


5.

You must submit a copy of your original language diploma whether you are an American or foreign

graduate. .

If it is not in English, you must supply an original certified official translation of your medical diploma
which will be returned to you. The translation must be on letterhead stationery, notarized and bear
both the official seal and signature of the notary. The translation should be made by one of the
following individuals or institutions:

a)  a professor of languages in that language

b) a priest or cleric only in the case of Latin documents

c) a recognized translation service, in the United States, e.g., Berlitz

d) a foreign embassy or consulate authorized to certify translations

e) your medical school of graduation only in the case of your medical diploma

The translator must attest to the translation, sign, and date the translation in the presence of a
notary or officer authorized to administer oaths. This translation must be submitted in addition
to the notarized photocopy of your diploma in its original language.

Standard E.C.F.M.G. Certificate

!

Graduates of foreign medical schools who were not American citizens prior to entering medical
school should possess a valid standard E.C.F.M.G. Certificate if they graduated after 1957. Give
the number and date of your certificate if applicable.

Number Date

Submit a copy of E.C.F.M.G. Certificate, if applicable.

SECTION 3: Postgraduate Training

All applicants are required to complete the chart below indicating the dates and hospitals of all postgraduate
training in the U.S. Give the complete address of the hospital where you were employed. Give your position
and department in which you served. Account for the percentage of your time spent in clinical and
administrative duties. These two numbers should add up to 100 percent.

Date : Position & % %
mo/yr-mo/yr Hospital Complete Address Department Clin. Admin.
07/83 to present] Univ. of Cincipnati. Loo

University Hosp. 234 Goodman St. PGY I
+ Cincinnati, Ohio Obstetrics & Gynecplogy
45267
Total Number of Months in Approved* Training: 10

*Approved by LCME, AOA, or in Canada.

SECTION #4: Licensure Information- Answer All Questions

L.

a) Are you a diplomate of the National Board of Medical Examiners?
Yes(X) No( ) If so,specify year 1984 A
Are you a diplomate of the National Board of Examiners for Osteopathic Physicians and Surgeons?
Yes( ) No( ) If so, specify year
Are you a licentiate of the Medical Council of Canada?
Yes( ) No( ) If so, specify year
b)  List all FLEX exams which you have taken. Indicate whether you took all three days (place
an "X" next to Full) or whether you took only part of the exam (place an "X" next to Partial).

STATE DATE (Mo/Yr.)
FULL ( ) PARTIAL( ) PASS( ) FAIL( )
FULL ( ) PARTIAL( ) PASS( ) FAIL ( )
FULL ( ) PARTIAL( ) PASS( ) FAIL( )
FULL ( ) PARTIAL( ) PASS( ) FAIL( )
FULL ( ) PARTIAL( ) PASS( ) FAIL( )




c)  List all other State Board exams taken. Indicate whether you took a full (place an "X" next to
Full) or whether you took only part of the exam (place an "X" next to Partial). Also give the
month and year you took the exam.

STATE DATE (Mo/Yr.)

None FULL ( ) PARTIAL( ) PASS( ) FAIL ( )
FULL ( ) PARTIAL( ) PASS( ) FAIL( )
FULL ( ) PARTIAL( ) PASS( ) FAIL ( )

2. List ALL states in which you are or have been fully licensed to practice medicine and surgery
or osteopathic medicine and surgery. Indicate the license number and the date it was issued.
If the license is properly renewed, check YES under current. If the license was not renewed,

check NO.
State Date of Issuance License Number Current
None YES( ) NO()
YES( ) NO()
YES( ) NO()
YES( ) NO()
YES( ) NO( )
3. List all foreign countries in which you hold a full right to practice medicine and surgery.
Country ' Date Conferred Is Right Currently Held?
(Yes or No)
None Yes( ) No( )

Yes( ) No( )

4. Field of Specialization

List the field in which you have specialized (Family Medicine, Internal Medicine, Surgery, etc.).
Indicate if you are Board Certified and the countries in which you are so certified.

Field Board Certified Year Certified Country
Obsterrics & Gynecology YES( ) NO (1N TRAINING

YES( ) NO( )

SECTION 5: General Information- Answer All Questions

Each of the following questions must be answered with a yes or a no answer. Be sure to read each

question carefully. All affirmative answers must be thoroughly explained. Attach a seggrate sheet of
paper if necessary. &

Yo
L. Has any license entitling you to practice in any foreign country or in any state o:ﬁeﬁrit@‘igj
the United States been suspended, surrendered, or revoked? YES( ) NO (x) '[f so, give:
//w P Ty
STATE DATE CHARGE <
—
=

2, Have you ever been denied licensure or application for licensure in any other sta%té or territory for any
reason? YES( ) NO(x) -

If so, specify:

State or country Reason Date y

3. Have you ever been or are you now addicted to the use of drugs or alcohol? YES( ) NO (/6

4, Have you ever been convicted of a violation of a federal law, state law, or municipal ordinance
other than a minor traffic violation? YES( ) NO(x)

/

If so, specify:

State or country Court Offense

Date Disposition



5. Has your narcotic license ever been suspended, surrendered, or revoked?  YES () N/O &x)

If so, specify:

Reason Date
6. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical school or
postgraduate training program? YES( ) NO (x) i
/

If so, specify:

School, Hospital or Institution

City/State Country
7. Have you ever been denied or dismissed from hospital staff privileges? YES( ) NO (X )//

If so, specify

Hospital or Institution

City/State Country

SECTION 6: Resume

List ALL activities from medical school graduation to the present time. ACCOUNT FOR ALL
TIME, WORKING AND NON-WORKING, BY MONTH AND YEAR IN ALL COUNTRIES. Explain
what you were doing FOR all nonworking time. PLACE ALL ACTIVITIES IN CHRONOLOGICAL
ORDER. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate
the percentage of working time spent in clinical and administrative duties. If you require

more space attach separate sheets.

