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APPLICATION MAR 0 4 2008
Official Use Orly: Inquiry # %’g Date Application Received
(To be completed and signed by applicant. All questions MUST be answered, ever if ouly to ludicate “None” or “N/A™.)
1. Present Name Waatt JQI'J'IM. Noel N4
ﬁt) (First) {Middle) (Maiden)
{8) Other names used:__M /A
2, OHice/Training Address: 2. Gox_ /00294 Cfry_o‘ahes wlle  FL 326 /0
{No.) (Streen) (City) (State) (Zip/Post Code)

3. All States or provinees in whicl you have or had a licenss or registration. Ifmore than five, attach separate listing.
If license is pending or was not issued, so state. 1f none, please indicate by stating “Not Applicable.”

@ ___ /A
(State Board) (License No.){Stalus of License, i.c., expired, active, ete.)

()
(Statc Board) (License No.XStatus of License, i.¢., expired, aclive, etc.)

{c), :
(State Board) (License Na.){Status of License, i.e., expired, active, eic.)

() : !
(State Board) {License No.)(Status of License, i.e., expired, active, cfc.) i

{e) : i
(State Board) (License No.X(Status of License, i.e., expired, active, otc.) i

4. Medical School Name: _//zitrss Py of Alabama School of Aledii ke
Medical School Location: én'fm;}ugﬁgm, Alabama. Date of Graduation: o6 Jos [ 2004
MonilvDayfYVear

f you graduated from a medical school located outside the United Siales of America or Canada please list below:

BCFMGH__ /A Certifioste Date:

MontvDay/Year

5. List chronologically, al] Internship, Residency and Fellowship \raining in U.S. or Caneda (COMFLETED OR NOT), or Assistant
Professorship (or higher) at any programs attended, showing institulion, address, 1ype of program and dates. Allach separate listing if

neaded,
INSTITUTION NAME CITY/STATE TYPE OF PROGRAM/PCGY YEAR DATES OF ATTENDANCE
1eryi fors W sville, Flevida OMYI\/ 212 s:lgaf.;; Ot fod — present

IS
A
3

(
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6. License Exam: Please indicate all exams taken, the dare(s) taken {month/day/year) and what statc, if applicable:
a.  United States Medical Licensing Exam (USMLE)

0&/200/ 07/2003 0f /2008 /A
Stepl  (Date) Step 1l (Date) Step 111 (Date} State
b. State Written Examination Datc a/18 State

(The Commonwealth of Pucrto Rico written exaumnination is not accepted)
. National Board of Medical Examiners Examination (NBME} Certification Date AR

d. Federation of Stzte Medical Boards Licensing Examination (FLEX) Date(s) il

Corop T (Date) Comp 1] (Dare)
e. Licentiate of the Medical Council of Canada (LMCC) Date __ ps/fF
f.  Special Purpose Examination (SPEX) Date AR State

7. Indicate your arca of practice: _{JAsvt Fnts awd M&ﬁgy

8. List all certifications and re-centifications by 1 board or sub-board recognized by (he American Board of Medical Specialties only.

Specialty Board Certification # - Dates of CerlificationRecortification Expiration Date
N/

9, Account for, in chronological order, all aclivilics since graduation from medical school to presemt. ALL PERIODS OF TIME
MUST BE ACCOUNTED FOR. Attach a separate sheet if necessary. DO NOT ATTACH A CURRICULUM VITA (CV).

ACTIVITIES LOCA l 10N F'ROM:’T Q M ONTH!":"EQ_IQ_

Applicant Name__ Cbrinva M. h{;{aﬁ , MD. @)
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10. Have you ever had any application for any professional license refused or denjed by any
licensing authority? YES O NO M
11. Have you cver been refused or denied the privilege of taking an examination required [or any
professional licensure? YES O NO H
12. Have you ever been dropped, suspended, placed on probation. expelled, fined, resigned or
been requested to resign from uny medical schoo! or post secondary educational propgram in | YES O NO ﬁ
which you were enrolled? '
13. Has any training program taken action against you including probation, restriction,
suspension, revocation, modification, accepted resignation, asked you to leave temporarily or | YES [ NO E
permanently?
14. Have you ever voluntarily surrendered any healthcare license? YES O NO m
15. Have you ever had any healtheare licensc revoked? YES O NO m

16. Have you ever been the subject of disciplinary action or are you correatly under investigation
with regard to your healthcare licenss, been sanctioned by any lealthcare licensing authority, | YES O NO &
healthcare association, licensed healtheare facility or healthcare staff of such facility?

17. Have your priviieges cver been restricted, terminated, voluntarily oc involuntarily resigned or
withdrawn by any hesltheare licensing authority, healthesre association, licensed healtheare YES N OH
facility or healtheare staff of such facility?

18. Has disciplinary action been taken againsi you by any licensing agency with regard to any
professional license? Including but not limiled o restricted, terminated, voluntarily or YES D NO M
involuntarily resizned ot withdrawn.

19. Are there any pending complaints, investigatiens, or disciplinary actions sguinst you with any
healthcare licensing authority, healthcare associarion, licensed healtheare facility or healthcare | 'VES O NO X
staff of such facility?.

20. Havc you cver had a registration issved by a controlled subsiance suthority (State or Federal)
revoked, suspended, limited, restricted, modified, denied or have you surrendered or givenup | YES O NO M
in liew of action?

21. Hawve you ever been charged with or convicted, psrdoned or had 2 record expunged or vacated
of a felony, misdemeanor involving moral wrpitude? (sec cxplanation below) A “yes” | YES O NO ﬁ
answer is required even i you entered 2 diversion program.

