of accurrences, tha type of behaviar Involved,

and what it anything hag been done to correct the behavior.

22, Mave you ever recetved a deferred prosecutipn, a deferred judgement, bean g¢onvictaed of, or pled guilty or nola
contandere to a violation of any federal, state, or local law relating to the manufacture, distribution or dispensing
of controlled substances, or relating to drug abuse, including alcohol?

Jvyes & nNo

If yuu, explain on a saparate sheei. Summarize below:

Caia Court addrass and ap Violation Pranualty o disposition
i
pmna - i ul m;g%‘ ﬁ}v
23. Have you ever recewed a deferred prosecution, a deferred judgement, been convicted of or pled guilty or nolo gﬁf i G

contendere to, any felony in any state, territory, district, the United States, or a foreign country?
O Yes No

if yoz, give details bolow; Include any conviction that has been set aside. dismissed, or pardonad under the Constilution of Celorads, arlicle
|V, section 7, ar under any othar provision af law.

Date Court address andg 2ip viglaton Panally or dizposition

24, You must provide proof of malpractice insurance or an acceptable alternative as required by Colorado faw, or claim one of the séven exemp-
tions set forth in the enciosed insurance memo, See instructions in application packet, and inciude proat of ingurance (obtained from your
insurance carrier) or include a statement setting torth the basis for an exemption applicabie at the time you submit your application.




| heraby declare under penalty of perjury under
the laws of the State of Colorado, that the photo
of myself attached hereto, was takan

on or about _Febryary 11 19 26

my age then being __ 30 years;
color of hair __=+1ght brown

color of eyes Blue :
height __ .2 . ft 6 in
weight _ 150 s

identifying marks __ None

NOTE: ALL ITEMS IN THIS APPLICATION ARE MANDATORY; NONE ARE VOLUNTARY. FAILURE TO PROVIDE ANY OF
THE REQUESTED INFORMATION WILL RESULT IN THE APPLICATION BEING REJECTED AS INCOMPLETE.
The information provided will be used to determine qualification for licengure, per Section 12-36-107 and Section
12-36-111, C.R.S, which authorize the collection of this information. Applicants have the right to review their
application subject to the provisions of the Colorado Open Records Act. The Program Administrator of the
Colorado State Board of Medical Examiners is the custodian of records.

l, puth Kibbse Rutberg hereby make application for a license to practice medicine in the
S1ate of Colorado.

In so doing, 1 authorize all hospitals, institutions or organizations, my references, personal physicians, employers {past and present), business
and professional associations (past and present), and all government agencies (local, state, federal and foreign) to release to the Colorado State
Board of Medical Examiners or its successors any information, files or records requested by that Board relative to my qualifications as a physi-

cian and my eligibility for licensure.

PLEASE BE ADVISED THAT IN COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE 15 PUNISHABLE
BY LAW.

i state under penalty of perjury in the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the infarmation contained in this
application is true and correct to the best of my knowledge.

| understand that under the Colorado Medical Practice Act, providing false information is grounds tor denial, suspension or revocation of a medi-

cal license,
Bl Ltz 2/19/%

e
Signature L:"/ Date

L1D




STAIE OF COLORADO

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS

Division of Registrations 1560 Broadway, Suite 1300
Denver, Colorado 802025140 RECEIVED

Phone (303) 8947690, V/TDD (303) §94-7830

FEB 2 8 1396

CERTIFICATE OF MEDICAL EDUCATISRS FATION-SCHEDULING

MEDICAL SCHOOL: DO NOT COMPLETE IF PHOTOGRAFH OF APPLICANT/STIJDENT IS NOT ATTACHED BELOW.

This certifies that Ruth Kibbese Rutberg (formerly Ruth Kibbge Weinband)
FULL HAME OF APPLICANT

of 7516 19th Ave NE Ssattle WA 98115enrolled in University of Washington

NAME OF MEDIGAL SCHOOL

ADDRESS WHEN ENROLLED 'I 9 th
seattle, WA on the —-28ER- 4oy of  GateberSeptember 44 88
MONTH

LOCATION

and was granted the following credite on enrofiment:

Course of study Instifution Date completad | Credit awarded
(s C%;,g,.
%,
. - G
P
42 t e %;
. L T f
& & 14
x/”h ‘%‘ ré»’ i)
K7
@P
e

The undersigned furiher certifies that the records of this institution show that _&he altended in this institution _____ ____ of
r ol

cesident instruction, and that: DI, Rutberg completed a full course of study as a|:>;:n*ov’é’c’:’l’"E by “Fhe LCME.

X s/he was granted the degree Bachelor/Doctor of Medicine or Doctar of Osieopathy, or

[ s/he withdrew frem 12¢th
the above mentiened medical/ostevpathic school on the

day af June 19 92

Signed and the callege seal affixed t s £8th day of February 1996

g AM/?J(/
Trudy L. Furt(érry, FRedigenT seoreTaRY BB Certifying Officer
NOTES TO REGISTRAR AND APPLICANT

1. Medical School Seal MUST Be Imprinted Partially on the Photograph.

2. TRANSCRIPTS OF MEDICAL SCHOOL CREDITS MUST BE SUPPLIED WITH THIS
CERTIFICATE

3. Each school where professional medical instrustion was received MUST complete cne
of these forms. if more than one school wag attended, photocopies of this blank form may
mo made and used. Mote thal photograph and all entries to the form must be
ariginal.

NOT VALID WITHQUT SCHOOL SEAL

If no school seal piease indicate above next to signature of President/Sacretary/Dean.

L2




STALE OF C@LQR/‘\DO

Department of Regulalory Agencies BOARD OF MEDICAL EXAMINERS /Q, 6‘4
Division of Registrations 1560 Broadway, Suite 1300 Wi ? <o
Denver, Colorado 80202-5140 /7 & )
Phone (303) 894—7690, V/TDD (303) 894-7%/5. @%\ T 2,

CERTIFICATE OF COMPLETION OF ACGME/AQA POSTGRADUATEO@,/)MMNG

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL/OSTEOPATHIC SCHOOL GRADUATE COMPLET!NG STGRADUATE
TRAINING IN THE UNITED STATES OR CANADA DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT IS NOT ATTACHED

BELOW. PLEASE TYPE OR PRINT.

Rauth ibbae wa‘)erq

NAME OF &PPLICANT

This is to certify that

ur\‘\/erﬁf\/ O“’ w&SLu\ATOA Lchool of /"(eo(.clf\{

NAME OF MEDICAL/OETEOPATHIC SCHOOL

a graduate of

OB/GYN Box 356460

MAME AND ADDRESS OF FACILITY

University of Washington Medical Cenier

commenced postgraduate training in

Seattle, WA 98195

o Ju}-y l . 19 92 'and_rsirﬁﬂg

on ~ uae 3 ‘-) 19 96 This training consisted of months of actual
clinical instruction and is approved by the Aceredited Councii for Graduate Medical Education (ACGME). the American Osteopathic
Association (AOA), or the Coordinating Council of Medical Education of the Canadian Medicai Association (CCME) and consisted of the

following rotations:

List type and fengih ot training,

ROTATION LENGTH OF ROTATION

WAS THIS PHYSICIAN'S PERFORMANCE COMPLETELY SATISFACTORY? PLEASE CHECK ONE

IF NO, PLEASE ATTACH AN EXPLANATION.

| hereby declare under penalty of perjury under the taws of the State of Cotorado that

= the above statements are trug and correct and the facility is approved by the ACGME/
oLy “or the CCME 1o offer the type and tevel of training completed by the applicant
and: dwt the applicant was trained in an approved ACGME or CCME program