COMPLETE ADDRESS
(INCLUDING STREET, .
APARTMENT, (IF AP- 6 f
PLICABLE), CITY, STATE )
DATES HOSPITAL OR ZIP CODE, AND COUNTRY POSITION & % %
mo/yr-mo/yr UNIVERSITY (IF NOT IN THE U.S.) DEPARTMENT CLIN. ADMIN.
07/83 to Hospital address: PGY I 100
present University Hosp., 234" Goodman St. resident
Univ. of Cincinnati Cincinnati, Ohio 45267 Obstetrics/

Gynecolagy
Home address: ‘
7606 Constitution Drive
Cincinnati, Ohio 45215




FORM 3

CERTIFICATE OF RECOMMENDATION

MUST BE COMPLETED FOR ALL APPLICANTS

This form is to be completed by a fully licensed physician in the state in which the form is notarized.

The recommending physician should be sufficiently acquainted with the applicant for at least a six month
period as to be able to evaluate and recommend the applicant. No relatives can serve as recommending
physician. This form must be notarized. All questions must be answered. In addition, the recommending
physician is strongly urged to include additional comments. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to insure that certain information
is included.

I '{O//; KN //,V 2/ A/,/Z%/,a licensed and practicing physician in the state of
’ Recommending Physician 7" '

ﬁ% 74 , affirm that vE 2o /7/0/(’/3/ has been known
to me personally and professionally for /- ___years and that he/she is of good moral and ethical

character. I offer the following in support of his/her application for full licensure:

I rate his/her medical knowledge and technique as f/y (-5/7(9 L/%
His/her command of the‘English language is v e /,///;/[f

I rate his/her ability to work well with peers and medical staff as < i~ /,//,ﬁ,‘//
His/her relationship with patients is v //547///

In the space below, please add personal comments, evaluation, and recommendation. If more space is
required, please attach additional sheets. .

I hereby recommend \ﬁ@é—%_ //ézeﬂ/, A7 L. for full licensure to practice //%dﬁ’/;/%/¥/
Applicant ‘
in Ohio.

Mo s of Al Cotfon llon | [ ee PICLE ).

Medical Schéol 6f Graduation of , . S Sighature of Recommeénding Physician”
Recommending Physician o e s

5,{, )z, L//a%e P / /ﬂ/fﬂé‘u\/’/ AL
State of Licensure of Recommending Physician Name of Recommending Physician (Pleasé print)

/:l g?g 7 ///V/’U(’{S/ﬁ ”/ C‘;{/VC/’/I//V . ,//75 / /ﬁ%’&—— /};/
License No. of Recommending Physician Address of Re€ommending Ph%ciary

P 7
7 2 e d el —
23 ) ;/;L/r/,ef’éc/ o e R e S DU s
d(/ G A = ujgc/(w?{;_f/fkv%fﬂ
57432~ X /L= 7 72 7‘1; ¢5Z7'—é7
Telephone Number (Include area code) -

19_%{. -
=

(SEAL) DNar, £ Tbtone (7 /%CWD/«,//\

Notarg Public d

-~ el
Subscribed and sworn to this 92:2 day of -Jc/ﬂe

Date Commission Expires

UPON COMPLETION, RETURN TO: MARY K. McCARTHY
Notary Public, State of Ohio
STATE MEDICAL BOARD OF OHIO My Commission Expires Sept. 23, 1988
65 SOUTH FRONT STREET
ROOM 510

COLUMBUS, OHIO 43215






SECTION 7: Examination Scheduling Request (To be completed by applicants for examination only) : »-?

L. I wish to apply for the June ( ) December ( ) FLEX examination.
Fill in year
Indicate which FLEX examination you are applying to take by placing an "X" next to the
appropriate month and filling in the appropriate year.

SECTION 8: Photograph, Photoslip, and Certificates of Recommendation (Form 3)

L. Certificates of Recommendation (Form 3) must be completed by two fully licensed physicians.
The physicians must be licensed in the state in which the form is notarized. A Form 3 is enclosed
for each recommending physician. Each recommending physician must also sign your
photoslip as indicated below. The Certificates of Recommendation must be notarized. THE
PHYSICIANS MUST HAVE KNOWN THE APPLICANT FOR AT LEAST A SIX MONTH PERIOD.
NO RELATIVES CAN SERVE AS RECOMMENDING PHYSICIANS FOR FORM 3. \

2. You must submit a recent color photograph. Attach the photoslip enclosed in the ajpplication to
this photo. Sign and date the back of the photo and print your name. Have each of the physicians
who signed your recommendation forms also sign the photoslip. %

SECTION 9: Release of Applicant |

STATE OF OHIO

COUNTY OF Hamilton } SS: 379-64-2278
I hereby authorize all hospitals, ipstitutions or organizations, my references, personal
physicians, employers (past and present), business and professional associates (past and
present), and all governmental agencies and instrumentalities (local, state, federal, or
foreign) to release to the State Medical Board of Ohio any information, files, or records
requested by the Board in connection with this application. I further authorize the State
Medical Board of Ohio to release to the organizations, individuals, or groups l‘isted above
any information which is material to my application. *

WD
(Sign ur%)of Affiant) o
Subscribed and sworn to thisﬁﬁ_day of Né. 1984

/Y Y \(WWCZ%)

(Signafure of Officigl Administering O4th)

: AADY 12 34
(D e C mission XDl T IVARTRN, IV\CCARTHY
(SEAL) ate Commission Expires) Notary Public, State of Ohio
Must be sworn to before a notary public or other person authorized to administer oathsMy Commission Expircs Sept. 23, 1988
SECTION 10: Affidavit of Applicant

STATE OF OHIO

. SS: 279-64-2278
COUNTY OF Hamilton

Before me, personally appeared :72>q ce %yﬂ

7 (Atfiant) |

who being duly sworn says that _he is the person referred to in the foregoing applicggion for license

to practice medicine and surgery or osteopathic medicine and surgery in the State &f Ohi}g; that the

statements therein and the documents or copies of documents attached thereto areLstric?fycgrue in every

respect and that _he has read and understands this Affidavit. = ey
'

(OF

(j’()/“@Q ,CQQU/@HM
g

— (Sighatytre of Affiant) <= =
Subscribed and sworn to this Qﬁ day of \/LML(_ Ef\a ;ﬁ ’ I? F“ .
i j
(SEAL) Powy £ Otottrs, (77 ‘Q%)

(Signatdre of Official,Administering Odth)
MARY K. McCARTHY
_Notary Public, State of Ohlo

(Date CommissidR EXPIrEayores Sept. 23, 1988

*Must be sworn to before a notary public or other person authorized to administer oaths.?