22, Vave you ever been charged with or convicted {including 2 nolo coutendere plea or guilty
plea) of a violation of any federal or state drug law(s) or rule{s) whether or not sentence was | YES O NO [§

imposed or suspended?
23 In the Jast ten (10) years has a judgmers or settlement been entered against you as a defendant

in 2 medical malpractice suit? *Please do mot report pending malpractice suits or | YES [ NO X

settlements paid not related to a civil action.
24, HMave you ever been court martialed or discharged other than honorably from the armed

e YES O NO [’
25. Hawve you cver been terminated from 2 healtheare position with a city, counly, or state

government or the Federal government? YES O NO W
26. Have you ever been convicted of insurance fraud or received sanctions, including restrictions, YES O NO M

suspension or removal from practioc, imposed by any agency of the Federal povernment?

Note: In the event the responte o uny of the questions mumbered 10 through 26 is “VESY, the applicant must file with the application 2
detajled report concerning the above matters, including any ¢harge, date of sucls elinrge, the complete nsine sud nddress of all bodies of
Jurisdiction, the result of any hearings, and the dispaxition of such charge(s). TN ADDITION, the applicant must submit phatacopics of
any complaints, hearings, settlements or judgments together with copies of patient’s hospital and/or office records to the AMB.

Maral Turpilede includes but is nol Jimited W lhe following  Armed Robbery, Assault with a Deadly Weapon, Altempied Tnsurares Framd,
Fabricating and Presenting False Public Claim, False Repoiting ro Law Enforcement Ageacy, Falsification of Records of the Conrt, Forgery, Fraud,
Hit & Run, Ulegal Sale & Tratficking in Conirollad Substances, Tndecent Expasuee, Kidnapping, Larceny, Mann Act (Federal Commercialization
of Women Statute), Misleading Sale af Securilics in Connection with Transfur of Reul Property, Pegjury, Possssion of Hervin for Sale/Unlaw/ul
Sulc or Dispeasing Narcolic Drugs, Rape, Shoplifting =nd Soliciting Prostimtion.

Applicant Name_Szdriva M. (yatt ,MD. 3)
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CONFIDENTIAL
Physical/Mental Health and Substance Abuse

1. Wilhin the last five years, have you been diagnosed, treated or admitted to 3 hospita) or other

facility for the ireatment of bi-polar disorder. schizophrenia, paranoia or any psychatic disorder?

2. Arc you now or have you in the last 5 ycars been addicted to or abused any chemicul substsnce
including slcohal (excluding tobacco ang caffeine)?

3. Are you now being treated or have you in the last 5 years been treated or evaluated for a drug or
alcohol addiction or participated in a rehabilitation program? *H in a confidentis) prograw in
another stute see explanation below.

4. Have you ever been criminally charged with or investigated by any healthcare licensing
authority, healthcare association, licensed healtheare facility or healthcare staff of such facility
for inappropriate contact with a patieni or paticits?

5. Do you currently have any disease or condition that interferes with your ability to competently
and safely perform the ¢sscntial functions of your profession, include any disease or condition
generally regarded as chronic by the medical community, i.e. (1) behavioral health illness or
condition; (2) aleohol or other substance abuse; andior (3) physical disease or condtion, that may
presently interfere with your abilily (o campctently and safely perform the essential fonctions
involved in your usual practice? See below for definition of ghilify to practice medicine.

In the event you answer YES to any of the above questions, you must file with the application a detailed written narrative statement
concerning the abave matter(s), including the name and address of all training programs or hiealtheare providers, physicians,
preceptors, hospitals/rehabilitation centers, cle. where you were counseled/treated. You must also have 2 copy of your history and
physical examinations, consultation reports, discharge summaries from all hospitals/rehabilitation centers and a statement from
your attending physiciuns or treating therapists scttiug forth your diagnosis, progaosis and recommendatioas for continuing care, !
freatment, Supervision and a statement as to wWhether there is anything (hat wounld prevent you from safely practicing any type of :
medicine. This must be sent directly to the AMB, !

If you arc currently participating or have participated pursuant to a CONFIDENTIAL AGREEMENT OR ORDER in & program
for the treatment and rehabilitation of doctors of medicine impaired by alcoliol, drug abusc or [or other issues YOU MUST
SUBMIT A NARRATIVE OF CIRCUMSTANCES WITH YOUR APPLICATION AND REQUEST THE FOLLOWING
DOCUMENTATION BE SENT DIRECTLY TO THE ARIZONA MEDICAL BOARD’S PILYSICIAN UEALTII PROGRAM.

» Evaluation/Treatment records
s Psychiatric/Psychological records
« Compliance reports [rom state monitoring programs

Pleast note: All documents requested above nust be sent directly from the primary source to the Arizona Medical Board's
Physician Health Program Department from the primary souree and will not be accepted if submitted by the applicaat.

FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE ABUSE OR OTHER
ISSUES CAN RESULT IN BOARD DISCIPLINARY ACTION, INCLUDING REVOCATION OR DENJAL OF A LICENSE.

If you have any questions, please contact tie Board’s Physician Healih Program at (480) 551-2716 or (877) 255-2212.

Ability to practice medicinic is (0 be construed to include all of the following:
I. The cognitive capacity to make appropriate elinical diagnoses and exercise reason medical judpments aud to learn and keep
abreast of medical developments;

2. The ability fo communicate those judgments and medical information to patients and other healtheare providers, with or
without the use of sids or devices, such as a voice amplifier; and

3. The physical capability to perform medical tasks such as physical exsmination and surgical procedures, with or without the
use of afds or devices, such as corrective lenses or hearing aids.