R r’osmor(

MAME HDK‘TZ)»J A sk vee , Ly

PROGRAM DIRECTOR

('f""‘ wmrow ) NOT VALID WITHOUT SEAL |
ADDRESS DT 015/@/{/“) AT S ?7‘41,%;,-1:',77-@,0*

SEAITE o A, O/
PHONE NUMBER (7.4: [}~ 547 305

DATE 3f¥[46 " it A
{ L _‘)

13%)

&GNATUREK/’

Bu—tmr— ¢

L3




*

Roard of Osteopathic

Medicine & Surgery C%
¢ (ertified Respiratory 'ff)
Care Practitioners \‘9&
= tiealth Care Assistants '
. Medical Quality STATE OF WASHINGTON N @(2
Assurance Commission : 7
+ Fudiatric Medical Board DEPARTMENT OF HEALTH & . G
] Radiologic chhnqlogy HEALTH PROFESS'ONS SECTION FIVE 4/\ {'Ja (’7(,
Program 1300 SF Quince St, MS 7866 * Olympia, WA 98504-7866 . (b ) 4? ’%&
X‘( ® /z,-'\
%, 0
February 13, 1996 %

State of Colorado Medical Examiners
1560 Broadway Suite 1300
Denver, CO 80202

I, Betty Elliott, Public Disclosure Officer, do hereby certify that a standard search of the
available records of the Medical Quality Assurance Commission indicates the following:

PHYSICIAN'S NAME Ruth Ruiberg, MD
LICENSE NUMBER: MD32317

ISSUE DATE: 11-16-94
EXPIRATION DATE: 1-5-97

DATE OF BIRTH:

ACCORDING TO OUR RECORDS, THIS LICENSE HAS NOT BEEN DISCIPLINED

If our records above show that the license has been disciplined, photocopies from the public
file are available upon written request. Send request to Medical Quality Assurance
Commission, P.O. Box 47866, Olympia, WA 98504-7866.

The information above is the only certification information by the Commission. to expedite
the certification process, the above format is the standard format prepared for all professions
regulated by this Commission. If you have any questions, please contact me at (360)664-8691.

Sincerely,

C ) .

55?%@ A LT
vy E iott

Public Disclosure Coordinator

(SEAL)

A "}



Lois . beiney avaluatdd

..(..le”ry Assurance Commifsion, '

BOARDOF MEDICAL EXAMINERS
MAY 2 0 1996

.(Lclnmaﬁ o Statk | STATE OF LULORADO

May (S 1994
8\5&,-17( 64“ M-@.ﬂlfcﬁ_[ E‘\gé\m‘luuj

6o ﬁr*w\o{.w.my o Saire (300
Denver Cylovramd o §0202-S14 0

- Dear Sies

M?: adaf{.‘ca\-'t-foﬁ 4-)-0-'- n"\x_olfc_f‘(‘

ecensnre im Colovado
by yeer beand.

I e _V.‘C-lc,l-a.;“‘: {7 ‘ | ny Aw] 'VCT‘EP{- .(9 'p A C ‘«BW\/‘Q ‘lﬂflﬂ'f_ ‘ )Ci‘{fc?( )
i frete of Mackingres Aadenl

I o~ ehc(qﬁmj =N

Ucepy of b leter T oreceived . T

o

.4 ve Q.Q.Q_",‘ S;W,ﬂ Ap

N I indormation

 Please  contact  me o _thece 5 any Mot infarmatiom

Yt nE U{ e
g :\r\_ ‘.‘Q_ f Q (7/ ,

R B o

?U*‘('['\. K Ru—i‘[ﬁﬂrg



BOARL OF MEUIGAL £ AMINERS

STATE OF WASHINGTON MaY 20 139
DEPARTMENT OF HEALTH SIATE OF COLORADD

Olympia, Washington 98504
May 8, 1996

Ruth R. Rutberg, MD
7516 19th Ave., NE
Seattle, WA 98115

RE: Case Number: 96-05-0015MD
Dear Dr. Rutberp:

The purpose of thig letter 1s to inform you that the Medical Quality Assurance
Commission has received a complaint dated May 6, 1996, concerning an allegation of
performing a surgical procedure without the paticnt’s full consent.

Under the provision of RCW 18.130.050, the Uniform Disciplinary Act, the Medical
Quality Assurance Commission is the agency within the State government with legislated
authority to accept and investigate complaints concerning physicians and physician
assistants.

Commission staff have reviewed the complaint and concluded that the allegations made
in the complaint fall within the jurisdiction of the Medical Quality Assurance
Commission. A case file has been opened under the case number 96-05-0015MD. A
preliminary investigation to gather the facts will be conducted by an investigator from the
Department of Health, Medical Investigations Unit. The investigator will contact you as
soon as possible during the investigation,

Attached for your informaticn, is an explanation of the Medical Quality Assurance
Commission’s complaint process. If you have questions, please feel free to call
James H. Smith, Chief Investigator at (360) 586-4574.

Respectfully,

77@76//&, }zmuw

Maryella Jansen, Program Manager
(360) 664-0244

Attachment
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NATIONAL BOARD OF MEDICAL EXAMINERS®

ENDORSEMENT OF CERTIFICATION

Note: The embossed seal of the National Board of Medical Examiners (NB%HDOF MEDICAL FXAMIN £RS

in the lower left corner certifies the authenticity of this document.

FEB 12 1595
STATE 0F CoLorapg
Diplomate Name: Ruth Kibbee Weinbexrg, MD
Date of Birth: _
Certification Date: 07/01/1993 Certificate #: 412478

DATE: 02,:17/199¢

SEE OTHER SIDE FOR SCORE INFORMATION

PAGE: 1 of 1
co0239



PLEASE PRINT OR TYPE
T.AST NAME FIRST NAME M]_LICENSE# | SOCIAL S 11

Rutberay Rt Kl 35268 I-

BOTH SIDES OF THIS FORM MUST BE TOTALLY AND ACCURATELY COMPLETED OR IT WILL BE RETURNE
TO YOU AND WILL DELAY YOUR RENEWAL.
Read both sides carefully before you begin.  Make a copy for your records.

NEWAL QUESTIONNAI

The Colorado Medical Practice Act mandates that a questionnaire be mailed to, and completed by, each physician wishing to renew h
license at the time of expiration, TION OF THIS ONNAIRE IS OPTIONAL. Each question must be
answered. Answering “yes” to any of these questions will not automatically delay renewal of your license.

\ o . e ES N
A) Since you last renewed your Colorado medical license, have you: ks b

I had any adverse action taken against you by any licensing agency in another state or country, any peer review bedy,
any health care institution, any professional or medical society or association, any governmental agency, any law
enforcement agency, or any court?

2. surrendered a license or other authorization to practice medicine in another state or jurisdiction or surrendered
membership on any medical staff, medical or professional association or society while under investigation by any of
these authorities or bodies?

3. had paid on your-behalf any final judgment, settlement or arbitration award for medical malpractice? (Note: Please
include any payments you have personally made.) E

4. been denied liability insurance in Colorado or had your insurance coverage in Colorado terminated by action of the
insurance carriet? E

L

[T 8

B) Since you last renewed your Colorado medical license, have either of the following been denied, revoked, suspended, reduced, lim'
placed on probation, not renewed, or voluntarily relinquished? You are obligated to answer “yes” to the items below if any of thesc
same actions are currently pending. (Note: You must answer yes if you have withdrawn or failed to proceed with an application fo
of these items.)