LICENSES "IN -OTHER -COUNTRIES

LIST ALL FOREIGN COUNTRIES IN WHICH YOU HOLD OR HAVE HELD A FULL RIGHT TO PRACTICE ME .CIME ANC
SURGERY. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

country: _ MONE ISSUE DATE: /__/ __ LICENSE # CURRENT:YES__NO__

COUNTRY ISSUE DATE: /] LICENSE # CURRENT:YES__NO___

LICENSES-IN-THE-UNITED-STATES

LIST ALL STATES IN WHICH YOU ARE OR HAVE BEEN LICENSED TO PRACTICE MEDICINE AND SURGERY

OR OSTEOPATHIC MEDICINE AND SURGERY. INDICATE THE LICENSE NUMBER, DATE OF ISSUANCE, WHETHER OR
NOT THE LICENSE IS CURRENT, AND THE BASIS OF LICENSURE (E.G., FLEX EXAM, ENDORSEMENT OF OTHER
STATE LICENSE, ENDORSEMENT OF DIPLOMATE STATUS, ETC.) IF ADDITIONAL SPACE IS NEEDED, PLEASE
ATTACH AN EXTRA SHEET.

STATE: _QHID ISSUE DATE: Y /(o /84 License #: 5094F CURRENT:YES_ N0y/

BASIS OF LICENSURE: o) duplomals > Adatup/
| _ le o4t
STATE:  DF1 MHUARS,  1ss E / /XiQL}ICENSE #: CA-000 245 ] CURRENT:YES_‘\_/NO_
BASIS OF LICENSURE: Mmm)wﬁbb Q diplomale) Adatup/
U

STATE: TSSUE DATE: /7 LICENSE #: CURRENT:YES_ NO__

BASIS OF LICENSURE:

STATE "BOARD “OR "FLEX "EXAMINATIONS - TAKEN

LIST EACH AND EVERY STATE BOARD OR FLEX EXAM WHICH YOU HAVE TAKEN WHETHER IN OHIO OR ANY OTHER
STATE, TERRITORY OR PROVINCE. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET.

state:  N/F oate Taken: PASS: __ FAIL: __ FULL ( ) PARTIAL ()

STATE: DATE TAKEN: PASS: __ FAIL: ___ FULL () PARTIAL ()

STATE: DATE TAKEN: PASS: __ FAIL: __ FULL () PARTIAL ()
ADDITIONAL ELIGIBILITY - INFORMATION -=-ANSWER-ALL QUESTIONS

DIPLOMATE OF THE NATIONAL BOARD OF MEDICAL EXAMINERS? PENDING ves o/ o oate T /%Y

DIPLOMATE OF THE NATL BOARD OF OSTEQ MEDICAL EXAMINERS? PENDING YES___ N0« DATE _/

ARE YOU APPLYING TO SIT FOR THE FLEX EXAM IN OHIO? YES no

A LICENTIATE OF THE MEDICAL COUNSEL OF CANADA? YES NO V//EATE /_/

A U.S. CITIZEN? YES / NO BASIS OF CITIZENSHIP DATE: /[

A GRADUATE OF A MEXICAN MEDICAL SCHOOL? YES __ NO Z:i DATE !/ _/
DEGREE OBTAINED (CHECK ONLY ONE):  ACTA TITULO MEDICO CIRUJANO

HAVE YOU ACHIEVED A SCORE OF AT LEAST TWO HUNDRED THIRTY (230) ON THE TEST OF SPOKEN ENGLISH OF
THE EDUCATIONAL TESTING SERVICE AS REQUIRED UNDER SECTION 4731.09, 0.R.C.? (THE TOEFL, ECFMG
EXAM, etc., ARE NOT EQUIVALENT AND CANNOT BE SUBSTITUTED FOR THE TSE) YES NO

OHIO RESIDENT AT THE TIME OF ADMISSICN TO MEDICAL SCHOOL? YES ___NO _l{(
IF YES, GIVE FULL ADDRESS AT THAT TIME:

STREET ADDRESS CITY STATE 1P
CERTIFICATION

I, ;]9. L f(Dkz » HEREBY CERTIFY THAT I AM THE PERSON REFERRED
T0 ON FORM; THAT THE STATEMENTS THEREIN ARE

STRICTLY TRUE IN EVERY RESPECT AND THAT I HAVE READ AND UNDERSTAND THIS CERTIFICATION.

Cioo e QMo 11790

STGNATURE (/] DATE

RETURN TO:  STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OHIO 43266-0315



PRELIMINARY EDUCATION FORM

My name IN FULL is *“)Pak) \ijIHij Lliéi
LAST

FIRST MIDDLE
High School or ~
Equivalent: !d [U(ULU-\ Hfﬂh SCh(D/ L@tdl}?)(dff MT Hg
SCHOOL NAME STATE COUNTRY
09 1 13 D6 1 17 H.S,

FROM: MO/YR 10: MO/YR DEGREE
Undergraduate
College or . T
Equivalent: _ [y IQJW/ of Michioan dnndrbor MT (/.S

SCHOOL NAME OITY STATE COUNTRY

09 ;7 Db/ 8% b6,
FROM: MO/YR T0: MO/YR DEGREE
SCHOOL NAME CITY STATE COUNTRY
/ /

FROM: MO/YR TO: MO/YR DEGREE
Medical School : j _ ;
of Graduation: UYH v€I§J'TZV C%:bql qoJ) 0§0/7K1IY?Or“ A/[I, U.S,

SCHOOL NAME CIPY STATE COUNTRY
0,/ Db £ 4.0,
FROM: MO/YR 10: MO/YR DEGREE

L Iregrasded Premed—Med, Pragrom (b yreod))

FOR "BOARD -USE “ONLY

CERTIFICATE OF
PRELIMINARY EDUCATION

NO:

DATE ISSUED: w0

* This is to certify that this applicant has met o 7
preliminary education requirements for the study of £ i
medicine in conformity with the statutes of Ohio and E
the regulations of the State Medical Board of Ohio.