“Medica] condition” includes physiological, mental or psychological conditlons or disorders, such as, but not limited to chrouic
and/or uncorrected orthopedic, visual, spesch, or hearing impairments, epiiepsy, multiple sclerosis, behavioral health illness,
dementig, drug addiction and alcoholism. '

Applicant Name _mfgéggg M. h@gﬁ‘ ,MD. 14)
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The applicant (_,ﬁéﬂ'ﬁ& MNoel Wight, sm.r.
RINT OR TYPE YOUR NAME)

being first duly swom upon his oath deposes and says: that | am the person herein named subscribing to this
application; that [ have read the statutes and rules regarding licensure and have read the complcte application,
know the full content thereof, and declare that all of the information contained herein and evidence or other
credentials submitted herewith are true and correct; that | am the lawfil holder of the degree of Doctor of
Medicine as prescribed by this application, that the same was procured in the regular course of instruction and
examination, and that It, together with all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which the applicant is aware that the applicant is the lawful holder thereof,
Further, I hereby authorize all hospitals, institutions or organizations, my references, personal physicians,
employers (past, present and future), business and professional associates (past, present and future), and all
government agencics (local, state, {federal or foreign) to release to the Arizona Medical Board or its successors any
information, files or records, including medical records, educational records, and records of psychiatric treatment
and treatment for drug and/or alcohol abuse or dependency, requested by that Board in conmection with this
application; or any further or future investigation by that Board necessary to determine my medical competence,
professional conduct or physical or mental ability to safcly engage in the practice of medicine. I further authorize
the Arizona Medical Board or its successors to releasc to the organizations, individuals or groups listed above any
information which is material to the application or any subsequent licensure. I further acknowledge that
falsification or misrepresentation of any item or response on this application is adequate to deny the same or to
hold a hearing to revoke the same, if issued.

Under penalty of perjury I certify 1 am a U.S. Citizen or a qualified/registered alien.

Signature oprplicale / %él: sM.D.  Date J[’gfog

If you would like to designate/authorize ONE other individual beside yourself to check the status of your
application with the AMB, please complete the following information:

Entity name: Individual Name : Phone #

* ARIZONA LAW REQUIRES AN APPLICANT WHO HAS BEEN CHARGED WITH A FELONY OR A
MISDEMEANOR INVOLVING CONDUCT THAT MAY AFFECT PATIENT SAFETY AFTER
SUBMITTING THE APPLICATION TO NOTIFY THE AMB WITHIN 10 DAYS AFTER THE CHARGE
IS FILED. ARIZONA REVISED STATUTE (A.R.S.) §32-3208 (SEE WEBSITE UNDER Physician Center
~ Reportable Misdemeanors FOR LIST OF REPORTABLE MISDEMEANORS — ALL FELONIES ARE
REPORTABLE)

FOR OFFICIAL USE ONLY

i
Application Processed by .b M L4 1. 3/2€ ' ( ?’ . P2

Application Approved 5/ 20 2068 by ﬁw M—-

License Issued [ ltD’OC? ,}{-\B\ License Number _ oga4y
\XY /

)
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e VERIFICATION OF MEDICAL EDUCATION
{This form raust be completed by the medical school)

tached Authorization For Refeass of inlotration, Docgiments aivt Recards form has suthorized your
mwmmmmmmmvmmm}wmammmmm
at your institution. Please complete this Torm znd forward & 1o FCYS in the enclosad posiage-naid, seifaddressed envelope.
K your instifution processes Yranscript requests hwough another office, FOVS hus
ey macia such a st under Separate cover. ¥ your office also PIOCesses
Please aote:  transcripl roguests, pleass attach the individeal's ofiicial transcript fwhich
inticates courses taken, dales and hoiws of attendanca, and scores,

Name of Institution:  University of Alabama School of Medicine
Complete Address: _ 1530 3" Avenue South, VH-100

Streot Address: 1670 University Bivd
Chy: _Birmingham State: AL ZIP Code {Postal Code):_35294-0019

K name of institution was different whan this ndividual attersded, please note this name balow:

Premaedical Education:
Years of education required for admission to your medica) sehiool: 4
Credentialidegres prasentad by the applicant for admigsion to your medical school: Bachelor of Science

Enroliment and Participation: O MM Sabrina Noel Wyalt
‘Instructional weeks (ot ndidus ramme: Lok, Pl Wids, 5]
atterded our medical schiool for fotal of 413 _weeks of medical education on the following dates {men/ddiyy).

me : 07 126 ;1999 To 06 05 ;2004
T Month ODsle  Yeer - Mocdh Date  Yoer
This individual (check ons):
was awarded the degree of _Doctor of Medicine on 06 705 2004
Mol Oelo  Yow
7  was NMOT awarded a dugree {please attach an axplanation)
Certification: By my signature, i, __Linda McCullough , certify that the above
PAMe

{typeiprint } .
information: is an accurate acoount of the above named individual's official records maintained in this and is true

Signature: A genBl hﬂ"—?—?

Title: _Registrar

Date of Signature: _April 28, 2008
Phane: {205 y 934-4964 Fax: (205 3 934-8724

Emall:

RIRS umP OO
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FEDERATION CREDENTIALS VERIFICATION SERVICE {(FCVS)
VERSFICATION OF MEDICAE EDUCATION {continued)

Unusudl Circumstances: The: following quesiions spply to unusizal cizumstances st occured during any part of the
individual's medical education, Pleass check the sporopriate response and provide dales and requested infoemation. "Yes”
mbwdﬂmMMamdwm«amwmmmm

necesswy).
1. Do this individual’s efficial records reflect (an) mernuption(s) or exiension(s} in hisher medicsl educalion?
_ Respoaze YES[] wo X
If YES, pleass select he reason(s; for, indicate the dates of the intarmmtion{s) or exteasion{s) and check whesher the
intermuption/exienalon was sppreved OF unapproved.
Fiom Mal\y ToMarvy Agpsaieg Unapproved

D ppoppQA
0 popp

al=ll=
DDF]

Please Specify:

2. Do this ndividuals official reconds refiect that vedshe wea ever piaced on academic or disciplinary probation
durinig histher mesical education? Resporze Ye| [ no Y

if YES, plesse select the reasonis) for the probation, indicate the diteds) of placement on and eemoval from probation
and altach additional documentaton 1o this report.
From MoV To Modyr

the madical school or parent cniversity? Rasponse
H YES, pisase provide detaded docwmentationinformation sbout the circumstarnices and oulcomsis):

4. mmwsmwmmwmmmmemdmﬁuuwmwmwm
mdical school or parent university? Responss YES O NO

If YES, please provide detalied documentationfinformation about ihe circusnatances and outcome(s):

s, mmmww%mmmammmawmmmsawwwmww
pecause of GUESIONS of acatemit imconipatente, dIRCPERATY ProtIEms, of any other Feazon
Response ves [ o Y

H YES, please provide telaied documentatoniinformetion about The: nature of the limitations or special requirements.




Federation o

STATEMSN
MEDICAL
BOARDS

rﬁcmm Verification Service (Fc‘

Piace, P.0O. Box 518850, Dadas, TX 75261-9850
Tk (817) B58-5000 Fax: (317) BE3.5000

Verification of Pomtgmdlnu Medical Education

lnstitstion: _University of Florida

Amenton: Program Director

Addess:  De ent of and G mM
Gainesville, F1 32610-0294
Yerification For: Name: Sabsina Noel Wyatt [ E
NEGENT “

individual's Name on Record (if different from sbove): UL APR @ 7 2008 |
Program PGY: 1 Speciaity/Subspeciaity: OB/GYN
" e From: 06/28/2004 | To: 0B127/2005
_ ency
wnm Fon CIChief Reaid Successfully Completad?: ﬂYés CINo Elin Progress
SSpATESS from Sices that OIFeiowship Accrediec by: RACGME [Ja0A [JLCGME [ORsC [lcFrc
Kthe postoracuare year’s | POY: 2:3 Speciaity/Subspeciaty: OB/GYN
m“ m""’"‘:‘ﬁ_""ﬂ'“"‘“’“ Clinemship From: DB/28/2005 To: 06/27/2007

inthe Residan . .
- gcmem:mnq Successfully Completed?: [Qves  [INo Clin Progress
mm'-ﬂ = “d' o CIrcesc DAPP”D‘!’"BHM ,
s Pev 4 -
Use one saction per A _WOBIGYN - o
provide & schedute of BAChief Rasidency Sueummcomm: EYes ONo " [in Progress
DFetiowstip Accrodited by: [JACGME [JAOA fICcGME [ORsC CcFerc
ORrRCPSC [JAPPAP [INone of these

:;n . 1Didmisrmmn!mrm:h¢wofm«bm*hmhmrm-g° - OYes Bho
az'm"'m"”' 2. Was this incividun! Over Pacen on PIOBEBONT -....._..oo. .. e eeeerses seesreren eeeemscosasessseeeaensessmmsas sres CYes [HANo
Omilied responzes require | 3. Was thiz individual ever discipined of PLced Unter IvestiGation? ...............eceeeeeeveveeceecacevees [Yes o
writhen explanation.

Fnecassary, you may
your
on a saparate choet of

" SEAL

s )
VERIFIED| —

4. Were any negaiive mports for behavicral reasons ever filad by inSuCtors? ..............ocovevurevnnnn.

5. Were any Emitations or special requirements placed upon this individual because

of questions of academic incompetence, discipiinary problems or afty other 1€ason? ...................... OOves [HNo
leauﬂﬁnam"_\!'mmm ’ '

Certification: -

——— !

rAMmmmu

ﬁs”‘apwe.l |
|: mwpm :
I form notarized.

—_— e —

Qmpteﬁmofmefolwhg!swlmwonmm information above is nnmmeam.mdlhls ndividuar's
recorde and is true and correct. mmmmmmmmnu gignature, or the electronic fyped

signeture, of the pregram difector (M:D./D.0. only). .
m!atrlck Duff M.D. ‘Rjﬂw%
. mumM ,

EWM&H

2246




day on which the examinstion began. Where numeric scores are reported; thy
indum passing score (“MP”) on cach scale is shown in parenthescs.

Three-Digit Score
Pass/Fail  Total MP
Pass 138 182

Two-Digit Score
Totail
77 75

Three-Digit Score
Pass/Fail Total
Pass 233 182

Two-Digit Score
Total MP
94 75

Com

Three-Digit Score
Pass/Fail Total MP
Pass z 214 '

Two-Digit Score
Total




Arizona Medical Board
9545 E. Doubletree Ranch Road « Scottsdale, AZ 85258-5514
Telephone: 480- 551-2700 « Toll Frae: 877-255-2212 « Fax: 480-551-2704

Website: www,azmd.qov » E-Mail: questions@azmd.gov

May 21, 2008 JUN 0 9 2008

Dear Dr. Wyatt,

The Arizona Medical Board is pleased to inform you that your application for licensure in the State of Arizona is

administratively complete and has been approved. Your license will be issued upon i he required statutory
license registration fee A.R.S. 32-1436(A)(2) and is renewable on your birthday ol

As of January 2001 Arizona convert tobien jal licensure based on birth month and odd or even birth year. Your
required license registration fee is\$83.33. \This fee is your licensing fee and is in_addition to the $500.00
application processing fee that you have already paid.

7

Please complete the bottom portion of this Tetter and refurn the completed form with the initial license registration
fee payable to the Arizona Medical Board, 9545 E. Doubletree Ranch Rd., Scoftsdale, AZ 85258. If paying by
credit card, the completed form along with the payment card authorization must be returned. NOTE: The residential
address and phone number are not available 1o the public unless they are the only address and number of record.
You are niot permitted 1o commence the practice of medicine in the State of Arizona until your license has been
issued. Allow up to 5 business days for the processing of your payment and issuance of your license.
Piease do not call and request status, as this will slow down the process.