5. Medical staff membership or clinical privileges at any hospital or health care institution? D E

6. DEA registration? D [

C} Since you last renewed your Colorado license, have you:
7. had any felony or misdemeanor charges, or any traffic citations involving drugs or  alcohol, brought against you? D /ﬁ
8. illegally or excessively used any controlled substance, habit forming drug, prescription medication, or alcohol? You
need not report behavior which is already known to the Colorado Board of Medical Examiners or the Colorado
Physician Health Program

9. engaged in any behavior or suffered any mental or physical health condition that might affect your ability to prac-
tice medicine safely and competently? You néed not report behavior or conditions which are already known to the
Colorado Board of Medical Examiners or the Colorado Physician Health Program

IF YOU ANSWERED “YES” TO ANY OF THE$E QUESTIONS, PLEASE PROVIDE THE FOLLOWING INFORMATION.
IF YOU NEED TO ATTACH ANOTHER SHEET OF PAPER OR DOCUMENTS, PLEASE PUT. YOUR NAME AND LICEN:

NUMBER ON EACH ATTACHMENT.

Questions | and 2: Indicatc name and address of the entity taking the-action or investigating conduct/allegations, the date of the action
specify conduct/allegations upon which the action or investigation was initiated. Please include documentation of any charges and/or f
action.

Questions 3 and 4: Indicate name and address of insurance carrier, reasons for action, and date of alleged conduct, Attach copy of no
cation from carrier.

Questions 5 and 6; Indicate name and address of facility or organization, date of action, and specific conduct/allegations upon which
action was taken, Attach a copy of notification from agency or organization taking action,

Question 7: Indicate name and address of court of jurisdiction, violation charged, date of alleged violation, and disposition of each vi
tion charged.

Questions 8 and 9: Provide description of condition, date of onset, dates and summary of any treatment, name and address of all trear
providers, and current status of condition.

- QVI



1997 RENEWAL INSURANCE_VERIFICATION, _FORM

As part of your application to renew your license to practice medicine in Colorado you must indicate how you are complying with the
requirement to maintain financial responsibility.

I WISH TO CHANGE FROM INACTIVE T() ACTIVE STATUS: FEE - $195. You must complete a different form. Please
call the Board Office at (303) 894-7719 to request a Reactivation Form.

ACTIVE LICENSE: FEE - $195. T wish to renew my license via ACTIVE STATUS. 1 meet (or claim excmption from) the
financial responsibility standards as indicated below: You must check at least one.

t—ﬂ 1. I maintain commercial professional liability insurance with a carricr authorized o do business in Colorado, in minirmum
indemnity amounts of at least $500,000 per incident and $1,500,000 annual aggregaic per year.

Company: COPIC Kl poctors Company ] SLMCHY )
NOTE: Please supply your insurance policy namber: _,

D 2. I am covered by individual commercial professional liubility insurance maintained by an employer/contracting agency in
accordance with the requirements noted in “17 above,

|:| 3.1 am a federal civilian or military physician whose practice is limited solely to that vequired by my federal or military agency.
D 4.1 am a public cmployee whose practice is limited solely 1o that covered by the Colorado Governimental Immunity Act,

[15.14do not engage in any patient care whatsoever within the stute of Colorado, including prescribing, I am, however. ¢ngaged in
active medical practice in another state or foreign jurisdiction. (NOTE: You may wish 10 consider renewing your license via
inactive status - see below).

D 6 .My medical practice does not involve any patient carc whatsoever (¢.g., administrator, researcher, academician, non-medical
endeavor. (NOTE: You may wish to consider renewing your license via inactive status - see below.) :

D 7. 1 provide limited or occasional, uncompensated care to patients and I do not otherwise provide any compensated patient care

whatsoever.

D 8. I have met the financial responsibility standards by the following alternative method., acceptabie to the Colorado Division of
Insurance:
D Surcty Bond C] Cash Deposit or equivalent |:| Other Acceptable Security

NOTE: The Commissioner of Insurance approves alternatives for financial responsibility. Certification from the Insurance Comimission
MUST BE ATTACHED if an alternative method is used. The address of the Commission Office is: 1560 Broadway, Suite 850,
Denver, Colorado 80202: {303) 894-7499.

INACTIVE LICENSE: FEE: $100. I wish to renew my license via INACTIVE STATUS. (NOTE: this category is primarily
intended for retired physicians and those practicing outside Colorado.) Malpractice inserance is not required for inactive license
holders. Y understand that I may not practice medicine, including prescribing medications, in Colorado unless and until |
comply with the insurance requirements and the Board issues me an active license. I understand that should [ desire 1o
reactivate my Colorado medical license at some future time, ¥ will be required to complete the reactivation application an
pay an additional $95.00. I also understand that if T have not actively practiced medicine for 2 years or more and then
wish to reactivate my Colorado medical license, I will be required to demonstrate continued competence pursuant to

Roard rules and regulations,

T state under penalty of perjury in the sccond degree, as defined in | 8-8-503, Colorado Revised Statules, that the information contained ir
this application is truc and correct to the best of my knowledge. 1 understand that under the Colorado Medical Practice Act, providing
false information is grounds for denial, suspension or revocation of a medical license.

26 L DA, st goyesoosie

Signature of Physician - Date Phene # Fax #4

After completing this form, please return it with 1) the enclosed computer renewal form, 2) the renewal fee, and 3) the Physician Survey
(optional) in the cnclosed return envelope. Direct questions to; (303) 894-7690 Colorado Board of Medical Examiners, 1560

Broadway, Suite 1300, Denver, CO 802(2-5140
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m“v\w SR Euj”/\ kLb b@e 5 DIGIT LICENSE #

29263

QO
QO

Instructions: Print or type name and Social Sccurlty Number and license number above. Fill in the circle that corre-
sponds to each number of your license namber.

BOTH SIDES OF THIS FORM MUST BE TOTALLY AND ACCURATELY COMPLETED OR IT WILL
BE RETURNED TO YOU AND WILL DELAY YOUR RENEWAL.
Read both sides carefully before you begin.  Make a copy for your records.

The Colorado Medical Practice Act mandates that a questionnaire be mailed to, and completed by, each physician

wishing to renew his/her license at the time of explratlon WMM
OPTION Bach question must be answered. Answering “yes” to any of these questions will not automat-
ically delay renewal of your license. , :

000 O BERooccesod

997 ) 430080

A) Since you last renewed your Colorado medical license, have you:

1. had any adverse action taken against you by any licensing agency in another state or country, any peer review body,
any health care institution, any professional or medical society or association, any governmental agency, any law
enforcement agency, or any court?

2. surrendered a license or other authorization to practice medicine in another state or jurisdiction or surrendered
membership on any medical staff, medical or professicnal association or society while under investigation by any of
these authorities or bodies?

3. had paid on your behalf any final judgment, settlement or arbitration award for medical malpractice? (Note: Please
include any payments you have personally made.)

4. been denied liability insurance in Colorado or had your insurance coverage in Colorado terminated by action of the
insurance carrier?

B) Since you last renewed your Colorado medical license, have either of the following been denied, revoked, suspended, reduced, limited,
placed on probation, not renewed, or voluntarily relinquished? You are obligated to answer “yes” to thie items below if any of these

same actions are curtently pendmg (Note: You Tnust answer yes if you have withdrawn or failed to proceed wuh an application for any
of these items.)