Entrance Examiner

Secretary






CATIZSRY I: €3 cradits nay te earned 1a this Category

Name of Activity c
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SANUARY L, L9a7

I certify the following to be true and correct.
returned for proper credis,

completed, 3igned and

SIGNATURE

- DECEMBER 31, 1988

Fenaoel
31690

This form muse be
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100 CREDIT REQUIREMENT
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(maximum 69Q) .
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STATE OF OHIO
THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio 43215

7/6/84
Foderation of Stato Medica Boaitls

of the United Siatas

JUL 1% 984
Mrs. Fisher
Federation of State Medical Boards PRIV.CORRES________

of the United States, Inc. ANs\_prL____“

2630 West Freeway SHEGR.____
Suite 138 BY.

Fort Worth, Texas 76102
Dear Mrs. Fisher:

The following physician has applied for endorsement licensure in Ohio:

Joyce Lee Horn, M.D.

Please indicate whether you have any derogatory information in your files.
Thank you for your cooperation.

Sincerely,

@Mzoé& W e

Angela Albert
Chief, Licensure

Derogatory Information:

00:6% 4L WP

WE HAVE NO UNFAVORABLE INFORMATION
REGARDING THE ABOVE NAMED PHYSICIAN

JUL 131984

47«1 ;./.%..A.é,n.

BRYANT L, GALUSHA, M.D,
EXECUTIVE VICE-PRESIDENT



EH

STATE OF OHIO
THE STATE MEDICAL BOARD
Suite 510
65 South Front Street
Columbus, Ohio 43215
DATE July 6, 1984

Dear Doctor,
Dr. Joyce Horn, MD who is/was Resident OB/GYN 7/83-present

is applying for licensure in the State of Ohio. We would appreciate your assistance in filling out
the following evaluation so that we can process his/her papers for licensure. Your immediate
attention to this matter will be greatly appreciated by the doctor as well as by us. Information
provided is considered confidential under Section 149.43(A)(2)(a), Ohio Revised Code. Thank you
for your time and assistance.

(1) How long have you known the doctor? g “ o

(2) What was/is your supervisory capacity? dei 0. .

(3) At what hospital? Madvers han of  Cloddwon i Medla o Goda,
1)

(4) How would you rate this doctor's medical knowledge and techniques? b, .. cwaien s

(5) In your opinion, is this doctor a person of good moral and ethical character? Les

=

(6) Does this doctor work well with peers and medical staff? “ 2

(7) Does he/she relate well to patients? "o

(8) How is his/her command of the English language? (If applicable) S

(9) Would you recommend this doctor for licensure? G Ly

Additional comments, please: (If needed, an extra sheet of paper may be used)

Please return this form to the Ohio State Medical

Board at the above address,
Sincerely,

ﬁft%(& (LUt

Angela Albert
Chief, Licensure

T (S

Signature of Doctor, please type or print
name legibly beneath

T - BARDEP D

?l"‘o—()k’iﬁu\ SN CLH‘-\\\’\W\"N—\ .
Position'

DATE

Telephone No. (57 2\ K11 “a6 - (Include Area Code)










OlATE MEDICAL BOARD OF OHIO INSTRUCTIONS ~
65 SOUTH FRONT ST. SUITE 510 COLUMBUS, OHIO 43215 12 DO NOT FOLD OR STAPLE THiS CARD.

1GERTIFY, UNGER PERALTY OF THE LOSS OF NY RIGAT T0 PRACTICE MED I CAN E D T B ML D, e To:

AND SURGERY 1N THE STATE OF ORIO. THAT | RAVE CONPLETED BORING THE LAST MENNIM THE SEGUISITE HOURS OF  TREASURER, STATE OF OHIO

CONTIRUING MEDICAL EDUCATION CERTIFIEO BYTHE OH IO STATE MEDICAL ASSN T D ek oW,

A Aﬁo‘ W THE STATE NEDICAL 80ARD ANO HEREBY MAKE APPLICATION FOR REKEWAL, BB BB} 5 SEND PAYMENT (DO NOT SEND CASH) AND THIS

Q ﬁ APPLICATION iN ENCLOSED ENVELOPE TO:
{ él&) Q ! 5 m ' TREASURER, STATE OF OHIO
e - n-/ 10‘_‘1 BOX 2438 COLUMBUS, OHIO 43216
— (SJGNATURE OF APPLICANT)  (DATE)
Vo IDENTIFIGATION REPORT ANY CHANGE OF ADDRESS OF RECORD
| APPLICATION FOR BIENMIAL LICENSE REWEWAL 1O PRACTICE AS A NUMBER (PLEASE PRINT)
DOCTOR OF MEDICINE 35-05-0927
1 . JOYCE LEE HORN - [CAST NAME FIRST NAME INITIAL
11 2647 BELLEVUE
APT 2  __ .
_ CINCINNATI OH 45219 STREET ADDRESS
s §[_MD & DO SPECIALTY CODES AMOUNT DUE  DATE DUE ~
3 ENTER ALL _, $100.00 11/15,86 [V STATE 2 cope
2 SPECIALTY CODESPR | | :
| {SEE LIST OB ENCLOSED CARD) TLWIT OF 31 COUNTY

~ TO RECEIVE YOUR RENEWAL CARD BY DECEMBER 31ST, RETURN THIS APPLICATION AND FEE BY NOVEMBER 15 ‘



4

EDM~-14946-8

-

THE ADQRESS SHOWN ON THE FRONT OF THIS CARD WILL BE MAINTAINED AS YOUR ADDRESS OF RECORD WITH THE BOARD-.

PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT FROM THAT SECTION 4731.281, OHIO REVISED CODE REQUIRES THAT A
SHOWN ON FRONT

RESPONSE BE GIVEN TO THE FOLLOWING QUESTION. PLEASE
(PLEASE PRINT) MARK THE CORRECT BOX.

l SINCE YOU LAST RENEWED YOUR OHIO MEDICAL LICENSE,
= HAVE YOU BEEN FOUND GUILTY OR PLEAD GUILTY
LAST NAME FIRST NAME INITIAL OR NO CONTEST TO:
YES NO,
STREc ADoRESS 3 lZl/ a.) a felony.
CiTy STATE 7P CODE D E/ b.) a misdemeanor committed in the course of your
practice, or
l D c.) a tederal or state law regulating the possession,
SOCIAL SIiCURITY NUMBER distribution or use of any drug?
AT ANY TIME SINCE THE LAST RENEWAL OF YOUR CERTIFICATE HAVE YOU:
YES Nor YES NO.~
1.) Been addicted to or dependent upon aicohol D 3.) Surrendered or consented to limitation
1 or any chemical substance? ) u:l:l

icense to practice medicine, or state

or federal privileges to prescribe controlled
D 2.) Had any disciplinary action taken or initiated D e substances?

against you by a state licensing agency? 4.) Had any hospital privileges suspended or

revoked?






r

PRINCIPAL PRACTICE ADDRESS—IF DIFFERENT FROM THAT
SHOWN ON FRONT

PLEASEPRIND (ply 111l JUNE 1990)

HORN) "JOVCE A,

TIA  POMNSTTURNTA AVE™
—WITMIIGTON, DE 1980L

STATE ’ ZIP
AEW) CASTTE
SOCIAL SECURITY NUMBER
AT ANY TIME SIN
o = 1.) Been addicted to or d dent Icohol or any ch
I:I “ substance? You may answer no‘?:ri;ﬂs question ﬂ’;mu have suc-

cessfully completed treatment at a program approved by this
Board and have subsequently adhered to all statuatory re-
quirements as contained in tion 4731.224, O.R.C., and
related provisions; or are currently enrolled in a Board approved
program,

k D E/'z} Had any disciplinary action taken or initiated against you by a

THE ADDRESS SHOWN ON THE FRONT OF THIS CARD WILL BE MAINTAINED AS YOUR ADDRESS OF RECORD WITH THE BOARD.

SECTION 4731.281, OHIO REVISED CODE REQUIRES THAT A
RESPONSE BE GIVEN TO THE FOLLOWING QUESTION. PLEASE
MARK THE CORRECT BOX.

SINCE YOU LAST RENEWED YOUR OHIO MEDICAL LICENSE,
HAVE YOU BEEN FOUND GUILTY OR PLEAD GUILTY
OR NO CONTEST TO:

YES NO
E//ﬂt) a felony

|:| b.) a federal or state law regulating the possession,
distribution or use of any drug?

TION FOR RENEWAL OF YOUR CERTIFICATION HAVE YOU:

YES 3)s dered or ted to lis upon a license to practice

D 1 icine, or state or federal privileges to prescribe controlled
tances?
D 4.) Had any clinical privileges suspended or revoked for other than

failure to maintain records or attend staff meetings.

QT-00224-08



STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR. COLUMBUS, OHIO 43266 - 0315

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

39 OBSTETRICS & GYNECOLOGY

CERTIFICATION

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE
STATE OF OHIO, THAT | HAVE COMPLETED DURING THE LAST BIENNIUM

THE REf)gISIgE HouRs OF %ogrlméugﬁ Mibslcho %)(II%TIO% %ERTIFIED BY THE [ ] SPECIALTY CODE(S) CORRECT AS LISTED
AND APPROVED BY THE STATE MEQICAL BOARD, AND.THAT.THE INEORMATION ... == S s
PROVIDED QN THIS APPLICATION FOR:RENEWAL £ rRr.tE ANO CORRETCTIN = ™ i ;#Jﬂa SPEQIALNréD,EésyARE n\rsaaoa s } S
EVERY RESPECT / ; /_\ ENTER ALL SPECIALTY CODE NUMBERS. CODE1 CODE2 CODE3

JCiges (AOL [[~] 5 f,r CHANGE OF ADDRESS
/K ( SIGNATURE OF APPLICANT ) ( DATE)

IDENTIFICATION NUMBER:* AMOUNT DUE DATE DUE T A M E BB B
35050927 $160.00 i1/01/90 N N N 0 U N A S A O S 0 O O R
JOYCE LEE HORN, M.D. STREET
8611 CALUMET WAY T Y O O N N O O N O B |
CINCINNATI OH 452492430 oy STATE  ZIP CODE

N IO Y Y N A O B
COUNTY

LW9ESESESE 22

093g0s0gé?ee SOQONN LD~ -
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77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315

.- . On+/ON WITH FEE

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

39 OBSTETRICS & GYNECOLOGY

CERTIFICATION

1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE

STATE OF OHIO, THAT | HAVE COMPLETED DURING THE LAST BIENNIUM

THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY RHE
OHIO STATE MEDICAL ASSOCIATION !

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION

PROVIDED ON THIS APPLICATION FOR REN. IS TRUE AND CORRECT IN

AW

E R BPECIALTY CODEISY CORRECT AR tisTED..

IF THE SPECIALTY CODE(S) ARE IN ERROR, i i {
EVERY RESPECT. \ ENTER ALL SP'ECIALTY CODE NUMBERS. CODE1 CODE2 CODE3
X_ B, Nl (%92 CHANGE OF ADDRESS
gs:qﬂATURE OF APPLICANT ) (DATE )

IDENTIFICATION NUMBER ~  AMOUNT DUE DATE DUE e R L S I T O I
35-05-0927 $160.00 07/01/92 S T O T O Y O O A B B B A O
JOYCE LEE HORN,M.D. TREET
8611 CALUMET WAY RN | |
CINCINNATI OH 45249-2430 cny STA P COo

1 [ N B N B |
COUNTY

LRERERERE 22

0R350508:27r +00000 000
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THIS PORTION WITH FEE

NIRRT

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315

‘ l"l I"I DETACH HERE AND REMIT
STATE MEDICAL BOARD OF OHIO

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

CERTIFICATION

| CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF

OHIO, THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1996-1998
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED
BytHE OHIO STATE MEDICAL ASSOCIATION

AND APPROVED BY THE STATE MEDICAL BOARL, AND THAT THE INFORMATION '
PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY

RESPECT. T
X Ve X
(DATE)

(

o

0BG OBSTETRICS & GYNECOLOGY

D SPECIALTY CODE(S) GORRECT AS LISTED \ .

ENTER ALL SPECIALTY CODES.