Registration forms and initial license fees not returned postmarked within thirty-five days of this notice will resut
in the application being withdrawn and applicant will be required to reapply.

If you have any questions, please contact me by e-mail at sgrabe@azmd.gov or by telephone at (480) 551-2756.
Sincerely,

Suzann Grabe
Licensing Cffice Manager

(DO NOT DETACH)
Name: L%r/fl/& Moe/ l"(y&: 77

Current Office Address: 20 . BoX /92177,
Current Home Address:

Current Mailing Address:
Current Office Telephone) Current Home Telephone
Cuirent Office E-Mai

Area of Interest: _£/24

Current Home E-Mail

Practicing: pd Yes [1 No
{Firda)

changes in addresses or phone numbers.

NOTE: Statutes require you to provide the Board with written notification within thirty days (30) of anC,
N

#Huoet (ol ‘/6 D
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Arizona Medlical Board
Arizona Regulatory Board of Physician Assistants
Attention: Licensing Office
9545 E. Doubletree Ranch Road
Scoltsdale, AZ 85258
Fax: 480-551-2704

Please mail ar fax this form to: f_/“
/2 Y
A

ADDRESS CHANGE FORM

« You must notify the board in writing within 30 days of any change of office or horne address and phone n umber

« Failure to do so may result in a monetary fine of $100 plus the costs incurred by the Board to locate you

« Please print this from and provide all information on your address change as fequested below. Please type of
print legibly. Fax or mail the completed form to the Board

« In accordance with A R.S. §32-3801, notwithstanding any law to the contrary, a professional’s residential address
and residential telephone number or numbers maintained by the professicnal board established pursuant to this
title are not available to the public unless they are the only address and n mbers of record.

Please record the following address changes: . EFFECTIVE DATE: LO fl‘%/O 8

PRACTICE: :1 ”!l'[i £ D% Qlﬁk’./l HLS t)_.ﬂd !;;mg (32:!(!% %Z ﬁﬁg,(uywdo not have a practice address
{Gompany Name) or name write the word *NONE”)

Street Address only: __1lL1 E. Carse [hack R4 35u}+~& 10

(iist P.0, Box as Mailing Address below}*

City: \'Pl’\(‘}e,n'! X - —_ ‘State: F\L Zip: ?501//}
Office Telephone: éOé ‘(;94, - ,/:a 7/ Offica Fax: /0037« Q%O - 7?8;‘7\
Office E-Mail:

RESIDENCE 2
City
Telephone:

Residence E-Mail;

[MAIL SHOULD BE SENT TOMY: __Practice @ Residence 0 The Address Below [ |

MAILING ADDRESS:

(If different from either above)

Street or P.0. Box:

City: State: Zip:

| **if no practice address, do you want your home address listed on the website? Yes O No O ]

Oabra M Wigett a ﬁ/é33§/

Name {Please print} AZ License #

(i Wt - ) fou Jot -
gnature (4 . Tod;?'s Date
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Plaase mail or fax this form to: l \/1

Arizona Medical Board
Arizona Regulatory Board of Physician Assistants
Attention: Licensing Office
9545 E. Doubletree Ranch Road
Scottsdale, AZ 85258
Fax: 480-551-2704

ADDRESS CHANGE FORM

* You must notify the board in writing within 30 days of any change of office or home address and phone number

» Failure to do so may result in a monatary fine of $10C plus the costs incurred by the Board to locate you

o Please print this from and provide all information on your address change as requested below, Pleass fype or
print legibly. Fax or mait the completed form to the Board

« In accordance with A.R.S. §32-3801, notwithstanding any law to the contrary, a professional’s residential address
and residential telephaone number or numbers mamtamed by the prefessional board established pursuant to this
fitle are not available to the public unless they 3 1dress and bers of regord.

Please record the following address changes: EFFECTIVE DATE: 7/ / / 88

PRACTICE: _/,én_'cwa Qbsdptonio gud @/(/{'d/b%{ esat A (1t you do not have a practics address
{Company Name) or name write the word *NONE")
Street Address Only: _/4t/ £, (aereltback K bad Seceld /Go
(list P.O. Box as Mailing Address below)"
city: Phetnsx state:  AZ zin: 50/
Office Telephone: __ S P0Z = 24/~ /4 7/ Office Fax:_ 02 - 230 ~ 79F 2
Office E-Mail:

RESIDENCE £

City
Telephone:

Residence E-Mail:

| MAN. SHOULD BE SENT TOMY: _ Practico ;I  Residence O _The Address Below [0 |

MAILING ADDRESS:

{if different from either above)
Street or P.O. Box:

City: State: Zip:

[ **If no practice address, do you want your home address listed on the website? Yes O No [ T

Tﬂ_&%%t_l%dw m b AZ L":Ie?s?#g L/
ke




Arizona Medical Board
9545 E. Doubletree Ranch Road e Scottsdale, AZ 85258-5514

Telephone: 480- 551-2700 e Toll Free: 877-255-2212 e Fax: 480-551-2704
Website: www.azmd.gov

August 15, 2012

iiirini Niil Wiitt M.D.

Re: Sabrina Noel Wyatt MD
Case # MD-12-0734D
Dear Dr. Wyatt:

The Arizona Medical Board has thoroughly investigated this case and found no violation of the
Medical Practice Act. Therefore, this case has been dismissed.

Thank you for your cooperation through the course of this investigation.