5. Medical staff membership or cl1n1cal privileges at any hospital or health care institution? D -/4
6. DEA registration? - K

C) Since you last renewed your Colorado license, have you:
7. had any felony or misdemeanor charges, or any traffic citations involving drugs or alcohol, brought against you? ] lg/ _
8. illegally or excessively used any controlled substance, habit forming drug, prescription medication, or alcohol? You
may answer NQ if the behavior is already known. to the Colorado Physician Health Program
9. engaged in any behavior or suffered any mental or physical health condition that might affect your ability to prac-
tice medicine safely and competently? You may answer NQ if the behavior or conditions are already known to the
Colorado Physician Health Program o

IF YOU ANSWERED “YES” TO ANY OF THESE QUESTIONS, PLEASE PROVIDE THE FOLLOWING INFORMATION.
IF YOU NEED TO ATTACH ANOTHER SHEET OF PAPER OR DOCUMENTS, PLEASE PUT YOUR NAME AND LICENSE
NUMB EA TTACHME

Questions I and 2: Indicate name and address of the entity taking the action or investigating conduct/allegations, the date of the action and

specify conduct/allegations upon which the action or mvestlganon was initiated, Please include documentation of any charges and/or final
“action.

Questions 3 and 4: Indicate name and address of insurance carrier, reasons for action, and date of alleged conduct. Send copy of final acuon,
amount of settlement, copy of report from National Practitioner Data Bank and a chmca] narratlve of the case, including patient’s name.

Questions 4: Attach copy of notification from insurance carrier.

Questions S and 6: Indicate name and address of facility or organization, date of action, and spec1fic conduct/allegations upon which action
was taken. Attach a copy of notification from agency or organization taking actiomn.

Question 7: Indicate name and address of court of jurisdiction, vxolanon charged date of alleged violation, and a copy of the final dtsposmon
of each violation charged. .

Questions 8 and 9: Provide description of condmon date of onset, dales and summary of any treatment name and address of all treatment
providers, and current status of condition. ~OVER -

UBINENZE



199 RANCE  VERIF 1ON o

- Aspart of your application to renew your license to practice medicine in Colorado you must indicate how you are complying with the :
requirement to maintain financial responsibility.’

; FEE - $305. You must comp]cte adlﬁ‘erent form. Please:

cail the Board Oft‘ ice at (303) 894-7719.to request a Reacnvanon Form

7%

L {ACTIVE LICENSE: FEE - $305."" I:wish to-renew my license¢ via ACTIVE STATUS. I meet (or claim exemption from) the = -~
ﬁnancial'responsibility standards as indicated below: You must check at least one.

mdcmmty amounts of at least $500,000 per incident and $I ,500, 000 annual aggregate per year.
Company: COPIC E’ Doctors Company D St ify . )
. NOTE: Please supply your insurance policy number:

2.1 am covered by indi‘viduz_il commercial professional liability insurance maintained by an employer/contracting agency in
accordance with the requirements noted in “1” above.

D 3.1 am a federal civilian or military physician whose practice is limited solely to that required by my federal or military agency.
(14 1ama public employee whose practice is limited solely to that covered by the Colorado Governmental Immunity Act.

D 5. I do not engage in.any pat1ent care whatsoever within the state of Colorado, including prescribing. I am, however, engaged in
- active medical practice in another state or foreign Junsdlctlon (NOTE: You may wish to consider renewing your license via
inactive status - see below).

I:] 6 .My medical practice does not involve any patient care whatsoever (e.g., administrator, researcher, academxcxan, non- medncal
endeavor. (NOTE: You may wish to consider renewing your license via inactive status - see below.) - e et

: D 7.1 prov1de limited or occas:onal uncompensated care to patlents and Ido not otherwnse prowdc any compcnsatcd patient care  mm—
whatsoever. S . . ) o

D 8. I have met the financial responsibility standards by the following alternative method, acceptable to the Colorado Dmsmn of .
* Insurance: (Must have approval from the Colorado Commissioner of Insurance. See note below).

I:I Surety Bond D Cash Deposit or equivalent D Other Acceptable Security

NOTE: The Commissioner of Insurance approves alternatives for financial responsibility.. Certification from the Insurance Commlssmn :
_ MUST BE ATTACHED if an alternative method is used. The address of the Commission Office is: 1560 Broadway, Smte 850 JE—
" Denver, Colorado 80202: (303) 894-7499. -

H

Tt

MAKE CHECKS PAYABLE TO COLORADO BOARD OF MEDICAL EXAMINERS

Hll!

MIELEENSE FEE - $150 "I wish to renew my license via INACTIVE STATUS (NOTE th1s category is pnmanly
intended for retired physicians and those practicing outside Colorado.) Malpractice insurance is not required for inactive license:
holders. I understand that X may not practice medicine, including prescribing medications, in Colorado unless and until I i
comply with the insurance requirements and the Board issues me an active license. I understand that should I desire to = —=
_reactivate my Colorado medical license at some future time, I will be required to complete the reactivation application and .

pay an additional $155.00. I also understand that if I have not actively practiced medicine for 2 years or more and then

wish {o reactivate my Colorado medical license, 1 wdl be rcqulred to demonstrate contmued competence pursuant to

Board rules and regulations. —_—

I state under penalty of per_;ury in the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the information contained in -——-
this application is true and correct to the best of my knowlcdgc I understand that under-the Colorado Medical Practice Act; providing sy
false information is grounds for denial, suspension or revocation of a medical license.

Ap L~ L{/ﬂ/‘?”\ (202)440-314¢ yw)&u»oz’o; —

Signature of Physician ' ) , Phone # . Fax##

Aﬁc_nglgnng_t_s_fmm please return lt ‘with 1) the enclosed computer renewal form, 2) the renewal fee, and 3) the Physn(nan Stuvey —
(optional) in the enclosed return-envelope. Direct questions to: (303) 894-7719 Colorado Board of Medical Examiners, 1560 -
‘Broadway, Suife 1300, Denver, CO 80202-5140

Page 2



~- COLORADO BOARD OF MEDICAL EXAMINERS
2001 LICENSE RENEWAL QUESTIONNAIRE

.

LAST NAME FIRST NAME MI SOCIAL SECURITY # LICENSE #
(Wein bevg Tt I 75265
PLEASE PRINT LEGILBY. KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

NOTE: The Colorado Medical Practice Act mandates that all icensed physicians wishing to renew thewr Colorado medical icenses must
complete this questionnaire and renewal application

INSTRUCTIONS: Print or type your name, social security number and license number 1n the boxes above Answer each question below,
and provide the information and documentaticn requested for each “yes” response

RESPONDING “YES™ TO ANY OF THESE QUESTIONS WILL NOT DELAY RENEWAL OF YOUR LICENSE.
AN INCOMPLETE OR INACCURATE FORM, HOWEVER, WILL RESULT IN DELAY OF YOUR RENEWAL COMPLETE BOTH SIDES OF THIS FORM.

A) Since you last renewed your Colorado medical hicense, have you
1 had any adverse action taken agamnst you by any licensing agency in another state or country, any peer review body, health care
facility, pa)fcssxonal or medacal society or association, governmental agency, law enforcement agency, or court of law?
YES NO

If “YES”, provide a detailed summary of the events, which led to the adverse action Include the name and address of the entity that
took the action, the date of the action, correspondence from the entuty regarding the matter, and whether action 1s still pending

2 surrendered a license or other authonzation to practice medicine in another state or jurisdiction, or surrendered membership on
any medical staff, medical or professional association or society while under investigation by any of these authonties or badies?
O YES &"NO

If “YES”, provide a detailed summary of the events, which led to the adverse action Include the name and address of the entity that
tock the action, the date of the action, correspondence from the entity regarding the matter, and whether action 1s sull pending

3 had paid on your behalf any final judgment, settlement or arbitration award for medical malpractice? NQTE Include any payments
you have made personally [ YES NO

If “YES”, provide a detarled chmcal summary of your care and treatment of the patient Include the name of the pauent, the amount
and date of settlement, and a current copy of your complete National Practitioner Data Bank report (The Board may request
patient records 1n the matter at a later date )