IF CORRECTIONS ARE NECESSARY, PLEASE

CODE1 CODE2 CODE3

REPORT ANY CHANGE OF ADDRESS

IDENTIFICATION NUMBER AMOUNT DUE
35-05-0927-H $275.00
JOYCE LEE HORN,M.D.

3219 CLIFTON AVE #125
CINCINNATI OH 45220

DATE DUE
05/01/98

LAERERERE 2

T T T T N S S A I S O ) N S S N S
STREET
N S O S O T | N T T S T
STREET
N T T N Y N B N |
ciy STATE ZiP CODE
| IV S A N I O
COUNTY

05335050827

00000 27500
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I |

77 SOUTH HIGH STREET, 17TH FLOOR COLUMBUS, OHIO 43266 - 0315

T THIS PORTION WITH FEE

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

CERTIFICATION

1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

THAT | HAYE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998-2000 REGISTRATION

PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE
OHIO STATE MEDICAL ASSOCIATION

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED

ON THIS APPLICATIONfOH RENEWAL IS TRUE AND CORRECT IN EVERY RESPECT.

0BG OBSTETRICS & GYNECOLOGY

D SPECIALTY CODE(S) CORRECT AS LISTED

IF CORRECTIONS ARE NECESSARY, PLEASE

RS S Ny U |
ENTER ALL SPECIALTY CODES. CODE1 CODE2 CODE3

X \ //VZU A?( / 4 / é/ RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.
(SbNATUéEOFAﬁPuCANT) ( DATE)

IDENTIFICATIONNUMBER AMOUNT DUE DATE DUE B B
35-05-0927-H $305.00 07/01/2000 | | | | | | | v d Gt Ll bt Tl
JOYCE LEE HORN,M.D, STREET
3219 CLIFTON AVE #125 IR A A A N N R A S A B R A
CINCINNATI OH 45220 ciry STATE  ZIP CODE

O Y

LHEAEQERE 21

0835050927 0000030500
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———y,_
STATE MEDICAL BOARD OF OHIO

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127

1S PORTION WITH FEE

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

CERTIFICATION

1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

THAT | HAVYE COMPLETED OR WILL HAYE COMPLETED DURING THE 2000 - 2002 REGISTRATION

PERIOD THE REOUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE
OHIO STATE MEDICAL ASSOCIAT

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED

0BG OBSTETRICS & GYNECOLOGY

@ SPECIALTY CODE(S) CORRECT AS LISTED

X wawu

ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT INJVERY RESPECT.

bATOI

IF CORRECTIONS ARE NECESSARY, PLEASE
ENTER ALL SPECIALTY CODES.

L1l 1]
CODE1

CODE2 CODE3

RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.

[ gIGNATURE OF APF-‘LlCANT ( DATE)

IDENTIFICATION NUMBER “AMOUNT DUE-. DATEDUE __ $50 Late Fee Due After| ‘srkpiy—————+1 1111 L1 1111 LI 1 1J
35-05-0927-H $305.00 ~ 07/01/02 10/01/02 NN TN T T O T U Y O 0 B
JOYCE LEE HO .D. STREET
CINCINNATI OH 45220 city STATE  ZIP CODE

TR T I T S I
COUNTY

0935050927

30500
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STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

CERTIFICATION

TRUE AND CORRECT IN EVYERY RESPECT.

-

| CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,

THAT | HAYE COMPLETED DURING THE 2002 - 2004 CME PERIOD THE REQUISITE HOURS OF
CONTINUING MEDICAL EDUCATION IN COMPLIANCE WITH O.R.C. 4731.281 AND O.A.C.
4731-10, AND THAT THE INFORMATION PROVYIDED ON THIS APPLICATION FOR RENEWAL IS

x Chage e Q/;LQW 5404

0BG

-

[Z]~ SPECIALTY CODE(S) CORRECT AS LISTED

IF CORRECTIONS ARE NECESSARY, PLEASE
ENTER ALL SPECIALTY CODES. CODE1  CODE2 CODE3

RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.

( SIGI\‘(\TURE OF APPLEANT ) ( DATE)
IDENTIFICATION NUMBER VAMbleT DUE Pl DATE DUE $50 Late Fee Due After
35 . 050927 305.00 7/1/2004 10/1/2004
Dr. JOYCE LEE HORN
3219 CLIFTON AVE #125
CINCINNATI OH 45220
0003kkL5LAA 30500 3577 050927

B,/ CALWHET WA L L
STREET

Y O Y O O O O A O S R B B A B B R A
STREET

AT T > 4G
S P EA N T G A%
CITY STATE ZiP CODE

AA P T L1l
COUNTY

SELECT ONE ADDR%{;OR MAILINGS FROM THE BOARD.

__ RESIDENCE RINICIPAL PRACTICE ADDRESS

vyl
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FORMY S T W e wE A e 7 .

APPLICATION FOR LICENSURE / RHVEW

IN QHIO :
gl ':S!‘TYES
K;'g ) Have you been fou
i & gu1/ty of, or pled guilty or
%éﬁ §r> contest  to, or receiv
£y ‘*‘:53 treatment or intervention
gﬁ& ‘M‘\’ lieu of conviction of, a felc
P oy B or misdemeanor?
EA RS
% Pgh ves NO
fa %5"'\ 2.) Have you been addicted
) ‘ 3ls or dependent upon aicohol
ok I Brd any chemical substance;
fgg"’l been treated for, or be
% j‘,_'-;.féz diagnosed as suffering frc
B =X drug or alcohol depender

or abuse? You may ansv
“NQ" to this guestion if y
B have successfully complet
treatrnent at, or are currentl
enrolled in, a program approv
by this Board and have adhered to all statutory requzremer
during and subsequent to treatment. You must answer “YE
if you have ever relapsed. Any questions concerning progri
approval or concerning this question can be directed to t
hoard offices.

YES NO
&) Have any malpractice awards or settlemer.
| “| been paid by vou or on vour behalf for ac
occufring in any state other than Ohio? .
YES NO g in any

-.{; Has any board, bumoau, denariment, agency,
] ‘ other body, including those in Ohjo, other th
this board, filed any charges, allegations
YES NO complaints against you?
D ) Have you surrendered, or consented
limitation of, or to suspensfon, reprimand
probation conceming, a license to practice a
healthcare profession or state or fede!
privileges to prescribe controlled substances
any jurisdiction? You may answer “NQO" to tt
question if the only such surrender or conse
was given to this board.