Sincerely,
A /%«/
Lisa S. Wynn

Executive Director



BIENNIAL MD LICENSE RENEWAL APPLICATION O(jﬁw
(Please Type in Spaces Provided) 4@ C}l/\)\ ‘?E |

A o
License Fee: $500 (If postmarked by due date) g /2? /j 0 &-/ REQJ - N
b e Y
[ $850 if postmarked 30 days after due date gef V¥ avlﬁﬁ}
_ E‘D.‘Um—

REMEMBER: There is a 525 e fa procssing a deficient renewal. Please double check your completed application before
mailing.

First Name: Sabrina Initial: |N. Last Name: [Wyatt

License Number: 40334

Practice Name: Arizona OB/Gyn Affiliates, P.C.

Office Address: 1661 E. Camelback Rd, Suite 160 Gity:  [Phoenix State: |AZ | Zip: liSO'tﬁ

Email: _fﬂce Phone: | +1(602) 241-1671 | Office Fax: | +1 (602) 230-7982
Malling Address: |1661 E. Camelback Rd, Suite 160 City: |Phoenix State: |AZ { Zip: @16

Home Address: City: State.ﬁp: -
Home Phone: Mobile Phone:

PLEASE NOTE: You are required to notify the Board in writing within 30 days of any change in office or home address

and telephone number. A.R.S. §32-1435(8) & (D). There is a fine of $100 for failure to report change of address.
Pagelof6



Area of Interest | BMS Ce"ﬁﬁ | Pi‘i? (or indic::‘epiifr:ft::'r:m:::ftiﬁcated)
Obstetrics & Gynecology 1 Yes No Yes [ JNo
ClYes [INo [iYes [No
[Jves [INo Clves  [JNe

Iam a U.S. Citizen or U.S, National. (If you have not provided the Board with a copy of one of the documents listed in
the Statement of Citizenship and Alien Status (i.e. birth certificate, passport, etc) since 2008, please submit a copy with
your application.

I am NOT a U.S. Citizen or U.S. National. (If this box is checked, you must download, complete and submit with your
[T application an "Arizona Statement of Citizenship and Alien Status for State Public Benefits” form along with a copy of
one of the listed approved supporting documents, such as an Alien Registration Card, Visa, etc.)

I am aware that it is unprofessional conduct to fail to have a written protocol in place for the secure storage, transfer
and access of patient medical records when a physician terminates or seils his/her practice and the medical records do
not remain in the same physical location. | have a protocol in piace for the secure storage, transfer and access of the
medical records of my patients should my practice close, as required by A.R.S. §32-3211.

I have completed a minimum of 40 hours CME during the two previous calendar years of renewal year as required by A.
R.S. §32-1434 and A.A.C. §R4-16-101.

***Please do not submit proof of CME unless you received notice on your renewal that you are subject to a CME oudit. fan
gudit was indicated, please submit the CME documentation with your completed renewal.

X

I request INACTIVATION of my medical license. | am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and / am totally retired from the practice of medicine in this state or
any state, territory, or district of the United States or foreign country. { understand that once inactive status is granted,
the Board wil! waive the annual renewal fees and requirements for CME. I understand that | may not engage in the
practice of medicine, hold registration with the Drug Enforcement Administration, ar write prescriptions as long as my
license is classified as inactive. | further understand that if | request reactivation of my license, the Board may require
me to pass the SPEX and any combination of physical, psychiatric, or psychological examinations or interviews it deems
necessary to determine my ability to safely engage in the practice of medicine. A.R.S. §32-1431.

O

| request CANCELLATION of my medical license. | am not presently under investigation by the Board, the Board has not
commenced disciplinary proceedings against me, and { am no longer practicing medicine in Arizona.

O

Page 2 of 6



QUESTIONNAIRE

1. Since your last renewal, have you had any application for any professional license refused or [JYes [AWNo
denied by any licensing authority? . o _
2. Since your last renewal, have you been refused or denied the privilege of taking an examination [ Yes m&ﬁ,
required for any professional licensure? o S o _
3. Since your last renewal, have you voluntarily surrendered any heaithcare license? [] Yes Bﬁo

4. Since your last renewal, have you had any healthcare license revoked? '  [OYes o

5. Since your last renewal, have you been the subject of disciplinary action or are you currently under [] Yes B@
investigation with regard to your healthcare license {(other than by the Arizona Medical Board), have

you been sanctioned by any healthcare licensing authority, healthcare association, license healthcare

facility or healthcare staff of such facil_l_ty? ) 3

6. Since your last renewal, have your privileges been restricted, terminated, voluntarily or involuntarily [] Yes Eﬁ,
resigned or withdrawn by any healthcare licensing authority, healthcare association, licensed

healthcare facility or healthcare staff of such facility?

7. Since your last renewal, has disciplinary action been taken against you by any licensing agency [ Yes E’I(o
(other than the Arizona Medical Board) with regard to any professional license? "Disciplinary Action"

includes, but Is not limited to restriction, termination, voluntary or involuntary resignation or

withdrawn. _ . .

8. Since your last renewal, have you had a registration issued by a controlled substance authority [] Yes E{O
{State or Federal) revoked, suspended, limited, restricted, modified, denied, or have you surrendered

or given up in lieu of action?

9. Since your last renewal, have you been charged with or convicted, pardoned or had a record [] Yes E'(O
expunged or vacated of a felony, or misdemeanor involving moral turpitude? {See explanation below) A
"yes" answer is required even if you entered a diversion program.

10. Since your last renewal, have you been charged with or convicted (including a nolo contendre plea [] Yes E}ﬁo
or guilty plea) of a violation of any federal or state drug law(s) or rule(s) whether or not the sentence
was imposed or expunged?

11. Since your last renewal, have you been court martialed or discharged other than honorably from OOYes o
the armed service?

12. Since your last renewal, have you been terminated from a healthcare position with a city, county, [] Yes [Z{o
or state government or the Federal government?