4  been demed hability insurance olorado or had your mnsurance coverage 1n Colorado terminated by action of the :msurance
carner? [3J YEs NO

If “YES”, provide a copy of the notiffication from the insurance carner and a summary of the events, which led to the demal  If you
do not have a copy of the notification, contact the insurance carrer to obtain one

5 had any felony or misdemeanor charges of any kind brought against you® Had any traffic citations invelving drugs or alcohol,
brought against you? Re less of the case disposition, you must answer yes if you have been charged
YES NO

If “YES”, provide a detailed summary of the events, which led to the charges or citation Include with your summary a copy of the
charges or citation, intake and discharge summary (if applicable), and all communication with {and from) the citing agency and the
court of junsdiction

6 legally or excessively used any controlled substance, habit-forming drug, prescription medic 2 answer
“NO” af the behawvior 1s already known to the Colorado Physician Health Program (CPHP)
If “YES”, provide a detailed summary of the condition or event Include the date of onset, date(s) and summary of treatment(s)
reccived, the current status of your condition, and the name and addiess of all treatment providers -

7 engaged in any behavior or suffered any mental or physical health condition that maght affect your abihity to practice medicine wath

skill and safety to patients? You m swer “NO” if the behavior 1s already known to the Colorado Physician Health Program
{CPHP)

If “YES”, provide a detailed summary of the condition or event Include the date of onset, date(s) and summary of treatment(s)
recewved, the current status of your condition, and the name and address of all treatment providers

B) Since you last renewed your Colorado medical hicense, have either of the following been dented, revoked, suspended, reduced, Limzited,
placed on probation, not renewed, or voluntarily relinquished? You are obligated to answer “YES” to the items below if any of these
actions are currently pending NOTE You must answer “YES® if you have withdrawn or failed to proceed with an application for any of

these items
1  Medical staff membership or climcal privileges at any hospital or healthcare facility? [ YES Q’F:'o

If “YES”, provide a detailed summary of the conduct/allegations upeon which action was taken Include the notfication to you from
the hospital(s) or facility(s) _If you do not have the notifi n{s), contact the hospital(s} or facility(s) to obtain one

2 DEA registration? O vEs NO
H “YES®, provide a detailed summary of the conduct/allegation upon which action was taken Include the notification from DEA I
ou do not have a copy of the notification, contact DEA to ob a co
HAVE YOU PREVIOUSLY REPORTED ANY OF THE ABOVE MATTERS TO THE BOARD? [J ves E/No

IF YES, PROVIDE DOCUMENTATION IN SUPPORT OF YOUR RESPONSE. IF APPLICABLE, PROVIDE A COPY OF THE FINAL
DISPOSITION FROM THE BOARD.



2001 LICENSE RENEWAL QUESTIONNAIRE AND INSURANCE VERIFICATION FORM

As part of your application to renew your license to practice medicine in Colorado you must indicate how you are
complying with the requirement to mamtain financial responsibility Please be advised, you CANNOT use this
renewal form to change your status from FROM INACTIVE TO ACTIVE You must complete a reactivation
application to reactivate your license Please call the Board Office at (303) 894-7690 to request a reactivation
application This i1s a process separate and independent from the renewal process

?( ACTIVE LICENSE FEE - $315 | wish to renew my license in ACTIVE STATUS | meet {or clam exemption
from) the financial responsibility standards as indicated below You must check at least one.

([t maintain commercia!l professional liability insurance with a carrier authorized to do business in
Colorado, in minimum indemnity amounts of at least $500,000 per incident and $1,500,000 annual
aggregate per year

\%COPIC Q Doctors Company Q st Paul Q Other (Speci

NOTE Please supply your insurance policy number ﬂ

Q am afederal civiian or military physician whose practice 1s imited solely to that required by my
federal/miiitary agency

O |am a physician who 1s not engaged in the practice of medicine

0 I am a physician who i1s covered by individual commercial professional hability coverage {or an
alternative which complies with Section 13-64-301(1)(c), (d) or (e)) mamntained by an
employer/contracting agency in the amounts set forth above

O am a physician who provides uncompensated health care to patients, or who does not otherwise
engage in any compensated patient care in Colorado

0 | have met the financial responsibihty standards by the following alternative method, acceptable to the
Colorado Dwvision of Insurance (Must have approval from the Colorado Commussioner of insurance
See note below)

Q Surety Bond Q Cash Deposit or equivaient Q Other Acceptable Secunty

NOTE The Commissioner of Insurance approves aiternatives for financial responsibiity Certification from the
Insurance Commission MUST BE ATTACHED If an alternative method 1s used The address of the Commussion
Office is* 1560 Broadway, Suite 850, Denver, Colorado 80202 {303) 894-7433

0 [INACTIVE LICENSE FEE - $160 | wish to renew my license in INACTIVE STATUS Malpractice insurance
1s not required for :nactive license holders | understand that t may not practice medicine, including but
not limited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board issues me an active license. | understand that should | desire to reactivate
my Colorado medical icense at some future time, | will be required to complete the reactivation application
and pay an additional fee 1 also understand that if | have not actively practiced medicine for 2 years or maore
and then wish to reactivate my Colorago medicai license, | will pe requirea to demonstrate continued
competence pursuant to Board rules and regulations

MAKE CHECKS PAYABLE TO: COLORADO BOARD OF MEDICAL EXAMINERS

| state under penalty of perjury in the second degree, as defined in 18-8-503, Colorado Revised Sfatutes, that the
information contained in this application i1s true and correct to the best of my knowledge | understand that under

the Colorado Medical Practice Act, providing false information 1s grounds for densal, suspension or revocation of a
medical license

.ZJ’\ {((A/Luk\ {(9(0]

Signature of Physician — Date
Ruth 1 IWeinber 25T
Print name of physician (printed’name and license number must be legible to process this form)  License #

After completing this form, please return it with 1) the enclosed computer renewal form, 2) the renewal fee and 3)
the Physician Survey {optional) in the enclosed return envelope Direct questions to (303) 894-7690 Colorado
Board of Medical Examiners, 1560 Broadway, Suite 1300, Denver CO 80202-5140 Page 2



3/9/2020 Renewal - DR.0035265

Renewal - DR.0035265

Name Ruth Kibbee Weinberg

Credential DR 0035265

Fee Detail
Renewal Fee $2 00
Renewal Fee $334.00
Renewal Fee $3 00
Renewal Fee $18.00
Renewal Fee $144 00

$501.00

DR Renewal HPPP

Healthcare Professions Profiling Program ACTIVE status only:

All ACTIVE status licensees must maintain a Healthcare Professions Profile with current information. Please note that licensees are required to
update their Healthcare Professions Profile within 30 days of changes or any reportable events. To access your HPPP account, please go to
the HPPP Database by CLICKING HERE and enter your Login ID and Password for the HPPP system - these may be different from your User
ID and password for this account in the Online Services system. Remember, it is your responsibility to maintain the accuracy of your Healthcare
Profile within 30 days of any change. Failure to timely update your database may subject your license to disciplinary action.

DR Renewal Questionnaire
PART I: MANDATORY RENEWAL QUESTIONNAIRE

You must answer “YES” or “NO” to each question below. If you answer “YES” to a question, you must mail a copy of this questionnaire and a
detailed explanation to include dates, amounts and contact information, to the Board for each “YES” answer within thirty (30) days of
submitting your renewal. If the matter has already been disclosed to the Board, you must send a letter to the Board providing the case number
and identifying information. If no documentation is received, a case may be opened and a complaint issued for an explanation of each “YES”
answer.