. YES NO
B/) Have you had any clinical privileges or oth

similar institutional authority suspended, restrict
or revoked for reasons other than failure
maintain records on a timely basis or to atte
staff meetings?

PRINCIPAL PRACTICE ADDRESS - THIS ADDRESS
MUST BE ENTERED AT EACH RENEWAL.
Check this Box if you have NO principal
Practice_addregss

llO#leﬁlélAB' AI‘G 44 S T S O T |
:.Sf_::(’t ' TE 3IQI '7L A TS TR N U A D SN O A A N U S0 T
CIINLJ KA T / RN Qﬁ M_A

State  Zip Code
)r;‘}ml lLiTad S O NS N D % |

County

SOCIAL SECURITY NUMBER

1 certify, that the information provided is true and correct.

(( *LF// e, 0éé//0¢

Slgn m e of App cant Date




4/9/2020

Date Posted: 4/4/2006 9:50:52 AM

Renewal ID 131819

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

Address Information
CREDENTIAL MAIL ADDRESS

MAIN

License Information
License Number
License Name

Email Address

Fees
Relicensure Fee

Specialty Codes

1. Please select one specialty from the field below
OBSTETRICS & GYNECOLOGY

10475 Reading Rd
Suite 307
Cincinnati, OH 45241

Hamilton County
United States of America
(513) 563 2030

8200 Remington Rd.
Cincinnati, OH 45242

Hamilton County
United States of America
(513) 563 2030

35.050927
JOYCE HORN

$305.00

Total Fees $305.00

2. Please select one specialty from the field below, if applicable.

CME-Physicians

....... {not Answered}

....... {not Answered}

1. Have you met the above CME requirements for your license?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=131819

12



4/9/2020 Renewal ID 131819
Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=131819 2/2



4/9/2020 Renewal ID 391152

Date Posted: 4/18/2008 9:09:54 AM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

License Information

License Number 35.050927
License Name JOYCE HORN
Email Address FrWmnWebb@hotmail.com
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered)
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=391152 1/2



4/9/2020 Renewal ID 391152

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=391152 2/2



4/9/2020 Renewal ID 1031116

Date Posted: 4/29/2010 4:49:47 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.050927
License Name JOYCE HORN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below

....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Has any board, bureau, department, agency, or any other body, including those in

Ohio other than this board, filed any charges, allegations or complaints against
you?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1031116
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4/9/2020 Renewal ID 1031116

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1031116 2/2



4/9/2020 Renewal ID 1707737

Date Posted: 4/6/2012 1:58:36 PM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

License Information

License Number 35.050927
License Name JOYCE HORN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1707737 1/4



4/9/2020 Renewal ID 1707737

occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 35-39

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 1-4

4. "Education" - preceptor, mentor, etc.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1707737 2/4



4/9/2020 Renewal ID 1707737

....... 1-4
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0

Clinical - Practice setting

1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).

....... 30-34
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 20-24
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45241
2. Enter the first county:
....... Hamilton
3. Enter the second zip code:
....... 45220
4. Enter the second county:
....... Hamilton
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... YES

Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 10475 Reading Rd., Suite 307 Cincinnati, OH 45220; 3219 Clifton
Ave., Suite 125 Cincinnati, OH 45220

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1707737 3/4



4/9/2020 Renewal ID 1707737

Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group
....... 5-10
3. Multi-specialty Group
....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.
....... {not Answered}

3. Choose specialty from the dropdown list.
....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1707737 4/4



4/9/2020 Renewal ID 2387189

Date Posted: 4/14/2014 2:23:53 PM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

Address Information

CREDENTIAL MAIL ADDRESS 10475 Reading Rd
Suite 307

Cincinnati, OH 45241
Hamilton County

United States of America
(513) 563 2030
jhartmann(@forwomeninc.net

License Information

License Number 35.050927
License Name JOYCE HORN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2387189 1/5



4/9/2020 Renewal ID 2387189

1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered)
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 25-29
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2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose
....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 0
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/ Ambulatory care"
(out-patient care).
....... 0
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 25-29
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45241
2. Enter the first county:
....... Hamilton
3. Enter the second zip code:
....... 45220
4. Enter the second county:
....... Hamilton
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
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Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 10475 Reading Road Suite 307 Cincinnati, Ohio 45241; 3219 Clifton
Avenue Suite 125 Cincinnati, Ohio 45220

Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... 5-10
3. Multi-specialty Group

....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... NO
ABMS Certified
1. Are you certified by an ABMS Board?
....... NO
NPI number
1. Please enter your current NPI number
....... 1558340224
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... BH1076125

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2387189 4/5



4/9/2020 Renewal ID 2387189

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2387189 5/5



4/9/2020 Renewal ID 3129640

Date Posted: 4/12/2016 9:35:07 AM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

License Information

License Number 35.050927
License Name JOYCE HORN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

1. At any time since signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?
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3. At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

5. At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings?

6. At any time since signing your last application for renewal of your
certificate haveyou been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 25-29

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3129640 2/5



4/9/2020 Renewal ID 3129640

....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 0
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 1-4
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).
....... 0
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 45-49
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45220
2. Enter the first county:
....... Hamilton
3. Enter the second zip code:
....... 45241
4. Enter the second county:
....... Hamilton
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... YES
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Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 10475 Reading Road Suite 307, Cincinnati, Ohio 45241; 3219 Clifton
Avenue, Sutie 125 Cincinnati, Ohio 45220

Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... 5-10
3. Multi-specialty Group

....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... NO
ABMS Certified
1. Are you certified by an ABMS Board?
....... NO
NPI number
1. Please enter your current NPI number
....... 1558340224
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... BH1076125
OARRS Registration
1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?
....... NO
2. Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
....... NO

I understand that submitting a false, fraudulent, or forged statement or
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document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Submission Date and Time: 5/23/2018 2:20 PM

License Renewal Application

License Type - Doctor of Medicine (MD)

Per sonal I nformation

Provide the necessary personal information in the fields to the right. All fields with (*) are required and must
be completed to continue the application process.