13. Since your last renewal, have you been convicted of insurance fraud or received sanctions, [] Yes [3»(0
including restrictions, suspension or removal from practice, imposed by any agency of the Federal

government?

Moral Turpitude includes but is not limited to the following: Armed Robbery, Assault with a Deadly Weapon, Attempted
Insurance Fraud, Fabricating and Presenting False Public Claims, Faise Reporting to Law Enforcement Agency, Faisification of
Records of the Court, Forgery, Fraud, Hit & Run, lllegal Sale and Trafficking in Controlled Substances, Indecent Exposure,
Kidnapping, Larceny, Mann Act (Federal Commercialization of Women Statute), Misleading Sale of Securities in Connection with
transfer of Real Property, Perjury, Possession of Heroin for Sale/Unlawful Sale or Dispensing Narcotic Drugs, Rape, Shoplifting
and Soliciting Prostitution.

First Name: Sabrina Initial: [N. | Last Name: |Wyatt

License Number: 40334
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CONFIDENTIAL QUESTIONNAIRE

1. Since your last renewal have you been diagnosed, treated or admitted to a hospital or other facility
for the treatment of bi-polar disorder, schizophrenia, paranoia or any psychotic disorder?

2. Are you now being treated or since your last renewal have you been treated for a drug or alcohol
addiction or participated in a rehabilitation program? *If in a confidential program in another state see
explanation below.

3. Do you currently have any disease or condition that interferes with your ability to competently and
safely perform the essential functions of your profession, include any disease or condition generally
regarded as chronic by the medical community, i.e. {1) behavioral health iliness or condition; {(2) alcohol
or other substance abuse; and/or (3} physical disease or condition, that may presently interfere with
your zbility to competently and safely perform the essential functions involved in your usuai practice?

Ability to practice medicine is to be construed to include ail of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reason medical judgments and to learn
and keep abreast of medical developments;

2. The ability to communicate those judgments and medical infarmation to patients and other healthcare providers,
with or without the use of aids or devices, such as a voice amplifier; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

I ATTEST THAT ALL INFORMATION SUBMITTED ON AND WITH THIS RENEWAL APPLICATION IS TRUE. This includes
information and responses provided on all four pages of the renewal application, any corrections made to the enclosed
physician profile, and any information provided on or submitted with the CME Audit Form.

First Name: Sabrina Initial: [N. | Last Name: [Wyatt

License Number: (40334

Signature:




ARIZONA MEDICAL BOAR?DCVA 9\6)@\

BIENNIAL MD LICENSE RENEWA TION
AZ MD Lic#: 40364 Renewal Fee $850 (if postmarked 30 days afbter due date)

Name: Bi%é? REI M LU#& , MD
PUBLIC ADDRESS & PHONE NUMBER

"1651E. CAMELBACKRD. #1600 4
PHOENIX, AZ 85018

Phone ¥: wi-gqil ILFL Fx# iog-;zzo»???a
E-Mail:

MAILING ADDRESS

1661 £, CAMELBACK RD. #160
PHOENIX, AZ 85016

HOME ADDRESS

gy, 11 43

Field of Practice Code ABMS Certified? Practicing? Expiration Date (or
(see attached form for code) Y/N) (Y/N) indicate lifetime certificated)
4] oY N Y wrdlen gxam takeh- pends

REQUEST FOR CHANGE IN LICENSE STATUS:
0 INACTIVE STATUS (I have read and meet the requirements for Inactive status as listed in the instructions)
0 CANCELLATION (I have read and meet the requirements to cancel my license as listed in the instructions)

I hereby certify, under penalty of perjury by my signature below that all information on this form is currently accurate and
« I have completed a minimum of 40 credit hours of continuing medical education during the previous two calendar years
of my renewal as required by A.R.S. §32-1434 and A.A.C. § R4-16-101

- I have a written protocol in place for the secure storage, transfer and access of the medical records of my patients should

E?y practice close as required by A.R.S. §32-3211
I am a U.S. Citizen or U.S. National (If this box is checked please submit with your application a copy of one of the
listed approved supporting documents listed in the “Arizona Statement of Citizenship and Alien Status for State Public
Benefits” i.e. Birth Certificate, U.S. Passport, etc.)

O Iam NOT a U. 8. Citizen or U.S. National (If this box is checked you must download, complete and submit with your
application “Arizona Statement of Citizenship and Alien Status for State Public Benefits” form along with a copy of one
of the listed approved supporting documents i. e. Alien Registration Card, Visa, etc.)

el Vot

censeed{Signafure<tamp will not be accepted)
! Page &
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1. Since your last renewal have you had any application for any professional
license refused or denied by any licensing authority?

YES

NOI{

2. Since your last renewal have you been refused or denied the privilege of
taking an examination required for any professional licensure?

YES

NO

3. Since your last renewal have you voluntarily surrendered any healthcare
license?

YES

NO &

4. Since your last renewal have you had any healthcare license revoked?

YES

Oo;0o|0|0

NO

5. Since your last renewal, have you been the subject of disciplinary action or
are you currently under investigation with regard to your healthcare
license (other than by the Arizona Medical Board), have you been
sanctioned by any healthcare licensing authority, healthcare assodation,
licensed healthcare facllity or healthcare staff of such facility?

YES

]

No &

6. Since your last renewal have your privileges been restricted, terminated,
voluntarily or involuntarily resigned or withdrawn by any healthcare
licensing authority, healthcare assodation, licensed healthcare facility or
heatthcare staff of such facility?

YES

NO ]

7. Since your last renewal, has disciplinary action been taken against you by
any licensing agency (other than the Arizona Medical Board) with regard
to any professional license? ™Disciplinary Action” includes, but is not
limited to, restriction, termination, voluntary or involuntary resignation or
withdrawn.