SECTION A: SINCE YOU LAST RENEWED YOUR COLORADO MEDICAL LICENSE:

1. Have you been admonished, reprimanded, censured and/or disciplined in any way by any licensing agency in another state or country, by

any peer review committee or body, by any health care facility or committee thereof, by any professional or medical society or association or

committee thereof, or by any governmental agency, law enforcement agency or court of law, whether involuntary or in lieu of investigation?
No

2 Have you surrendered a license or other authorization to practice medicine in another state or jurisdiction, or surrendered membership on
any medical staff, medical or professional association or society while under investigation by any of these authorities or bodies?

If you answer YES to question number 2, you must provide a detailed summary of the events which led to the charges or citation. Include a
copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and from) the citing agency and the
court of jurisdiction.

No

3. Have you, in any state, been denied medical liability insurance, or has your medical liability insurance coverage been limited, restricted or
terminated by action of the insurance carrier?

If you answer YES to question number 3, you must provide a copy of the notification from the insurance carrier and a summary of the events
which led to the action by the carrier If you do not have a copy of the notification, contact the insurance carrier to obtain one

No

4. Have you had any felony or misdemeanor charges of any kind brought against you? Have you had any traffic citations involving drugs or
alcohol brought against you? Regardless of the case disposition, you must answer YES if you have been charged.

If you answer YES to question number 4, you must provide a detailed summary of the events which led to the charges or citation. Include a
copy_of the charges or citation, intake and discharge summary (if applicable),_ and all communication with (and from)_the citing agency and the
court of jurisdiction.

No

5. For question 5, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to proceed with an
application for these items.

Has your medical staff membership or clinical privileges at any hospital or healthcare facility been involuntarily or in lieu of investigation
reduced, limited, placed on probation, not renewed or relinquished, or been denied, revoked or suspended?

If you answer YES to questions 5, you must provide a detailed summary to the Board of the conduct/allegation upon which action was taken.
No

6. For question 6, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to proceed with an
application for these items.

12




3/9/2020 Renewal - DR.0035265

Has your DEA registration been involuntarily or in lieu of investigation reduced, limited, placed on probation, not renewed or relinquished, or
been denied, revoked or suspended?

If you answer YES to questions 6, you must provide a detailed summary to the Board of the conduct/allegation upon which action was taken.
And you must include the notification from the DEA. If you do not have a copy of the notification, contact the DEA to obtain a copy.

No

SECTION B IN THE LAST TWO YEARS:

7. Do you now abuse or excessively use, or have you in the last two years abused or excessively used, any habit forming drug, including
alcohol, or any controlled substance that has a) resulted in any accusation or discipline for misconduct, unreliability, neglect of work, or failure
to meet professional responsibilities; or b) affected your ability to practice as a physician safely and competently?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health Program
(CPHP) or you have entered into a Confidential Agreement with the Board “Known to CPHP” means that you have informed CPHP of your
behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for evaluation, treatment and/or
monitoring

If you answer YES to question 7, you must provide a detailed summary of the behavior, condition or substance use. Include the date of onset,
date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of all treatment providers.

8. In the last two years, have you been diagnosed with or treated for a condition that significantly disturbs your cognition, behavior, or motor
function, and that may impair your ability to practice as a physician safely and competently, such as bipolar disorder, severe major depression,
schizophrenia or other major psychotic disorder, a neurological illness, or sleep disorder?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health Program
(CPHP) or you have entered into a Confidential Agreement with the Board “Known to CPHP” means that you have informed CPHP of your
behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for evaluation, treatment and/or
monitoring

If you answer YES to question 8, you must provide a detailed summary of the behavior, condition or substance use. Include the date of onset,
date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of all treatment providers.

PART 2: MANDATORY ATTESTATION

9. By submitting this application for renewal of my license, | state under penalty of perjury in the second degree, as defined in 18-8-
503, Colorado Revised Statutes, that the information contained in this application is true and correct to the best of my knowledge. |
understand that under the Colorado Medical Practice Act, providing false information is grounds for denial, suspension or revocation
of a medical license.

| wish to to renew my license in ACTIVE status, therfore | attest that | meet (or claim exemption from) the financial responsibility standards as
indicated below (select the correct option A 1) If you are currently in Active status an wish to change to Inactive status you cannot renew online
and must contact the Division at 303 894 2984

| am currently in INACTIVE status and am exempt from the provisions above. (If so, you must select option "J"). *If you wish to change to
ACTIVE status, you must first renew your license in inactive status, and then submit the reactivation application and fee. The reactivation
application is available on the Medical Board website.

Please select only 1 item below.

A | maintain commercial professional liability insurance with COPIC, in minimum indemnity amounts of at least $1,000,000 per incident and
$3,000,000 annual aggregate per year

KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

Review

2/2




3/9/2020 Renewal - DR.0035265

Renewal - DR.0035265

Name Ruth Kibbee Weinberg

Credential DR.0035265

Fee Details

Renewal Fee $2.00
Renewal Fee $238.00
Renewal Fee $18.00
Renewal Fee $162.00

$420.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the United States is
still valid and has not expired since you last completed an Affidavit of Elig bility? (This would have been either at your original licensure or your
last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States has not
changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit of Eligibility? (This
would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of Eligibility. Otherwise,
if your information has not changed, select yes to move forward.

Yes

Affidavit of Eligibility
AFFIDAVIT OF ELIGIBILITY

Pursuant to C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a current Colorado license after
January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

* The word "licensure" is used as a general term. While most of the professions and occupations are licensed, others may be certified,

registered or listed. For precise terminology and requirements related to a profession or occupation, please consult the website of the
appropriate board or program.

3. Please enter your Full Legal Name

Affidavit of Eligibility - Section A
Section A: LAWFUL PRESENCE in the United States

4. Select one of the following Lawful Presence types below and click "Next" when done:

Affidavit of Eligibility - Section B.1
Section B: SECURE AND VERIFIABLE DOCUMENTS

5. Do you have a State or Federal government issued identification?

REDACTED ] s




3/9/2020 Renewal - DR.0035265

These include:

Driver's License or Permit

Government Issued ID Card

Valid U.S. Military Common Access Card
Colorado Department of Corrections Inmate ID
Tribal ID Card

U.S. Passport

Certificate of Naturalization

Certificate of (U.S.) Citizenship

Valid Temporary Resident card

Valid 1-94 issued by Canadian government
Valid 1-94 with refugee/asylum stamp

Affidavit of Eligibility - Section B.1 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

6. Select one of the following Government Issued Identification:

7. Enter the name of State or Federal Agency that issued the identification:

8. Enter your full name as shown on the driver's license or State/Federal issued identification:
9. Enter the State/Federal government issued license/ID number:

10. Enter the expiration date of the license/ID:

11. I understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section B.2
Section B: SECURE AND VERIFIABLE DOCUMENTS

12. Do you have a Valid I-766 (Employment Identification Card)?

Affidavit of Eligibility - Section B.2 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

13. Enter the issuing Federal Agency:
14. Enter the name as listed on the card:
15. Enter the Alien number (A#):

16. Enter the card number:

17. Enter the Valid From Date:

18. Enter the Expiration Date:

19. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section B.3
Section B: SECURE AND VERIFIABLE DOCUMENTS

20. Do you have a Valid I-551 (Resident Alien or Permanent Resident Card)?
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Affidavit of Eligibility - Section B.3 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

21. Enter the issuing Federal Agency:
22. Enter the name as listed on the card:
23. Enter the Alien Number (A#):

24. Enter the country of birth:

25. Enter the card expiration date:

26. Enter the Residence Since date:

27. 1 understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section B.4
28. Do you have a Valid Foreign Passport with an unexpired Visa with proper classification for work authorization, and an unexpired 1-947?