Title

Dr.

First Name
JOYCE
Middle Name
LEE

Last Name
HORN
Maiden Name
No Response
Social Security Number

Date of Birth

11/9/1958

Email Address
jhorn@forwomeninc.net
Phone Number

5135632030

Other Phone Number
No Response

Additional I nformation

Provide the necessary additional information in the fields to the right. All fields with (*) are required and
must be completed to continue the application process.

Do you have other aliases?
No Response
What is your gender?
Femae
What is your ethnicity?
No Response
In which country were you born?
United States
In which state were you born (if United States)?
Ohio
In which city were you born?



GREENVILLE

License Mailing Address

Select alicense mailing address by clicking the appropriate checkbox to the right (thisis the address used for
all postal communications from the Board for this license). To add a new address, click Add Address,
complete the required fields, and click Save.

10475 Reading Rd Suite 307
Cincinnati

OH

45241

United States

License Public Address

Select apublic license mailing address by clicking the appropriate checkbox to the right (thisis the address
that will be viewable by the public). To add a new address, click Add Address, complete the required fields,
and click Save.

10475 Reading Rd Suite 307
Cincinnati

OH

45241

United States

Military Service

If you have served in the military, provide the information for the type of service and duration of the service.
Also, provide proof of your service.

Have you served in the military?

No

Has your spouse served in the military?
No

| declined to answer these questions

Secondary Email Recipient

Y ou may define another email recipient for all automated emails you receive related to your license. You
may change this recipient at any time from your dashboard.

Secondary Email Address:



Specialty Tracking Component

Please list any American Board of Medical Specialties, American Osteopathic Association, or Council on
Podiatric Medical Education specialty and/or subspecialty certifications that you currently hold.

Questions

Answer the following questions by selecting the Y es/No option for each question. Once completed, click
Save and Continue.

Question - At any time since signing your last application for renewal of your certificate have you ever been
denied alicense to prescribe, dispense, administer, supply, or sell a controlled substance by the drug
enforcement administration or appropriate issuing body of any state or jurisdiction, based, in whole or in part,
on inappropriate prescribing, dispensing, administering, supplying or selling a controlled substance or other
dangerous drug?

Answer -

Question - At any time since signing your last application for renewal of your certificate have you ever had a
restriction of alicense issued by the drug enforcement administration or a state licensing administration in
any jurisdiction, under which you could prescribe, dispense, administer, supply or sell a controlled substance,
that was restricted, based, in whole or in part, on inappropriate prescribing, dispensing, administering,
supplying, or selling a controlled substance or other dangerous drug?

Answer -

Question - At any time since signing your last application for renewal of your certificate have you ever been
subject to disciplinary action by any licensing entity that was based, in whole or in part, on inappropriate
prescribing, dispensing, diverting, administering, supplying or selling a controlled substance or other
dangerous drug?

Answer -

Question - Have you completed at least two hours of continuing medical education, annually for the past two
years, that were certified by the Ohio State Medical Association or the Ohio Osteopathic Association, that
assist physicians in diagnosing qualifying medical conditions and treating these conditions with medical
marijuanaincluding the characteristics of medical marijuana and possible drug interaction.

Answer -

Question - At any time since signing your last application for renewal of your certificate do you have an
ownership or investment interest in or compensation agreement with any medical marijuana entity or
applicant?

Answer -

Question - At any time since signing your last application for renewal of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

Answer - No



Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

Answer - No

Question - At any time since signing your last application for renewal of your certificate has any board,
bureau, department, agency, or any other body, including those in Ohio other than this board, filed any
charges, alegations or complaints against you?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you been
addicted to or dependent upon alcohol or any chemical substance; or been treated for, or been diagnosed as
suffering from, drug or alcohol dependency or abuse?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you had any
clinical privileges or other similar institutional authority suspended, restricted, revoked or placed on
probation for reasons other than failure to maintain records on atimely basis or to attend staff meetings?
Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
mal practice awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - No

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - Yes

Question - Primary NPl Number
Answer - 1558340224

Question - Primary DEA Number
Answer - BH1076125

Question - What is your current employment status?
Answer - Actively working in a position that requires the license | am renewing

Question - Do you currently possess an active license other than that for which you are renewing?



Answer - No

Question - On average, how many hours per week do you work under the license for which you are currently
applying or renewing?
Answer - 40

Question - How many locations are you currently working in that require the license you are renewing?
Answer - 2

Question - Please provide the following information for up to 3 locations in which you use the license you
are renewing, beginning with the locations you spend the most time: Facility Name, Address, City, State, Zip
Code, Health Care Facility Type

Answer - For Women, 10475 Reading Road, Cincinnati, Ohio, 45241 OBGY N; For Women, 3219 Clifton
Avenue, Cincinnati, Ohio 45220

Question - Do you have hospital privileges?
Answer - Yes

Question - Which of the following best describes your five-year employment plan?
Answer - Maintain practice hours asis

Question - Please select alanguage, other than English that you personally use to communicate with patients.
Do not include a language that you use with the help of an interpreter or language software.
Answer - Not Applicable

Question - What isyour U.S. residency status related to your employment?
Answer - U.S. Citizen

Question - Do you consider yourself Hispanic, Latino/a or of Spanish origin?
Answer - No

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes



Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment button(s).
If uploading an attachment as a submission, it is necessary that the name of the file attachment is less than 80
charactersin length for it to be received successfully. The character limit does include the file attachment
extension, such as (.doc) and (.pdf). The (.exe) and (.html) file extensions are not supported for submissions.
For documentation that needs to be submitted directly to the Board or by hardcopy, please acknowledge by
clicking the Attest button(s). If no attachment or attestation items appear, please click the Save and Continue
button.

Review + Submit
Once the review has been processed, the license application will be completed.
Application Review - Completed

Attestation

| understand that submitting afalse, fraudulent, or forged statement or document or omitting a material fact in
obtaining licensure may be grounds for disciplinary action against my license. Under penalty of law, | hereby
swear or affirm that the information | have provided in the application is complete and correct, and that |
have complied with al criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 5/23/2018 2:20 PM

Type your First Name and Last Name as they appear on the application to sign electronically.

JOY CE HORN

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.