YES

NOB/

8. Since your last renewal have you had a registration issued by a controlled
substance authority (State or Federal) revoked, suspended, limited,
restricted, modified, denied or have you surrendered or given up in lieu of
action?

YES

NO 2"

9, Since your last renewal have you been charged with or convicted,
pardoned or had a record expunged or vacated of a felony, misdemeanor
involving moral turpitude? (see explanation below) A “yes” answer is
required even if you entered a diversion program.

YES

NO @

10. Since your last renewal have you been charged with or convicted
(including a nolo contendere plea or gquilty plea) of a violation of any
federal or state drug law(s) or rule(s) whether or not sentence was
imposed or suspended?

YES

NO[B/

11. Since your last renewal have you been court martialed or discharged other
than honorably from the armed service?

YES

NO &

12.Since your last renewal have you been terminated from a healthcare
position with a city, county, or state govermment or the Federal
government?

YES

NO &

13.Since your last renewal have you been convicted of insurance fraud or
received sanctions, including restrictions, suspension or removal from
practice, imposed by any agency of the Federal government?

O

NO &

£S5 you must file

with the renewal a ﬁaiq:l_rem concem:ngthe above rs, mdud:ng any charge, date of such charge, the
complete name and address of all bodies of jurisdiction, the result of any hearings, and the disposition of such matters.
IN ADDITION, you must submit photocopies of any corresponding documents, such as complaints or board actions.

Moral Turpitude includes but is not limited to the following: Amed Robbery, Assault with a Deadly Weapon, Attempted
Insurance Fraud, Fabticating and Presenting False Public Claim, False Reporting to Law Enforcement Agency,
Falsification of Records of the Court, Forgery, Fraud, Hit & Run, Illegal Sale & Trafficking in Controlled Substances,
Indecent Exposure, Kidnapping, Larceny, Mann Act (Federal Commercialization of Women Statute), Misleading Sale of
Securities in Connection with Transfer of Real Property, Perjury, Possession of Hergin for Sale/Unlawful Sale or

Dispensing Narcotic Drugs, Rape, Shoplifting and Soliciting Prostitution.

Name:

Signature: !

D License Number:

40334




CONFIDENTIAL
Physical/Mental Health and Substance Abuse

1.  Since your last renewal have you been diagnosed, treated or admitted to a
hospital or other facility for the treatment of bi-polar disorder,
schizophrenia, paranoia or any psychotic disorder?

2.  Are you now or since your last renewal been addicted to or abused any
chemical substance including alcohol (exduding tobacco and caffeine)?

3. Are you now being treated or since your last renewal have you been
treated or evaluated for a drug or alcohol addiction or participated in a
rehabilitation program? *If in a confidential program in another state see
explanation below.

4.  Since your last renewal have you been criminally charged with or
investigated by any healthcare licensing authority, healthcare association,
licansed heaithcare facility or healthcare staff of such fadility for
inappropriate contact with a patient or patients?

5. Do you currently have any disease or condition that interferes with your
ability to competently and safely perform the essential functions of your
profession, include any disease or condition generally regarded as chrenic
by the medical community, i.e. (1) behavioral health illness or condition;
(2) alcohol or other substance abuse; and/or (3) physical disease or
condition, that may presently interfere with your ability to competently
and safely perform the essential functions involved in your usual practice?

Ability to practice medicine is to be construed to include all of the following:

1. The cognitive capadity to make appropriate dinical diagnoses and exercise reason
medical judgments and to learn and keep abreast of medical developments;

2. The ability to communicate those judgments and medical information to patients
and other healthcare providers, with or without the use of aids or devices, such as
a voice amplifier; and

3. The physical capability to perform medical tasks such as physical examination and
surgical procedures, with or without the use of aids or devices, such as corrective
lenses or hearing aids.
"Medical condition” includes physiological, mental or psychological conditions or
disorders, such as, but not limited to chronic and/or uncorrected orthopedic, visual,
speech, or hearing impairments, epilepsy, multiple sclerosis, behavioral health
filness, dementia, drug addiction and alcoholism.

ovent you ; or VES I« g bove g ;s you must file with the renewal a tten
namative statement conceming the above matter(s), including the name and address of healthcare providers, physicians,
preceptors, hospitals/rehabilitation centers, etc. where you were counseled/treated. You must also have a copy of your
history and physical examinations, consultation reports, discharge summaries from all hospitals/rehabilitation centers and a
statement from your attending physicians or treating therapists setting forth your_diagngsis, prognosis and recommendations
for continuing care, trestment, supervision and a sta [0 hi i . )

Treat
If you are currently participating or have participated pursuant to a CONFIDENTIAL AGREEMENT OR ORDER in a program for
the treatment and rehabilitation of doctors of medicine impaired by alcohol, drug abuse or for other issues YOU MUST

SUBMIT A NARRATIVE OF CIRCUMSTANCES WITH YOUR RENEWAL AND REQUEST THE FOLLOWING DOCUMENTATION BE
SENT DIRECTLY TO THE ARIZONA MEDICAL BOARD'S PHYSICIAN HEALTH PROGRAM,

* Evaluation/Treatment records = Psychiatric/Psychological records Compiiance reports from state monitoring programs

Please note: All documents requested above must be sent directly from the primary source to the Arizona Medical Board’s
Physician Health Program Department from the primary source and will not be accepted if submitted by the applicant.
FAILURE TO PROPERLY ANSWER THESE QUESTIONS OR DISCLOSE ALCOHOL, SUBSTANCE ABUSE OR OTHER ISSUES CAN
RESULT IN BOARD DISCIPLINARY ACTION.

If you have any questions, please contact the Board’s Physician Health Program at (480) 551-2716 or (877) 255-2212.

i v License Number: 4033 S/