Affidavit of Eligibility - Section B.4 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

29. Enter the issuing foreign country:

30. Enter the Passport Number:

31. Enter the Visa Number:

32. Enter the Visa Class (Examples: J-1, P-1 H-1B, etc.):
33. Enter the Date of Entry:

34. Enter the Until Date:

35. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section B.5
Section B: SECURE AND VERIFIABLE DOCUMENTS

36. Do you have a valid foreign passport bearing an unexpired "Processed for I-551" stamp or with an attached unexpired "Temporary 1-551"
visa?

Affidavit of Eligibility - Section B.5 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

37. Enter the issuing foreign country:
38. Enter the Passport Number:

39. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
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verification

Affidavit of Eligibility - Section C
Section C: Attestation

« | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial license
regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully present in the United States
when asked as well as submission of a secure and verifiable document. | may also be required to provide proof of lawful presence.

« | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S, false statements made herein are punishable by
law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the above statements are true
and correct.

« | am the person identified on the previous pages and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds for denial, suspension or revocation of a license, certificate,
registration or permit.

« | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies upon request and
is subject to verification.

40. By entering your full legal name below you attest that you have read and understand the above information.

41 Please enter today's date below

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To change your
status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

« | understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not
limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an
Active license | understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to
complete the reactivation application and pay an additional fee | also understand that if | have not actively practiced medicine for two
(2) years or more and then wish to reactivate my Colorado medical license, | will be required to demonstrate continued competence
pursuant to Board rules and regulations

By renewing my license in ACTIVE status, | attest that:

AND
OR

« Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review body, a health
care institution, a residency or postgraduate training program, a professional or medical society or association, a governmental agency,
a law enforcement agency, or a court for acts or conduct which, would constitute grounds for disciplinary or adverse actions pursuant to
the Medical Practice Act or its attendant rules. For the purpose of this attestation, an adverse action by a law enforcement agency
includes: 1) all felony charges; 2) all misdemeanor charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or
any other habit-forming drug.

OR

I have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the Medical
Practice Act.

« Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been limited, restricted, or
terminated by action of the insurance carrier in this or any other state.

OR

| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board
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« | have established and will continuously maintain professional liability insurance as required by §13 64 301, CR S

Click Next to proceed.

GLOBAL HPPP Renewal Attestation
Pursuant to section 24-34-110, C.R.S., all Active and Retired status licensees must maintain a current Healthcare Professions Profile.
Reportable events and/or changes to information must be made within 30 days. For more information about this Program and to update your
profile, visit www.dora.colorado.gov/professions/hppp.

By renewing your Active or Retired license, you attest to the following:

| have updated my Healthcare Professions Profile to current date and/or | will make any updates within 30 days of any reportable event or
change, and subsequent updates will be made within 30 days. This requirement is in addition to any requirement by a profession's practice act.
Examples of reportable events or changes that must be updated on a profile include, but are not limited to, location of practice, public actions
issued by any jurisdiction, felonies and crimes of moral turpitude, malpractice settlements/judgments, etc. To update a Healthcare Professions
Profile, or for more information on the Healthcare Professions Profile Program (HPPP) and its requirements, visit
www.dora.colorado.gov/professions/hppp or call 303-894-5942.

If your status is Inactive you are not required to maintain a Healthcare Professions Profile, click next to proceed

You may NOT change your status through online renewal. For information regarding a status change, please contact the renewal desk at 303-
894-7800 or dora_dpo_renewalline@state.co.us.

Click next to proceed.

Review
Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of this screen

labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0035265

Name Ruth Kibbee Weinberg

Credential DR.0035265

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $238.50
DR- Peer Fee $162.00

$428.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the United States is
still valid and has not expired since you last completed an Affidavit of Elig bility? (This would have been either at your original licensure or your
last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States has not
changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit of Eligibility? (This
would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of Eligibility. Otherwise,
if your information has not changed, select yes to move forward.
Yes

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To change your
status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not limited to
prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an Active license. |
understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to complete the reactivation
application and pay an additional fee. | also understand that if | have not actively practiced medicine for two (2) years or more and then wish to
reactivate my Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

« Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review body, a health
care institution, a residency or postgraduate training program, a professional or medical society or association, a governmental agency,
a law enforcement agency, or a court for acts or conduct which, would constitute grounds for disciplinary or adverse actions pursuant to
the Medical Practice Act or its attendant rules. For the purpose of this attestation, an adverse action by a law enforcement agency
includes: 1) all felony charges; 2) all misdemeanor charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or
any other habit-forming drug.
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OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the Medical
Practice Act.

P, |

« Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been limited, restricted, or
terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
« | have established and will continuously maintain professional liability insurance as required by §13-64-301, CR.S.

Click Next to proceed.

HPPP - DR Introduction

Healthcare Professions Profile

Please be aware that this profile is only for your Physician license. Do not provide information for other license types you hold on this profile.
You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's statute says
otherwise, or unless the question specifies otherwise.

HPPP GLOBAL - Location of Practice
Location of Practice

49_ Are you currently practicing in the healthcare profession associated with this profile?

Yes

HPPP GLOBAL - Location of Practice If Yes
Location of Practice

50. Practice Locations:
Address ]City State Zip Code Phone Number
2855 Valmont Rd ]Boulder Colorado 80301 (303) 442-5160

HPPP - MEDICAL Education and Training
Education and Training

51. School or Education Level:
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University of Washington School of Medicine

52. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

1992

HPPP GLOBAL - Other Licenses
Other Licenses

53 Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?
Yes

HPPP GLOBAL - Other Licenses if Yes
Other Licenses

54. Other Licenses:

State License Status Year Originally Issued
Washington Expired 1992

HPPP GLOBAL - Board Certifications

Board Certifications

55 Do you hold any current Board Certifications?
Yes

HPPP - MEDICAL Board Certifications if Yes

Board Certifications

56. Board Certifications:
Certification
Obstetrics and Gynecology

HPPP GLOBAL - Practice Specialties
Practice Specialties

57 Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

HPPP - MEDICAL Practice Specialties if Yes
Practice Specialties

58. Practice Specialties:
Specialty
Obstetrics and Gynecology

HPPP GLOBAL - CO Hospital Affiliations

Colorado Hospital Affiliations
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59. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

HPPP GLOBAL - CO Hospital Affiliations if Yes
Colorado Hospital Affiliations

60. Colorado Hospital Affiliations:

Hospital Affiliation Type City
Avista Adventist Hospital Other Boulder

HPPP GLOBAL - Other Hospital Affiliations
Other Health Care Facilities and Out of State Hospital Affiliations

61. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

HPPP GLOBAL - Business Ownership
Business Ownership

63. Do you have a current business ownership interest in any healthcare-related business?
No

HPPP GLOBAL - Employer
Employer

65. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

HPPP GLOBAL - Employer if Yes

Employer
66. Employer:
Employer Name Address City State Zip Code Phone Number
Boulder Valley Women's Health Center 2855 Valmont Rd Boulder |Colorado 80301 (303) 442-5160

HPPP GLOBAL - Employment Contracts
Employment Contracts

67. Do you have a contract with any business whose mission relates to healthcare services or products where the value is greater than $5000
annually?
No

HPPP GLOBAL - Disciplinary Actions

Disciplinary Actions
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69 Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or country?
No

HPPP GLOBAL - Restrictions and Suspensions
Restrictions and Suspensions

71. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued restricting or
suspending your license?

No

HPPP GLOBAL - Healthcare Facility Actions
Healthcare Facility Actions

73. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or reduction,
nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or healthcare facility? You are not

required to report a precautionary or administrative suspension unless you resigned your medical staff membership or clinical privileges while
the suspension was pending.

No

HPPP GLOBAL Termination of Employment

Termination of Employment

75. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's practice law?
No

HPPP GLOBAL - DEA Registration
DEA Registration Surrender

77 Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

HPPP GLOBAL - Convictions

Convictions

80. Since you were issued a license to practice your profession in any state or country, have you had any final criminal conviction(s) or plea
arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude in any jurisdiction?
No

HPPP GLOBAL - Malpractice Claims
Malpractice Claims

82. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for malpractice?
No

HPPP GLOBAL Malpractice Carrier Refu al
Malpractice Carrier Refusal

84. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the insurance
carrier?
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No

HPPP GLOBAL Optional Narrative
Optional Narrative

86. Optional Narrative:

HPPP GLOBAL - Attestation
Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that

« You are the person identified in this profile; or
« You are authorized to submit information on behalf of the person identified in this profile; and
« The information contained herein is true and correct to the best of my knowledge.

87. Submission Date:
03/17/2017

Review
Please make sure to PRINT THIS SCREEN for your records To do so, you can click the button in the upper right hand corner of this screen

labeled "Print Review" You will not be able to print after you leave this review screen
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Renewal - DR.0035265

Name Ruth Kibbee Weinberg

Credential DR.0035265

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $218.50
DR- Peer Fee $140.00

$386.00

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To change your
status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800. DR have Active and Inactive options, CDRH has
Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not limited to
prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an Active license. |
understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to complete the reactivation
application and pay an additional fee. | also understand that if | have not actively practiced medicine for two (2) years or more and then wish to
reactivate my Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors that resulted in
the following following OR that | have reported, or will report this information within 30 days to the Colorado Medical Board at
dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of your ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in any discipline
for misconduct, failure to meet professional responsibilities, or affecting your ability to practice safely and competently

« Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs your ability to
practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had an adverse action or administrative/judicial proceeding and | do not
have a pending inquiry or investigation within the last two years by the following OR that | have reported, or will report this information within 30
days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690:

A licensing authority - other than the Colorado Medical Board

A government agency

A court

An employer

An educational institution

A professional organization

In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability insurance as
required by 13-64-301, C.R.S.

All statuses click Next to proceed.

PDMP Renewal Attestation
By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual user account with
Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.

(If you have questions about registering or to check if you have registered, please email the PDMP Help Desk at pdmpingr@state.co.us for
assistance.)

Click Next to proceed.

AoE Renewal Update
Affidavit of Eligibility | Renewal Update of Information
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1. Since you were originally licensed or since your last renewal (whichever was more recent) has the documentation you provided proving your
legal status in the United States changed?

« If nothing has changed in your legal status or documentation, select "No"
« If your status has changed, or you need to update your documentation, select "Yes" to update your information

No

AoE Attestation
Affidavit of Eligibility | Section C: Attestation

By submitting this Affidavit of Eligibility (AoE) you are attesting that you have read and understand the statements below:

« lunderstand that this sworn statement is required by law because | have applied for or hold a professional or commercial license
regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully present in the United States
when asked as well as submission of a secure and verifiable document.

« lunderstand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are punishable by
law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the above statements are true
and correct.

« | am the person identified on the previous pages and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds for denial, suspension or revocation of a license, certificate,
registration or permit.

« |l understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies upon request and
is subject to verification.

96. Please enter today's date below:
04/02/2019

Healthcare Profile - Physician Introduction
Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold on this profile.
You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's statute says
otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice
Healthcare Professions Profile | Location of Practice

97. Are you currently practicing in the healthcare profession associated with this profile?

Yes

Healthcare Profile - Location of Practice if Yes (WF)
Healthcare Professions Profile | Location of Practice

98. Practice Locations:
Address City State Zip Code Phone Number
2855 Valmont Rd Boulder Colorado 80301 3034425160

Healthcare Profile - Medical Education and Training
Healthcare Professions Profile | Education and Training
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99. School or Education Level:
University of Washington School of Medicine

100 Please enter the year your initial Degree was achieved Only enter the year in YYYY format

1992

Healthcare Profile - Other Licenses
Healthcare Professions Profile | Other Licenses

101. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?
Yes

Healthcare Profile Other Licen e if Ye
Healthcare Professions Profile | Other Licenses

102. Other Licenses:
State License Status Year Originally Issued
Washington Expired 1992

Healthcare Profile - Board Certifications
Healthcare Professions Profile | Board Certifications

103. Do you hold any current Board Certifications?
Yes

Healthcare Profile Medical Board Certification if Ye
Healthcare Professions Profile | Board Certifications

104. Board Certifications:
Certification
Obstetrics and Gynecology

Healthcare Profile - Practice Specialties
Healthcare Professions Profile | Practice Specialties

105. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

Healthcare Profile Medical Practice Specialtie if Ye
Healthcare Professions Profile | Practice Specialties

106. Practice Specialties:
Specialty
Obstetrics and Gynecology

Healthcare Profile - Colorado Hospital Affiliations
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Healthcare Professions Profile | Colorado Hospital Affiliations

107. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

Healthcare Profile - Colorado Hospital Affiliations if Yes
Healthcare Professions Profile | Colorado Hospital Affiliations

108. Colorado Hospital Affiliations:
Hospital Affiliation Type City
Avista Adventist Hospital Other Boulder

Healthcare Profile - Other Facility and Out of State Hospital Affiliations
Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations

109. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

Healthcare Profile - Business Ownership
Healthcare Professions Profile | Business Ownership

111. Do you have a current business ownership interest in any healthcare-related business?
No

Healthcare Profile - Employer
Healthcare Professions Profile | Employer

113. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

Healthcare Profile - Employer if Yes
Healthcare Professions Profile | Employer

114. Employer:

Employer Name Address City State Zip Code Phone Number
Boulder Valley Women's Health Center 2855 Valmont Rd Boulder |Colorado 80301 (303) 442-5160

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

115. Do you have a contract with any business whose mission relates to healthcare services or products where the value is greater than $5000
annually?
No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions
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117. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or country?
No

Healthcare Profile Re triction and Su pen ion

Healthcare Professions Profile | Restrictions and Suspensions

119. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued restricting or
suspending your license?
No

Healthcare Profile - Healthcare Facility Actions

Healthcare Professions Profile | Healthcare Facility Actions

121 Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or reduction,
nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or healthcare facility? You are not
required to report a precautionary or administrative suspension unless you resigned your medical staff membership or clinical privileges while

the suspension was pending
No

Healthcare Profile - Termination of Employment

Healthcare Professions Profile | Termination of Employment

123. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's practice law?
No

Healthcare Profile - DEA Registration

Healthcare Professions Profile | DEA Registration

125. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile Conviction

Healthcare Professions Profile | Convictions

128. Since you were issued a license to practice your profession in any state or country, have you had any final criminal conviction(s) or plea
arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude in any jurisdiction?

No

Healthcare Profile - Malpractice Claims

Healthcare Professions Profile | Malpractice Claims

130 Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for malpractice?
No

Healthcare Profile - Malpractice Carrier Refusal

Healthcare Professions Profile | Malpractice Carrier Refusal

5/6



3/9/2020 Renewal - DR.0035265

132 Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the insurance
carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

134. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

« | am the person identified in this profile; or
« You are authorized to submit information on behalf of the person identified in this profile; and
« The information contained herein is true and correct to the best of my knowledge.

135 Submission Date
04/02/2019

Review
Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of this screen

labeled "Print Review". You will not be able to print after you leave this review screen.
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